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Let there be Guidance!!!
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Surely there is a time to submit to guidance and a time to take one’s
own way at all hazards.
—Thomas H. Huxley

Sackett and colleagues defined Evidence Based Medicine (EBM) as a
conscientious, explicit, and judicious use of current best evidence in
making decisions about the care of individual patients.' Essentially,
therefore, EBM is meant to help clinicians offer the best possible care
to their patients. Since the individual clinicians are not in a position
to sift through the voluminous literature, interpret, and correctly
apply the evidence to each patient, this is done by a group of experts
appointed by the professional bodies or societies from amongst
their members. This amalgamated evidence for a particular illness
is then termed as Position Statement or Guidelines of that society
and disseminated to their members. Thus, EBM is about resolving
clinical dilemmas and treating patients.?

Adherence to guidelines improves patient outcomes and
increases the cost-effectiveness.? Despite this evidence of improved
outcomes, and an inherent appeal for the busy clinicians to adopt
these guidelines in the routine practice; there are many reasons
the guidelines are not adhered to. These include an aversion to
using readymade or precooked medicine, a lack of perceived need,
absence of familiarity with, and also inaccessibility to the guidelines,
an attitude of superiority (“I know better”), and a doubt about the
motives of the developers of guidelines.*> Zhao and Hu discuss
other barriers, which may be difficult to overcome, in developing
countries or those countries with variable health infrastructure.®
According to them, the adherence to guidelines then becomes
dependent on the local factors. The lack of medical resources,
such as advanced laboratory investigations and treatments (such
as troponin |, and PCl or thrombolysis facilities in a patient with
myocardial infarction) in developing countries might prevent
the clinician adherence in spite of knowing what the guidelines
suggest.’

A physician is more likely to follow guidelines if they respect
the source, the guidelines are simple to understand and easy to
implement and deemed useful.*”

To quote Masic and colleagues ‘External clinical evidence can
inform, but can never replace, individual clinical expertise, and it is
this expertise that decides whether the external evidence applies
totheindividual patient atall and, if so, how it should be integrated
into a clinical decision.”® Some clinicians will then refrain from
applying the guidelines to their patients quoting this. However, this
development of expertise is a life-long learning process, and not to
be undertaken lightly. A busy intensivist is likely to benefit in most
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circumstances by following guidelines developed by professional
societies like the Indian Society of Critical Care Medicine.

We begin this journey by publishing the first supplement of
the year 2020, of the Indian Journal of Critical Care Medicine, with
an omnibus of 4 guidelines and position statements formulated
by expert groups of the august members of the ISCCM. This is
accompanied by a brilliant piece of commentary, on suggestions
as to how a member should approach guidelines and position
statement, and how a group should go about developing
guidelines. | hope our members find this supplement useful, and
with more such supplements annually in the offing, wish you a
happy reading and good patient outcomes.
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