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When no guideline recommendation is the best
recommendation
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The core of clinical practice guidelines is the
recommendations. The ideal situation for clinical
practice guidelines is when there is an unequivocal body
of evidence about the benefits and harms of different
treatment options, and related costs and resources.1
Making guidelines and recommending the best treat
ments in these cases are straightforward.
Challenges arise when there is no high-quality evidence.
For many specialties in medicine, this is the rule rather
than the exception. To get around the pressure of
providing recommendations, on one hand, and signalling
uncertainty due to insufficient data or conflicting evi
dence, on the other hand, guideline makers often use
quality of evidence scoring tools such as Grading of
Recom
mendations Assessment, Development, and
Evaluation (GRADE).1 GRADE categorises confidence or
certainty of the benefits and harms of interventions (as
high, moderate, low, or very low quality of evidence),
and strengths of recommendations (as strong or weak).
For several reasons, the current practice to provide
recommendations for or against a specific treatment or
test for all or most assigned clinical questions irrespective
of the underlying evidence can be counterproductive, or
even harmful for patients.
First, weak recommendations are often not more than
suggestions that may be followed, or not. Unfortunately,
many users have neither the time nor the knowledge
to appreciate this crucial detail. Whether the evidence
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is strong and informed by large randomised trials, or
weak and maybe largely informed by the opinion of the
experts in the panel, is not clearly comprehended. An
increasing number of clinicians who have grown up in
the current era of modern clinical practice guidelines
and recommendations may assume that guideline
recommendations are rules that should not be deviated
from.2 In some countries, such as the USA, the fear of
legal litigation in case of non-compliance with any
recommendation can also have a role in overachieving
adherence to recommendations.
Second, guideline panels can give recommendations
on false grounds. Alexandera and colleagues’ study3
uncovered considerable discordance in WHO public
health guidelines related to the application of the
strength of recommendations and the appreciation
of evidence. Strong recommendations were applied
when there were insufficient reasons to do so, and the
grading of recommendations as weak or strong was
inconsistent. Expectations by the soliciting organisation
and by patients, and leading panel member’s personal
preferences and beliefs, coupled with a strong desire
to provide recommendations for all topics, could be
some of the reasons for this discordance.4 After all, the
opinion leaders on the panels are expected to provide a
recommendation. Who else would, if not the experts?
Third, the overuse of strong recommendations by
guide
line panels together with over-adherence to
weak recommendations by guideline users has conse
quences for future knowledge generation. Clinicians and
guideline users may believe that research that is not in
accordance with guideline recommendations is unethical
and should not be done. Indeed, it has been uncovered
that some WHO guideline panelists were uncomfortable
issuing recommendations that challenged established
clinical practices, irrespective of the evidence for them.4
An example is surveillance of patients with colorectal
polyps. Multiple clinical practice guidelines exist in this
area, and although all emphasise that the evidence
for their recommendation (eg, 3-year colonoscopy
intervals instead of 5-year intervals) is arbitrary because
strong evidence for a particular interval is lacking, they
all recommend specific surveillance intervals.5–7 We and
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others have launched clinical trials8,9 to investigate if
longer intervals would provide a better benefit–harm
ratio. Some clinicians we asked to participate have
questioned the ethical basis of the trials because “they are
not according to guidelines”. Obviously, the overarching
aim of research is to generate new knowledge, and for
this interventions in groundbreaking trials will necessarily
need to divert from guideline recommendations. This is
the very nature of research and innovation.
Every clinician knows that uncertainty is part of clinical
medicine.10 When choosing the best treatment for each
patient, clinicians aim to maximise benefit and minimise
harm. The ability to choose correctly arises from a solid
education in clinical medicine, an updated knowledge of
the available treatment options, and an understanding
of each patient’s preferences. Clinical guidelines have a
place in this landscape, but only in context with other
determinants for clinical decision making.2 To be able
to generate new knowledge, research has to challenge
guideline recommendations and needs to deviate from
them. This is not a problem but a necessity, and should be
clearly conveyed by guideline makers.
In areas of uncertainty, guidelines should describe
the available choices and, most importantly, highlight
the topic as priority for further research. “No recom
mendation” statements should be accompanied by
specific descriptions of the evidence gaps and should
provide guidance about the nature and design of future
research to fill this gap. Guideline panels are well suited to
propose specific research that needs to be done to be able
to give a future guideline update.11
The current default of making recommendations for
each clinical question in every set of guidelines might be
counterproductive and hinder new knowledge and thus
clinical practice innovation. Fewer recommendations, by
abandoning those with the weakest evidence, would be a
step in the right direction. If there is little or no evidence,
guideline makers should refrain from recommending one

or another option. Clinical guideline panels should have
the courage to make statements of no recommendation
if the evidence base is weak. Such a recommendation
could actually be the best guidance and give impetus to
important research.
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Strengthening oral health for universal health coverage
The Global Burden of Disease Study 2016 estimated
that oral diseases affected half of the world’s
population.1 Nonetheless, oral health is a neglected
area of global health that could make a contribution
to achieving universal health coverage (UHC).2 UHC
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can help frame policy dialogue to address weak and
fragmented primary oral health services, and address
substantial out-of-pocket expenses associated with oral
health care in many countries, which in turn would help
to achieve UHC.
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