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We live in an era when different guide-
line developers examine the same 
evidence and make different recom-

mendations to practicing clinicians and pa-
tients. Although we might expect political 
parties to interpret the text of a news report 
differently, the public can be dismayed and 
confused when such differing interpretation 
extends to medicine and scientific evidence. 
While this is frustrating, there may be valid 
reasons that explain different interpretations 
of data, and we should not reflexively jump 
to conclusions about misinformation or mis-
guided intentions. 

Where physicians work in the health care 
system influences the lens by which they fo-
cus on information gleaned from randomized 
controlled clinical trials. This lens may either 
clarify or obfuscate perceptions of scientific ve-
racity and objectivity depending on the read-
er’s lived experiences. Despite advances in 
evidence-based medicine to standardize report-
ing, emphasis on relative risk reduction (RRR) 
continues to permeate the literature and exert 
significant influence on guidelines intended for 
primary care, where absolute risk reduction 
(ARR) better fits the setting. This is especially 
important when experts attempt to apply an 
intervention proven effective through random-
ized clinical trials in settings and across time 
frames not studied in the trials. 

Hypertension guidelines are an example of 
this. The American College of Physicians (ACP) 
developed a primary care-focused hyperten-
sion guideline that differed substantially from 
one by the American College of Cardiology/
American Heart Association.1,2 Both groups 

reviewed the same data. The ACP guideline re-
quired a higher standard of evidence to apply 
interventions to healthier populations, while 
the specialist-derived guideline recommend-
ed lower blood pressure targets and more fre-
quent pharmaceutical treatment. The primary 
care community’s reticence to implement such 
interventions reflects different practice expe-
riences, approaches to clinical medicine, and 
populations of patients. Thus, differences in 
the clinical context in which different physi-
cians practice medicine and patients seek care 
may limit our ability to deliver the right care, 
to the right patients, at the right time. This 
contextual perspective represents an impor-
tant opportunity for needed research. 

Health Systems Create Different 
Patient Populations and Expectations
Generalists and specialists interact with pa-
tients at different times in the presentation 
of a disease, at different locations within the 
health system, and may address different goals 
of care expected by patients as a result (Table 
1). Specialists are more often located in hospi-
tals and in hospital-based service lines rather 
than in the community, and are more likely to 
see patients at a moment of crisis when there 
is a singular clear goal: to reduce mortality 
and morbidity from a threatening disease (eg, 
heart disease). Patients who see cardiologists, 
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for example are likely risk stratified and se-
lected from the larger population of patients 
seen in primary care. The patient is seeing the 
cardiologist with the goal of reducing cardio-
vascular mortality and morbidity. Evidence 
from randomized controlled trials (RCT’s) is 
very relevant and applicable to this problem 
and outcome. When patients present with one 
dominant and clearly life-threatening disease, 
at the right time for interventions (pharma-
ceuticals or surgical interventions), and with 
a single disease-centered goal, the specialty 
care paradigm offers appealing technological 
solutions arising from supportive and consis-
tent clinical trial evidence. 

Hospital-based health systems have created 
service lines to enhance value, efficiency and 
sustainable revenue, and promote more effec-
tive, efficient specialized organ system or pro-
cedure-based care. This business strategy has 
had subtle yet far-reaching systemic effects 
that limit the ability of even our best-trained 
specialists to practice patient-centered, whole-
person medicine. But even larger problems 
arise when the patient’s need extends outside 
the service line, increasing the risk that the 
wrong care is delivered to the wrong patient. 
Specialty physicians are more likely to focus on 
ruling out the disease within their own service 
line, or find an intervention that supports their 
business model. The same expectations have 
limited primary care physicians to short, quick 
visits that may not honor the complexity of 

goal-directed care. An unintended consequence 
of service lines is that they alter not only the 
way physicians practice, but also their profes-
sional identities, thereby skewing perceptions 
and ensuring that disease-centered care su-
persedes patient-centered, whole-person care.

Goals of Care
Patients seek primary care with less clear 
agendas. While each of us would prefer our 
health concerns be biomedical with clean tech-
nological solutions, our illnesses often repre-
sent social and psychological challenges that 
require wholistic interventions to ameliorate. 
In the last century, family medicine emerged 
as a response to the limits of disease-centered, 
specialty-driven health care. Patients present 
to primary care with undifferentiated or even 
no concerns about their overall health. Dis-
tinguishing disease-centered (problem-orient-
ed) care from goal-oriented care has not been 
studied enough. Such research will require im-
proved understanding of patient values and 
preferences with respect to the impact of dis-
ease-centered interventions on the life course 
of patients. 

Timing of Health Care Interaction
In primary care, the timing of patient presen-
tation can be decades before a disease-centered 
outcome, such as stroke for hypertension. Al-
ternatively, patients may present at the end 
stages of disease where life concerns are 

Table 1: Physician Specialties Experience Patients Under Different Circumstances 

Primary Care Specialist Care

Location In community office In hospital or hospital office

Timing of health 
care interaction and 
duration

Long-term; often early and late in the 
course of disease

Short-term: at the time of 
maximal intervention for 
disease

Patient centeredness Whole-person focus Disease focus

Context of decision-
making/ patient 
autonomy

Patient-directed shared decision-making 
(independent)

Physician-directed decision-
making (dependent)

Goals of care

Wellness/health 
Unfocused with multiple goals6:
1.	 Prevent premature death and disability 

from all infirmities
2.	 Improve quality of life
3.	 Maximizing personal growth and 

development 
4.	 Preparing for a good death

Disease treatment
Clear goal to reduce morbidity 
and mortality from one disease

Generalizability of 
research findings from 
RCTs

Unclear application and with emphasis on 
absolute risk reduction

Directly applicable to patients 
with emphasis on relative risk 
reduction
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complicated by competing goals of care. Spe-
cific interventions can recreate the patient’s 
previously experienced health, yet that might 
not even be the patient’s primary goal. RCTs 
inform neither of these patient situations be-
cause RCTs address patient populations, not 
unique individuals. Primary care conversations 
with patients may be broader than disease-
centered assessments of risks and treatment 
of predisease and disease states. In primary 
care settings, patients embrace their autono-
my and are more likely to express their pref-
erences, values, and disapproval of treatment 
options that may seem foregone conclusions 
in the hospital or specialty office, where the 
timing is prescient and the focus is often on 
saving a life. 

Wellness or Disease Perspective
Hypertension is an example of a preventive in-
tervention for patients at risk based on an ar-
bitrary cut point on a continuous scale.3,4 More 
aggressive cut points identify more individu-
als at risk, thus identifying more patients for 
treatment. The primary care community per-
ceives that labeling lower-risk patients with 
hypertension requiring daily medicines may 
not be justifiable, based on ARR. The same 
evidence produces different conclusions when 
experts emphasize RRR over ARR, resulting 
in different recommended goals. Without com-
pelling evidence, primary care clinicians pre-
fer to label predisease as “well” with risks, and 
many patients share this concept. Thus, there 
is a higher expectation for stronger evidence 
by the primary care community and they re-
sist generalizing proven interventions derived 
from studies of high-risk groups to populations 
not studied in RCTs.  

Conclusions
Our scientific evidence is more limited than 
it is wrong. RCT evidence struggles to find 
its footing in primary care settings and situa-
tions.5  In most cases, when different medical 
specialties embrace or discount different bits 
of data from scientific evidence, the conclusions 

derive from systematic differences in their ex-
periences, perspectives, populations, and goals 
of care. For most evidence, clinicians ask, “How 
does this affect my patient?” How we answer 
this depends on our experiences with patients 
who have different goals of care, assumptions 
about wellness/illness/disease, and experiences 
with health care. Perhaps through reframing 
and understanding the different assumptions 
that different specialties bring to interpreta-
tion of the same evidence, we can transcend 
our differences and support improved guideline 
development and health care for all.

CORRESPONDING AUTHOR: Address correspondence to 
Dr Paul A. James, Department of Family Medicine, Uni-
versity of Washington, C408 Health Sciences, Box 356390, 
Seattle, WA 98195. 206-685-3466. Fax: 206-685-7276.  
jamespa@uw.edu. 

References
1. 	 Qaseem A, Wilt TJ, Rich R, Humphrey LL, Frost J, Forciea 

MA; Clinical Guidelines Committee of the American College 
of Physicians and the Commission on Health of the Public 
and Science of the American Academy of Family Physicians. 
Pharmacologic treatment of hypertension in adults aged 60 
years or older to higher versus lower blood pressure targets: 
a clinical practice guideline from the American College of 
Physicians and the American Academy of Family Physicians. 
[published correction appears in Ann Intern Med. 2018 Apr 
3;168(7):530-532]. Ann Intern Med. 2017;166(6):430-437. 

2. 	 Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/
AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA 
Guideline for the prevention, detection, evaluation, and 
management of high blood pressure in adults: a report of the 
American College of Cardiology/American Heart Association 
Task Force on Clinical Practice Guidelines. [published correc-
tion appears in J Am Coll Cardiol. 2018 May 15;71(19):2275-
2279]. J Am Coll Cardiol. 2018;71(19):e127-e248. 

3. 	 James PA, Oparil S, Carter BL, et al. 2014 evidence-based 
guideline for the management of high blood pressure in 
adults: report from the panel members appointed to the 
Eighth Joint National Committee (JNC 8). [published cor-
rection appears in JAMA. 2014 May 7;311(17):1809]. JAMA. 
2014;311(5):507-520.

4. 	 Alper BS, Price A, van Zuuren EJ, et al. Consistency of 
recommendations for evaluation and management of hy-
pertension. JAMA Netw Open. 2019;2(11):e1915975.

5. 	 Ely JW, Osheroff JA, Ebell MH, et al. Analysis of ques-
tions asked by family doctors regarding patient care. BMJ. 
1999;319(7206):358-361. 

6. 	 Mold JW. Achieving Your Personal Health Goals A Patient’s 
Guide. Chapel Hill, NC: Full Court Press; 2017.


