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linical practice guidelines can enhance the delivery of
evidence-based health care. Yet, after reviewing the
same evidence, at about the same time and from the
same sets of clinical trials, medical panels in different parts of the
world have issued varying, and sometimes even conflicting,
guidelines. Guidelines issued by medical specialty societies in
North America are often at odds with European guidelines and
those of independent North American organizations that have
few or no vested financial interests in the medical services at
stake.1,2 Variability among guidelines raises concerns about validity and may reflect the biases of panellists from different cultural
and clinical settings (for example, the United States has a largely
fee-for-service health care system and a more litigious culture
than most countries). Regardless of country of origin, physicians
often recommend procedures and treatments that they are
trained to provide, a phenomenon known as “specialty bias.”3
This may explain why medical specialty societies frequently issue
guidelines calling for greater use of health care services linked to
their specialties (Appendix 1, available at www.cmaj.ca/lookup/
suppl/doi:10.1503/cmaj.181496/-/DC1), thereby exacerbating
overdiagnosis, overtreatment and increasing health care costs.
In 2011, the US Institute of Medicine proposed standards for
developing rigorous and trustworthy clinical practice guidelines.4
It called for the creation of multidisciplinary guideline panels and
urged panellists to disclose services from which they derive a
substantial portion of their income (i.e., fee-for-service conflicts
of interest). These recommendations appear to have had little
impact.
In 2016, the Canadian Association of Radiologists issued a
guideline calling for women with average breast cancer risk to
begin screening mammography at age 40 (https://car.ca/wp
-content/uploads/Breast-Imaging-and-Intervention-2016.pdf).
By contrast, the Canadian Task Force on Preventive Health Care
and many European organizations, including the European Society for Medical Oncology, recommend that screening begin at
age 50.5,6 The discrepancy could be attributable to specialty bias,
fee-for-service conflicts of interest, or both. Notably, 7 of the
8 members of the committee for the recent Canadian Association
of Radiologists guideline were radiologists, as compared with
none of the 10 Canadian task force panellists, and 1 out of
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Specialty bias and fee-for-service conflicts of interest threaten
the validity of clinical practice guidelines and may lead to
overdiagnosis, overtreatment and increasing health care costs.
Clinical practice guidelines issued by medical specialty societies
in North America frequently call for greater use of health care
services linked to their specialties and are often at odds with
European guidelines and those of independent North American
organizations.
Clinical practice guideline panels should be multidisciplinary in
composition, independent of the governing bodies of medical
specialty societies, and strive to reduce fee-for-service conflicts
of interest.

8 European Society for Medical Oncology panellists. Since the
1980s, screening mammography has been widely recommended
from age 40 onward in the US, but declines in breast cancer mortality in the US mirrored those of western Europe, where screening generally begins at age 50 years, suggesting that more
aggressive screening does not improve patient outcomes.7
In the US, the National Comprehensive Cancer Network, an
alliance of cancer centres, included 25 urologists on its
32-member panel for the prostate cancer screening guideline
and recommended screening with prostate-specific antigen
(PSA) starting at age 45 years, and beyond age 75 in healthy men
with few or no comorbidities.2 However, the Canadian task force
and European Society for Medical Oncology recommend against
PSA screening for men of all ages.2 Given that a positive PSA test
result generates further urological interventions, a process
known as “investigation momentum,” the National Comprehensive Cancer Network recommendations may again be attributable to specialty bias, fee-for-service conflicts of interest, or
both.8 It is noteworthy that none of the 9 Canadian task force
panel members and only 1 of the 4 European Society of Medical
Oncology panellists were urologists. However, a more litigious
culture in the US may also have influenced the National
Comprehensive Cancer Network to recommend PSA screening.
In the US, mortality rates from prostate cancer declined within
10 years after implementation of PSA screening, but similar
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 ortality trends were also reported in the United Kingdom,
m
where PSA screening was discouraged.9
When several options are available, medical specialty societies may favour procedures and interventions linked to their specialties. For example, a guideline developed by a 6-member
panel of the American College of Gastroenterology, all of whom
were gastroenterologists, recommended colonoscopy as the preferred screening strategy for colorectal cancer.3 In contrast, the
United States Preventive Services Task Force, with no gastro
enterologists or gastrointestinal surgeons on its 16-member
panel, recommended screening with fecal occult blood testing,
sigmoidoscopy or colonoscopy.3 The 7-member European Society for Medical Oncology guideline panel, which consisted of
6 medical oncologists and 1 gastrointestinal surgeon, recommended fecal occult blood testing, and stated there was limited
evidence that screening colonoscopy is effective.3 Colonoscopies
are more invasive than fecal occult blood testing and come with
potentially greater risks and costs for patients — but increased
clinical volume and profits for gastroenterologists.
Finally, the American College of Cardiology/American Heart
Association (ACC/AHA) has recommended that prophylactic
carotid artery stenting be considered in highly selected patients
with asymptomatic carotid stenosis.10 After reviewing the same
evidence, the UK’s National Institute for Health and Care Excellence (NICE) came to the opposite conclusion: that the evidence
to support carotid artery stenting was inadequate. 10 Of the
22 members of the ACC/AHA task force, 18 were cardiologists,
while the 5 members of the NICE guideline panel consisted of
2 neuroradiologists, 2 interventional radiologists and 1 vascular
surgeon (all specialists with training in carotid artery stenting).
This time, both panels were composed predominantly of specialists with expertise in this type of stenting, but the ACC/AHA specialists practised in a largely fee-for-service health care system,
while the NICE specialists practised in the UK’s National Health
Service. Thus, even though specialists may see a more severe disease spectrum than generalists, this alone cannot account for
their inclination to recommend more intensive diagnostic and
treatment guidelines.
Evidence-based clinical practice guidelines can improve
health care delivery. Yet specialty bias and fee-for-service conflicts of interest threaten their validity and may lead to unnecessary overuse of health care services. More is not necessarily better in medicine; if anything, patient outcomes may be worse the
more “care” they receive.11 Every medical test, procedure and
treatment adds risk against potential benefit, and some may
lead to more harm than good.
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Although disclosure alone is not a panacea for addressing
specialty bias and fee-for-service conflicts of interest, we believe
it is an important first step.3,4 The Guidelines International Network suggests that health care professionals with conflicts of
interest serve as external advisers rather than voting members of
guideline panels, and this proposal merits further consideration.12 Moreover, medical specialty societies should acknow
ledge that they serve the interests of their memberships, which
are not always aligned with the public’s interests. Guideline panels should be multidisciplinary in composition, independent of
the governing bodies of specialty societies, and aim to reduce
fee-for-service conflicts of interest.4 Panels that comprise only
specialists may lack sufficient heterogeneity and potential for
voicing dissenting opinions. Guideline panels should ideally contain individuals with expertise in epidemiology, biostatistics and
clinical trial methodology, along the lines of those assembled by
the Canadian task force, United States Preventive Services Task
Force and NICE. Specialty societies should do the same lest
guidelines from independent bodies become the only ones
deemed to meet adequate standards.
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