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GUIDELINES, RECOMMENDATIONS AND IMPROVEMENT IN HEALTHCARE  

“You will never understand bureaucracies until you understand that for bureaucrats 

procedure is everything and outcomes are nothing.”-Thomas Sowell 

In the February, 2011 Critical Care Journal Club two articles were reviewed that dealt 

with Infectious Disease Society of America (IDSA) guidelines. The first by Lee and 

Vielemeyer (1) reviewed the evidence basis for the 4218 IDSA recommendations and 

found that only 14% were based on Level 1 evidence (data from >1 properly 

randomized controlled trial). The graph summarizing the data in Figure 1 of the 

manuscript is exemplary in its capacity to communicate the weak evidence basis for 

many of the IDSA recommendations.  

A second study by Kett et al. (2) examined the outcomes when the American Thoracic 

Society (ATS)/IDSA therapeutic guidelines for management of possible multidrug-

resistant pneumonia were followed. The authors found a 14% difference in survival 

when the guidelines were followed, but surprisingly, the survival was better if the 

guidelines were not followed. Dr. Kett and colleagues are to be congratulated for their 

candor in reporting their retrospective analysis of empirical antibiotic regimens for 

patients at risk for multidrug-resistant pathogens. The ATS/IDSA guidelines (3) state 

that “combination therapy should be used if patients are likely to be infected with MDR 

pathogens (Level II or moderate evidence that comes from well designed, controlled 

trials without randomization…”. However, the ATS/IDSA guidelines go on to state, “No 

data have documented the superiority of this approach compared with monotherapy, 

except to enhance the likelihood of initially appropriate empiric therapy (Level I 

evidence…from well conducted, randomized controlled trials)” (4). 

The problem comes with the interpretation and implementation of these and other 

guidelines. Some, usually inexperienced clinicians or nonclinicians, seem to believe that 

following any set of guidelines will enhance the “quality” of patient care. Not all 

guidelines or studies are created equally. Some are evidence-based, important, correct 

and likely to make a real difference. These usually come from professional societies and 
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are authored by well-respected, experts in the field whose goal is improve patient 

outcomes. As suggested by Kett’s article even these guidelines may not be infallible. 

Other guidelines are not evidence-based, unimportant, incorrect and can border on the 

trivial. These are often authored by nonprofessional, nonexperts to create a “political 

statistic” (5) rather than improve patient care. 

If some guidelines are bad, how can those be separated from the good? We suggest 5 

traits of quality guidelines:  

1. The guideline’s authors are identified and are well-respected, experts in the field 

appropriate to the guideline.  

2. The authors identify potential conflicts of interest.  

3. The evidence is graded and supported by references to relevant scientific 

literature.  

4. The guidelines state how they selected and reviewed the references on which 

the guidelines are based.  

5. After completion, the guidelines are reviewed by a group of reasonably 

knowledgeable individuals (for example the IDSA Board of Directors) that can be 

identified and are willing to risk the reputation of themselves and their 

organization on the guidelines.  

Even with the above safeguards guidelines may be non-evidence-based, unimportant, 

incorrect or trivial, and if so, implementation may be at best a waste of resources, or at 

worst harmful to patient care. We ask that guideline writing committees show restraint in 

authoring documents which are little more than their opinions. Not every medical 

question, especially the trivial and the unimportant, needs a guideline. Furthermore, we 

would ask an endorsement from professional organizations that only guidelines based 

on randomized clinical trials be given a strong recommendation. As pointed out by Lee 

and Vielemeyer (1) only 23% of the IDSA guidelines were supported by randomized 

trials while 37% of strong recommendations were supported only by opinion or 

descriptive studies. 
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IDSA states on their guidelines website, “It is important to realize that guidelines cannot 

always account for individual variation among patients. They are not intended to 

supplant physician judgment with respect to particular patients or special clinical 

situations. IDSA considers adherence to the guidelines listed below to be voluntary, with 

the ultimate determination regarding their application to be made by the physician in the 

light of each patient’s individual circumstances” (6). Despite this and other disclaimers, 

guidelines often take on a life onto themselves, frequently carrying the weight of law, 

regardless of the supporting evidence. We call for professional societies to end the 

practice of strongly recommending those guidelines based on opinion. Such practices 

have led and will continue to lead to systematic patient harm. Only those guidelines 

based on strong evidence should be given a strong recommendation. If the professional 

societies believe an opinion on a particular issue is appropriate despite a lack of 

evidence, a different designation such as recommendation or suggestion should be 

used to clearly separate it from a guideline.  The term guideline should be reserved for 

those statements that are evidence-based, important, and almost certainly correct and 

can make a real difference to patients.  

Richard A Robbins MD, Allen R Thomas MD, and Robert A Raschke MD 
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