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Conflits d’intéréts potentiels

» FINANCIERS: Aucun financement pharmas ou devices

» INTELLECTUELS: membre de plusieurs groupes EBM et guidelines

Membre de GRADE
http://www.gradeworkinggroup.org

Deputy CEO of the MAGIC Evidence Ecosystem Foundation
http://magicevidnence.org

Organisation a but non-lucratif pour 'amélioration de la création,
dissémination, et mise a jour des guidelines, resumeés d’évidences et aides
décisionnelles.

Co-fondateur BMJ Rapid Recommendations
http://www.bmj.com/rapid-recommendations

Editeur de ACP journal club / Evidence Alerts
https://plus.mcmaster.ca/evidencealerts




Barry et al. Shared decision making - pinnacle of patient-centered care. NEJM 2012;366:780-1.
Stiggelbout et al. Shared decision making: really putting patients at the centre of healthcare. BMJ 2012;344:e256.
Djulbegovic B et al. Evidence-based practice is not synonymous with delivery of uniform health care. JAMA 2014;312:1293-4.



Daniel, 66 ans

« Récemment retraité

« Essoufflement a l'effort
* Tres limitant au quotidien
* A perdu connaissance

« Souffle a l'auscultation
« Echographie du coeur:
« Sténose aortique severe




Selon vous, quels sont les ingrédients a la

décision dont Daniel et ses médecins ont besoin?




Les ingrédients utiles a la decision?

TAVI
Remplacement par
4 . N cathétérisme
Quels options?
Le menu
b ~ SAVR
Remplacement
par chirurgie
f Y 4 Y 4 n n n \
Bénéfices & Risques Certitude
La pesée « L'indice de confiance »
N J
4 I

Aspects pratiques




La pratique clinique = myriade de decisions
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Quand devrais-je consulter [Patient]
Quand devrais-je hospitaliser [Médecine]

Quand devrais-je appeler le médecine? [Infirmier.e]

+ nombreuses
interactions

thérapeutiques non
Que devrions-nous dépister et quand? décisionelles

Quel test diagnostique effectuer/proposer?

Quels sont les options thérapeutique = Champ de

raisonnables?

connaissances

Quel type et fréquence de suivi?

Quels sont les aspects pratique a mettre
en oeuvres?



La déCiSiOn pal‘tagée est un processus par lequel
un patient et un clinicien

travaillent ensemble,

ontune CcONVeErsation

entrent en partenariat
afin d’identifier |la meilleure approche,
le meilleur traitement ou test

Pas que
des
nombres!

dans une situation donnée.

Cestun partage de ce qui compte

Les cliniciens partagent I'information sur les alternatives
disponibles, les risques, bénéfices, implications pratiques.

Les patients partagent les expériences, attentes, valeurs, préférences

Victor Montori



MEDECINE PERSONALISEE

' N
RISQUE INDIVIDUEL VALEURS & PREFERENCES
N '

DECISION PARTAGEE

Une danse

en 3 temps...

Elwyn G et al. Shared decision making: a model for clinical practice.
J Gen Intern Med. 2012 Oct;27(10):1361-7.



Déecision partagee: croyances et objections

» Consultation plus longues?
— Pas de rallongement systématique (3 revues systématiques)
» Les patients ne désirent pas partager la décision?
— 70-90% préferent SDM (enquéte européenne >8000 pat)
— Time trend (50% avant les années 2000)
— >50% insatisfaits (quantité d’'info et implication)
» Les patients n'en sont pas capables?
— Faux, y compris les populations vulnérables / illettrées
» Mais on le fait d¢gjal
— Pas assez..."perception-reality gap »
— Moyenne 23/100 sur OPTION scale (33 études internationales)

Hoffmann et al. Shared decision making: what do clinicians need to know and why should they
bother? Med J Aust. 2014;201(1):35-39.



Adhérence, libre choix et déecision partagee

Exemple d’un essi cluster aux USA

» Taux supérieurs avec le test fécal,
quelque soit le contexte socio-

culturel.

» Le libre choix colonoscopie vs test
fécal augmente I'adhérence au

dépistage

> Bénéfice de la décision partagée

et du « Choice awareness »

Inadomi et al. Adherence to Colorectal Cancer Screening :
A Randomized Clinical Trial of Competing Strategies. Arch Intern Med. 2012;172(7):575-582



Ou trouver les ingrédients a la décision partagéee?

Evidence Evidence 922 \ Evidence

synthesizers disseminators
Ecosystem ’ m m to clinicians
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Volume de I'evidence QUOTIDIENNE

80000

> 3000-4000 publications

- 100 Essais randomisés

50000

40000

Number in Year

- 20 Méta-analyses

30000

20000

Chercher une réponse
Signal vs. Bruit?

~

Implement Sci 2014;9:125.

systematic reviews. J Med Internet Res 2012;14:e85.

Bastian et al. PLoS Med 2010

Definition expanded- ~
\ "

Definition narrowed
.

o Reviews [pt]

= = = Case Reports [pt]
e Trals

—— SystematicReviews

Agoritsas et al. Increasing the quantity and quality of searching for current best evidence to answer clinical questions.
Agoritsas et al. Sensitivity and predictive value of 15 PubMed search strategies to answer clinical questions rated against full

Agoritsas et al. Finding Current Best Evidence, in JAMA Users' Guides to the Medical Literature. McGraw-Hill Medical, 2015.






Les failles de nombreux guidlines

ORIGINAL INVESTIGATION

|
Failure of Clinical Practice Guidelines to Meet
Institute of Medicine Standards

ONLINE FIRST HEAITH CARE REFORM

Two More Decar

Justin Kung, MD; Ram |

INVITED COMMENTARY

ONLINE FIRST
Background: In Marc

(IOM) issued a new se
guidelines intended to
being produced. To o
view of adherence to 5
taken since one publis

Methods: Two revie
guidelines selected at

In Guidelines We Cannot Trust

he Institute of Medicine (IOM) recently updated should have no CO
its standards for guideline development.' If ad- little evidence regard

> 3 hered to, trustworthy guidelines should follow. and the resulting rec«
line Clearinghouse (N¢ Trustworthiness connotes integrity, dependability, and re- iting relations with i1
18 of 25 IOM standard liability. Unfortunately, in guidelines we cannot trust. cost of the loss of sub
Reswlis: The overall me In the late 1990s, 2 colleagues and I critically ap- Disclosure alone is in

praised a broad set of published guidelines and found that 1 favor an approach ¢

) uide@md to less than half of the methodologi- lege of Chest Physici:
P

."%’ G

—..-ideline development.? We opined that which panel member:
industry was in its infancy, over time ticipate in discussions o5 3
idhere to recommended standards of which they have COIs but may offer written input so that
1ent. As demonstrated by Kung et al® clinical and research expertise is maintained.”
Archives, guidelines are still not fol- A closely related topic that limits guideline trustwor-
thiness is the often single subspecialty panel composi-
inized 114 guidelines published in the tion. Members of a clinical specialty are likely to recom-

:J.A .:‘ ' £ . ]

+
"

5 Clearinghouse against 18 of the stan- mend interventions for which their specialty serves arole.
yrth by the IOM.! Despite some meth- One needs to look no further than prostate cancer screen-
ns, Kung et al’ found that the overall ing guidelines for evidence of this. Groups without mul-

IOM standards satisfied was only 8 of tidisciplinary membership tend to develop more recom-
i . unately, a rate similar to what we found mendations that are not evidence based.® Guideline
“1156). While we found some improvement over development is complex, as is patient care. Expertise is



Kung et al. Arch Intern Med. 2012
* Evaluation on 18 criteria (from 25) — N=130 guidelines

Lack of transparency

Financial COI
« 71% of guideline chairs

* 91% of co-chairs
Patients included — 15%




Niveau d’évidence & recommendations???

From: How to Use a Patient Management Recommendation: Clinical Practice Guidelines and Decision Analyses
Users' Guides to the Medical Literature, 2014

Class Ia?

Grade A

Class llib?

Legend:

Direction and Strength of Recommendations in Different Grading Systems

Abbreviations: AHA, American Heart Association; GRADE, Grading of Recommendations Assessment, Development and
Evaluation; USPSTF, US Preventive Services Task Force.

Date of download: 1/18/2016 Copyright © 2016 Copyright © American Medical Association. All rights reserved.



http://www.gradeworkinggroup.org/index.htm

/ANALYSIS

RATING QUALITY OF EVIDENCE AND STRENGTH OF RECOMMENDATIONS

GRADE: an emerging consensus on rating quality
of evidence and strength of recommendations

Guidelines are inconsistent in how they rate the quality of evidence and the strength of
recommendations. This article explores the advantages of the GRADE system, which is increasingly
being adopted by organisations worldwide

Guideline developers around the world are inconsist- | GordonH Guyatt professor, advantages and disadvantages but also by their confi-
ent in how they rate quality of evidence and grade | DepartmentofCinical dence in these estimates. The cartoon depicting the
strength of recommendations. As a result, guideline |~ =PUeTlogyand Blostatistics, weather forecaster’s uncertainty captures the difference
; : McMaster University, Hamilton, s

users face challenges in understanding the messages | o inadalan3zs between an assessment of the likelihood of an outcome
that grading systems try to communicate. Since 2006 = Andrew D Oxman researcher, and the confidence in that assessment (figure). The use-
the BMJ has requested in its “I lde of intervention
on bmj.com that authors shoy > BMJ 2004, BMJ 2008, JCE 2010-present that estimate.

Grading of Recommendations . . ns offering recom-
ment aﬁd Evaluation (GRAD — continued evolution y have oﬁgen erred

evidence when submitting a clinical guidelines article. | o oain Sorvices POBoX 7004 | @S @ Tesult of not taking sufficient account of the quality

What was behind this decision? St Olavs Plass, 0130 Oslo, Norway of evidence.” For a decade, organisations recommended



Lien avec I'évidence? |GRAUE

1. Balance claire &]® 1. Balance étroire &1®
» Bénéfices >> Risques/charge » Faible différence absolue
» Risques/charge >> Bénéfices » Dans un sens ou l'autre
: , \ : , N
2. Certitude de l'effet { oY 2. Incertitude de I'effet (e}

suffisante (haute-moy)

3. Valeurs & Préférences 3. Valeurs & Préférences
» Tous le méme choix » Variables (ou incertaines)
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Lien avec I'évidence? |GRAUE

Recommendations forte

Recommendations faible

Decision

Just do it Médicale Partagee




Most important decisions in health care are not clear cut

Strength of recommendations in UpToDate (n=9451)

Agoritsas et al. UpToDate adherence to GRADE criteria for strong recommendations: an analytical survey. BMJ Open. 2017



Most important decisions in health care are not clear cut

Strength of recommendations in UpToDate (n=9451)

Agoritsas et al. UpToDate adherence to GRADE criteria for strong recommendations: an analytical survey. BMJ Open. 2017



Most important decisions in health care are not clear cut

Strength of recommendations in UpToDate (n=9451)
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Agoritsas et al. UpToDate adherence to GRADE criteria for strong recommendations: an analytical survey. BMJ Open. 2017






Rapid Recommendations (Rapid Recs)

www.bmj.com/rapid-recommendations

1 UNIVERSITE .
QUL UNIVERSI™ McMaster

University@ =
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- New -— :
ignored —
or complex —
Evidence -

Patient partners

Infographics
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--------- a www.bmj.com/rapid-recommendations

————————— 8 guidelines in 3 years
>30 recs
22 meta-analyses
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i Drugs
|

|
Acute care i Gastrointestinal bleeding prophylaxis
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Strong Recs Against

Subacromial decompression surgery for adults with shoulder pain

De-implementation

Arthroscopic surgery for degenerative knee arthritis and meniscal tears [

Atraumatic (pencn pomt) versus conventional needles for lumbar puncture

e e B

Patent foramen ovale closure or drug therapy for management of cryptogenic stroke



AIDES DECISIONNELLES: une aide?

Patient Decision Aids

Evidence

Patients
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Consultation Decision Aids




Consultation Decision Aids







In this systematic review, 250% of clinicians...

BENEFITS HARMS
of 22 outcomes 5 (5%) of 58 outcomes
3 (11%) of 28 outcomes 9 (13%) of 69 outcomes

2 (9%) of 22 outcomes - 2 of 58 outcomes

Hoffmann TC, Del Mar CB. Clinicians’ expectations of the benefits and harms of treatments, screening, and tests: a
systematic review. JAMA Int Med.doi:10.1001/jamainternmed.2016.8254



Absolute differences = NOT a subgroup effect

Traitement vs. Placebo

50 % reduction relative de l'issue (ex. mortalité)

RR=0.5

Scenario 1 Scenario 2 Scenario 3
20% 2 10% 10 % =2 5% 2% 2 1%

-10%
-5%
I 1%
e




Difference risque risque

& possible effet de subgroupe

RR=0.14| =% |RR=0.5| & |RR=1.5

Scenario 1 Scenario 2 Scenario 3
70 % =2 10% 10 % =2 5% 2% 2> 3%
-60%

5%
+ 1%
I ml






Patient and trial characteristics

MEAN AGE

GENDER
BALANCE

W

COMORSBIDITIES

&

Approximately
80 years

DISEASE
SEVERITY

@

Severe aortic
stenosis

PATIENT
PARTNERSHIP

No trials included
patients in design
or conduct

53% male

PERIOPERATIVE
RISK

Mean risk of death
3-8%

FUNDING

3 of the 4 trials
were funded by
TAVI manufacturers

Most patients had one
or two common medical
comorbidities such as:

25-45%
11-20%
5-40%
3-30%

Is the evidence applicable to
our patient?

34



35




































Questions posees par le panel des RapidRec

> Population d’intérét
 Adultes en bonne santé

« Agésde 50a79ans

> Interventions comparées

Exclusion:

Déja dépistés

ATCD personels de

cancer ou de polypes

ATCD familiaux de de cancer colorectal
ou d’'adénome

Syndromes héréditaires (Syndrome de
Lynch, Polypose Adénomateuse Familiale)
MICI (Crohn, RCUH)

Maladie intercurrente grave



Outcomes

Incidence cancer
Mortalité

Complications

Considérations
pratiques:

Nb tests
Anxiété
Inconfort
Absence travail




Résumeés d’évidence et aides décisionnelles

Stratifiés pour le risque individuel de cancer colorectal

https://www.bmj.com/content/367/bm;j.I5515 Helsingen et al. BMJ 2019;367:15515.





















Individualiser le risque ?

Risque a
15 ans

2% 3% 4%

v Quel bénéfice requis pour souhaiter le dépistage? 3% ?
v FIT aussi raisonnable qu’une colonoscopie

v’ Décision probablement dominée par des considérations pratiques



Aspects pratigues dominent la decision

+ Dexterité o
+ Sédation?
+ Congé?
Remboursement avec exemption de franchise: Remboursement avec exemption de franchise:

quote-part 4 CHF quote-part 80-120 CHF



www.depistage-ge.ch
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Des patients rapportent des contraintes
Importantes ou insurmontables
iees au traitement

Tran et al. Mayo Clin Proc 2019
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Preparer la consultation
Voir les videos educationnelles
Amener ces questions, étre prét a des nouvelles
Enregistrer I'entrevue ou prendre des notes
Revoir son dossier medical

Transmettre données via le portall internet
Self-measure, self-monitor, self-manage
Gérer les rendez-vous, ordonnances, factures
Garder ses proches informes
Menager, prendre soins de ses proches
Partenariat patients, activisme




NONCOMPLIANCE




Barnett et al. Lancet 2012; 380: 3743



Barnett et al. Lancet 2012; 380: 3743



Le travail de patient

Charge

Life Demands
1 Burden of
/ Treatment

WORKLOAD

1) Access Care
ﬁ 2) Use Care P .
3) Enact Self-Care OUTCOMES
CAP?CITY — Bf. 'rden i /
ness

Resource Scarcity

Figure 1. The cumulative complexity model.

Capacite

http://minimallydisruptivemedicine.org



Soins < Besoins Besoins > Soins

< >

Sous-utilisation Sur-utilisation

Soins appropries




Soins < Souhaits Soins > Souhaits

< >

Sous-traitement Sur-traitement

Desirable
care




JAMA, 1992 / ACP J Club 1991

CAN NEED
Faisable? Approprié?
WANT

Souhaitable?
Souhaité?



