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Development and Clinical
Application of Guidelines,
Consensus Opinions, and
Position Statements— The
Need for Clinical Judgment
Beyond the Evidence

eliable, practical, and scientifically substantiated recommendations for cur-
rent clinical practice have become an important guide for our day-to-day
clinical decision-making. I have been privileged over the past three years to
chair The North American Menopause Society (NAMS) Panel of acknowledged
experts in developing position statements on estrogen and progestogen usage in
peri- and postmenopausal women. An abridged version with the key points of the
just-released 2004 NAMS Position Statement is included in this issue of
, and the full version with references is accessible at www.menopause.org
and is published in 2004;11:589-600.

The concept of developing clinical guidelines or position statements is really
quite recent, initiated in the 1970s by the US National Institutes of Health with the
development of consensus reports. The process changed radically throughout the
1990s with the “evidence-based medicine” movement, which began to mandate a
comprehensive and systematic review of the medical and scientific literature, and
require that recommendations be directly linked to supporting evidence.

In principle, this would seem to be easy. Presumably, using identical databases and
published evidence, the process should be straightforward for any group developing
consensus statements and clinical guidelines. So why then do different organizations,
after scrutinizing the same evidence, come out with different interpretations and rec-
ommendations?
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review, barely 60% of the group ratings were in concordance
with the literature review. Little wonder that the subject of
postmenopausal indications for hormone usage remains so
contentious!

Clearly, there have to be other factors that determine
group discussions. In the Raines study, there were variances
between different medical specialties. When considering
postmenopausal hormone therapy, this is likely to be even
more so.

One of the most recurrent areas of debate is the extent to
which evidence based on one select study population can be
extrapolated to another select population or to the general
population. Burgers and van Everdingen’ suggest from their
experience that “a strong but neutral chairman and a balanced
group should prevent one professional group from biasing the
outcome.” They add that a “declaration of conflicts of inter-
est could contribute to unmasking any hidden agendas.”
However, they do emphasize that medicine is a probabilistic
science and clinical practice often involves trial and error.

All of these issues were taken into consideration in the
development of the latest 2004 NAMS Position Statement on
peri- and postmenopausal estrogen and progestogen usage. As
in previous reports, we have continued to list areas for which
consensus could not be reached because lack of data means
that some issues, quite frankly, cannot be resolved at this time.

The practicing clinician is therefore invited to scrutinize
our latest position statement. But translating these positions
into clinical practice must still necessitate taking into account
the complete health profile of the individual woman as well as
her personal preferences and beliefs. The Position Statement
is intended to enhance the quality of patient care and to mod-
ulate the clinician’s pattern of practice. The Panel believes the
positions taken are fair and credible and hopes that both
providers and consumers of health care will find them pract-
cal and acceptable. Ultimately, we have to do the best we can
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with what we know now.

References

1. Malterud K. The art and science of clinical knowledge: Evidence beyond measures and
numbers. Lancet. 2001;358:397-400.

2. Burgers JS, van Everdingen JJE. Beyond evidence in clinical guidelines. Lancet.
2004;364:392-3.

3. Raines R, Sanderson C, Hutchings A, et al. An experimental study of group judgments in
clinical guideline development. Lancet. 2004;364:429-37.




