Linee guida ed evidenza di
efficacia



Three solutions

Clinical performance can keep up to date:

1 by learning how to practice evidence-based
medicine ourselves.

2 by seeking and applying evidence-based medical
summaries generated by others.

3 by accepting evidence-based practice protocols
developed by our colleagues.

(EBM center - Oxford, 1998)




Caratteristiche

 Gli studi primari producono I’evidenza scientifica
— Rispondono a quesiti specifici: trattamento per
condizione per outcome
 Le revisioni sistematiche la sintetizzano
— Rispondono a quesiti piu allargati: trattamento per
outcome
 Le linee-guida costituiscono uno strumento di
trasferimento dell’evidenza nella pratica medica

— Rispondono a tutti 1 quesiti relativi a una singola

condizione (generalmente prevenzione, diagnosi, cura,
riabilitazione)




Alternative per il trasferimento

Protocolli diagnostico-trapeutici
Profili di cura (clinical pathways)

Rappresentanti farmaceuticli



Cosa sono, oggl, le linee-guida?

raccomandazioni di comportamento clinico, elaborate
mediante un processo di revisione sistematica della
letteratura e delle opinioni di esperti, con lo scopo di
aiutare i medici e i pazienti a decidere le modalita
assistenziali piu appropriate in specifiche situazioni
cliniche (Institute of Medicine)

basate sulle migliori prove di efficacia esistenti
elaborate con metodologia esplicita

da gruppi multidisciplinari

dotate di una gradazione

peer reviewed

aggiornate in continuo (data di scadenza)



Produttori di LG

e Due hvelli

— Produzione a partire da studi primari (RCT) o secondari
(rassegne sistematiche)
e Ministeri della Sanita
» Agenzie di Technology Assessment
» Agenzie centrali di produzione di LG
 Societa scientifiche

— Traduzione e adattamento di LG gia esistenti
« ASL
e Ospedali
* Regioni
 (Oltre a quelle precedenti)



Meta-analysis
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Overview of the process for developing and grading guideline recommendations



Alternative per I’elaborazione di
raccomandazioni cliniche

e Conferenze di consenso

— Elaborazione di raccomandazioni da parte di una giuria dopo
consultazione di esperti che hanno I’incarico di valutare le prove
disponibili

« Valutazioni di appropriatezza delle pratiche

— Definizione di appropriato/non appropriato data a pratiche mediche
da un panel di esperti

e Technology assessment

— consiste nella valutazione di benefici, rischi e costi (clinici, socialli,
economici, di sistema) del trasferimento delle tecnologie sanitarie
nella pratica clinica. Mira a fornire ai decisori della sanita le

Informazioni necessarie per fare scelte appropriate sul piano
dell’efficienza allocativa.



Forza delle raccomandazioni (1)

Category of evidence:

la) from meta-analysis of randomised controlled trials

Ib) from at least one randomised controlled trial

lla) from at least one controlled study without randomisation
lIb) from at least one other type of quasi-experimental study

lII) from non-experimental descriptive studies, such as
comparative studies, correlation studies, and case.control
studies

I\VV) from expert committee reports or opinions or clinical
experience of respected authorities, or both

Shekelle, 1999



Forza delle raccomandazioni (2)

Strength of recommendation:
A) directly based on category | evidence

B) directly based on category Il evidence or extrapolated
recommendation from category | evidence

C) directly based on category Il evidence or extrapolated
recommendation from category | or Il evidence

D) directly based on category IV evidence or extrapolated
recommendation from category |, Il or lll evidence



Table 1.1

Argomenti delle linee-guida
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Criteri per la scelta degli argomenti

(ASO Molinette)

aree con ampia variabilita della pratica clinica o degli esiti (a livello
locale)

terapia anticoagulante nella prevenzione degli eventi cardioembolici nei pazienti
con fibrillazione atriale cronica o la profilassi della TVP

aree con improprio utilizzo delle risorse

indagini strumentali effettuate in assenza di prevedibiei utilita come la
radiografia del cranio nei traumi cranici minori o alcuni farmaci prescritti al di la
della loro utilita (ad esempio i gastroprotettori o 1 “neuroprotettori”)

condizioni per le quali esistono trattamenti di provata efficacia ed in
cui la morbidita o la mortalita possono essere ridotte

B-bloccanti nello scompenso cardiaco
rischio di danno iatrogeno o rischi significativi o costi elevati

ad esempio l'uso di antibiotici a rischio di creare resistenze o I'uso di certi
antineoplastici

aree di priorita clinica per I'azienda o priorita indicate dal SSN

prevenzione delle lesioni da decubito, la riduzione delle degenze per particolari
patologie o la Day Surgery

necessita di una Linea Guida espressa dalla comunita scientifica locale
o0 da parte dell’'utenza o delle sue rappresentanze (URP, Associazioni di
pazienti)



Riconoscimento
del problerna

Informazione
del paziente

Monitoraggio
della terapia

Programmmazione
dirnis sione

Paziente affetto da fibrillazione atriale non-valvolare
— Esempio di analisi del problema -

Ingresso

¥
Dirnissione

Terapia a dornicilio

YWalutazione rischio di ictus

Walutazione rischio emorragico

DeCisione terapewtica

Lettera di
dirnis sicne

Elevata % di pz non in profilassi
Elevata % di pz con INR.<2

Sottostirna del rischio cardioembolico
Sovrastima del rischio ermarragico

I 20% dei pazienti ad elevato rischio
catdicernbolico,  senza  fattori di
tischio di sanguinamento, non sono
trattati oon terapia antitrormbotica

Carenti le informazioni su valari di
MR da  manterere, fregquenza
mionitor aggia, recessita di
tivalutazione della terapia




LG Piemontesi

Linee GGuida

Regione Piemante .

Regione Piemante .
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AHCPR - Clinical practice guideline # 18
Smoking Cessation

e 1. 0Overview

» Organization of the Guideline and Other Products

e Guideline Development Methodology
» Guideline Development Process

» Search and Review of the Literature
— Inclusion Criteria / Selection of Evidence.
— Preparation of Evidence Tables / Analysis of Treatment Effect.
— Outcome Data.

» Meta-Analytic Techniques
— Methodology and Limitations.

o Strength of Evidence
 Interpretation of Meta-Analysis Results
« Caveats to Recommendation Use

» External Review of the Guideline



Strenght of evidence

A. Multiple well-designed randomized clinical
trials, directly relevant to the recommendation,
yielded a consistent pattern of findings.

B. Some evidence from randomized clinical trials
supported the recommendation, but the scientific
support was not optimal.

C. Important clinical situations where the panel
achieved consensus on the recommendation in
the absence of relevant randomized controlled
trials.



2. Recommendations for Three Target Audiences

Primary Care Clinicians

 Training Clinicians To Intervene With Their Patients Who
Smoke

« Recommendations for Primary Care Clinicians

Tobacco Cessation Specialists and Programs

« Recommendations for Tobacco Cessation Specialists and
Programs

Health Care Administrators, Insurers, and Purchasers
» Cost-Effectiveness of Smoking Cessation Interventions

» Recommendations for Health Care Administrators, Insurers,
and Purchasers



3. Evidence

e Screen for Tobacco Use
* Advice To Quit Smoking
 Specialized Assessment
e |nterventions

Type of Clinician

Treatment Formats
Efficacy of Self-Help Treatment Alone
Intensity of Person-to-Person Clinical Intervention

Content of Smoking Cessation Interventions

Person-to-Person Treatment: Duration and Number of Sessions

Smoking Cessation Pharmacotherapy
» Transdermal Nicotine / Nicotine Gum / Other Nicotine Replacements
* Over-the-Counter Nicotine Replacement Therapy.
» Clonidine / Antidepressants / Anxiolytics/Benzodiazepines

* Silver Acetate.

* Followup Assessment and Procedures
 Reimbursement for Smoking Cessation Treatment



Advice To Quit Smoking

 Recommendation: All physicians should strongly
advise every patient who smokes to quit because
evidence shows that physician advice to quit smoking
Increases abstinence rates. (Strength of Evidence = A)

 Recommendation: All clinicians should strongly advise
their patients who use tobacco to quit. Although
studies have not independently addressed the impact
of advice to quit by all types of nonphysician clini-
cians, It Is reasonable to believe that such advice Is
effective In increasing their patients’ long-term quit
rates. (Strength of Evidence = B)



Table 11. Meta-analysis: Efficacy of and estimated abstinence rates for
advice to quit by a physician (n = 7 studies)

advice to quit

: Estimated
. Number of Estimated odds .
Advice arms ratio (95% C.1.) abs{gg;ﬂngel ;'ate
No advice to 9 1.0 7.9
quit (reference
group)
Physician 10 1.3 (1.1-1.6) 10.2 (8.5-12.0)




Intensity of Clinical Interventions

 Recommendation: Minimal interventions lasting
less than 3 minutes increase abstinence rates. Every
tobacco user should be offered at least a minimal
Intervention. (Strength of Evidence = A)

 Recommendation: There Is a strong dose-response
relation between the session length of person-to-
person contact and successful treatment outcomes.
Intensive interventions are more effective than less
Intensive interventions and should be used
whenever possible. (Strength of Evidence = A)



Table 12. Meta-analysis: Efficacy of and estimated abstinence rates for
various intensity levels of person-to-person contact (n = 43 studies)

. Estimated
Number Estimated odds .
Level of contact : o abstinence rate
of arms ratio (95% C.1.) (95% C.1.)
No contact 30 1.0 10.9
Minimal counseling 19 1.3 (1.01, 1.6) 13.4 (10.9, 16.1)
(< 3 minutes)
Low intensity 16 1.6 (1.2, 2.0) 16.0 (12.8, 19.2)
counseling
(3 10 minutes)
Higher intensity 55 2.3 (2.0, 2.7) 22.1(19.4, 24.7)
counseling
(> 10 minutes)




Formats of Psychosocial Treatments

 Recommendation: Proactive telephone
counseling, group counseling, and individual
counseling formats are effective and should be
used In smoking cessation interventions.
(Strength of Evidence = A)

 Recommendation: Smoking cessation
Interventions that are delivered in multiple
formats increase abstinence rates and should
be encouraged. (Strength of Evidence = A)



Table 17. Meta-analysis: Efficacy of and estimated abstinence rates for
various types of format (n = 58 studies)

. Estimated
Number Estimated odds .
Format . o abstinence rate
of arms ratio (95% C.l.) (95% C.1.)
No format 20 1.0 10.8
Self-help 93 1.2 (1.02,1.3) 12.3 (10.9, 13.6)
Proactive
telephone 26 1.2 (1.1, 1.4) 13.1 (11.4, 14.8)
counseling
Group counseling 52 1.3 (1.1, 1.6) 13.9 (11.6, 16.1)
Individual
counseling 67 1.7 (1.4, 2.0) 16.8 (14.7, 19.1)




Bupropion SR (Sustained Release Bupropion)

« Recommendation: Bupropion SR is an
efficacious smoking cessation treatment that
patients should be encouraged to use. (Strength

of Evidence = A)



Table 25. Meta-analysis: Efficacy of and estimated abstinence rates for
bupropion SR (n = 2 studies)

Number Estimated Estimated
Pharmacotherapy of arms odds ratio abstinence rate
(95% C.L.) (95% C.1.)
Placebo 2 1.0 17.3
Bupropion SR 4 2.1 (1.5, 3.0) 30.5 (23.2, 37.8)




Nicotine repleacement

 Recommendation: Nicotine gum, patch, nasal
spray are efficaciouses smoking cessation
treatments that patients should be encouraged
to use. (Strength of Evidence = A)

 Recommendation: Clinicians should offer 4 mg
rather than 2 mg nicotine gum to highly
dependent smokers. (Strength of Evidence = B)



Table 26. Meta-analysis: Efficacy of and estimated abstinence rates for

2 mg nicotine gum (n = 13 studies)

Number Estimated Estimated
Pharmacotherapy of arms odds ratio abstinence rate
(95% C.1.) (95% C.l.)
Placebo 16 1.0 17.1
Nicotine gum 18 1.5(1.3,1.8) 23.7 (20.8, 26.7)

Table 27. Meta-analysis: Efficacy of and estimated abstinence rates for
nicotine inhaler (n = 4 studies)

Number Estimated Estimated
Pharmacotherapy of arms odds ratio abstinence rate
(95% C.1.) (95% C.l.)
Placebo 4 1.0 10.5
Nicotine inhaler 4 2.5(1.7, 3.6) 22.8 (16.4, 29.2)

Table 28. Meta-analysis: Efficacy of and estimated abstinence rates for

nicotine nasal spray (n = 3 studies)

Number Estimated Estimated
Pharmacotherapy of arms odds ratio abstinence rate
(95% C.1.) (95% C.1.)
Placebo 3 1.0 13.9
Nicotine nasal spray 3 2.7 (1.8, 4.1) 30.5 (21.8, 39.2)




Organizzazione dell’intervento raccomandato

Table 3. The "5 A's" for brief intervention

Ask about Identify and document tobacco use status for every patient at
tobacco use. every visit. (Brief Strategy A1)

In a clear, strong and personalized manner urge every tobacco

Advise to quit. |~ % quit. (Brief Strategy A2)

Assess
willingness to Is the tobacco user willing to make a quit attempt at this time?
make a quit (Brief Strategy A3)
attempt.
Assist in quit For the patient willing to make a quit attempt, use counseling

ISt in qui and pharmacotherapy to help him or her quit. (Brief Strategy
attempt.

Ad)

Arrange Schedule followup contact, preferably within the first week after

followup. the quit date. (Brief Strategy A5)
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4. Promoting the Motivation To Quit and Preventing
Relapse

Promoting the Motivation To Quit
Relapse Prevention

5. Special Populations and Topics

Gender

Racial and Ethnic Minorities

Pregnancy

Hospitalized Smokers

Smokers With Psychiatric Comorbidity

Weight Gain After Smoking Cessation

Smokeless Tobacco Use

Children and Adolescents: Primary Prevention of Tobacco Addiction



 References
 Glossary
o Contributors
« Smoking Cessation Guideline Panel
» Consultants
* Project Staff
« Additional Project Staff
» Federal Liaisons
« Canadian Government Liaison
» Article Reviewers
« AHCPR Staff
» Contract Support
» Peer Reviewers
« Annexes
» Strategies for the Primary Care Physician
« Strategies for the Tobacco Cessation Specialist
» Strategies for Health Care Administrators, Insurers, and Purchasers

 General Strategies
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Come valutare la qualita delle LG?



Appraisal of Guidelines for Research & Evaluation
(AGREE)

Checklist per la valutazione della qualita di linee guida
per la pratica clinica

Frutto di una collaborazione internazionale finanziata da
fondi europei e coordinata da F. Cluzeau

Tradotta dalla regione Regione Emilia Romagna


http://www.regione.emilia-romagna.it/agenziasan/colldoss/index.htm
http://www.regione.emilia-romagna.it/agenziasan/colldoss/index.htm
http://www.agreecollaboration.org/

Struttura di AGREE

Obiettivo e motivazione (item 1-3)
— obiettivi quesiti e popolazione
Coinvolgimento delle parti in causa (item 4-7)

Rigore della elaborazione (item 8-14)

— processo per identificare e sintetizzare le informazioni e per formulare le
raccomandazioni e per mantenerle aggiornate.

Chiarezza e presentazione (item 15-18)
— formulazione e formato della linea guida.
Applicabilita (item 19-21)
— Implicazioni organizzative, economiche e sui comportamenti professionali

Indipendenza editoriale (item 22-23)
— P’indipendenza e esplicito riconoscimento di conflitti di interesse



Siti istituzionali per la ricerca di linee-guida

Piano nazionale linee-guida:
www.pnlg.it/
Agency for Health Research and Quality
www.ahrq.gov/
www.guideline.gov/index.asp
Health Technology Assessment UK
www.hta.nhsweb.nhs.uk/internat.htm
Center for Disease Control
www.cdc.gov
Scottish Intercollegiate Guidelines Network (SIGN)
www.sign.ac.uk

Canadian Medical Association Clinical Practice Guidelines Infobase
http://www.cma.ca/cpgs/

GIMBE Gruppo Italiano Medicina Basata sull’Evidenza
www.gimbe.org



Cercare I’EBN sul web

Joanna Briggs Institute (JBI) Evidence Based Nursing and
Midwifery www.joannabriggs.edu.au

Uk Centre for Evidence Based Nursing
www1.york.ac.uk/healthsciences/centres/evidence/cebn.htm

Canadian Centre for Evidence Based Nursing
New Zeland Centre of Evidence Based Nursing (Coll JBI)
Victorian Centre for Nursing Practice Research (Coll JBI)

Sarah Cole Hirsh Institute for Best Nursing Practices Based on
Evidence (Germania)

Scottish Intercollegiate Guidelines Network (SIGN)
www.sign.ac.uk/guidelines/published/index.html



http://www.joannabriggs.edu.au/

Clinica e ricerca

Gerarchia Percorso
evidenza

Clinica | Ricerca

Opinione di esperti

Case report, case series

Studi osservazionali

Singoli RCT

B W NN - O

Rassegne sistematiche

Linee-guida -

L-g locali, altri materiali E-B -




|l caso della radioterapia nel trattamento
del tumore della mammella



|potesi di partenza

 Larecidiva locale riduce del 50% la
sopravvivenza a 5 anni (Fortin 1999)

 La radioterapia dopo la chirurgia potrebbe
aumentare il controllo locale della malattia



RCT e altri studi

Autore Tipo Risultati

Van de Steene Revisione RT post-operatoria riduce il

2000 diRCT rischio diripresa locale in
chirurgia conservativa

Bartelink 2001 RCT Il sovradosaggio riduce del
40% le recidive locali

Recht 1991 COO Il trattamento RT

precendente la 16° riduce di
2/3 le recidive locali

La RT riduce di 2/3 il rischio
dimorte dopo mastectom ia

nelle pazientia richio




Revisione Cochrane

Early Breast Cancer Trialists' Collaborative Group 2003

Rewiew: Radictherapy for eary breast cancer
Companson: 01 Radictherapy wersus no adiotherapy

Outcome: 02 Isalated local recumence
Study Fadiotherapy Cortrol Peto Odd= Ratio Wizight Peto Odds Ratio
n'M n'M 9% I (%) 9% I
01 Mastectorny alone
Kings/Cambridge 14 1376 97 1424 —i— 202 036 [0.28, 0.44]
hbanchester RBS1 L YT 12973569 —— G G 0.37 [0.25, 0.65 ]
M5ABP B-04 181386 <449 384 z 4 24 037 [0.20,0.71]
Scottizh O Trd7 L i & # 0.2 047 [0.15, 1.46 ]
subtotal (35% C1) 22312164 B12 42213 i 30.f 036 [0.31, 0.2 ]
Test for heterogeneity chi-square=0.57 df=3 p=0.9024
Test for overall effect=-14.48 p<0.00001
02 Mastectorny with axillary sampling
3 smaller trial= 210142 549/ 1560 e 26 031 [0A7, 04T ]
Oanizh BCG &2b s 200 22109 - a.r 0.23 [0.16, 031 ]
Danizh BCG &2c 300724 2037736 H— 8.6 020 [0.14, 028 ]
Edinburgh | 130173 A0 174 e 23 027 [0.14, 053 ]
subtotal (95% C) 108/ 1929 3371972 el il 033 [0.19, 0.27 ]
Test for heterogeneity chi-square=2 .92 =3 p=0.4037
Test for owerall effect=-12.20 p<0.00001
2 5 1' 2
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Studwy Radictherapy Control Peto Odds Ratio Wiieight Peto Odds Ratio
niM nsM 0a% Cl [E) Q9% Cl

02 Mastectorny with axillary clearance
14 zmaller trials 2951124 19971144 —. 10.3 0.4 [0.32, 0.60 ]
BCCA Wancouwer 117164 227154 4 % 1.2 0.6 [0.19, 1.15]
ECOG EST3181 140171 28 /161 & 1.6 0.6 [0.21,1.03]
Ozla Co-G0 Ti2TE 197284 % % 1.0 00 [0.15, 1.11]
Ozlo ¥-Fay 130284 30 f 267 4 # 1.6 0.1 [0.19,0.81]
5 Swedish BCG 160386 43§ 382 z # 22 0.35 [0.18,0.70 ]
SASIE 185186 42 7191 + 2.2 0.3 [0.22,0.85]
Stockholm A JESE39 164 J G2 4— 3.8 0.7 [0.10, 0.28 ]

Subtotal (95% CI) 0573233 S 13227 e 234 0,37 [0.231,0.43 ]

Test for heterogeneity chi-square=12.74 df=¥ p=0.004

Test for overall effect=-12 .55 p<0.00001

04 Breast conservation with axillary dearance
CRC, UK 300259 63 f 261 . —— 3.4 0.5 [0.26, 0.78 ]
M5%ABP B-OG 47 4T3 108 /714 — 5.8 0.1 [0.27, 0.62 ]
Ortaric COG 26046 116 7421 — 5.1 0.23 [0.15,0.36 ]
Scottish 16,293 77 296 e ) 0.24 [0.14, D42 ]
St George's 250208 G0 7192 G 24 0.35 [0.20, 063 ]
Upps=ala- Orebro G 1gd aF1ar +—— 1.6 0.21 [0.10, 0.47 ]

Subtotal (95% CI) 15072001 450 £ 2086 e 223 032 [D0.27,0.37]

Test for heterogeneity chi-square=12.01 df=5 p=0.034G

Test for owerall effect=-13.94 p20.00001

Tatal (25% CI) GG S 9T 2162 /9498 - 100.0 0.32 [0.29, 0.34 ]

Test for heterogeneity chi-square=57.01 df=21 p<0.00001
Test for owerall effect=-29.50 p<0.00001
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SIGN: Breast cancer in women - 1998

RADIOTHERAPY AFTER WIDE LOCAL EXCISION OR
QUADRANTECTOMY

Several randomised trhals have compared limited breast surgery to the same with
radiothemapy =% All show that radiotherapy to the breast after wide local excision | Swdence level! Th
or quadrantectomy significantly red eoes the risk of ecurence within the breast.

H Radiotherapy should normally be given to the breast after wide local excision.



9.2

SIGN: Breast cancer in women - 1998

RADIOTHERAPY AFTER MASTECTOMY
(See spction 8.1.2 for factors affecting the decision to proceed with mastectomy. )

Radictherapy after mastectomy reduces the risk of local recurrence, but has very litle
effect on overall survival due to increased cardiac morbidity ™ Two more recent
papers’ #show that, in premenopacsal women receiving adjuvant chemotherapy,
postmastectomy mAdiotherapy significantly improves survival, An overview showed
that the rate of local recurrence is three times lower after radiotherapy compared to

surgery alomne, ™ Those patients at high risk of local recurrence are the group inwhom
survival benefit is most likely. Among the factors associated with high risk of recurence

are tumour size (= 5cmi, grade, nodal status, lymip hatic invasi on and invalvement of
deep margins; risk is a summation of these factors,

Radiotherapy should be given to the chest wall after mastectomy in those patients
judged tobeat high riskof local recurrence.

Fwidernce el Th



|G Pilemontesi: raccomandazioni A

Le donne con tumori infiltranti sottoposte a chirurgia conservativa
devono essere sottoposte ad un trattamento radiante sul tesuto
mammario residuo

|l sovradosaggio del sito chirurgico e raccomandato

Nel caso di associazione con terapie sistemiche, e preferibile iniziare
la RT ntro 4 mesi dall’intervento chirurgico, compatibilmente con i
tempi previsti per la chemioterapia qguando questa comprenda
antracicline

Dopo mastectomia la RT sulla parete toracica deve essere
programmata nelle pazienti ad alto rischio di recidiva locale



INDICATORI NHS' SQTM: TIPOL. OBIETTIVO

7.RADIOTERAPIA

Percentuale di pazienti che ricevono una valutazione da parte del radioterapista

Percentuale di pazienti che ricevono radioterapia a sequito di chirurgia conservativa X X P 2 05%
Percentuale di pazienti che non effettuano chemioterapia che ricevono radioterapia

entro 12 setiimane dallintervento conservativo P 2 90%
Tempi di attesa per il trattamento radioterapico dopo trattamento chirurgico e/o chemioterapico 5

Percentuale di pazienti (non incluse in terapie sistemiche adiuvanti di durata

maggiore) che hanno effettuato chemioterapia adiuvante e che ricevono
la radioterapia entro 4 mesi dallintervento conservativo X P 2 90%

Percentuale di interruzione del trattamento per effetti tossici R

NHS= National Health System

SQTM-= Scheda computerizzata sulla Qualita del trattamento del Tumore della Mammella
Tipol= P=processo; S=struttura; R=risultato



ALTRE TERAPIE :

NESSUNA

TERAPIA gy
RADIOTERAPIA CHEMIOTERAPIA CHEMIOTERAPIA

TOTALE

= <70anni 229 23,0 344 34,6 161 16,2 260 26,2 994 100
= >70anni 305 63,3 124 25,7 33 6,8 20 4,1 482 100
= NO MO 480 37,9 410 32,4 152 12 225 17,8 1267 100
= N+o0o M+ 54 25,8 58 27,8 42 20,1 55 26,3 209 100
= Conservativo 272 27,1 444 44,3 51 51 236 23,5 1003 100
= Mastectomia 262 55/4 24 5,1 143 30,2 44 9,3 473 100
= >100 95 23,3 162 39,7 36 8,8 115 28,2 408 100
= 50-99 131 40,2 101 31,0 40 12,3 54 16,6 326 100

= <=50 308 41,5 205 27,6 118 15,9 111 15,0 742 100



	
	Three solutions
	Caratteristiche
	Alternative per il trasferimento
	Cosa sono, oggi, le linee-guida?
	Produttori di LG
	
	Alternative per l’elaborazione di raccomandazioni cliniche
	Forza delle raccomandazioni (1)
	Forza delle raccomandazioni (2)
	Argomenti delle linee-guida
	Criteri per la scelta degli argomenti(ASO Molinette)
	
	LG Piemontesi
	
	AHCPR - Clinical practice guideline # 18Smoking Cessation
	Strenght of evidence
	Advice To Quit Smoking
	Intensity of Clinical Interventions
	Formats of Psychosocial Treatments
	Bupropion SR (Sustained Release Bupropion)
	Nicotine repleacement
	Organizzazione dell’intervento raccomandato
	a livello di popolazione …
	…e a livello individuale
	Come valutare la qualità delle LG?
	Appraisal of Guidelines for Research & Evaluation (AGREE)
	Struttura di AGREE
	Siti istituzionali per la ricerca di linee-guida
	Cercare l’EBN sul web
	Clinica e ricerca
	Il caso della radioterapia nel trattamento del tumore della mammella
	Ipotesi di partenza
	RCT e altri studi
	Revisione CochraneEarly Breast Cancer Trialists' Collaborative Group 2003
	
	LG Piemontesi: raccomandazioni A
	

