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Practice guidelines are not only an ancient tradition, but
they are a fact of life.  The first guidelines were developed
in the 1840s, shortly after the use of anesthesia was first
demonstrated.  Even though practice guideline develop-
ment has spawned an impressive and overaggressive lit-
erature of its own, many unanswered questions exist with
regard not only to practice parameters and guidelines in
general, but in particular with the application of interven-
tional techniques in managing persistent pain.

In spite of the great potential of clinical practice guide-
lines, and the involvement of numerous medical societies

and physician groups, there is still a great debate within the
profession not only about the pros and cons of the develop-
ment and usage of the guidelines, but also conflicting and
controversial opinions on both sides of the issue, ie, provid-
ers and patients vs payors.

This article discusses the development, usage, advantages,
disadvantages and the implications of practice guidelines
to interventional pain medicine specialists.
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chronic pain, practice guidelines

“As new discoveries are made, new truths dis
covered, and manners and opinions changed,  with the
change of circumstances, institutions must  advance also
to keep pace with the times . . .”

- Thomas Jefferson

The use of practice guidelines in medicine is not new (1-
15).  In fact, nearly all generic rules, treatments, indica-
tions, and criteria in the medical text books can be con-
sidered as practice guidelines.  The first guidelines were
specific to the practice of anesthesia, concerned them-
selves with overall patient safety and effective technique
for preventing anesthetic mishaps and were developed in
the 1840s, shortly after the use of anesthesia was first
demonstrated (16-25).  Since then, through the new mil-
lennium, nearly 2500 practice parameters have been de-
veloped and used in the practice of medicine in the United
States.  These parameters or guidelines have been devel-
oped by numerous groups spearheaded by Health Main-
tenance Organizations (HMOs), third-party payors, and
the federal government, followed by medical specialty so-

cieties, various physician groups, individual hospitals,
and a multitude of carriers within the federal health care
programs (1-3, 27-53).  In addition, this has developed
into an industry with numerous commercial organizations
entering this market.  Even though practice guideline
development has spawned an impressive and overaggres-
sive literature of its own, including manuals on how to
develop practice guidelines and publications designed to
assist clinicians in the use of these guidelines, many un-
answered questions exist with regard not only to practice
parameters and guidelines in general, but in particular
the management of persistent pain including various
interventional techniques (9, 13, 14, 44, 49-69).  Unfor-
tunately, some of the most clinically significant and widely
publicized practice guidelines relating to issues of pain
management, were developed either by commercial orga-
nizations, third-party payors, HMOs, or local carriers for
federal health care programs.  In addition, many of these
guidelines are limited to acute pain management, and
management of cancer pain  Thus, given the extraordi-
nary activity in guideline development in general, and
pain management in particular, it is not only incumbent
on the pain management community but it is mandatory
to understand the rationale, development, implementa-
tion, and effectiveness of practice guidelines in manag-
ing persistent pain with interventional techniques, and
also to be directly involved in the development of these
guidelines.
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Much confusion exists about the difference between a
guideline and a pathway; the terms are often used inter-
changeably (51).  While practice guidelines are system-
atically developed statements to assist practitioner and
patient decisions about appropriate health care for spe-
cific clinical circumstances, in contrast, clinical pathways,
are tools to coordinate the time-dependent progress of a
typical uncomplicated patient across many clinical depart-
ments that is specific to the condition or disease being
managed (51).  Whether it is the development of guide-
lines or pathways, there is always criticism.  However,
once again we are reminded that: “failure to prepare is
preparing to fail”.  When we fail to prepare, ie, fail to
develop guidelines, we will be forced to follow the guide-
lines developed by people who not only fail to understand
interventional pain medicine, but also have vested inter-
ests in the business aspects of medicine.  In the early 70s,
Cochrane (27) a British physician established the need
for practice guidelines by lamenting the fact that most
medical decisions were not based on a solid evidentiary
foundation.  He also emphasized the importance of ran-
domized, controlled trials in guiding decisions about
health care (70).  Unfortunately, most interventional pain
physicians, similar to other physicians in the United States,
are not only not trained to critically appraise the medical
literature but also depend on the teachings of their se-
niors and anecdotal experiences, resulting in not only vari-
able perceptions and interpretations, but also highly vari-
able outcomes of interventions.  Consequently, there is
always a friction and suspicion among patients, third-party
payors, and physicians with regards to the effectiveness
of various treatment modalities.  In fact, it is alleged that
as many as 30% of the procedures performed in the United
States do not meet appropriate criteria, thus adding to the
cost of health care in the United States (11, 15, 17, 71-
79).  As a result, the US health care policy makers and
payors not only seized on guidelines as a magic bullet for
eliminating unnecessary care and its associated costs, but
also used this approach as a cure-all for the ailing health
care system in the United States, resulting in the deleteri-
ous effects of extensive management of physician behav-
ior and patient care (75).

It is important to understand the philosophy behind the
development of the guidelines by health care policy mak-
ers or commercial agencies.  They are mainly motivated
by administrative convenience and business incentives
rather than quality assurance and consideration of effec-
tiveness of patient care.  The Institute of Medicine (IOM)
of the United States National Academy of Sciences in 1992
identified multiple roles of guidelines which included cost

control, quality assurance, enhancing access to care, pa-
tient empowerment, professional autonomy and medical
liability (28).  An additional role of the present guide-
lines is to help insurance carriers understand when to use
the interventional modalities.  This is not just an exercise
of the review of the literature, which they can (and do) do
themselves.  These guidelines are meant to include ad-
vice on when, how, and how often to perform the proce-
dures on almost each and every technique in a more spe-
cific and a scientific manner as close as we can get to the
available evidence.  We all understand that there is a gap
between scientific aspects of the medicine and the clini-
cal practice of medicine, which is an art.  In recent years,
medicine, which has been long recognized as a subtle
admixture of science and art, has been moving in the di-
rection of becoming an exact science as new tools and
techniques have been developed to help practitioners un-
derstand better what works and what doesn’t (79).  This
reference is made to evidence-based medicine, that is,
making use of the best existing evidence as found in
sources such as published reports and meta-analyses to
make decisions about the care of patients.  While this
practice is spreading and probably gaining acceptance in
the medical community, insurers are utilizing this to help
define medical necessity, a thorny issue.  However, evi-
dence-based medicine, as discussed in the guidelines, is
an extremely difficult task in interventional pain medi-
cine.  In addition, there is the inherent bias of a develop-
ing agency, whether it is an HMO, PPO, local Medicare
carrier, or even Health Care Financing Administration,
as it all depends on the membership and purpose of these
organizations developing the guidelines.  Consequently,
the same evidence may be interpreted in several different
manners.  And we must remember that science in gen-
eral, and medical science in particular, is never a fin-
ished product.  It is a process of groping through the ig-
norance one observation at a time.  An ancient Indian
fable aptly illustrates the nature of the problem:

Five blind men who knew nothing about
elephants went into the forest in search
of one.  The first to touch the elephant
encountered the leg, and declared, “An
elephant is like a tree.”  The next found
the tail, and said, “You are wrong.  An
elephant is like a rope.”  The third
reached the snout and affirmed, “You
are both wrong.  An elephant is like a
snake.”  The fourth bumped into the side
of the beast, and berating the others
shouted, “You are all wrong.  An
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elephant is like a wall.”  The fifth was
brushed by the ear, and demanded,
“What are you saying?  An elephant is
like a curtain.”

And so it is with the approach to the subject of pain and
evidence-based medicine.  Different aspects tend to be
grasped by different organizations and for that matter,
different specialists using different concepts leading to
different conclusions.  Sadly, there is also difference among
pain management specialists themselves.  While all the
pain specialists understand the need for treatment, there
is unfortunate division between those who advocate the
“biopsychosocial approach,” however, managing pain
without “bio”, thus using only “psychosocial approach”
and adapting to the pain, in contrast to those who per-
form “interventional” procedures to relieve the pain uti-
lizing a complete “biopsychosocial approach” or a “bio-
logical approach”.  Since on a face value, the psychoso-
cial approach appears to be more cost effective than the
interventional approach, it is necessary for interven-
tionalists to provide, not only the evidence, but also the
guidance.  “Bio-psychosocial approach” without the “bio”
component also assists some of the physicians to advance
their ego as this model allows a psychodynamic exit from
the frustration of not being able to find an organic cause
for the pain, and it also gives the insurer a Teflon coating
to protect them when refusing care.  Thus, two specialists
practicing pain medicine have diametrically opposite opin-
ions when a psychosocial believer is called upon to re-
view the work of an interventionalist.  The situation may
be philosophically analogous to inviting a Protestant min-
ister to review to doctrinal teaching of a Catholic priest,
or vice versa.  Hippocratic oath states that “—I will prac-
tice medicine with conscience and dignity.  The health
and life of my patient will be my first consideration.—”
It is therefore the duty of the physician to benefit the pa-
tient.  The Hippocratic oath does not address gaps in sci-
entific knowledge, thus these should only be bridged by
experience and reason, considering the risk versus the
benefit known when it is not proven rigorously on a sci-
entific basis.  The major goal of these guidelines is to
avoid traditional barriers and make them compatible with
clinical practice.

In spite of the great potential of the clinical practice guide-
lines, and the involvement of numerous medical societies
and physician groups, there is still great debate within
the profession not only about the pros and cons of devel-
opment and usage of guidelines but also conflicting and
controversial opinions on both sides of the issue i.e, pro-

viders and patients Vs payors.  Widely described positive
effects of clinical practice guidelines as described by
Walker et al (26) (with modifications and additions), are
to assist:

♦ Patients in making informed health care deci-
sions,

♦ Physicians in using appropriate health care tech-
nologies,

♦ Physicians in identifying and reducing so-called
inappropriate care,

♦ Physicians in making cost-effective health care
decisions,

♦ Third-party payors in utilization review, perfor-
mance rating, and reimbursement decisions,

♦ In the development of clinical indicators used to
assess organizational competence and identify
aberrant practitioners,

♦ Physicians and organizations to improve clini-
cal practice, quality of care, and access to much
needed medical services,

♦ In lowering not only malpractice litigation costs
by improving the quality of care but also to serve
as an “affirmative defense” in malpractice liti-
gation,

♦ In developing medical text books and other edu-
cational materials around the guidelines, and

♦ To have a well reasoned and well developed docu-
ment to present to payors.

Thus, many medical professionals see the guidelines as
the best hope for accommodating the demands not only
for the quality of care at the lowest possible price, but
also getting involved in the development of these guide-
lines (17, 29, 49, 51, 74, 75).  In addition, many physi-
cians considered the practice guidelines not as a threat to
professional autonomy but as a valuable addition or ad-
junct to the complex task of medical decision making (29).
Eddy (29) observed that, “practice policies present a pow-
erful solution to the complexity of medical decisions.  They
free practitioners from the burden of having to estimate
and weigh the pros and cons of each decision.  They can
connect each practitioner to a collective consciousness,
bringing order, direction and consistency to their deci-
sions.”  He also stated that practice policies not only pro-
vide an intellectual vehicle through which the profession
can distill the lessons of research and clinical experiences
and put the knowledge and preferences of many people
into conclusions about appropriate practices but also pro-
vide a natural pathway to convey that information to prac-
titioners.  Thus, practice policies may be considered as a
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central component to effective quality medical practice as
what a conductor is to an orchestra.  It also has been stated
that practice guidelines, “ are in effect, what the clinician
would create personally if he or she had the time and re-
sources to accomplish a full evaluation alone - - guidelines
summarize the collective as determined scientifically” (26).
Thus, in spite of differences some physicians believe that
the art of medicine is preserved in tailoring of clinical prac-
tice guidelines to individual patient situations.  Practice
guidelines also have other drawbacks.  They are not ap-
propriate for all patients and often address only uncompli-
cated and homogenous patient groups (51).  Additionally,
they may be out of date by the time they are implemented
or conflict with other published guidelines.  On many oc-
casions, guidelines are often vague with no specific word-
ing that leaves much room for interpretation.  An approach
described in the guidelines may lead the physician to
“cookbook medicine” with an unappetizing menu of
choices.  In addition, physicians who are expected to use
the guidelines but are not familiar with the evidence upon
which they are based, are unlikely to follow the guidelines.
However, physicians should realize that the same is true
for guidelines that appear to be driven solely by economic
motives, such as the guideline that calls for three epidural
injections without considering the patient diagnosis, phy-
sician opinion, or patient’s functional status.  Guidelines
developed by a specific group of physicians practicing the
same type of medicine are not only comprehensive but
also are acceptable for that group of physicians, thus in-
creasing the probability of appropriate implementation.

However, the controversies do not stop here.  The critics
of practice guidelines claim that these rob the physician
of clinical autonomy, resulting not only in the practice of
cookbook medicine, but some practitioners feel that they
are in trenches, and guidelines do not represent their views
(18, 26, 51, 76-79).  Further criticism also surrounds the
fact that practice guidelines may stifle innovative medi-
cal practice and the application of new technologies, may
not reduce costs as much as anticipated, and adversely
effect the research activity (30, 31).  Yet, some others be-
lieve that the guidelines may lead to a rash of lawsuits
and increased liability exposure for physicians, justifiably
for appropriate reasons, failure to follow practice guide-
lines (80, 81).  According to Walker et al (26), the most
commonly mentioned disadvantages or negative effects
of guidelines (with modifications and additions) are that
the practice guidelines may:

♦ Lead to “cookbook medicine”,
♦ Stifle innovative medical practice and the appli-

cation of new technologies, and reduce research,
♦ Increase medical costs by identifying interven-

tions that are used under,
♦ Cost reductions may not be substantial and may

not outweigh costs of developing and updating
guidelines,

♦ Contribute to disinterest in medicine as a carrier
thus leading to decline of quality of the physi-
cian,

♦ Provide inculpatory evidence in malpractice cases
and increase malpractice litigation and costs or
both,

♦ Not represent the prevailing practice of medi-
cine,

♦ Be interpreted differently by not only by differ-
ent organizations but also by physicians and non-
physicians, thus making it a legal issue rather
than a medical issue,

♦ Lead to reduced patient access, and
♦ Lead to in appropriate quality of care by reduc-

ing physician autonomy leading to “cookbook
medicine”, leading to ineffective use of the
knowledge, and training of the physician and
ignoring innovations.

With the above description in mind, we should realize
that each group or organization which engages in the
development of practice guidelines, including the Ameri-
can Society of Interventional Pain Physicians, does so with
fundamental underlying objectives (49, 50, 51-53, 74, 78,
81, 82).  Third-party payors and the HMOs approach the
process of clinical practice guideline development from
the standpoint of controlling or reducing health care costs
whereas physician groups and medical specialty societies
approach the guideline development with their stated ob-
jectives for the improvement of the quality and access of
patient care (18, 49, 50, 51, 74, 75).

Regardless of the motivation of developing practice guide-
lines, there is general consensus on the attributes that
practice guidelines should possess for maximum effec-
tiveness thus providing a safety net.  These characteris-
tics include validity, reliability, applicability, flexibility,
clarity, multidisciplinary development process, provisions
for review and revision and clear documentation of the
evidence on which the standard is based (76, 77, 80-84).
Even though the objectives of the guidelines to develop
guidelines attempt to insure that a policy is accurate, ac-
countable, predictable, defensible, and usable, a wide range
of controversies, criticisms, bias exist not only in the de-
velopment but also in the interpretation of the guidelines
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(1-6, 8, 10, 11, 13-15, 18, 27, 29, 44-46, 52, 55-57, 66, 76, 77, 79,
85, 86).  Thus, the development of the guidelines by the
American Society of Interventional Pain Physicians may
not only be accepted but appreciated by supporters of
interventional pain management but we should be realistic
and braced to face the criticism that these guidelines are
developed by an organization representing the interests of
interventional pain physician, thus, reportedly in the inter-
est of these physicians.  The specific advantages of these
guidelines (49-51, 74) are that they describe not only the
purpose, rationale, and importance, but also the methodol-
ogy and patient population, pathophysiologic basis, and
various interventional techniques utilized in the manage-
ment of chronic pain including rationale, outcomes, and
cost-effectiveness.  It also explicitly provides guidance on
clinical practice with clinical algorithms for comprehensive
evaluation and management, and algorithms for the appli-
cation of interventional techniques in conservative care of
chronic spinal pain.  These guidelines do not constitute
inflexible treatment recommendations, and the spirit of the
guidelines is that the provider will establish a plan of care
on a case-by-case basis taking into account an individual
patient’s medical condition, personal needs, and prefer-
ences, and the physicians own experience.  While guide-
lines do recognize that, based on an individual patient’s
needs, treatment from that outline in the guidelines will be
warranted, these are the only guidelines which discuss
extremely difficult issues of cost-effectiveness, frequency
and number of injections or interventions, addressing com-
bination of blocks or interventions, and number of inter-
ventions per setting.  Best of all, these guidelines are de-
veloped by clinicians practicing interventional pain medi-
cine, including those in trenches.  This is in contrast to
numerous other guidelines which either ignore the difficult
issues, do not make recommendations or make recommen-
dations without clinical applicability and are developed by
special interest groups, on many occasions with little or no
practical experience in practice of interventional pain medi-
cine.

Over the last ten years, due to increasing pressure for clini-
cal accountability and effectiveness, over 10 practice
guidelines have been introduced to address the treatment
of persistent pain.  These included Guidelines for Man-
agement of Acute Low Back Pain (44), Epidural Use of
Steroids in the Management of Back Pain (47, 48, 53,
54), “Whiplash” and its Management (46), Practice Guide-
lines for Chronic Pain Management (66), Performance of
Spinal Injection Procedures (67), Interventional Tech-
niques in the Management of Chronic Pain (49), Man-
agement of Chronic Pain in Older Persons (58), and Man-

agement of Chronic Pain Syndrome Patients (59, 60).
Other guidelines are specific for management of migraine
headaches (61-63), sickle cell disease (64), and complex
regional pain syndromes (65).  While some of these guide-
lines are well publicized, others lack familiarity by physi-
cians and patients alike.  Among the well known guide-
lines, Clinical Practice Guideline #4 an AHCPR publica-
tion describing acute low back problems in adults has faced
substantial criticism resulting in publication of a book
(52).  Many of the guidelines do not offer practical infor-
mation for physicians to follow (45-48, 54, 66), Guide-
lines for the Performance of Spinal Injection Procedures
was related to the diagnostic blocks of facet joints (67),
Guidelines for Management of Chronic Pain in Older
Persons and Chronic Pain Syndrome Patients (58-60) are
neither well known nor accepted, and many other guide-
lines are syndrome related with limited application.  In
contrast, the guidelines developed by the American Soci-
ety of Interventional Pain Physicians, formerly the Asso-
ciation of Pain Management Anesthesiologists, describ-
ing Interventional Techniques in the Management of
Chronic Pain: Part 1.0, was widely disseminated to the
membership, as well as some insurance carriers.  Some
of the aspects of these guidelines were incorporated into
Medicare Guidelines in few states.

Review of all these guidelines indicate that they are a
mixture of consensual and evidence-based recommenda-
tions.  All the guidelines have in common a multidiscip-
linary team approach.  However, these guidelines also
possess numerous philosophical and practical differences.
Interventionists feel that the guidelines describing the
interventional pain procedures are based on evidence and
consensus similar to guidelines developed by
behavioralists (49, 50, 52, 74).  Sanders (87) felt that the
practice guidelines that applied the most stringent defini-
tion for adequate evidence were by Sanders et al (59, 60)
describing management of chronic non-malignant pain
syndrome patients.  Sanders (87) described that such strin-
gency led to noticeably more conservative treatment rec-
ommendations by these two sets of guidelines compared
with others.  Guidelines by Sanders et al (80, 81) do not
recommend the use of opioids or invasive procedures in
chronic pain syndrome patients, citing an obvious absence
of evidence to do so.  However, Sanders (87) expanded by
stating that, “The more a given set of guidelines used
lower quality evidence (eg, case studies) and/or expert
consensus, the more treatment methods were recom-
mended” citing American Society of Anesthesiologists
ASA guidelines (66).  He also stated that, “Practice guide-
lines from the ASA (57), and those of American Geriat-



18Manchikanti et al • Role of Guidelines

Pain Physician Vol. 4, No. 1, 2001

rics Society (58) make far more liberal recommendations
about opioid and invasive procedure usage based on weak
evidence (eg, poorly controlled outcome and case stud-
ies), as well as more reliance on expert consensus and
common practice.  Contrary to these assertions, the evi-
dence which is in existence for managing so called chronic
pain syndrome patient population with multidisciplinary
or behavioral management does not only contradict these
assertions, but also always has not been shown to be su-
perior to the evidence for interventional techniques (9,
49, 52-57, 74, 85, 88-118).  However, in separating apples
and oranges, many physicians do not remember the diffi-
culties related to randomized, controlled trials with
interventional procedures and surgical interventions, and
publications of so-called “peer reviewed” literature (119-
124).  “Peer review” is different for each provider setting.
Chiropractors and psychologists rarely have subspecialty
differences and the literature is published without con-
troversy.  In contrast, first, the medical profession is com-
posed of multiple specialties and numerous subspecialties.
Second, pain medicine itself is a mixture of numerous
factors, philosophically dominated by outspoken
behavioralists and academicians, composition of which
also represents not only the control of journals but also
the publications.  Thus, inherent bias exists against
interventional pain medicine.

In addition, Concato et al (125) described that in the hi-
erarchy of research designs, the results of randomized,
controlled trials are considered to be evidence of the high-
est grade, whereas observational studies are reviewed as
having less validity because they reportedly as a whole
overestimate treatment effects.  However, their results
showed that randomized, controlled trials, observational
studies, and hierarchy of research designs showed the av-
erage results of the observational studies to be remark-
ably similar to those of the randomized, controlled trials,
and concluded that the results of well-designed observa-
tional studies do not systematically overestimate the mag-
nitude of the effects of treatment as compared with those
in randomized, controlled trials on the same topic.  How-
ever, no such review is available with analysis of
interventional techniques in pain management even
though such a study is underway at the present time.  Thus,
it needs to be seen if the conclusions of Schulz et al (126)
showing the empirical evidence of bias without random-
ization overestimating the treatment effect by 30% to 41%
and lack of double-blinded protocol in the study overesti-
mating the treatment effect by 17%.  It has been well de-
scribed that clinical trials of efficacy of commonly used
interventions in managing low back pain are described to

have a methodological quality of fair to poor (88, 89).  In
addition, an inherent bias exists in reviewing the studies
of interventional pain medicine when this review is not
performed by interventional pain medicine specialists, as
most of the studies of interventional pain procedures have
been conducted by multiple speciality groups rarely in-
cluding pain specialists and without radiographic con-
trol, especially in the case of epidural steroid injections,
which essentially leads to not only the misinterpretation
and misrepresentation of the evidence, but also miscom-
munication and, finally, obviously affects the patient care.
Thus, it is a sorrowful situation without a solution in the
near future.  Therefore, regardless of the desire to achieve
substantial impartial, scientifically based recommenda-
tions, guidelines can be influenced by clinical practice
and personal philosophy of the authors and influence of
special interest groups.

While we have completed the most crucial phase of de-
veloping and revising the guidelines for interventional
techniques in managing persistent pain, and we believe
that these guidelines are well founded and well formu-
lated based on scientific evidence which is accurate ac-
countable, predictable, defensible and useful, they will be
of little or no use unless they are placed into the hands of
practitioners and payors, so then, hopefully, the practitio-
ners will conform to the guidelines recommendations and
the payors to change their philosophies and accept the
guidelines (1, 56, 57).  Hence, the first step in imple-
menting a practice guideline is communicating it to the
interested audiences, including consumers, health care
practitioners, health care industry, policy makers, re-
searchers, and even the press (84).  Clearly, our organiza-
tion has a daunting responsibility of disseminating the
guidelines to the audiences.  However, the responsibility
does not end there.  The guidelines as well as the recom-
mendations made in the guidelines remain mute unless
specific studies are developed to encourage the assimila-
tion of practice guidelines into the day-to-day practice of
individual physicians (127).  However, the question al-
ways asked is, “are the guidelines effective?”.  This re-
mains an openly debated question.  We do not have any
evidence for guideline usage in interventional pain medi-
cine. However, the outcome studies on other guidelines
yielded mixed results (1, 128-133).

These issues of problems with methodological quality of
clinical guidelines in the peer-reviewed medical litera-
ture was evaluated by Shaneyfelt et al (77).  They reviewed
the methodological quality of clinical guidelines in the
peer-reviewed medical literature with evaluation of 279
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guidelines developed by 69 different organizations and
published from 1985 to 1997 concluding that these guide-
lines do not adhere to establish methodological standards.
They added that while all areas of guideline development
need improvement, the most work is needed in the iden-
tification, evaluation and synthesis of scientific evidence.
Needless to say, we have attempted to adhere to all the
standards and met many of the standards as established
by Shaneyfelt et al (77).  Many of the guidelines devel-
oped thus far were developed at a cost of tremendous ef-
fort and resources to review the assessment and treatment
literature to develop so-called evidence-based guidelines
to treat various conditions.  However, a serious examina-
tion of the guidelines shows that about 85% of the recom-
mendations are not based on any significant evidence (66).
We hope, these guidelines of interventional techniques
will fill the gap.

CONCLUSION

When considering clinical practice guidelines,
interventional pain specialists should analyze and accept
advantages and disadvantages, pros and cons, benefits and
risks, patient access vs physician interests, cost-effective-
ness vs innovations not only with extreme caution and
diligence but also with fairness.  Authors believe that these
guidelines are extremely useful in the practice of
interventional pain medicine not only with regards to
demonstrating clinical effectiveness but also cost-effec-
tiveness, and with improvement in the quality of care and
patient access.

In conclusion, these guidelines and review of evidence
show that:  “Evidence is in the eyes of reviewer” synony-
mous to “Beauty is in the eyes of the beholder,” and “Let
us not presume everything is a nail, just because we have
a hammer.”
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