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Relating clinical decisions to evidence

Scope of this talk:

v" Clinical questions at the point of
care, why bother?

v" Evidence-based practice and
trustworthy guidelines

v" 'What are the problems with current
guidelines?

rpretative,
nt rrupti'&_multitaskinj,
collaborative, distributed,
opportunistic, and reactive
(Wears JAMA 2005).”

v" Real life implementation of
DECIDE strategies through MAGIC

v" Remaining challenges, solutions




Meet Anne, with abdominal complaints...

= 53 yrs, account manager

= DM II, hyperlipidemia and HT
(high cardiovaskular risk)

= Aspirin, statins, ACE-inhibitor

= Stomach pain past 6 months

= Upper endoscopy: Normal

= Diagnosis: Functional dyspepsia

Anne: Do I really need
aspirin? What is it good

for?
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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 In11studies, 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.




Walking steps of evidence-based practice 2014

’ Does Anne need \
to take aspirin?

AUDIT @' FOCUSED
IMPLEMENT QUESTIONS
Search for
Apply the recommendations in

recommendations on
iIndividual patients

N

evidence-based guidelines

Can you trust and use
those recommendations?

June 10, 2014



=~ How do we get to the evidence in Norway?

McM

?L' . Pyramid-search through Norwegian Electronic Health Library
UB. 65 model: A hierarchy of information resources for clinical questions

| Oppslagsverk %k |

B UpToDate

Benefits and risks of aspirin in secondary and primary prevention of cardiovascular disease

Where are the national or local guidelines?

63 model explained
Criteria for articles in PLUS

B Oppslagsverk sk Oppsummerte oversikter 4%

UpToDate
Best Practice B ACP Journal Club (selected via PLUS)
Review: Daily aspirin reduces short-term risk for cancer and cancer mertality
I Oppsummerte oversikter %% Review: Aspirin does not reduce CHD or cancer mortality but increases bleeding

ACP Journal Club {via FLUS)
More Results...

Systematiske oversikter x4

| Systematiske oversikter sk | PLUS Syntheses

PLUS Syntheses
Oral 5-aminesalicylic acid for maintenance of remission in ulcerative colitis. (Sysfematic Review)
B Oppsummerte enkeltstudier %% Safety, effectiveness, and cost-effectiveness of new oral anticoagulants compared with warfarin in preventing
ACP Journal Club {via PLUS) stroke and other cardiovascular events in patients with atrial fibrillation..{Systemafic Review)

More Results...

B Enkeltstudier * | Oppsummerte Enkeltstudier % * |
PLUS Studies

B ACE lpurnal Club (selected via P LISY
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6 (&} O Aspirin in the primary prevention of cardiovascular disease and cancer
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| aspirin primary prevention ~ All Topics m » Contents Patient Info What's New PCUs Calculators Drug Interactions
Aspirin in the primary prevention of cardiovascular disease and cancer aspirin primary prevention Find Patient Print  Email
Topic Outline | disease and cancer (Beyond the Basics)".) |
INTRODUCTION e Aspirin modestly decreases the risk of non-fatal myocardial infarction, cancer incidence, and overall
MECHANISM OF ACTION mortality in patients without underlying cardiovascular disease and at average cancer risk, but
PRIMARY PREVENTION OF increases the risk of major bleeding. (See 'Primary prevention of cardiovascular disease’ above and
CARDIOVASCULAR DISEASE 'Primary prevention of cancer' above and 'Total mortality' above and 'Bleeding' above.)

PRIMARY PREVENTION OF CANCER
* Aspirin and cancer incidence
- Colorectal cancer

e Estimates of the very small absolute benefits and risks of aspirin in primary prevention are provided in
a table (table 1). Clinicians can use these estimates as a starting point for discussions with individual

- Other cancers patients. Not all informed patients will choose to use aspirin and individual discussion is imperative.
e Aspirin and cancer mortality (See 'Estimating benefits and risks' above.)
TOTAL MORTALITY e Factors to be considered in this discussion include assessment of the individual’s risk for each
ADVERSE EFFECTS OF ASPIRIN outcome (cardiovascular events, cancer, bleeding, and total mortality); assessment of the relative
* Bleeding value the individual places on preventing specific outcomes; assessment of the patient’s attitude to
) E_at:]s: clors f . iated inconvenience of long-term daily therapy; and value placed on immediate increase in risk of bleeding
Blesdinag ors for aspirin-associate versus delayed potential benefit on cancer and death. (See 'Individualizing decisions for aspirin
- Primary prevention of aspirin-induced prophylaxis’ above.)
Gl bleeding

# In many adults, the benefits of aspirin exceed the risks (principally bleeding). For individuals age 250

e g G Y years without excess bleeding risk, we suggest low-dose daily aspirin (75 to 100 mg) (Grade 2B).

e Patients who are more concerned about the bleeding risks than the potential benefits (prevention of

* Prevention of cardiovascular events ; - . .
cardiovascular events and cancer) may reasonably choose to not take aspirin for primary prevention.

* Prevention of cancer events \ . . .,
e Bleeding (See 'Recommendations for primary prevention' above.)
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Doctor 56 yrs old: ”Aspirin to everyone above 50? Are you kidding me?”

Discuss with your neighbour: What does GRADE 2B mean?




National guidelines, what do they say?

I Norsk Avdeling For Kunnskapss
N E Elektronisk prim&rforebygging SOK
Legehdndbok Allmenlege

GEGLLLIEHE Favoritter Ordliste Hjelp OmNEL Fagmedarbeidere Kontakt £+ Innstillinger (@ Logg ut

Forside - Hjertefkar » Tilstander og sykdommer - Koronarsykdom - Primasrforebygging hjer...

Kliniske kapitler

LT FAE P

Recommendation translated to Scottish:
Aspirin 75 mg recommended only to persons with high to very high
cardiovascular risk, and for women only to those older than 65 yrs

TR T T T T R T Ty T Ty T T T T Y e T e T I R T S Y T T
Fysmed og rehab pasienter med diabetes’ 4
Generel :
GE’TE’?‘ » Blodtrykk mé vaere under kontroll {< 160 mmHg systolisk)
riatri
Gynekolog| « ASA ber brukes med forsiktighet hos personer med tidligere gastrointestinale
Helsestasjon/skole bledninger og er kontraindisert ved acetylsalisylsyreutlast allergifastma
Hjerte/kar « |fzlge en metaanalyse er ASA effektiv bade | den primaere og sekundsere
» Symptomer og tegn forebyggingen av vaskulsere hendelser, men | primaerforebyggingen oppveier
. Tilstander og sykdommer i nesten bladningskomplikasjoner de gunstige effekiene (1a)'®

» Anbefalinger fra Storbritannia (2009 ASA bar ikke rutinemessig benvites som



Clinical practice guidelines: The good, the bad

and the ugly

6/1

ORIGINAL INVESTIGATION

ONLINE FIRST |

Failure of Clinical Practice Guidelines to Meet

HEAITH CARE REFORM

Institute of Medicine Standards

Two More Deca

Justin Kung, MD; Ram

Background: [n Marc
(1OM) issued a new se
guidelines intended to
being produced. To o
view of adherence to

taken since one publis

Methods: Two revie
guidelines selected at
line Clearinghouse (N
18 of 25 IOM standar

Results: The overall m
standards satisfied (oul
interquartile range of 6
than half of the guideli
of the IOM standards.
duced by subspecialty
of the 10OM standards
flicts of interest (COls
the guidelines survey
such information, COI1

ONLINE FIRST

INVITED COMMENTARY

In Guidelines We Cannot Trust

r I e Institute of Medicine (IOM) recently updated
its standards for guideline development.' If ad-
hered to, trustworthy guidelines should follow.

Trustworthiness connotes integrity, dependability, and re-

liability. Unfortunately, in guidelines we cannot trust.

In the late 1990s, 2 colleagues and 1 critically ap-
praised a broad set of published guidelines and found that
guidelines adhered to less than half of the methodologi-
cal standards for guideline development.> We opined that
since the guideline industry was in its infancy, over time
developers would adhere to recommended standards of
guideline development. As demonstrated by Kung et al*
in this issue of the Archives, guidelines are still not fol-
lowing guidelines.

Kung et al” scrutinized 114 guidelines published in the
National Guidelines Clearinghouse against 18 of the stan-
dards recently set forth by the IOM." Despite some meth-

A laeiecal Fritatinmne airmo of al? fairmd that th e ~wrorall

should have no COIs.! While I laud this ideal we have
little evidence regarding the impact on guideline quality
and the resulting recommendations by policies prohib-
iting relations with industry, and there is the potential
cost of the loss of subject expertise on guideline panels.
Disclosure alone is insufficient to protect against COIs.
I favor an approach championed by the American Col-
lege of Chest Physicians’ Antithrombotic Guidelines, in
which panel members with significant COIs do not par-
ticipate in discussions or voting on recommendations for
which they have COIs but may offer written input so that
clinical and research expertise is maintained.’

A closely related topic that limits guideline trustwor-
thiness is the often single subspecialty panel composi-
tion. Members of a clinical specialty are likely to recom-
mend interventions for which their specialty serves arole.
One needs to look no further than prostate cancer screen-

. [ FIpny S DI Gl N S —— ———



Trustworthy guidelines: New standards and
definitions

New definition Wide consensus

“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

o I'74
care options

10



Imagine you found a trustworthy guideline for Anne

j

= Are these guidelines

v’ Created efficiently?

lar Events

v’ Available, useful and

understandable for clinicians? HIER

A0 per 10007

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

HE 1250087181}

v" Sufficiently up to date?

Tuble 5—[Seciona 8.1.1-8.1.5] Anpirin Plus Clopidogrel vs Anpirin in the Secondary ¥

v" Facilitating shared decisions?

= We need to do better!

6/10/2014




DECIDE WP1: health professional focussed strategies

DECIDE

Home
Queries & Staying Informed
Project Partners & Coordinating Person

Work Packages & Strategies
Work Package 1

Work Package 2
Work Package 3
Work Package 4
Work Package 5
Work Package 6
Work Package 7
Work Package 8

Keypoints
Dissemination

Contact & Disclaimer
Monthly Round Up
Member login

Home

DECIDE

Developing and Evaluating Communication Strategies to
Support Informed Decisions and Practice Based on Evidence

Work Packages & Strategies

s WP 1: Health professional focussed strategies for communicating evidence-based recommendations

* WP 2: Policymaker and manager focussed strategies for communicating evidence-based
recommendations

« WP 3: Patient and public focussed strategies for communicating evidence-based recommendations
» WP 4: Strategies for communicating evidence based recommendations about diagnostic tests

« WP 5: Strategies for communicating evidence to inform decisions about health system and public health
interventions

» WP 6: Strategies for collaboration among European guideline developers and health technology
assessment agencies in Europe

* WP 7: Dissemination and exploitation

» WP 8: Management

Grade Working Group

Cochrane Applicability and
Recommendations Methods Group

" y,
Search this site:

| Search |

L ’

Professor Bruce Guthrie - DECIDE
conference opening speaker

DECIDE workshop sessions confirmed

DECIDE Conference workshops

6/10/2014
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GDT will implement DECIDE dissemination strategies

e 00 GDT - Guideline Development Tool

[ <[> ] [al |E| L.+ ’(9 www.guidelinedevelopment.org ¢l |°|
[J] = Apple Disney Yahoo! Google MAGIC BMJ Quality. .ppl1-TOC G-I-N 2013 ..n Francisco Telenor - Fa...rahistorikk KLoK-oppgav...e fakultet KLoK - infor...ske fakultet Appl p>3

A new quality in guideline development N %\

Brought to you by the creators of GRADEgro (GRADE Working Group) \"?o \\
o

Login 3 L
\ its FREE
Create bookmark

to launch offline
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MAGIC research and innovation program
performs research in collaboration with DECIDE

006 MAGIC - Making GRADE the irresistible choice. Creating guidelines we can trust, use and share

 Mozilla Firefox Start Page % | 5] MagicApp - Making GRADE the ... * | [ MAGIC - Making GRADE the irre... * | + |

| ) 0 www.magicproject.org f = | IZ_E' Google

] Most Visited ~ { | Getting Started | | Apple [ | Disney | ; Yahoo! | | Google [E] MAGIC [} BM)Qualityand .. { | G-I-N2013-S5a.. [ | Centres for Rese.. [ Magic website

g I c MAGICapp Research Projects  Topics  News  About  Contact
making GFIAIJI:

the irresistible

Creating trustworthy medical guidelines that Sign Up for Email
we can all use and share Updates

Stay up to date with the
MAGIC is a non-profit initiative working to improve the creation, dissemination and latest from Magic.
dynamic updating of GRADE guidelines. We accomplish this through good methodology =
and international collaboration combined with the latest technology and clean design. R s

With your help, we can bring medical guidelines into the 21st Century! Visit our authoring
and publication platform, MAGICapp, and learn how easy it is to start making high quality
medical guidelines today.




Guideline ooy == R
panelusing = =
MAGICapp —

making GRADEg

the irresistible choloe

Guideline authoring tool and publication platform (MAGICapp)

i | fil
studies tables profiles q Structured and
Dynamlc updatlng

. N / Decision aids for patients
Multilayered Guideline nd clinicians
outputs » Py
Web + App g8\
z:ss - X - njer P | l; 9 i .

Integrated int Adaptation

New evidence

THE LANCET

National/ local or EBM Textbooks

| e bt i
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eveloping and testing DECIDE WP1 strategies
hrough MAGICapp and national adaptation of guidelines

CHEST Supplement

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

The Primary and Secondary Prevention of
Cardiovascular Disease

Antithrombotic Therapy and Prevention of Thrombosis,
9th ed: American College of Chest Physicians : S

Evidence-Based Clinical Practice Guidelines 7 N - X ia petients sadergeing THA e THA,

lo. M g We suggest the yse of i preference to the eiia e b
oello, MD:; ?mi i W;dﬂuf;; fematives: SRS O A
MD; Maarten Lansber AP eiosted sse wichein of 3upi
and Frederick A. Spencer, MD e

Updied | Puhes DN

i 2 1 fanti e e d In patients undergoing HFS.
2
for primary und secondary prevention of cardiovisculur disease, ineluding two new antiplatelet
therapie
Methods: The methods of this guideline follow those deseribed in Methodology for the Develop. | 0 b ) ¥ N o 5 sugges B s of LMWH in preferen - m—
ment of Antithrombotic Therapy and Prevention of Thrombosis G nes. Antithrombotic t aparinux. ose 1 pirin Rational  Practical adv

Therapy and Prevention of Thrombonis, 9th ed: American College of Chest Physicians Evidence ! : § 0 patients teated for 35 days, a5 compaced to 10
ed Cl « Guidclines in this supplement, x
linical questions. For primary preventi

spirin (75-100 mg/d) in patients aged

¢ symptomatic OVT

ve suggest low.-do

over no aspirin therupy
recommend long:term low-dose aspirin or clopidogrel (75 mg/d
acute coronary syndromes who undergo percutancous coronary intervention (P
placement, we recommend for the first year dual antiplatelet therapy with low.dose aspirin in
combination with ticagrelor 80 mg bid, dopidogrel 75 myd, or prasugrel 10 mg/d over single
antiplatelet therapy - For pticnts underyoing clective PCL with stent placcment, we
recommend wspiri and clopidogre] for & minimum duration of 1 m
metal stents) of 3 to 6 months (dru-cluting stents) (Grade 1A), We sugges continuing low-dose
aspirin plus clopidogrel for 12 months for all stents (Grade 2C). Thereafter, we recommend single
the

moderate, rated
1 adergoing mor orthopedic surgen
RhES snd rekivn .m" t4id o i e baseine risk for

by
Do RReivey or 4 Wor s posoperstely

oogle Drive  Mendeley  Innstillinger  MAGIC

crapy oves of dual let therapy (Grade 18).

Conclusions: Recommendations continue to favor single antiplutelet therapy for patients with . o

established coronury artery discase, For patients with acute coronary syndromes or undergoing, I L st e e

elective PCI with stent placement, dual antiplatelet therapy for up to 1 > w gulgitient perodtor up 5’24’3”"“ ay o
CHEST 2011; I I W) (Suppl):. l\ 308

Ahbrey mary syhromes,
CAGB = car '\-nmuu\l\b 1 = Clo
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Authoring of multilayered guideline formats, insights so far:
 Feasible to create and publish, difficult to write

- Transparent and systematic adaptation process was painful
Kristiansen A, Brandt L, Alonso P, et al. CHEST 2014-online




DECIDE phase 3: Implementing and testing
multilayered guideline formats in Norway

i
'\SJ @ www.magicapp.org/guideline/#id:181&I:en

[E&] Mostvisited = | | Getting Started | Apple [ | Disney

g
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Primary prevention of CAD
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Add New Section
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Antithrombotic Therapy for Atrial
Fibrillation

Antithrombotic and Thrombolytic
Therapy for Ischemic Stroke

Primary and Secondary Prevention +
of Cardiovascular Disease

Antithrombotic Therapy in
Peripheral Artery Disease

VTE, Thrombophilia,
Antithrombotic Therapy, and
Pregnancy
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Evidence Profiles Recommendations

Background Text [N GREIGT TG GEWLT]

Cardiovascular risk score (NORRISK) V74
Weak recommendation Options
It is less clear whether the benefits outweigh the drawbacks. We believe there will be variation in patients preferences
We suggest aspirin 75 mg daily to patients at high cardiovascular risk {10 year risk of cardiovascular death > 10%). V74

Effect estimates

Key info

Show selected Show section Show all

Selected

Rationale

Practical advice ~ Adaptation References

Title Pubmed Link

Vandvik et al. Primary and secondary
prevention of cardiovascular disease:
Antithrombotic Therapy and Prevention of
Thrombosis, 9th ed: American College of
Chest Physicians Evidence-Based Clinical
Practice Guidelines. Chest
2012;141,e6375-e6685

22315274

Baigent C, Blackwell L, Collins R, et al.
Collaborative meta-analysis of randomised
trials of antiplatelet therapy for prevention
of death, myocardial infarction, and stroke
in high risk patients. BMJ.

11786451

Discussion (0)

Journal Link

10.1378/chest.11-2306

10.1136/bm;j.324.7329.71

»
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Insights from DECIDE WP1 research so far

From user-testing, surveys/ trials and real life observations

Choice of oral anticoagulation

Multilayered formats .

Itis less clear whether the benefits outweigh the drawbacks. We believe there will be variationin
patients preferences

Well accepted, useful, preferred

We suggest treatment with dabigatran, rivaroxaban or apixaban rather than warfarin.

View Less Details

Conceptual (mis) understanding
© Effectestimates  Keyinfo  Rationale  Practicaladvice  Adaptaton @ ¥

Further improvements necessary

Benefits and harms

° o ° ° New oral anticoagulants versus warfarin per 1,000 patients treated for 1 year:
Re ady to be app]led in your gu1dehnes Death and srobe: o sgnfican difeercs
Major bleeding: Overall no relevant difference, but the number of intracranial bleeds
was halved with dabigatran, resulting in a absolute risk reduction of 2 fewer per 1000
patients
Myocardial infarction: No significant difference. The exception is dabigatran, which
increased the risk compared to warfarin. The absolute risk, however, is generally very
low: 5/1000 with warfarin, 6/1000 with dabigatran.
° o Treatment discontinuation (e.g. due to side effects): 31 interrupted with warfarin, 39
Optimised formats not enough! = e
° Practical consequences: Daily medication with all. Regular INR controls and dietary
restrictions with warfarin.

Are guidelines: e

NN XN X

. . . ? Moderate. The expected effects of NOAC compared with warfarin is taken from a
[ ] P bl t f d t d systematic review with heterogeneity, and imprecise results (wide confidence
O S Sl e O 1 n 9 n aVlg a e an u S e ° intervals) for death and bleeding. Dabigatran was associated with an increase in

myocardial infarction and treatment discontinuation in a reliable subgroup analysis.

v" Integrated in EMR, localized? ———

Studies on patient preferences and values have shown that the average patient is
/ Kept up tO date p prepared to suffer three major bleeds to avoid one stroke. These studies have guided
L our recommendation. They are however deemed to be of low quality and there was a
high degree of variability in preferences. We therefore suggest that the decicion
regarding treatment options is made together with the patient.

6/10/2014

19



Remaining challenges: The long and winding road

= Clinical question: Should my
bedridden patient with
pneumonia get
thromboproprophylaxis?

= "Oh, there is a new guideline
for this? That s nice...”

= 3 minutes, still no answer
= Showstopper, angry doc..

= Thanks Internet Explorer 8

6/10/2014 20



Solutions: Answer in 17 seconds on tablet
(happy doctor, strong recommendation for

thromboprophylaxis, patient got the right treatment ;-)

6/10/2014
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SHARE IT

(Sharing Evidence to Inform Treatment decisions)

DECISION AIDS LINKED TO RECOMMENDATIONS IN
GRADE GUIDELINES TO IMPROVE SHARED DECISION
MAKING IN CLINICAL CONSULTATIONS

Weak recommendations: Shared
decisions becomes key but how?

We develop decision aids that

Display benefits,harms, burdens to clinicians and
patients, to create discussions

Based on best current published research evidence

Research ongoing with development
(user-testing) optimal presentation

formats in consultations

6/10/2014

Among a 1000 patients like you, with new oral anticoagulants

16 fewer 10 more
over 10 year over 3 months
[ Neworal.. |
24 60
per 1000 per 1000
®@OH®0 @OH®0

Moderate Moderate

Choose and compare outcomes

Mortality Stroke Major bleeding Practical consequences

22



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
[ spirin |
100 94 121 93 37 57
per 1000 per 1000 per 1000 per 1000 per 1000 per 1000
Certainty Certainty Certainty
clololely Clololo) PEe®
Moderate High High

Choose and compare outcomes
i e

6/10/2014 23



Walking steps of evidence-based practice 2014

Does Anne need
’ to take aspirin? \

How C_10 we im_plemen_t these Focused clinical question in
guidelines in practice? @ PICO format
Search for

Share evidence with Anne,
she decided not to take
aspirin

recommendations in
evidence-based guidelines

Weak recommendation
for aspirin in trustworthy
guideline, answer within 2
minutes

Ikunnskapssenteret
June 10, 2014 24



In summary

= Trustworthy guidelines answer questions by relating best
current evidence to clinical decisions. They need to

v" Be easy to find, use and understand point of care

v" Facilitate shared decision making

= DECIDE WP1 strategies show promise

= Conceptual understanding one main challenge

= Real life testing yields additional insights

= Implementation in your guidelines would be great!
This project has received funding from the European Union’s Seventh

Framework Programme for research, technological development and
demonstration under grant agreement n°258583 25




SECOND OpiNioN BY ROB ROGERS

' No..I’M JUST @& UHOH,.T THINK
| HERE To HELP § T JuST PoSTED
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| NEw 1paD. Il To MY FACEBOOK
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