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Guidelines: what for?

Diretrizes: para qué?

José Antonio Baddini Martinez

Medical societies and related institutions
have been committing substantial efforts and
resources to the preparation and dissemination
of documents addressing various medical issues.
Are the efforts made, the time spent, and the
money invested justified?

Initially, we should bear in mind that the
term “guidelines” describes such initiatives far
more accurately than does the formerly used
term “consensus”. Experience shows that a well-
written text often hides heated discussions and
conflicting views, as well as disputes that are
settled by a small margin of votes. Such documents
can therefore hide the existence of dissenting
opinions on controversial issues. Therefore, there
is hardly a consensus behind a “consensus”. It
is reasonable to assume that the same is also
true for guidelines.

An analysis of guidelines developed by different
countries reveals that the issues addressed are
generally relevant, such guidelines usually covering
medical conditions that are highly prevalent,
that are extremely severe, or that involve major
diagnostic and therapeutic questions. Given the
large number of issues addressed, the complexity
of such issues, and the fact that it is impossible for
one single person to have a profound knowledge
of the numerous fields of medicine, it would
be unwise to opine on the contents of such
documents. However, because such guidelines
mobilize the greatest names in their respective
areas and require rigorous methods, we can
assume that the contents are highly reliable.
According to the Brazilian Medical Association
and the Brazilian Federal Medical Council, the
development of guidelines “seeks to build, in
an ethical manner and with rigorous scientific
methods, the foundations for medical management
recommendations by using the means of current
science critically and with no interest other than
improving the doctor-patient relationship”.”

Who benefits the most from the development
and dissemination of guidelines? First and
foremost, patients do. Adherence to guidelines
protects patients from being submitted to
procedures and therapeutic interventions

whose efficacy has not been proven or that are
acceptable only in experimental settings. In
addition, the use of well-established protocols
for procedures and therapies usually results in
better clinical response, fewer undesirable side
effects, and lower costs. We live in an era in
which information is universally accessible and
rapidly disseminated online. Although many health
professionals disapprove of patients’ using the
Internet for medical information, this search for
information can become the starting point for
providing clarification of the selected approaches
and for promoting greater adherence to the
proposed treatment.

Physicians also benefit from the use of
guidelines. This is particularly true for those
who are unfamiliar with the issues addressed
by the guidelines. A pulmonologist treating a
patient with asthma and type 2 diabetes will
certainly benefit from reading guidelines for the
management of the latter disease. In addition, let
us not forget that following the recommendations
of medical societies is always a powerful defense
against medical malpractice lawsuits. Physicians
should be familiar with guidelines. However,
that does not mean that physicians are required
to follow all of the recommendations for all
patients! Documents issued by the Brazilian Medical
Association and the Brazilian Federal Medical
Council state that “the information presented
herein shall be subject to physician evaluation,
physicians being responsible for selecting the
appropriate approach on a case-by-case basis,
taking into consideration the clinical status of
each patient”? This is the point at which medicine
becomes an art rather than a science. Guidelines
are not able to anticipate every situation or cover
all of the peculiarities that might arise in daily
practice. Good judgment, clinical reasoning, and
professional experience—concepts that might sound
old-fashioned or even obscure to some of the
younger physicians—certainly play a relevant role
in the interpretation and application of guidelines
in individual cases. Obviously, we should not go
as far as to imitate the behavior that was once
attributed to a famous old American professor
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of medicine, quoted as stating the following: “I
do not read consensuses. 1 write consensuses”.
However, good clinicians will always be able to
adapt evidence-based recommendations to the
needs of their patients.

Physician adherence to guidelines is at the
heart of this discussion. There is evidence that
physician adherence to guidelines can be quite
low not only in the field of respiratory diseases
but also in other medical fields.®-® This seems
to be particularly true for nonspecialists and
physicians working in the field of primary health
care. Although this is a problem that is difficult
to solve, educational initiatives and efforts to
disseminate the published contents certainly play
a central role in solving the problem.

In addition to strictly following guideline
recommendations, physicians should be able to
recognize their own limitations and the existence of
difficult cases. In such cases, the most appropriate
approach is to refer the patient to a specialist
or even a superspecialist.

The current issue of the Brazilian Journal
of Pulmonology includes the “Highlights of the
Brazilian Thoracic Association (BTA) Guidelines
for Interstitial Lung Diseases”, a summary of a
comprehensive manuscript that will be distributed
to all BTA members.”® The initiative of the BTA
Interstitial Disease Committee to develop those
guidelines was bold and daring. 1t is extremely
difficult to address the topic of interstitial lung
diseases in a fairly brief manner. This is due to
the length and complexity of the topic, as well
as to the enormous number of questions that
remain unanswered. In addition, the rapidity with
which new knowledge in the area accumulates
often surpasses the ability of authors to write
texts that are completely updated. The sheer
number of collaborators involved in the project
adds an extra challenge to the endeavor.

Despite all these obstacles, we were really
pleased to see that the final versions of the
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manuscripts were objective, easy to read, and rich
in essential information to clinicians specializing
in interstitial lung diseases or not. We propose a
general classification of interstitial lung diseases
and provide clear, step-by-step guidelines for the
diagnosis of interstitial lung disease. In addition,
various processes are discussed individually,
including therapeutic considerations of a general
nature, as appropriate.

Such a satisfying final product is the result
of years of hard work by a large number of
collaborators, all of whom are listed as authors.
However, we should highlight the dedication and
enthusiasm of Dr. Bruno Baldi and Dr. Carlos
Pereira, who were the project coordinators. We
should also emphasize the fact that the project
was made possible by the decisive support of
the previous and the current BTA Boards.

Naturally, the general considerations opening
the present editorial also apply to the newly
published guidelines. The objective of those
considerations was to allow us to reflect on
the value and real usefulness of this important,
recently completed work by the BTA Interstitial
Disease Committee.

The publication of those guidelines
demonstrates the high level of maturity of Brazilian
pulmonologists, who have gained international
prominence in numerous sectors. 1t is now up to
the readers to enjoy such an exceptional work
and, more importantly, incorporate it in their
daily medical practice.
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