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Topic area(s) | Recommendation Rationale andcomments References Source
Allergy and Dondt r out i Inthe overwhelming majority of patients with| WandererAA, et al. The diagnosis and management of urticaria: § American
immunologic diagnostic testing in chronic urticaria, a definite etiology is not practice @rameter. Ann Allergy Asthma Imunol 2000;85:523144. | Academy of
patients with chronic | identified. Limited laboratory testinmay be | Tarhox JAet al Utility of routine laboratory testing in managemen| Allergy,
urticaria. warranted to exclude underlying causes. | of chronic urticaria/angioedema. Ann Allergy Asthma Immunol | Asthma and
Targeted laboratory testing based on clinical| 2011:107:23%3. Immunology
American Academy of | suspicion is appropriate. Routine extensive . : . . .| guideline
Allergy, Asthma and testing is neither cosffective nor associated Bernste;n ILA et a]géAlleAgi/hmaglnostlc telstlzlz)%8a'1r110l$pgated Fl)ri?c':gie
Immunology with improved clinical outcomes. Skin or Ej;ame er. Ann fergy Asthma Immuno. 100(3 suppl 3):
serumspecificlgE testingfor inhalants or '
foods is not indicated, unletisere is a clear Kozel MM, et al Laboratory tests and identified diagnoses in patie
history implicating an allergen as a provoking with physical and chronic urticaria and angioedema: A systematic
or perpetuating factor for urticaria. review. J Am Acad Dermatol. 2003,48(3)40)9
Allergy and Dondt per f {Falseorclinically irrelevant positivalergy Bernstein IL, Li JT, Bernstein DI, Hamilton R, Spec8ir, Tan R, Expert
Immunologic testing without a Istory | tests for foods are frequent. Indiscriminate | Sicherer S, Golden DB, Khan DA, Nicklas RA, PantrdM, consensus

consistent with
potentiallgE-mediated
food allergy.

American Academy of
Allergy, Asthma &
Immunology

screening results in inapppriate avoidance of
foods andvastes healthcare resources. IgE
testing for specific foods must be driven by a
history of signs or symptoms considtith an
IgE-mediated red®n after eating a particular
food. Ordering IgE testing in individuals who
do not have a history consistent with or
suggsestive for food allergy based dmistory
frequently reveals positive tests that are
unlikely to be clinically relevant. Testing, whe
done, should be limited to suspected fodds
diagnostic utility of IgE testing for specific
foods is optimal when a history compatible
with or suggestive forhe diagnosis of food
allergy ispresent. In the absence of a
compatible or suggestive histothe pretest
probability for a diagnosis of food allergy is
low and a psitive skin or invitro IgE test does

BlessingMoore J, Cox LLang DM, Oppenheimer J, Randolph CC
Schuller DE, Tilles SA, Wallace DV, Levetin E, Weber R; Americe
Academy of Allergy, Asthma and Immunology; American College
Allergy, Asthma and Immunology. Allergy diagnostic testing: an
updated practice parameter. Ann Allergy Asthma Immunol. 2008
Mar;100(3 Suppl 3):91148.

NIAID-Sponsored Expert Panel, Bo
Jones SM, Sampson HA, Wood RA, Plaut Mp@er SF, Fenton MJ,
Arshad SH, Bahna SL, Beck LA, Byi8redbenner C, Camargo CA
Jr, Eichenfield L, Furuta GT, Hanifin JM, Jones C, Kraft M, Levy

BD, Lieberman P, Luccioli S, McCall KM, Schneider LC, Simon R
Simons FE, Teach SJ, Yawn BP, Schwaninger JMd@&ines for the
diagnosis and management of food allergy in the United States: r
of the NIAID-sponsored expert panel. J Allergy Clin Immunol. 201
Dec;126 (6 Suppl):SB8.
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not establish a diagnosis of food allergy. Skir
testing or serum testing for specifige to food
antigers has excellent sensitivity ahibh
necative predictive value, but has low
specificity and low positive predictive value.
Considering that 50 to 90 of presumed cases
of food allergy do not reflect Igediated
(allergic) pathgenesis and may instead refleg
food intolerance or symptoms not caily
associated with food consumption, ordering
panels of food tests leads t@ny incorrectly
identified foodallergies and inappropriate
recommendations to avoid foods that are
positive on testing.

Allergy and
Immunologic

Donot rout i
low- or iso-osmolar
radiocontrast media or
pretreatwith
corticosteroids and
antihistaminegor
patients with a history
of seafood allergy, who|
require radiocontrast
media.

American Academy of
Allergy, Asthma &
Immunology

Although the exact mechanism for contrast
meda reactions is unknown, there is no caus
and effect connection witseafood allergy.
Consequentlyhere is no reason to use more
expensive agents or preedication before
using contrast media in patients with a diigt
of seafood allergy. A pridnistoryof
anaphylaxis to contrast media is an indicatiol
to use low or isc-osmolar agents and pretreat
with corticosteroids and antihistamines.
Patients with a history of seafood allergy are
not at elevated risk for anaphylaxis from
iodinated contrast mediairfilarly, patients
who have hadnaphylaxis from contrast medi
should not be told that they are allergic to
seafoodPatients with a history of seafood
allergy who are labeled as being at greater ri
for adverse reaction from contrastlisions
experienceonsiderablenorbidity from
unnecessary precautigmscluding but not
limited to denying them indicated
roentgenographic predures and adverse
effects frompretreatment with antihistamine
and/or corticosteroid medicatioriRegardless
of whether these piants truly have IgE
mediated allergies to seafood (crustacean),
there is no evidenda the medical literature
thatindicates they are at elevated risk for

anaphylaxis from contrast infusion compared

American Academy of Asthma, Allergy afmimunology. Food
allergy: a practice parameter. Ann Allergy Asthma Immunol. 200€
Mar;96:S1 68.

Lieberman P, Nicklas RA, Oppenheimer J, Kemp SF, Lang DM. 7
diagnosis and management of anaphylaxis practice parameter: 2
update. J Allergy Clin ImmunoR010 Aug 21;126(3):47522.

Solensky R, Khan DA. Drug allergy: an updated parameter. Ann
Allergy Asthma Immunol. 2010 Oct;105(4):2583.

Sicherer S, MuncEurlong A, Sampson H. Prevalence of seafood
allergy in the United States deternihigy a random tephone
survey.J Allergy Clin Immunol. 2004;114:1585.

Greenberger P. Prophylaxis against repeated radio contrast med|
reaction in 857 cases. Arch Intern Med. 1985;145:220@.

Sicherer SH. Risk of severe allergic reactions from the use of
potassiumadide for radiation emergencies. J Allergy Clin Immunc
2004;114:13967.

Lang DM, Alpern MB, Visintainer PF, Smith ST. Elevated risk for
anaphylactoid reaction from radiographic contrast media associal
with both beta blocker exposure and cardiovasdlitorders. Arch
Intern Med. 1993;153:20330.

Expert
consensus
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with the historynegative general populatioim
a ran@m telephone survey of 5,529 househo
with a census of 14,948 individuals, seafood
allergy was rported by 3.3% of survey
respondents. According to current U.S.
population estimates for 2013, this correspor
to 10,395,000 Americans The mechanism fol
anaphylaxis to radigodinated contrast media
relates to the physiochemical properties of
these media and is unrelated toididine
content. Further, although delayggbe
hypersensitivity (allergic contact dermatitis)
reactions to iodine have rarely beeported,
IgE-mediatedreactions to iodine have not, an
neither type of reaction would be related to
IgE-mediated shellfish allergy nor to contrast
media reactios. Patients witta history of prior
anaphylaxis to contrast media are at elevate:
risk for araphylactic reaction with rexposure
to contrast medidRatients with asthma or
cardiovascular disease, or who are taking be
blockers, are at increased risk for serious
anaphylaxis from radiographic contrast medi

Allergy and Dondét per f (Orderingscreeninggmels [gE tests) that test | Sicherer SH, Wood RA; American Academy of Pediatrics Sectior] AAP guideline
Immunologic screening panels for for a variety of food allergens without previoy Allergy and Immunology. Allergy testing in childhood: using
food allergies without | consideration of the medical history is not allergenspecific IgE tests. Pediatrics. 2012 Jan;129(1):793
previous consideration | recommended. Sensitization (a positive test)
of medical history. without clinical allergy is common. For
example, about 8% of the population tests
positiveto peanuts but only approximately 1Y
American Academy of | are truly allergic and exhibit symptoms upon
Pediatrics ingestion. When symptoms suggest a food
allergy, tests should be selected based on a
careful medical history.
Allergy and Dondt r el y |Epinephrine is the firdine treatment for Lieberman P, Nicklas RA, Oppenheimer J, Kemp SF, Lang DM, | American
Immunologic antihistamines as first | anaphylaxis. Data indicate that antihistamine Bernstein DI, Bernstein JA, Burks AW, Feldweg AM, Fink JN, Academy of
line treatment in severe are overused as the fiddte treatment of Greenberger PA, Golden DB, James JM, KempLsHford DK, Allergy,
Emergency allergicreactions. anaphylaxis. By definition, anaphylaxis has | Lieberman P, Sheffer AL, Bernstein DI, Blessi¥gore J, Cox L, Asthma and
Medicine cardiovascularrad respiratory manifestations,| Khan DA, Lang D, Nicklas RA, Oppenheimer J, Porthoy JM, Immunology
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American Academy of
Allergy, Asthma &
Immunology

which require treatment with epinephrine.
Overuse of antihistamines, which do not trea
cardiovascular or respiratory manifestations |
anaphylaxis, can delay the effective filisie
treatment with epinephrine. Epinephrirteosld
be administered as soon as the diagnosis of
anaphylaxis is suspected. Antihistamines are
secondine supportive therapy for cutaneous
nori life-threatening symptoms (hives), but di
not replace epinephrine as the filise
treatment for anaphylaxisaRlities during
anaphylaxis have been associated with delay
administration of epinephrine.

Randolph C, Schuller DE, Spector SL, Tilles S, Wallace D. The
diagnosis and management of anaphylaxis practice paraméter 2(
update. J Allergy Clin Immunol. 2010 Sep;126(3):80/ei 42.

Sampson HA, MufieEurlong A, Campbell RL, Adkinson NF Jr,
Bock SA, Branum A, Brown SG, Camargo CA Jr, Cydulka R, Gal
SJ, Gidudu J, Gruchalla RS, Harlor AD Jr, Hepner DL, Lewis LM,
Liebermaa P L, Met cal fe DD, O6Conn
Schmitt C, Scherrer D, Simons FE, Thomas S, Wood JP, Decker
WW. Second symposium on the definition and management of
anaphylaxis: summary repartSecond National Institute of Allergy
and Infectious Diseas/ Food Allergy and Anaphylaxis Network
symposium. J Allergy Clin Immunol. 2006 Feb;117(2):3B.1

Kemp SF, Lockey RF, Simons FE; World Allergy Organization ad
hoc Committee on Epinephrine in Anaphylaxis. Epinephrine the d
of choice for anaphylaxis. statement of the World Allergy
Organization. Allergy. 2008 Aug;63(8):10620.

Cox L, Nelson H, Lockey R, Calabria C, Chacko T, Finegold I,
Nelson M, Weber R, Bernstein DI, Blessiktpore J, Khan DA,
Lang DM, Nicklas RA, Oppenheimer J, Portnoy JM, Rand@ph
Schuller DE, Spector SL, Tilles S, Wallace D. Allergen
immunotherapy: a practice parameter third update. J Allergy Clin
Immunol. 2011 Jan;127(1 Suppl)i€b.

Golden DB, Moffitt J, Nicklas RA, Freeman T, Graft DF, Reisman
RE, Tracy JM, Bernstein D, BdsingMoore J, Cox L, Khan DA,
Lang DM, Oppenheimer J, Portnoy JM, Randolph C, Schuller DE
Spector SL, Tilles SA, Wallace D; Joint Task Force on Practice
Parameters; American Academy of Allergy, Asthma & Immunolog
(AAAAI); American College of Allergy, Athma & Immunology
(ACAAI); Joint Council of Allergy, Asthma and Immunology.
Stinging insect hypersensitivity: a practice parameter update 201
Allergy Clin Immunol. 2011 Apr; 127(4):852.

Clark S, Long AA, Gaeta TJ, Camargo CC. Multicenter study of
emergency department visits for insect sting allergies. J Allergy C
Immunol. 2005;116:643.

guidelines

Allergy and
immunologic

Dondt routi
sinonasal imaging in
patients wih symptoms

History, physical examinatioand allergy
testing are the cornerstones of diagnosis of

allergic rhinitis. The tility of imaging for

Seidman MD, Gurgel RK, Lin SY, Schwartz SR, Baroody FM,
Bonner JR, Dawson DE, Dykewicz MS, Hackell JM, Han JK, Ishn

SL, Krouse HJ, Malekzadeh S, Mims JW, Omole FS, Reddy WD,

Practice
guideline
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Otolaryn-
gologic

limited to a primary
diagnosis of allergic
rhinitis alone.

American Academy of
Otolaryngologyd

Head and Neck Surger]
Foundation

allergic rhinitis is unproven.

Wallace DV, Walsh SA, WarreBE, Wilson MN, Nnacheta LC.
Clinical practice guideline: allergic rhinitis. Otolaryngol Head Necl
Surg. 2015;152(1 Suppl):S343.

Topic area(s) Recommendation Rationale andcomments References Source
Alternative Do n 6 ammend c Chelation does not improve objaet outcomes| Nonstandard uses of chelation therapy. Med Lett Drugs. 12010 Expert
medicine chelation except for in autism, cardiovascular disease Sep 20;52(1347):76. consensus
documented metal neurodegenerati ve cOfkosnett MJ. Chelation for heavy metals (arsenic, lead, and mercl
intoxication which has | disease. Edetate disodium is kb8. Food and| protective or perilous? Clin Pharo@ Ther. 2010 Sep;88(3):4%
been diagnosed using | Drug Administratiofiapproved for any Nissen SE. Concerns about reliability in the Trial to Assess Chele
validated tests in condition. Even when used for appropriately Therapy (T.ACT) JMA. 2013 Mar 27:309(12):1293
appropriate biological | diagnosed metal intoxicationhelating drugs . ' ' ' e ]
samples. may have significant side effects, including Risher JF, Amler SN. Mercury exposure: evaluation and interveni
dehydration, hypocalcemia, kidney injury, livg the inappropriate use of chelating agents in the diagnosis and
American College of | enzyme elevations, hypotension, allergic treatment of putative mercury poisoning. Neuxatology. 2005
Medical Toxicology reactionsand essential mineral deficiencies. | Aug;26(4):6919.
Inappropriate chelation, which may cost U.S. Food and Drug Administration. FDA warns marketers of
American Acadegnof | hundreds to thousasdf dollars, risksthese |[unapproved 6chel ati ond dratigns .
Clinical Toxicology harms, as well as neurodevelopmental toxici] 2010 October;1.
teratogenicityand death.
Alternative Dondét use | Alternative therapies are often assumed safg Woodward KN. The potential impact of the use of the homeopath| Expert
medicine medications, non and effective |just b|andherbal medicines on monitoring the safety of prescription corsensus
vitamin dietary There is a lack of stringent quality control of | products. Him Exp Toxicol. 2005;24:2193.
Preventive supplements or herbal | the ingredients present in many herbal and | Thompson E, Barron S, Spence D. A prétiary audit investigating
medicine supplements as dietary supplenm@s. Reliable evidence that

treatments for disease
or preventive health
measures.

American College of
Medical Toxicology

American Acadegnof
Clinical Toxicology

these products are effective is often lacking,
substantial evidence exists that they may
produce harm. Indirect health risks also occu
when these products delay or replace more
effective forms of treatment or when they
compromise the efficacy of conventional
medicines.

remedy reactions including adverse events in routine homeopath|
pracice. Homeopathy. 2004;93:2@8

De Smet PA. Health risks of herbal rednes. Drug Saf. 1995;13:81
93.

Farah MH, Edwards R, Lindquist M, Leon C, Shaw D. Inteomeatl
monitoring of adverse health effects associated with herbal medic
Pharmacoepideiol Drug Saf. 2000;9(2):1032.

Drew AK, Myers SP. Safety issues in herbal medicine: implicatior
for the health professions. Med J Aust. 1997;166:5B8
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Topic area(s) Recommendation Rationale andcomments References Source
Cardio- Dondt per f ¢Asymptomatic, lowrisk patients account for u| Hendel RC, et al. ACCF/ASNC/ACR/AHA/ASE/SCCSCMR/SNM | ACC/AHA
vascular cardiac imaging or to 45% of unnecessar| 2009 appropriate use criteria for cardiac radionuclide imaging. J 4 guidelines

advanced noninvasive | should be performed only when the following Coll Cardiol.2009;53:220429.

imaging in the initial findings are present: diabetes in patients old{ Taylor AJ, et al. ACF/SCCT/ACR/AHA/ASE/ASNCSCAI/SCMR

evaluation of patients | than 40 years; peripheral erial disease; or | 2010 appropriate use criteria for cardiac computed tomography. J

without cardiac greater than 2% yearly risk of coronary heart co|| Cardiol. 2010:56:18694.

zzwﬁqtgmzr‘;”fs high | disease events. Douglas PS, et al. ACCF/ASE/AHA/ASNC/HFSA/HRS/

resent SCAI/SCCM/SCCT/SCMR 2011 appropriate use criteria for

P ' echocardiography. Am Coll Cardiol. 2011;57(9):11266.

American College of Hendel RC, et al. Role of radionuclide myocardial perfusion imag

Cardiology for asymptomatic individuals. J Nucl Cardiol. 2011;18%
Cardio- Dondt wuse (Coronaryartery calcium scoring is used for | Budoff MJ, et al. Assessment of coronary artery disease by cardii ACC/AHA
vascular artery calcium scoring | evaluation of individuals without known CAD| computed tomography. Circulation. 2006;114(16)61-91. guidelines

for patientswith known | and offers limited incremental prognostic val{ Greenland P, et al. ACCF/AHA 2007 clinical expert consensus

CAD (including stents | for individuals withknown CAD, such as thos( gocument on camary artery calcium scoring by computed

and bypass grafts). | with stents and bypass grats. tomography in global cardiovascular risk assessment and in

) evaluation of patients with chest pain. J Amer Coll Cardiol.

Society of 2007;49(3):378402.

Cardiovascular

Computed Tomogphy
Cardio- Avoid using stress Stress echocardiography is mostly used in | Douglas PS, et al. ACCF/ASE/AHA/ASNC/HFSA/HRS/ ACC/AHA
vascular echocardiograms on symptomatic patients to assist in the diagnog SCAI/SCCM/SCCT/SCMR 2L appropriate use criteria for guidelines

asymptomatic patients | of obstructive CAD. There is very little echocardiography. J Am Soc Echocardiogr. 2011;246229

who meet “lowrisk” information on using stress echocardiograph| Giphons RJ, et al. ACC/AHA 2002 guideline update for the

scoring criteria for in asymptomatic individuals for the purposes| management of patients with chronic stable angina. 2002.

coronary disease. cardiovascular risk assessment, as a st | hitp://www.cardiosource.org/~/media/lmages/ACC/Sciéb@and%

American Society of test or in addition to conventional risk factors| 2oQuality/Practice%20Guidelines/s/stable_clean.ashx

E?h%réﬁgio or(;ethy 0 Greenland P, et al. 2010 ACCF/AHA guideline for assessment of

grapny cardiovascular risk in asymptomatic adults. 3 Am Coll Cardiol.
2010;56:e50103.

Cardio- Dondét use (¢ Coronaryartery calcium scoring is used for | Budoff MJ, et al. Assessment of coronary artery disease by cardii ACC/AHA
vascular artery calcium scoring | evaluation of individuals without known CAD| computed tomography. Circulation. 2006;114(16)61-91. guidelines

for patients with known
CAD (including stents
and bypass grafts).

Society of
Cardiovascular

Computed Tomogphy

and offers limited incrementgkrognostic value
for individuals with known CAD, such as thos
with stents and bypass grafts.

Greenland P, et al. ACCF/AHA 2007 dlial expert consensus
document on coronary artery calcium scoring by computed
tomography in global cardiovascular risk assessment and in
evaluation of patients with chest pain. 3 Amer Coll Cardiol.
2007;49(3):378402.
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Cardio- Avoid using stress Stress echocardiography is mostly used in | Douglas PS, et al. ACCF/ASE/AHABNC/HFSA/HRS/ ACC/AHA
vascular echocardiograms on symptomatic patients to assist in the diagnog SCAI/SCCM/SCCT/SCMR 2011 appropriate use criteria for guidelines

asymptomatic patients | of obstrutive CAD. There is very little echocardiography. J Am Soc Echocardiogr. 2011;24829

who meet "lowrisk" information on using stress echocardiograph| Giphons RJ, et al. ACC/AHA 2002 guideline update for the

scoring criteria for in asymptomatic individuals for the purposes management of patients with chronic stable angina. 2002.

coronary disease. cardiovascular risk assessment, as a s@mae | pitp://\www.cardisource.org/~/media/lmages/ACC/Science%20an

. . test or in addition to conventional risk factors| 20Quality/Practice%20Guidelines/s/stable_clean.ashx
é?h%rggi?;rﬂghyym Greenland P, et al. 2010 ACCF/AHA guideline for assessment of
cardiovascular risk in asymptomatic adults. 3 Am Coll Cardiol.
2010;56:e560103.

Cardio- Don't repeat Repeat imaging to address the same questig Douglas PS, et al. ACCF/ASE/AHA/ASNC/HFSA/HRS/ ACC/AHA
vascular echocardiograms in when no pathiegy has been previously found| SCAI/SCCM/SCCT/SCMR 2011 appropriate use criteria for guideline

stable, asymptomatic | and there has been no clinical change in the| echocardiography. J Am Soc Echocardi@ff11;24:229%67.

patients with a patientdés condition,

murmur/click, where a

previous exam revealeq

no significant

pathology.

American Society of

Echocardiography
Cardio- Dondét o r-dpe n Trace mitral, tricusil, and pulmonic Douglas PS, et al. ACCF/ASE/AHA/ASNC/HFSA/HRS/ ACC/AHA
vascular or serial regurgitation can be detected in 70% to 90%| SCAI/SCCM/SCCT/SCMR 2011 appropriate use criteria for guidelines

echocardiograms for | normal individuals and has no adverse clinici echocardiography. J Am Soc Echocardiogr. 2011;246229

surveillance after a implications. The clinical significance of a Bonow RO, et al. 2008 focused update incorporated into the

finding of trace valvular small amount of aortic regurgitation with an | Acc/AHA 2006 guidelines for the managemef patients with

regurgitation on an otherwise normal echocardiographic study is| yalvular heart disease. J Am Coll Cardiol. 2008:52:42.

initial echocardiogram. | unknown.

American Society of

Echocardiography
Cardio- Avoid transesophageal| Tests whose results will not alter manageme| Douglas PS, et al. ACCF/ASE/AHA/ASNC/HFSA/HRS/ ACC/AHA
vascular echocardiography to | should not be ordered. Protoatiiven testing | SCAI/SCCM/SCCT/SCMR011 appropriate use criteria for guideline

detectcardiac sources
of embolizationf a
source has been
identified and patient
management wilhot
change.

American Society of

can be useful if it serves as a reminder not tc
omit a test or procedure, but should always K
individualized tothe particular patient. While
transesophageal echocardiography is safe, €
the small degree of risk associated with a
procedure is not justified if there is no expect
clinical benefit.

echocardiography. J Am Soc Echocardiogr. 2011;24&29

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

7




Echocardiography

Cardio- D o nodder continuous| Telemetric monitoring is of limited utility or | Drew BJ, et al. Practice standards for electrocardiographic monit¢ ACC/AHA
vascular telemetry monitoring measurable benefit in lowsk cardiac chest in hospital settings. Circulation. 2004;110:2784. guidelines
outside of the intensive| pain patients with normal electrocardiogram.| crawford MH, et al. ACC/AHA guidelines for ambulatory
care unit without using | Published guidelines provide clear indication| ejectrocardiography. Circulation. 1999;100:88%
a protocol that governs| for the use of telemetric monifag in patients, Snider A et al. Is telemetry monitoring n rv in-lisk
continuation. which are contingent upon frequency, severi erA, et al Is telemetry monitoring r)ecessa y )
duration, and conditions under which the suspected acute chest pain syndromes? Chest. 2002;1-23517
Society of Hospital symptoms occur. Inappropriate use of Marshalgen N, et al. Is telemetry overused? Is it as helpful as tho
Medicine (Adult) telemetric monitoring is likely to increase cos Cleve Clin J Med. 2009;3682.
of care and produce false positives potentiall Adams HP Jr, et al. Guidebs for the early management of adults
resulting in erres in patient management. with ischemic stroke. Stroke. 2007;38(5):16BEL.
Cardio- Don't perform routine | Routine annual stress testing in patients with Hendel RC, et al. ACCF/ASNC/ACR/AHA/ASE/SCCSCMR/SNM | ACC/AHA/ACR
vascular annual stress testing | symptoms does not usually change 2009 apropriate use criteria for cardiac radionuclide imaging. J Al guideline
after coronary artery management. This practice may lead to Coll Cardiol. 2009;53:22029.
revascularization. unnecessary testing without any proven impé
on patient management.
Society of Nuclear
Medicine and
Molecular Imaging
Cardio- Donét per f ¢Asymptomatic, lowrisk patients account for ul Hendel RC, Berman DS, Di Carli MF, Heidenreich PA, Henkin RE ACC/AHA
vascular cardiac imaging or to 4%% of inappropriate stress testing. Testing Pellikka PA, Pohost GM, Williams KA. guideline

coronary angiography
in patients without
cardiac symptoms
unless higkrisk
markersare present.

American Society of
Nuclear Cardiology

should be performed only when the following
findings are present: diabetes in patients old¢
than 40 yars, peripheral arterial disease, and
greater than% yearly coronary heart disease
event rate.

ACCF/ASNC/ACR/AHA/ASE/SCCT/SCMR/SNM 2009 appropriat
use crieria for cardiac radionuclide imaging: a report of the Ameri
College of Cardiology Foundation Appropriate Use Criteria Task
Force, the American Society of Nuclear Cardiology, the American
College of Radiology, the American Heart Association, the Ameri
Society of Echocardiography, the Society of Cardiovascular

Computed Tomography, the Society for Cardiovascular Magnetic
Resonance, and the Society of Nuclear Medicine. J Am Coll Card
2009;53:220129.

Hendel RC, Abbott BG, Bateman TM, et al. Roleadionuclide
myocardial perfusion imaging for asymptomatic individuals. J Nug

Cardiol. 2011;18:3.5.
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Cardio-
vascular

Dondét perfq
imaging for patients
who are at low risk.

American Society of
Nuclear Cardiology

Chest pain patints at low risk of cardiac deatt
and myocardial infarction (based on history,
physical exam, electrocardiogramasd cardiac
biomarkers) do not merit stress radionuclide
myocardial perfusion imaging or stress
echocardiography as an initial testing strgiteg
if they have a normal electrocardiogram
(without baseline STbnormalities, left
ventricular hypertrophy, prexcitation, bundle
branch block, intraventricular conduction
delay, paced rhythm or on digoxin therapy) a
are able to exercise.

Hendel RC, Banan DS, Di Carli MF, Heidenreich PA, Henkin RE,
Pellikka PA, Pohost GM, Williams KA.
ACCF/ASNC/ACR/AHA/ASE/SCCT/SCMR/SNM 2009 appropriat
use criteria for cardiac radionuclide imaging: a report of the Amer
College of Cardiology Foundation AppropriatedJCriteria Task
Force, the American Society of Nuclear Cardiology, the American
College of Radiology, the American Heart Association, the Ameri
Society of Echocardiography, the Society of Cardiovascular
Computed Tomography, the Society for CardiovamcMagnetic
Resonance, and the Society of Nuclear Medicine. CathCardiol.
2009;53:220129.

Taylor AJ, Cerqueira M, Hodgs
Rubin GD. ACCF/SCCT/ACR/AHA/ASE/ASNC/SCAI/SCMR 201(
appropriate use criteria for cardiac computatography: a report of
the American College of Cardiology Foundation Appropriate Use
Criteria Task Force, the Society of Cardiovascular Computed
Tomography, the American College of Radiology, the American
Heart Association, the American Society of Echdezgraphy, the
American Society of Nuclear Cardiology, the Society for
Cardiovascular Angiography and Interventions, and the Society f¢
Cardiovascular Magnetic Resonance.ni &oll Cardiol.
2010;56:18649€4.

Anderson JL, Adams CD, Antman EM, Bridges CRIIf€RM,
Casey DE Jr, Chavey WE I, Fesmire FM, Hochman JS, Levin TN
Lincoff AM, Peterson ED, Theroux P, Wenger NK, Wright RS.
ACC/AHA 2007 guidelines for the management of patients with
unstable angina/ne8T-elevation myocardial infarction: a report of
the American College of Cardiology/American Heart Association
Task Force on Practice Guidelines (Writing Committee to Revise
2002 Guidelines for the Management of Patients with Unstable
Angina/NonST-Elevation Myocardial Infarction): developed in
collaboration with the American College of Emergency Physicians
American College of Physicians, Society for Academic Emergenc
Medicine, Society for Cardiovascular Angiography and Interventig
and Society of Thoracic Surgeons. J Am Coll Card@6D7;50:e1157.

ACC/AHA
guidelines
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Cardio-
vascular

Use methods to reduce
radiation exposure in
cardiac imaging,
whenever possible,
including not
performing such tests
when limited benefits
are likely.

American Society of
Nuclear Cardiology

The key step to reduce eliminate radiation
exposure is appropriate selection of any test
procedure for a specific person, in keeping w
medical society recommendations, such as
appropriate use criteria. Health care provider,
should incorporate new methodologies in
cardiacimaging to reduce patient exposure tc
radiation while maintaining highuality test
results.

Hendel RC, Berman DS, Di Carli MF, Heidenreich PA, Henkin RE
Pellikka PA, Pohost GM, Williams KA.
ACCF/ASNC/ACR/AHA/ASE/SCCT/SCMR/SNM 2009 appropriat
use critera for cardiac radionuclide imaging: a report of the Ameri
College of Cardiology Foundation Appropriate Use Criteria Task
Force, the American Society of Nuclear Cardiology, the American
College of Radiology, the American Heart Association, the Ameri
Society of Echocardiography, the Society of Cardiovascular
Computed Tomography, the Society for Cardiovascular Magnetic
Resonance, and the Society of Nuclear Medicine. CathCardiol.
2009;53:220129.

Taylor AJ, Cerqueira M, Hodgson JM, Mark D, MinH G a r a
Rubin GD. ACCF/SCCT/ACR/AHA/ASE/ASNC/SCAI/SCMR 201(
appropriate use criteria for cardiac computed tomography: a repo
the American College of Cardiology Foundation Appropriate Use
Criteria Task Force, the Society of Cardiovascular Computed
Tomography, the American College of Radiology, the American
Heart Association, the American Society of Echocardiography, th
American Society of Nuclear Cardiology, the Society for
Cardiovascular Angiography and Interventions, and the Society f¢
Cardiovascudr Magnetic Resonance. JnAColl Cardiol.
2010;56:18649€4.

Cerqueira MD, Allman KC, Ficaro EP, Hansen CL, Nichols KJ,
Thompson RC, Van Decker WA, Yakovlevitch M. ASNC
information statement: Recommendations for reducing radiation
exposure in myocardial peidion imagingJ Nucl Cardiol.
2010;17:70918.

Douglas PS, Carr JJ, Cerqueira MD, Cummings JE, Gerber TC,
Mukherjee D, Taylor AJ. Developing an action plan for patient
radiation safety in adult cardiovascular medicine: proceedings fro
the Duke UniversityClinical Research Institute/American College ¢
Cardiology Foundation/American Heart Association Think Tank h
on February 28, 2011. J Am Coll Cardia012;59:In Press.
(Published online March 22, 2012.)

ACC/AHA
guidelines

Cardio-
vascular

Donét ptessf ¢
cardiovascular

magnetic resonance in
the initial evaluation of
chest pain patients with

low pretest probability

There are lower cost stress tests available fo
the initial evaluation of lowisk chest pain
patients, particularly when they have a normi
electrocardiogram and can exercise. Stress
cardiovascular magnetic resonames be

valuable in evaluating intermediatisk

Hendel RC, Patel MR, Kramer CM, Poon M, Hendel RC, Carr JC
Gerstad NA, Gillam LD, Hodgson JM, Kim RJ, Kramer CM, Less¢
JR, Martin ET, Messer JV, Redberg RF, Rubin GD, Rumsfeld JS
Taylor AJ, Weigold WG, Woodard PIBrindis RG, Hendel RC,
Douglas PS, Peterson ED, Wolk MJ, Allen JM, Patel MR.
ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006

ACR
Appropiiateness
Criteria
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of CAD.

Society for
Cardiovascular
Magnetic Resonance

patients with abnormal electrocardiograms ol
who cannot exercise, orhen initial test results
are equivocal

appropriateness criteria for cardiac computed tomography and c3
magnetic resonance imaging. J Am Coll @ak. 2006 Oct

3;48(7): 475 97.

American College of Radiology; Society of Cardiovascular Comp
Tomography; Society for Cardiovascular Magnetic Resonance;
American Society of Nuclear Cardiology; North American Society|
Cardiac Imaging; Society for Cardiovascular Angiographg
Interventions; Society of Interventional Radiology.
ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
appropriateness criteria for cardiac computed tomography and cg
magnetic resonance imaging. J Am (Réldiol. 2006 Oct;3(10):751
71.

Gibbons RJ, Balad¢J, Bricker JT, Chaitman BR, Fletcher GF,
Froelicher VF, Mar k DB, Mc Call
Winters WL, Gibbons RJ, Antman EM, Alpert JS, Faxon DP, Fust
V, Gregoratos G, Hiratzka LF, Jacobs AK, Russell RO, Smith SC
ACC/AHA 2002 guideline pdate for exercise testing: summary
article. J Am Coll Cardiol. 2002 Oct 16;40(8):1530.

Gibbons RJ, Abrams J, Chatterjee K, Daley J, Deedwania PC,
Douglas JS, Ferguson TB Jr, Fihn SD, Fraker TD Jr, Gardin JM,
O6Rour ke RA, Past er naeankRIRApert JBi
Antman EM, Hiratzka LF, Fuster V, Faxon DP, Gregoratos G, Jaq
AK, Smith SC Jr. ACC/AHA 2002 guideline update for the
management of patients with chronic stable angumamary article.
Circulation. 2003 Jan 7;107(1):14%8.

Cardio-
vascular

Geriatric

Don't routinely
prescribe lipidlowering
medications in
individuals with a
limited life expectancy.

American Medical
Directors Association

There is no evidence that hypercholesteroler
or low high-density lpoprotein cholesteras

an important risk factor for atause mortality,
coronary heart disease mortality, or
hospitalization for myocardial infarction or
unstable angina in persons older than 70 yeg
In fact, studies show that elderly patients witl
the lowest cholesterol have the highest
mortality after adjusting other risk factors. In
addition, a less favorable ridlenefit ratio may
be seen for patients older than 85, where
benefits may be more diminished and risks
from statin drugs more increaseadaitive
impairment, falls, neuropathy and muscle
damage).

Dalleur O, Spinewine A, Henrard S, Losseau C, Speybroeck N,
Boland B. Inappropriate prescribing and related hospital admissiq
in frail older persons according to the STOPP and START criteria
DrugsAging. 2012 Oct;29(10):8297.

Schiattarella GG, Perrino C, Magliulo F, llardi F, Serino F, Trimar
V, Izzo R, Amato B, Terranova C, Cardin F, Militello C, Leosco D
Trimarco B, Esposito G. Statins and the elderly: recent evidence
current indicatios. Aging Clin Exp Res. 2012 Jad(3 Suppl):4755.
Maraldi C, Lattanzio F, Onder G, Gallerani M, Bustacchini S, De
Tommaso G, Volpato S. Variability in the prescription of
cardiovascular medications in older patients: correlates and poter
explanationsDrugs Aging. 2009 Dec;26 Spipl:41-51.

Schatz I3, Masaki K, Yano K, Chen R, Rodriguez BL, Curb JD.
Cholesterol and altause mortality in elderly people from the

Honolulu Heart Program: a cohort study. Lan@001 Aug

Expert
consensus
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4;358(9279):355.

WeverlingRijnsburger AW, Blauw GJ, Lagaay AM, Knook DL,
Meinders AE, Westendorp RG. Total cholesterol and risk of morte
in the oldest old. Lance1997 Oct 18;3 (9085):111283.

Krumholz HM, Seeman TE, Merrill SS, Mendes de Leon CF,
Vaccarino V, Silverman DI, TsukaraR, Ostfeld AM, Berkman LF.
Lack of association between cholesterol and coronary heart disez
mortality and morbidity and attause mortality in persons older tha
70 years. JAMA. 1994 Nov 2;272(17):1338.

Cardio- Dondt | eav d{Inabouta quarter of patients with implantabl| Berger JT. The ethics of deactivating implanted cardioverter Expert
vascular implantable cardioverterdefibrillators the defibrillator fires| defibrillators. Ann Intern Med. 2005;142:634. consensus
cardioverter within weeks preceding death. For patients W Go|dstein N, et al. Brief communication: management of implanta
Geriatric defibrillator activated | advanced irreversible diseases, defibrillator | cardioverterdefibrillators in hospice: A nationwide survey. Ann
when it is inconsistent | shocks rarely prevent death, may be painful | |nternMed. 2010;152(5):298.
with the patient/family | patients, and are distressing to . . .
goals of care. caregivers/family members. Currently there ¢ S:fligfitlleall?o'r\'lfi,neetnaelt-)fli/lli?gig?erzni\Tnolfr:tne]ﬂal\r/llfolI)Iezggqulcilvle(gi;' 835
no formalpractice protocols to address 8 ' ' ' ’
American Academy of | deactivation; fewer than 10% of hospices hay
Hospice and Palliative | official po"cies‘ Advance care p|anning Russo, J. Deactivation of ICDs at the end of life: A SyStematiC reyv
Medicine discussions should include the option of of clinical practices and pvider and patient attitudes. Am J Nurs.
deactivating the implantable cardioverter 2011;111(10):2€35.
defibrillator when it no longer supports the
patigoalst 6s
Cardio- Don't order annual There isittle evidence that detection of U.S. Preventive Services Task Force. Screening for coronary heg USPSTF
vascular electrocardiography or | coronary artery stenosis improves health disease with electrocardiography.
any other cardiac outcomes in asymptomatic patients at low rig http://www.uspeventiveservicestaskforce.org/uspstf/uspsacad.htn
Preventive screening for of coronary heart disease. Fajsssitive test
medicine asymptomatic, lowisk | results are likely to lead to harm through
patients. unnecessary invasive procedures,
overtreatment, and misdiagnosis. Potential
American Academy of | harms of routine annual screening exceed th
Family Physitans potential benefit.
American College of
Physicians
Cardio- Dondt or de 1 Netreclassification of risk by coronary artery| Budoff MJ, et al. Assessment of coronary artery disease kyacar | AHA guideline
vascular artery calcium scoring | calcium scoring, when added to clinical risk | computed tomography. Circulation. 2006;114(16)61-91.
. for screening purposes| scoring, is least effective in lovisk Shaw LJ, et al. Prognostic value of cardiac risk factors and coron
Preventive on lowrisk individuals. artery calcium screening for alhuse mortality. Radiology.
medicine asymptomatic

individuals except for

2003;228(3):82633.
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those with a family
history of premature
CAD.

Society of
Cardiovascular
Computed Tomography

Cardio- Dondt r out il CoronaryCT angiography findings c€AD Choi EK, et al. Coronary computed tomography angiography as § USPSTF,
vascular coronaryCT stenosis severity rarely offer incremental screening tool for the detection of occult coronary artery disease | ACC/AHA
angiography for discrimination over coronaryrery calcium asymptomatic individuals. J Am Coll Cardi@008;52:35765. guideline
Preventive screening asymptomati| scoring in asymptomatic individuals. Taylor AJ,et al. ACCF/SCCT/ACR/AHA/ASE/ASNC/
medicine individuals. NASCI/SCAI/SCMR 2010 appropriate use criteria for cardiac
] computed tomography. J Amer Coll Cardiol. 2(58{22):186494.
gg(r:clj?(?\//;stcular USPSTF. Using nontraditional risk factors irrcmary heart disease
Computed Tomography assessment. October 200&p://www.uspreventive
servicestaskforce.org/uspstf/luspscoronaryhd.htm
Cardio- Dondét per f ¢ Stresstestingcan increase risk and delay Hendel RC, Patel MR, Kramer CM, Poon M, Hendel RC, Carr JC| ACR
vascular cardiovascular therapy in patients with acute chest pain and Gerstad NA, Gillam LD, Hodgson JM, Kim RJ, Kramer CM, Lesse Appropriateness
magnetic resonance in| markers of high risk, such as ST segment JR, Martin ET, Messer JV, Bberg RF, Rubin GD, Rumsfeld JS, | Criteria
Emergency patients with acute elevation and/or positive cardiac enzymes. | Taylor AJ, Weigold WG, Woodard PK, Brindis RG, Hendel RC,
Medicine chest pain and high After initial evaluation and therapy, natress | Douglas PS, Peterson ED, Wolk MJ, Allen JM, Patel MR.

probability of CAD.

Socigy for
Cardiovascular
Magnetic Resonance

cardiovascular magnetic resonamsay aid in
diagnosing ischemic or nonischemic
myocardial injury.

ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
appropriateness criteria for cardiac computed tomography andcg
magnetic resonance imaging. J Am Coll @ak. 2006 Oct
3;48(7):147%97.

American College of Radiology; Society of Cardiovascular Comp
Tomography; Society for Cardiovascular Magnetic Resonance;
American Society of Nuclear Cardiology; North Americaci8ty for
Cardiac Imaging; Society for Cardiovascular Angiography and
Interventions; Society of Interventional Radiology.
ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
appropriateness criteria for cardiac computed tomography and cg
magnetic resonancenaging. J Am Coll Radiol. 2006 Oct;3(10):751
71.

Anderson JL, Adams CD, Antman EM, Bridges CR, Califf RM,
Casey DE Jr, Chavey WE 2nd, Fesmire FM, Hochman JS, Levin
Lincoff AM, Peterson ED, Theroux P, Wenger NK, Wright RS, Sn
SC Jr. 2011 ACCF/AHA Fagsed Update Incorporated Into the
ACC/AHA 2007 Guidelines for the Management of Patients With

Unstable Angina/Noi&T-Elevation Myocardial Infarction.
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Circulation. 2011 May 10;123(18):e42%79.

Cardio- Dondt p enafyq Coronarycardiovascular magnetic resonancel Hendel RC, Patel MR, Kramer CM, Poon M, Hendel RC, Carr JC| ACR
vascular cardiovascular has not been well established for the evaluatl Gerstad NA, Gillam LD, Hodgson JM, Kim RJ, Kramer CM, Lessq Appropriateness
magnetic resonange of coronary atheroscleses. Coronary JR Martin ET, Messer JV, Redberg RF, Rubin GD, Rumsfeld JS,| Criteria
the initial evaluation of | cardiovascular magnetic resoname@rimarily | Taylor AJ, Weigold WG, Woodard PK, Brindis RG, Hendel RC,
asymptomatic patients.| indicated for detecting and characterizing Douglas PS, Peterson ED, Wolk MJ, Allen JM, Patel MR.
anomalous coronary arteries. ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
Society for appropriateness criteria for cardiac catga tomography and cardia
Cardiovascular magnetic resonance imaging. J Am Coll @ak. 2006 Oct
Magnetic Resonance 3;48(7):147%97.
American College of Radiology; Society of Cardiovascular Comp
Tomography; Society for Cardiovascular Magnetic Resonance;
American Society of Nuclear @#ology; North American Society fo
Cardiac Imaging; Society for Cardiovascular Angiography and
Interventions; Society of Interventional Radiology.
ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
appropriateness criteria for cardiac computed tomography adihca
magnetic resonance imaging. J Am (Réldiol. 2006 Oct;3(10):751
71.
Pennell DJ, Sechtem UP, Higgins CB, Manning WJ, Pohost GM,
Rademakers FE, van Rossum AC, Shaw LJ, Yucel EK. Clinical
indications for cardiovascular magnetic resonance (CMR): Couse
Panel report. J Cardiovasc Magn Res20004;6(4):72765.
Cardio- Dondét use i Atrial of smoking cessation, risk factor Adam DJ, Beard JD, Cleveland T, Bell J, Bradbury AW, Forbes J| Expert
vascular (including surgical modification, diet and exercise, as well as Fowkes FG, Gillepsie |, Ruckley CV, Raab G, StorkeBASIL trial | consensus
bypass, angiogram, pharmacologic treatment should be attempte participants. Bypass versus angioplasty in severe ischaemia of th
Surgical angioplasty or stent) ag before any procedures. When indicated, the | (BASIL): multicentre, randomised controlled trial. Lancet

a first line of treatment
for most patients with
intermittent
claudication.

Society for Vascular
Surgery (SVS)

type of interventiongurgery or angioplasty)
depends on several factordntermittent
claudication can vary due to several factors.
The lifetime incidence of amputation in a
patient with claudication is less than 5% with
appropriate risk factor modification.
Procedures forlaudication are usually not
limb-saving, but, rather, lifestylenproving.
However, interventions are not without risks,
including worsening
and should be reserved until a trial of
conservative management has been attempt

Many people will actually realize an increase

2005;366(9501):19234.

Norgren L, Hiatt WR, Dormandy JA, Nehler MR, Harris KA, Fowk
FG; TASC Il Working GrouplnterSociety Consensus for the
Management of Peripheral Arterial Disease (TASC Il). J Vasc Su
2007;45 Suppl S:Sb7.
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their walking distance and pain threshold witl
exercise therapy. In cas@swhichthe
claudication | imits
out normal daily functions, it is appropriate tc
intervene. Depending on theharacteristics of
the occlusive process, and patient
comorbidities, the best option for treatment
may be either surgical or endovascular.

Cardio-
vascular

Donét test
myoglobin orcreatine
kinaseMB in the
diagnosis of acute
myocardial infarction.
Instead, use troponin |
orT.

American Society for
Clinical Pathology

Unlike creatine kinas& B and myoglobin, the
release of troponin | or T is specific to cardial
injury. Troponin is released befoceeatine
kinaseMB and appears in the blood as early |
if not earlier than, myoglobin aftecute
myocardial infarctionApproximately 30% of
patients experiencing chest discomfort at res
with a normakreatine kinas&B will be
diagnosed wittacute myocardial infarction
when evaluated using troponins. Sigbint
troponin measurements equate to infarct siz¢
for the determination of thecute myocardial
infarctionseverity. Accordingly, there is much
support for relying solely on troponin and
discontinuing the use afeatine kinas&1B

and other markers.

Thygesen K, Alpert JS, White HD; Joint ESC/ACCF/AHA/WHF
Task Force for the Redefinition of Myocardial Infarction, Jaffe AS
Apple FS, Galvani M, Katus HA, Newby LK, Ravkilde J, Chaitmatr
B, Clemmensen PM, Dellborg M, Hod H, Porela P, Underwood R
Bax JJ, Belle GA, Bonow R, Van der Wall EE, Bassand JP, Wijns
W, Ferguson TB, Steg PG, Uretsky BF, Williams DO, Armstrong
PW, Antman EM, Fox KA, Hamm CW, Ohman EM, Simoons ML,
PooleWilson PA, Gurfinkel EP, Lope&endon JL, Pais P, Mendis §
Zhu JR, Wallentin LC, FeandezAvilés F, Fox KM, Parkhomenko
AN, Priori SG, Tendera M, Voipi®ulkki LM, Vahanian A, Camm
AJ, De Caterina R, Dean V, Dickstein K, Filippatos G, Funck
Brentano C, Hellemans I, Kristensen SD, McGregor K, Sechtem
Silber S, Tendera M, Widimsky P, Zanano JL, Morais J, Brener S
Harrington R, Morrow D, Lim M, MartineRios MA, Steinhubl S,
Levine GN, Gibler WB, Goff D, Tubaro M, Dudek D, -Alttar N.
Universal definition of myocardial infarction. Circulatio2007 Nov
27;116(22):263463.

Eggers KM, Odigren J, Nordenskjold A, Lindahl B. Diagnostic valy
of serial measurement of cardiac markers in patients with chest p
limited value of adding myoglobin to troponin | for exclusion of
myocardial infarction. Am ldart J. 2004;148(4):5741.

Macrae AR, Kavsak PA, Lustig V, Bhargava R, Vandersluis R,
Palomaki GE, Yerna MJ, Jaffe AS. Assessing the requirement for
6-hour interval between specimens in the American Heart Associ
Classification of Myocardial Infarction in Epidemiology and Clinicg
Reseech Studies.  Chem. 2006;52(5):818.

Kavsak PA, Macrae AR, Newman AM, Lustig V, Palomaki GE, K¢
DT, Tu JV, Jaffe AS. Effects of contemporary troponin assay
sensitivity on the utility of the early markers myoglobin and CKME

isoforms in evaluating pants with possible acute myocardial

Expert
consensus
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infarction. Clin Chem Ata. 2007;380(:2):2136.

Saenger AK, Jaffe AS. Requiem for a heavyweight: the demise o
creatine kinas#B. Circulation. 2008;118(21):22086.

Reichlin T. Hochholzer W, Bassetti S, SteueBf|zig C, Hartwiger
S, Biedert S, Schaub N, Buerge C, Potocki M, Noveanu M,
Breidthardt T, Twerenbold R, Winkler K, Bingisser R, Mueller C.
Early diagnosis of myocardial infarction with sensitive cardiac
troponin assays. N Engl J Med. 2009;361(9):838

Cardio- Dondt i ni t il Thereisgabng evidence forthe treatment of | Beckett NS, Peters R, Fletcher AE, Staessen JALL Dumitrascu The Eighth
vascular antihypertensive hypertension in older adults. Achieving a gog D, Stoyanovsky V, Antikainen RL, Nikitin Y, Anderson C, Belhani| Joint National
treatment in individuals| systolic blood pressumef 150 mm Hg reduces| A, Forette F, Rajkumar C, Thijs L, Banya W, Bulpitt CJ; HYVET | Committee
060 years of age for | stroke incidence, atause mortalityand heart | Study Group. Treatment of hypertension in patients 80 years of a guideline
systolic blood pressure| failure. Targesystolic and diastolic blood older. N Engl J Md. 2008 May 1; 358(18):18898.
<150 mm Hg or pressurdevels should be set caotisly, James PA, Oparil S, Carter BL, Cushman WC, Dennrisionmelfarb
diastolic blood pressurg however, as data do not suggest benefitin | c, Handler J, Lackland DT, LeFevre ML, MacKenzie TD, Ogedeg
<90 mm Hg. treating more aggressively to a gegbtolic O, Smith SC Jr, Svetkey LP, Taler SJ, Townsend RR, Wright JT
blood pressuref <140 mm Hg in the general| Narva AS, Ortiz E. 2014 evidentmsed guideline for the
The Society for Post | p o p u | 0 yearsof age. Furthermore, | maragement of high blood pressure in adulsMA. 2014 Feb
Acute and Longrerm moderate or highintensity treatment of 5;311(5):50720.
Care Medicine hypertension has been associated with an | \yyntner P, Bowling CB, Shimbo D. Systolic blood pressure goals
increased risk of serious fall injury inolder | ro,ce cardiovascular disease among older adults. AediSdi.
adults. 2014 Aug;348(2):12%4.
Tinetti ME, Han L, Lee DSHMcAvay GJ, Peduzzi P, Gross CP,
Zhou B, Lin H. Antihypertensive medications and serious fall injur
in a nationally representative sample of older adults. JAMA Inte
Med. 2014 Apr;174(4):5885.
Topic area(s) | Recommendation Rationale andcomments References Source
Dermatologic Dondét pr es ¢ Abouthalf of nails with suspected fumgdo Roberts DT, Taylor WD, Boyle J; British Association of Expert
antifungal therapy for | not have a fungal infection. Because other n§ Dermatologists. Guidelines for treatment of onychomycosis. Br J| consensus
suspected nail fungus | conditions, such as nail dystrophies, may log Dematol. 2003 Mar;14):40210.
without confirmation of | similar in appearance, it is important to ensul penregan DR, Gee SL. The cost effectiveness of testing for
fungal infection accurate diagnosis of nail disease before | onychomycosis versus empiric treatment of onychodystrophies w
. beginning treatment. By confirming a fungal | ora| antifungal agents. Cutis. 1999 Dec;64(6):407
American Academy of | infection, patientare not inappropriately at
Dermatology risk for the sideeffects of antifungal therapy,
and nail disease is correctly treated.
Dermatologic Donétralus e The presence of high numbers of the Bath-Hextall JF, Birnie AJ, Ravenscroft JC, Williams JC. Cochrane

antibiotics for treatmen

Saphylococcus aureustaph) bacteria on the

Interventions to reduce Staphylococcus aureus in the manageme

Database of
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Allergy and
immunologic

of atopic dermatitis
unless there is clinical
evidence of infection

American Academy of
Dermatology

skin of children and adults with atopic
dermatitis is common. It is widely believed th
staph bacteria may play a role in causing skil
inflammation, but the routine use of oral
antibiotic therapy to decrease the amount of
bacteria on the skin has not been definitively,
shown to reduce the sigrgymptoms (e.g
redness, itch), or severity of atopic dermatitis
In addition, if oral antibiotics are used when
there is not an infection, it may lead to the
development of antibiotic resistance. The us¢
of oral antibiotics also can cause side effects
including hypersensitivity reactions, including
exaggerated immune responses such as alle
reactions. Although it can be difficult to
determine the presence of a skin infection in
atopic dermatitis patients, oral antibiotics
should only be used to tregatients with
evidence of bacterial infection in conjunction
with other standard and appropriate treatmer
for atopic dermatitis.

atopic eczema: an updated Cochrane review. Br J Dermatol.
2010;163:126.

Systematic
Reviews

Dermatologic

Infectious
disease

Donot use ¢
therapy for stasis
dermatitis of lower
extremities.

Infectious Diseases
Society of Anmica

Stasis dermatitis is commonly treated with
antibiotic therapy, which may be a result of
misdiagnosis or lack of awareness of the
pathophysiology of the disease. The standar;
care for the treatment of stasis dermatitis
affecting lower extremitiesia combination of
leg elevation and compression. Elevation of {
affected area accelerates improvements by
promoting gravity drainage of edema and
inflammatory substances. The routine use of
oral antibiotics does not improve healing rate
and may resulin unnecessary hospitalization,
increased health care cosisd potential for
patient harm.

Stevens DL, Bisno AL, Chambers HF, Dellinger EP, Goldstein EJ
Gorbach SL, Hirschmann JV, Kaplan SL, Montoya JG, Wade JC.
Practice guidelines for the diagnosis ananagement of skin and so
tissue infections: 2014 update by the infectious diseases society
America. Clin InfecDis. 2014;59(2):14°59.

Collins L, Seraj S. Diagnosis and treatment of venous ulcers. Am
Physician. 2010;81(8):9896.

Infectious
Diseases
Society of
America
guideline

Topic area(s)

Recommendation

Rationale andcomments

References

Source

Emergency
medicine

Surgical

Dondt do C7
evaluation of suspecte(
appendicitis in children
until after ultrasound

Although CT is accurate in the evaluation of
suspected appendicitis in the pediatric
population, ultrasound is nearly as good in
experienced hands. Since ultrasound will

Wan MJ, et al. Acute appendicitis in young children: cost
effectivenes of US versus CT in diagnosidViarkov decision
analytic model. Radiology. 2009;250:388.

Doria AS, et al. US or CT for diagnosis of appeitiién children? A

ACR
Appropriateness
Criteria
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Pediatric has been considered | reduce radiation exposure, ultrasounthis metaanalysis. Radiology. 2006;241:883.
an option. preferred initial consideration forimaging | Garcia K, et al. Suspected appendicitis in children: diagnostic
_ examination in children. If the results of the | importance of normal abdominopelvic CT findings with
American College of | ultrasound exam are equivocal, it may be nonvisualized appendix. Radiologd009;250:5347.
o ay KISAMOOTI .ot aEfeciveness of astaged US and CT
has excellent accuracy, with @ped protocol fqr the diagnosis of pedlatrlp append!cms: reducing radia
sensitivity and specificity of 94%. exposure in the age of ALARA. Radiolog?011;259:2319.
American College of Radiology. ACR Appropriateness Criteria: rif
lower quadrant painispected appendicitis.
http://www.acr.org/SecondaryMainMenuCategories/quality _safety
p_criteria/pdf/ExpertPanelonGastrointestinallmaging/RightLower(
drantPainDoc12.aspx.
Frush DP, et al. Imaging of acute appendicitis in children: EU ver:
U.S. or US ersus CT? A North American peective. Pediatr
Radiolo. 200989(5):5005.
Emergency Dondt us €T ( TodateRCTsevaluating use of coronagT Goldstein JA, et al. The GETAT (Coronary Computed RCTs
medicine angiography in high angiography for individuals presenting with | Tomographic Angiography for Systematic Triage of Acute Chest |
risk emergency acue chest pain in the emergency departmel| Patients to Treatment) trial. AmerColl Cardiol. 2011;58(14):1414
Cardiovascula | department patients have been limitetb low- or low-intermediaté | 22.
presenting with acute | risk individuals. Hoffmann U, et al. Coronary CT angiography versus standard
chest pain. evaluation in acute chest pain. N Engl J Med. 2012;367(4)3289
NOTE: Risk defined by Litt H_I, et al. CT angiography forafe discharge of patients with
. possible acute conmary syndromedN Engl J Med.
the Thrombolysis In 2012:366(15):139303
Myocardial Infarction ' ' '
risk score for unstable
angina/acute coronary
syndromes
Society of
Cardiovascular
Computed Tomography
Emergency Avoid the routineuse [Aggr essi ve -lusdcy @ f AN w HuberWagner S, Lefering R, Qvick LM, Kérner M, Kay MV, Pfeif¢ Expert
medicine of fvwhodlye improves early diagnosis of injury and may | KJ, Reiser M, Mutschler W, Kanz KG; Working Group on consensus

diagnostic CT scanning
in patients with minor
or single system
trauma.

American College of

even positively impact survival in polytrauma
patients However, the significance of radiatio
exposure as well as costs associated with thi
studies must be considered, especially in

patients with low eneggmechanisms of injury

and absent physical examination findings

Polytrauma of the German Trauma Society. &iffef wholebody CT
during trauma resuscitation on survival: a retrospective, multicent
study. Lancet2009 Apr 25;373(9673):14561.

Stengel D, Ottersbach C, Matthes G, Weigeldt M, Grundei S,
Rademacher G, Tittel A, Mutze S, Ekkernkamp A, Frank M,

Schmueker U, Seifert JAccuracy of singlepass wholeébody
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Surgeons consistent with major trauma. computed tomography for detection of injuries in patients with blu
major trauma. ®AJ. 2012 May 15;184(8):86%6.
Ahmadinia K, Smucker JB, Nash CL, Vallier HA. Radiation expos
has increased in trena patients over timd. Trauma. 2012
Feb;72(2):416b.
Winslow JE, Hinshaw JW, Hughes MJ, Williams RC, Bozeman W
Quantitative assessment of diagnostic radiation doses in adult bl
trauma patients. Ann Emerg Med. 2008 Aug;52(2)793
Emergency Dondt do C7 Although CT is accurate in the evaluation of | Wan MJ, Krahn M, Ungar WJ, Caku E, Sung L, Medina LS, Dorig ACR
medicine evaluation of suspecte( suspected appdititis in the pediatric AS. Acute appendicitis in young children: cestectiveness of US | Appropriateness
appendicitis in children| population, ultrasound is the preferred initial | versus CT in diagnésa Markov decision analytic met Radiology. | Criteria
Pediatric until after ultrasound | consideration for imaging examination in 2009;250:37836.
has been considered aj children. If the results of the ultrasound exan| poria AS, Moineddin R, Kellenberger CJ, Epelman M, Beyene J,
Surgical an option. are equivocal, it may be followed by CT. Thi§ gchyh s, Babyn PS, Dick PT. US or CT for diagnosis of appendi

American College of
Surgeons

approach is costffective, reduces potential
radiation risks and has excellent accuracy, w,
reported sensitivity and specificity of ®in
experienced hands. Recognizing that experti
may vary, strategies including improving
diagnostic expertise in communibased
ultrasound and the development gfdence
based clinical decision rules are realistic goa
in improving diagnosis without the use of CT
scan.

in children? A metanalyss. Radiology. 2006;241:834.

Garci K, HernanzSchulman M, Bennett DL, Morrow SE, Yu C,
Kan JH. Suspected appendicitis in children: diagnostic importanc
normal abdominopelvic CT findings with nonvisualized agjpen
Radiology. 2009;250:53T.

Krishnamoorthi R, Ramarajan N, Wang NE, Nean B, Rubesova E
Mueller CM, Barth RA. Effectiveness of a staged US and CT prot|
for the diagnosis of pediatric appendicitis: reducing radiation
exposure in the age of ARA. Radiology. 2011;259:239.

Rosen MP, Ding A, Blake MA, Baker ME, Cash BDdler JL, Grant
TH, Greene FL, Jones B, Katz DS, Lalani T, Miller FH, Small WC
Spottswood S, Sudakoff GS, Tulchinsky M, Warshauer DM, Yee
Coley BD, Expert Panel on Gastrointestinal Imaging. ACR
Appropriateness Criteria® right lower quadrant paisusgected
appendicitis. [Internet]. Reston (VA): American CollegfeRadiology
(ACR); 2010. 7 p.

Frush DP, Frush KS, Oldham KT. Imaging of acute appendicitis il
children: EU versus US or US versus CT? A North American
perspective. Pediatr Radiolol. 2009(38500-5.

Saito JM, Yan Y, Evashwick TW, Warner BW, Tarr PI. Use and
accuracy of diagnostic imaging by hospital type in pediatric
appendicitisPediatrics. 2013;131(1):e3%.

Kharbanda AB, Stevenson MD, Macias CG, Sinclair K, Dudley Nf
Bennett J, Bajaj L Mittal MK, Huang C, Bachur RG, Dayan PS, an
for the Pediatric Emergency Medicine Collaborative Research

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

19



Committee of the American Academy of Pediatrics. Interrater
reliability of clinical findings in children with possible appendicitis.
Pediatrics. 201,229(4):695700.

Emergency Avoid CT scans of the | Minor headinjury is a common reason for Jagoda AS, Bazarian JJ, Bruns JJ, Jr, Cantrill SV, Gean AD, Hov| ACEP/Centers
medicine head in emergency visiting an emergency department. The PK, Ghajar J, Riggio S, Wright DW, Wears RL, Bakshy A, Burgeg for Disease
department patients majority of minor head injuries do not lead to| P, Wald MM, Whitson IR; American College of Emergency Control and
with minor head injury | injuries such as skull fractures or bleeding in| Physicians; Centers for Disease Control and Prevention. Clinical | Prevention
who are at low risk the brain that need to be diagnosed by a CT| policy: neuroimaging and decisiamaking in adult mild traumatic guideline
based on validated scan. As CT scans expose patients to ionizirl brain injury in the acute setting. Ann Emerg M2608
decision rules. radi ati on, increasi ng| Decb2(6):71448.
_ cancer, they should only be performed on | stje|| |G, Clement ®, Rowe BH, Schull MJ, Brison R, Cass D,
American College of | patients at risk for significant injuries. Eisenhauer MA, McKnight RD, Bandiera G, Holroyd B, Lee JS,
Emergency Physicians| Physicians can safely identify patients with | preyer J, worthington JR, Reardon M, Greenberg G, Lesiuk
minor head injury in whom itis safe to not | 4 MacPhail I, Wells GA. Comparison of the Canadian CT head
perform an immediate head CT by merfing | and the New Orleans criteria in gatts with minor head injury.
a thorough history and physical examination| jamA. 2005 Sep 28;294(12):1514
following evidencebased guidelines. This . .
reducing the use of CT scans in large clinical h .d . N Enal J Mpd @0 Jul 1%_3’2133/2 fOB
trials. In children, clinical observation in the eg |njury: n9 ed. ul 13;343(2):106.
emergency departmeiﬂrecommended for SmItS M, D|pFB| DWJ, de Haan GG, Dekker HM, Vos PE, KOOI DF
some patients with minor head injury prior to Nederkoorn PJ, Hofman PA, Twijnstra A, Tanghe HL, Hunink MG
deciding whether to perform a CT scan. External validation of the Canadian CT head rule andNthg
Orleans criteria for CT scanning in patients with minor head injury
JAMA. 2005 Sep 2294(12):15195.
Emergency Avoid placing Indwelling urinary catheters are placed in Umscheid CA, Mitchell MD, Doshi JA, Agarwal R, Williams K, Expert
medicine indwelling urinary patients in the emergency department to ass| Brennan PJ. Estimating the proportion of healthem®ociated consensus
catheters in the when patients cannot urinate, to monitor urin| infections that are reasonably preventable and the related mortal
Urologic emergency department output or for patient comfortCatheter and costs. Infect Control Hogpidemiol. 2011 Feb;32:1614.
for either urine output | associated urinary tract infection is the most| | o £ Nicolle L, Classen D, Arias KM, Podgorny K, Anderson DJ,
Infectious monitoring in stable common hospitahcquired infection in the Burstin H, Calfee DP, Coffin SE, Dubberke ER, Fraser V, Gerding
disease patients who an void, | U.S., and can be prevented by reducing the | ]

or for patient or staff
convenience.

American College of
Emergency Physicians

of indwelling urinary catheters. Emergency
physicians and nurses should discuss the ne
for a urinary cathetewith a patient and/or theil
caregivers, as sometimes such catheters car
avoided. Emergency physicians can reduce |
use of indwelling urinary catheters by
following the Centers for Disease Control ani
Prevent i oibdsed gdadelines tomthe

use of urinary catheters. Indications for a

DN, Griffin FA, Gross P, Kaye KS, Klompas M, Marschall J,Merm
LA, Pegues DA, Perl TM, Saint S, Salgado CD, Weinstein RA&WN
R, Yokoe DS. Strategies to prevent cathet&sociated urinary tract
infections in acute care hospitalsfect Control Hosgepidemiol.
2008 Oct;29:S450.

Munasinghe RL, Yazdani H, Siddique M, Hafeez W. Appropriater,
of use of indwelling urinary ca#lters in patients admitted to the
medical service. Infect Control Idp Epidemiol. 2001 Oct;22:64.

Hazelett SE, Tsai M, Gareri M, Allen K. The association between
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catheter may include: output monitoring for
critically ill patients, relief of urinary
obstruction, at the time of surgery and -afd
life care. When possible, alternatives to
indwelling urinary catheters should bsed.

indwelling urinary catheter use in the elderly and urinary tract
infection in acute care.MC Geriatr. 2006 Oct 12;6:15.

Gardam MA, Amihod B, Orenstein P, Consolacion N, Miller MA.
Overutilization of indwelling urinary catheters and the developme|
of nosocomial urinary tract infectionGlin Perform Qual He#h

Care. 1998 Jubep;6:99102.

Gokua RR, Hickner JA, Smith MA. Inappropriate use of urinary
catheters in elderly patients at a midwestern community teaching
hospital. Am J Infect Control. 2004;32:196

Gould CV, Umscheid CA, Agarwal RK, Kuntz G, Pegues DA,
Healthcare Infection Control Reices Advisory Committee
(HICPAC). Guideline for prevention of cathet@ssociated urinary
tract infections 2009. Adnta (GA): HICPAC; 2009. 67 p.

Scott RA, Oman KS, Makic MB, Fink RM, Hulett TM, Braaten JS,
Severyn F, Wald HL. Reducing indwelling urigaratheter use in the
emergency department. A successful quatitprovement initiative. J
Emerg Nurs. 2013 Mar 7. pii: S009967(12)0034#3. [Epub ahead
of print]

Emergency Dondt del a) Pallative care is medical care that provides | DeVader TE, DeVader SR, Jeanmonod R. Reducing cost at thé ¢ Expert
medicine available palliative and| comfort and relief of symptoms for patients | life by initiating transfer to inpatient hospice in the emergency consensus
hospicecare services in| who have chronic and/or incurable diseases.| departmentAnn Emerg Med. 2012;60(4s):S73.
the emergency Hospic care is palliative care for those patiel ke nen J. We canét save you: h
erartment fo_r patients in thg fmal few months of life. Emergency theydére dying. Slate [Interne
likely to benefit. tph%/hsmlans should ;nga?e pattleqths V\rl1h0 Pres| hip://mww.slate.com/id/2262769/.
o the emergency department with chronic or : i -
American College of terminal illnesses, and their families, in Quest -[)E’ Mgrtl:to CA, Derse ?R'.ttgp'ée and &al(ljlatzl\(/)%gsegg?e
Emergency Physicians| conversations about palliative camed hospice 28\2’ subspeciaity, new opportunitigsin Emerg Med. "
services. Early referral from the emergency '
department to hospice and pa”iative care Smith AK, MCCarthy E, Weber E, Cenzer IS, Boscardin J, Fisher
services can benefit select patients resulting Covinsky K. Half of older Americansen in emergency departmen
both improved quality and quantity of life. in last month of life; most admitted to hospital, and many die therq
Health Aff. 2012 Jur31:127785.
Emergency Avoid performing plain | Evidence currently indicates that maxillofacig Sitzman TJet al Clinical criteria for obtaining maxillofacial Expert
medicine x-rays in instances of | CT is available in most trauma centers and iy computed tomographic scans in trauma patients. Plast Reconstr | consensus

facial trauma.

American Society of
Plasic Surgeons

the most sensitivenethod for detecting
fracturesn instances of facial trauma.
Evidence alsoridicates that the use of plain x
rays does not impravquality of care, causes
unnecessary radiation exposuaiad leads to

substantial increase in costs.

2011 Mar;127(3):127G8.

Stacey DH, Doyle JF, Mount DL, Snyder MC, Gutowski KA.
Management of mandible fractures. Plast Reconstr Surg. 2006
Mar;117(3)486€ 60e.

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

21




Use of plainx-rays for diagnosis and treatmer
is helpful in instances of dental and/or isolate
mandibular injury or trauma.

Emergency
medicine

Neurologic

Pediatric

Dondt routi
CT scanning of childrer
with mild head injuries.

American Assdation
of Neurological
SurgeonandCongress
of Neurological
Surgeons

A mild traumatic brain injuy is a temporary
loss of neurologic function resulting from a
blunt blow to the head or an
acceleration/deceleration injury. There are
predictors that a more severe injury has
occurred and CT scanning may be appropria
In patients younger than age twqersistent
altered mental status, ndrontal scalp
hematoma, loss of consciousness for five
seconds or more, severe injury mechanism,
palpable skull fractureor not acting normally
according to the parent may be signs of a mg
serious injury. In patigs older than two,
prolonged abnormal mental status, any loss |
consciousness, history of vomiting, severe
injury mechanism, clinical signs of basilar ski
fracture or severe headache may also
necessitate CT imaging. Any patient with a
traumatic injuryto the head that has any
neurologic deficits should also be imaged if 1
other cause can be determined.

Kuppermann Net al Identification of childrerat very low risk of
clinically important brain injuries after head trauma: a prospective
cohort study. Bncet. 2009 Oct 3;374(9696):1160.

Prospective
cohort study
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Endocrinologic

Geriatric

Don't medicate to
achieve tight glycemic
control in older adults.
Moderate control is
generallybetter.

American Geriatrics
Society

There is no evidence that using medications
achieve tight glycemic control in older adults
with type 2 diabetes is beneficial. Among
nonolder adults, except for reductions in
myocardial infarction and mortality i
metformin, using medications to achieve
glycated hemoglobin levels less than 7% is
associated with harms, including higher
mortality rates. Given the long time frame to
achieve theorized microvascular benefits of
tight control, glycemic goals should tegt
patient goals, health status, and life expectat

ACCORD Study Group. Effects of intensive glucose lowering in ty
2 diabetes. N Engl J Med. 20@88(24):2545569.

ACCORD Study Group. Lonterm effects of intensive glucose
lowering on cardiovasculautcomesN Engl J Med.
2011;364(9):818.

Duckworth W, et al. Glucose control and vascular complications i
veterans with type 2 diabetes. N EddgWied. 2009;360(2):1299.

ADVANCE Collaborative Group, et al. Intensive blood glucose
control and vasculasutcomes in patients with type 2 diabetes. N
Engl J Med 2008;358:256672.

UK Prospective Diabetes Study Group. Effect of intensive blood
glucose control with metformin on complications in overweight
patients with type 2 diabetes. Lancet. 1998; #52-65.

Montori VM, et al. Glycemic control in type 2 diabetes: time for ar|

RCTs
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evidencebased abotface? Ann Intern Med. 200950(11):8038.
[Erratum Ann Intern Med. 2009;151(2):44].

Finucane T. ATight control o i
JAm Gelatr Soc. 2012;60:1575.

Endocrinologic [ Don 6t us e 1 Nuclear medicine thyroid scanning doeg n | Welker MJ,et al. Thyroid odules. AmFam Physician. Expert
medicine thyroid scans| conclusively determine whether thyroid 200367(3):55967. consensus
to evaluate thyroid | nodules are benign or maligna@old nodules | American Thyroid Association Guidelines Taskforce on Thyroid
nodules in patients with on thyroid scans will still require biopsy. Nodules and Differentiated Thyroid Cancer, et al. Revised Amerig
normal thyroid gland | Nuclear medicine thyroid scans are useful to| Thyroid Association management guidelines for pasievith thyroid
function. evaluate the functional status of thyroid nodules and differentiated thyroid cancer. Thyroid.

nodules in patients who are hyperibig. 2009;19(11):116214.
I\S/lc;cdliecta/qgfal:léclear Lee JC, et al. Thyroid scansust Fam Physician. 2012;41(B®6.
Molecular Imaging

Endocrinologic | D o nudé sliding scale | SSI is a reactive way of treating hyperglycen| Sue Kirkman M, Briscoe VJ, Clark N, Florez Haas LB, Halter JB, | Expert

insulinfor long-term after it has occurred rather than preventing itf Huang ES, Korytkowski MT, Munshi MN, Odegard PS, Pratley Rl consensus

Geriatric

diabetesnmanagement
for individuals residing
in the nursing home.

American Medical
Directors Association

Good evidence exists that SSI is neither
effective inmeeting he bodyds i
nor is it efficient in the londerm caresetting.
Use of SSI leads to greater patient discomfol
and increased nursin
blood glucose levels are usually monitored
more frequently than may be necessary and
more insulin injections may be given. With S
regimens, patients may be at risk from
prolonged periods of hyperglycemia. In
addition, the risk of hypoglycemia is a
significant concern because insulin may be
administered without regard to meal intake.
Basal nsulin, or basal plus rapigcting insulin
with one or more meals (often called
basal/bolus insulin therapy) most closely
mimics normal physiologic insulin production
and controls blood glucose more effectively.

Swift CS. Consensus Development Conference on Diabetes and
Adults. Diabetes in older adults: a consensus report. J Am Geriat
Soc. 2012 Dec;60(12):23455.

American Geiatrics Society 2012 Beers Criteria Update Expert
Panel. American Geriatrics Society updated Beers Criteria for
potentially inappropriate medication use in older adults. J Ama@el
Soc. 2012 Apr;60(4):6181.

Hag J. Insulin sliding scare, does it existhe nursing me.
JAMDA. 2010 Mar;11(3):B14.

Hirsch IB. Sliding scale insulih time to stop slithg. JAMA.
2009;301(2):21214.

American Medical Directors AssociatioDiabetes management in
the longterm care setting clinical practice guideline. Coluaihid.:
AMD A 2008, revised 2010.

Pandya N, Thompson S, Sambamoorthi U. The prevalence and
persistence of sliding scale insulin use among newly admitted elc
nursing home residents with diabetes mellitus. J Am BliedAssoc.
2008 Nov;9(9):66®.

Umpierre GE, Palacio A, Smiley D. Sliding scale insulin use: myt
or insanity? Am J Med. 2007;120(7):5637.

Boyle P, Childs B. A roadmap for improving diabetes managemei
long-term care communities. Available from: http://www.med

ig.com/index.cfm?fuseactionsarses.overview&clD=591.
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Golightly LK, Jones MA, Hamamura DH, Stolpman NM, McDermiq
MT. Management of diabetes mellitus in hospitalized patients:
efficiency and effectiveness of slidisgale insulin therapy.
Pharmaotherapy. 2006;26(10):14232.

Queale W5, Seidler AJ, Brancati FL. Glycemic control and sliding
scale insulin use in medical inpatients with diabetes mellitus. Arcl
Intern Med. 1997;157(5):5452.

Endocrinologic [ Don 6t r e c o 1 Seltmonitoring of blood glucose is an integrg American Diabetes Association. Standards of medical care in Cochrane
home finger glucose part of patient selfmanagement in maintaining diabetes. Diabtes Care. 2013;36 Suppl 1:S&6. Database of
testing in patients wit | safe and targedriven glucose control in type 1 karter AJ, Parker MM, Moffet HH, Spence MM, Chan J, Ettner S| Systematic
type 2 diabetes mellitug diabetes. However, therens benefit to daily | selpy Jv. Longitudinal study of new and prevalent use of self Reviews
not using insulin. finger glucose testing in patients with type 2 | monitoring of blood glucosdiabetes Care. 2006;29:1763.

diabetes mellitus who are not on insulin or Harris MI. Frequency of blood gluse monitoring in relation to
Society of General medications associated with hypoglycemia, ¢ glycemic .control in patients with type 2 diabetiabetes Care
Internal Medicine there is negative economic impact and poten 23’01_24_97%2 y '
negative clinical impact of daily glucose = '
testing.Se”_monitoring Of b|ood g|ucose Malanda UL, WeISChen LMC, Riphagen ”, Dekker JM, NlJpelS G,
Shou'd be reserved for patients during the Bot SDM. Sel‘l"monitoring Of b|00d glucose in patients W|th type 2
titration of their medication doses or during diabetes mellitusvho are not using insulin. Cochrane Database of
p er i 0 d S 0 f c h an g es i SyStematiC Raews. 2012,1388
exercise routines. O'Kane MJ, Bunting B, Copeland M, Coates VE; ESMON study
group. Efficacy of selfnonitoring of blood glucose in patients with
newly diagnosed type 2 diabetes (ESMON study)deenised
controlled trial. BMJ. 2008;336:1174.
Peel E, Douglas M, Lawton J. Seffonitoring of blood glucose in
type2 diabetes: longitudinal qualitative study of patients'
perspectives. BMJ. 2007;335:4%3
Cameron C, Coyle D, Ur E, Klarenback S. Ceff¢ctiveness of self
monitoring of blood glucose in patients with type 2 diabetes mellit
managed without insulin. CMAJ. 2010;182(1):28.
Endocrinologic | Avoid routine multiple | Once target control is achieved and the resu| Davidson MB, Castellanos M, Kain D, Duran P. The effect of self| RCTs

daily selfglucose
monitoring in adits
with stable type 2
diabetes on agents thal
do not cause
hypoglycemia.

The Endocrine Society

of selfmonitoring become quite predictable,
there is littlegained in most individuals from
repeatedly confirming. There are many
exceptions, such as for acute illness, when n
medications are added, when weight fluctuat
significantly, when AT targets drift off course
and in individuals who need monitoring to
maintain targets. Sethonitoring is beneficial
as long as one is learning and adjusting ther;

monitoring of blood glucose concentrations on glycathdglobin
levels in diabetic patients not taking insulin: a blinded, randomize
trial. Am J Med. 2005;118:423.

Farmer A, Wade A, Goyder E, Yudkin P, French D, Craven A,
Holman Rury, Kinmonth AL, Neil A. Impact of self monitoring of
blood glucose in the anagement of patients with namsulin treated
diabetes: open parallel group randoadzrial. BMJ. 2007;335:132
40.

O6Kane MJ, Bunting B, Copel an
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American Association
of Clinical
Endocrinologists

based on the result of the monitoring.

group. Efficacy of self monitoring of blood glucose in patients with
newly diagnosd type 2 diabetes (ESMON study): randomized
controlled trial. BMJ. 2008;336:1174.

Endocrinologic

Donét routi
thyroid ultrasound in

patients with abnormal
thyroid function tests if

Thyroid ultrasound is used to identify and
characterize thyroid nodules, and is not part
the routine evaluation of abnormal thyroid
function tests (overor underactive thyroid

Bahn RS, Burch HB, Cooper DS, Garber JR, Greenlee MC, Klein
Laurberg P, McDougall IR, Montori VM, Rivkees SA, Ross DS, S|
JA, Stan MN; American Thyroid Association; American Associati
of Clinical EndocrinologistsHyperthyroidism and other causes of

American
Asscaiation of
Clinical
Endocrinologist

there is no palpable function) unless the patient also has a large | thyrotoxicosis: management guidelines of the American Thyroid | American
abnormality of the goiter or a lumpy thyroid. Incidentally Association and American Association of Clinical Endocringtsgy | Thyroid
thyroid gland. discovered thyroid nodules are common. Thyroid. 2011;21:593%46. Association
Overzealous use of ultrasound will frequently Garper JR, Cobin RH, Gharib H, Hennessey JV, Klein I, Mechani guidelines
The Endocrine Society| identify nodules, which are unrelated to the | 3 pessatPollack R, Singer PA, Woeber KA. Clinical practice
_ | abnormal thyroid function, and may divéine | gidelines for hypothyroidism in adults: cosponsored by the
American Association | clinical evaluation to assess the nodules, ratf aAmerican Association of Clinical Endocrinologists and the Amerig
of Clinical than the thyroid dysfunction. Imaging may be Thyroid Association. Endocr Pract. 2012; Sep 120%.
Endocrinologists needed in thyrotoxic patients; when needed,
thyroid scan, not an ultrasound, is used to
assess the etiology of the thyrotoxicosis and
possibility of focal autonomy in a thyroid
nodule.
Endocrinologic | Don 6t or de 1 T4isconverted into T3 at the cellular level in Garber JR, Cobin RH, Gharib H, Hennessey JV, Klein |, Mechani| American

freetriiodothyronine
(T3) level when
assessing levothyroxing

virtually all organs. Intracellular T3 levels
regulate pituitary secretion and blood levels (
thyroid-stimulating hormone (TSHas well as

JI, PessalPollackR, Singer PA, Woeber KA. Clinical practice
guidelines for hypothyroidism in adults: cosponsored by the
American Association of Clinical Endocrinologists and the Americ

Association of
Clinical
Endocrinologist

(T4) dose in the effects of thyroid hormone multiple Thyroid Association. Endocr Pract. 2012; Sep 1207. s/American
hypothyroid patients. | organs; a normal TSH indicates an adequate Thyroid
dose. Conversion of T4 to T3 at the cellular Association
The Endocrine Society| level may not be reflected in the T3 level in tf guidelines
blood. Compared to patients with intact thyro
glands, patients taking T4 may have higher
blood T4 anddwer blood T3 levels. Thus the
American Associ#in blood level of total or free T3 may be
of Clinical misleading (low normal or slightly low); in
Endocrinologists most patients a normal TSH indicates a corrg
dose of T4.
Endocrinologic | Don 6t pr e s ¢ Many of the symptoms attributed to male Bhasin S, Cunningham GR, Hayes FJ, Matsumoto AM, Snyder P| Endocrine
testosterone therapy | hypogonadism are commonly seen in norma| Swerdloff RS, Montori VM. Testosterone therapy in adult men wit Society
Urologic unless there is male aging or in the presence of comorbid | androgen deficiency syndromes1 Endocrine Society clinical guideline

biochemical evidence
of testosterone
deficiency.

conditions. Testosterone therapy has the
potential for serious side effects and represe
a significant expense. It is therefomportant

practice guideline. J Clin Endocrinolétab. 2006 Jun;91(6):1995
2010.

Wu FCW, Tajar A, Beynon JM, P
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The Endocrine Society

American Association
of Clinical
Endocrinologsts

to confirm the clinical suspicion of
hypogonadism with biochemical testing.
Current guidelines recommend the use of a
total testosterone level obtained in the morni
A low level should be confirmed on a differer|
day, again measuring the tbtastosterone. In
some situations, a free or bioavailable
testosterone may be of additional value.

TW, Bartfai G, Casanueva FF, Forti G, Giwercman A, Han TS, Ki
K, Lean ME, Pendleton N, lhab M, Boonen S, Vanderschueren D
Labrie F, Huhtaniemi IT; EMAS Group. Identification of ladaset
hypogonadism in middiaged and elderly men. N Engl J Med. 201
Jul 8;363(2):1235.

Endocrinologic

Donb6t order
testsin the initial
evaluation of a patient
with suspected thyroid
disease. Order TSH,
and if abnormal, follow
up with additional
evaluation or treatment
depending on the
findings.

American Society for
Clinical Pathology

The TSH test can detect subclinidayroid
disease in patients without symptoms of thyr
dysfunction. A TSH value within the referenc
interval excludes the majority of cases of
primary overt thyroid disease. If the TSH is
abnormal, confirm the diagnosis with free
thyroxine (T4).

Garber JRCobin RH, Gharib H, Hennessey JV, Klein I, Mechanic
JI, Pessalollack R, Singer PA, Woeber KA; American Associatic
of Clinical Endocrinologists and American Thyroid Association
Taskforce on Hypothyroidism in Adults. ATA/AACE guidelines for
hypothyroidsm in adults. Endocr Pra2012;18(6):988.028.

Dufour DR. Laboratory tests of thyroid function: uses and limitatic
Endocrinol Metab Clin Noit Am. 2007;36(3):5794, v.

U.S. Preventative Services Task Force. Screening for thyroid dis¢
recommendtion statement. Ann Intern Med. 2004;140(2):¥25

U.S. Preventive
Services Task
Force

Endocrinologic

Urologic

Dondét presq(
testosterone or
testosterone products t|
men contemplating/
attempting to initiate
pregnancy.

American Society for

Reproductie Medicine

Testosterone therapy is widely used as
treatment for hypoandrogenemia and associi
symptoms such as sexual dysfunction.
However, it is well established that exogenol
testosterone and other androgens can lead t
decreased or absent spermdarction, low
sperm count, and infertility. Furthermore, this
is not always reversible, even after removing

the exogenous androgens.

Amory JK. Progress and prospects in male hormonal contraceptif
Curr Opin Endocrinol Diabes Obes. 2008 Jun;15(3):280.

Gu Y, Liang X, Wu W, Liu M, Song S, Cheng L, Bo L, Xiong C,
Wang X, Liu X, Peng L, Yao K. Multicenter contraceptive efficacy
trial of injectable testosterone undecanoate in Chinese men. J Cli
Endoginol Metab. 2009;94(6):1916.

Moss JL, Crosnoe LE, Kim[E Effect of rejuvenation hormones on
spermatogenesis. Fertil Steril. 2013 jun;99(7):18&M4

Randomized
controlled trials

Topic area(s)

Recommendation

Rationale andcomments

References

Source

Gastro-
enterologic

Longterm acid
suppression therapy fol
GERD should be
titrated to the lowest
effective dose.

American
Gastroenterological
Association

The main identifiable risk associated with
reducing or discontinuing acid suppression
therapy is an increased symptom burden. It
follows that the decision regding the need for
(and dosage of) maintenance therapy is drive
by the impact of those residual symptoms on
the patientédés qualit
disease control measure.

Kahrilas PJ, et al. American Gastroenterological Association med
position statement on the management of gastroesophageal reflu
diseaseGastroenterology?2008;135(4):13831.

American
Gastre
enterological
Association
position
statement
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Gastro- Dondt tr e at Antireflux therapy has been demonstrated to| Vandenpés Y. Pediatric gastroesophageal reflux clinical practice | Systematic
enterologic gastroesophageal reflu] have no effect in reducing the symptoms of | guidelines. J Pediatr Gastroenterol Nutr. 2009408:547. review of RCTs
in infants routinely uth | GERD in children. Concerns regarding the uj van der Pol RJ, et al. Efficacy of protpamp inhibitors in children
Pediatric acid suppression of proton pump inhibitor therapy in infants | \yith gastroesophageal reflux: a systematic review. Pediatrics.
therapy. includean inability to definitively diagnose 2011127(5):92535.
pediatric patients according to the establishe| .. S . . )
Society of Hospital criteria of GERD, lack of documented efficac G'bboni TE'. et al. The use Of. proton pump mhlbltors in children:
Medicine (Pediatric) of acid suppression therapy in infants, and th compre -enswe review. Paediatr Drugs. 2003'_5{;')4_0' ) .
potential adverse effects associated with aci¢ Orenstein SR, et al. Infants and proton pump inhibitors: tribulatior
suppression therapy. no trials. J Pediatr Gastroenterol Nutr. 2@5/3958.
Khoshoo V, et al. Are we overprescribing antireflux medications f
infants with regurgitation? Pediatrics. 2007;120:946
Gastro- For a patient with There is a small, but measurable increase in| DrossmarDA, et al.Rome Ill: The Functional Gastrointestinal U.S. Food and
enterologic functional abdominal [oneds ¢ an c-eyexposusekAn f r | Disorders 3rd ed. 2006. Drug
pain syndrome, CT abdominal CT scan is one of the higher Clouse RE, et al. Functional abdominal pain syndrome. Administration
scans should noteb radiation eposure xraysd equivalent to three Gastroenterology2006;130(5):1497.
repeated unless there ij years of natural background radiation. Due tc U.S. Food and Drug Administration. Reducing radiation from meg
a major change in this risk and the high costs of this procedure, x—.ra. s. February@ 2009. ht _//WW fda.qov/
clinical findings or CT scans should be performed only when thy F é’ : /yC : U pd tes/ ' (')%5505 ht
symptoms. are likely to provide useful information that or O”S‘%mers onsumeripdatesiucm - ; m. )
changes patient management. Image Wisely, U.S. Food and Drug Administration. My medical
American imaging history. http://www.radiologyinfo.org/en/
Gastroenterological safety/ImageWisely/7678_Medical%20Imaging%20History.pdf.
Association
Gastro- CT scans are not Utilization of CT imaging in the emergency | Brenner DJ, et al. Computed tomograpduy increased risk of Expert
enterologic necessary in the routing department evaluation of children with radiation exposure. N Engl J Med. 2007;357:2847 consensus
evaluation of abdoming abdominal pain is increasing. The increased| gyrr A, et al. Glowing in the dark: time of day as a determinant of
Pediatric pain. lifetime risk of cancer due to excess radiatior| radiographic imaging in the evaluation of abdominal pain in childr
exposure is of special concern given the acu| j pediatr Surgery. 2011;46(1)8891.
sensitivity of child Kyuseok Kim, et al. Lowdose abdominal CT for evaluatin
Emergency American Academy of | the potential for radiation overdose with yu Im, - | ' ) V uating
medicine Pedatrics inappropriate CT protocals suspected appendicitis. N Engl J Med. 2012;366: %395

Stewart K, et al. Sonography for appendicitis: nonvisudlma of the
appendix is an indication for aeé clinical observation rather than
direct referral for computed tomography. J Clin Ultrasound.
2012;40(8):4551.

Pearce MS, et al. Radiation exposure from CT scans in childhooc
subsequent risk of leukaemia and brain tumours: a retrospective
cohort stidy. Lancet. 2012380(9840):499%505.

Saito JM. Beyond appendicitis: evaluation and surgical treatment

pediatric acute abdominal pain. Curr Opin Pediatr. 2012;24(3):35
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64.

Gastro- D o npdescribe According to published guidelines, medicatio] ASHP therapeutic guidelines on sgeagcer prophylaxis. Am J Healt| Expert
enterologic medications for stress | for stress ulcer prophylaxis are not Sys Pharm. 1999;56:34/P. consensus
ulcer prophylaxis to recommended for adybiatients in non
medical inpatients intensive care unit settings. HistamineH2
unless at high risk for | receptor antagonists and proton pump
gastrointestinal inhibitors commonly used to treat stress ulce
complications. are associated with adverse drug events and
increased medication costs, and commonly
Society of Hospital enhance susceptibility to commun#gquired
Medicine (Adult) nosocomial pneumonia ar@ostridium
difficile. Adherence to therapeutic guidelines
will aid health care providers in reducing
treatment of patients without clinically
important risk factors for gastrointestinal
bleeding.
Gastro- Don't recommend Careful hand feeding for patients with severg Gabriel SE, et al. Getting the methods righé foundation of patient] RCT
enterologic percutaneous feeding | dementia is at least as good as tube feeding| centered outcomes research. N Engl J Med. 2012;367(990.87
o tubes in patients with | the outcomes of death, aspiration pneumonia Teng JM, et al. Do financi@hcentives of introducing case mix
Geriatric advanced dementia. | functional status, and patient comfort. Food i| reimbursement increase feeding tube use in nursing home reside
the preferred nutrient. Tube feeding is Am Geriatr Soc. 2008;56(5):8830.
American Academy of | associated wit agitation, increased use of Teno M, et al. Decisiomaking and outcomes of feeding tube
Hospice and Palliative | physical and chemical restraints, and worser] . S = ) )
Medicine pressure ulcers. insertion: a fivestate study. J Am Geriatr Soc. 2019(%):8816.
Palecek EJ, et al. Comfort feeding only: a proposal to bring clarity
American Gerifrics decisionmaking regarding difficulty with eating for persons with
Society advanced dementia. J Am Geriatr Soc. 2010;58(3)%680
Hanson LC, et al. Improving decisignaking for feeling options in
advanced dementia: a randomized, controlled trial. 3 Am Geriatr
2011;59(11):2004.6.
Gastro- Dondét use { Topicaldrugs can be safe and effective, sucl Smith TJ, et al. ABH gel is not absorbed from the skin of normal | Expert
enterologic lorazepam (Ativan), topical NSAIDs for local arthritis symptoms. | volunteers. J Pain Symptom Manage. 2012;436):6. consensus

diphenhydramine

(Benadryl),and
haloperidol (Haldol)
(AABHO) gel
nausea.

American Aademy of
Hospice and Palliative

Medicine

However, while topical gels are commonly
prescribed in hospice practice, antinausea g
have not been proven effectiieany large,
well-designed or placebcontrolled trials. The
active ingredients in ABH are not absorbed ti
systemic levels that could be effective. Only
diphenhydramine (Benadryl) is absorbed via
the skin, and then only after several hours ar

erraticallyat subtherapeutic levels. It is

Weschules DJ. Tolerability of the compound ABHR in hospice
patients. J Palliat Med. 2005;8(6):1138.
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therefore not approp
The use of agents given via inappropriate
routes may delay or prevent the use of more
effective interventions.

Gastro- Dondt i ns e Strongevidence exists that artificial nutrition| Teno JM, Gozalo PL, Mitchell SL, Kuo S, Rhodes RL, Bynifn Cochrane
enterologic percutaneous feeding | does not prolong life or improve quality of lif§ Mor V. Does feeding tube insertion and its timing improve survivg Database of
tubes in individals in patients with advanced dementia. Substar] Am Geriat Soc. 2012 Oct;60(10):194A1. Systematic
Geriatric with advanced functional decline and recurrent or progressi Hanson LC, Ersek M, Gilliam R, Carey TS. Oral feeding options f| Reviews
dementia. Instead, offe| medical illnesses may indicate that a patient| hegple with dementia: a systematic review. J @eriatr Soc.
oral assisted feedings. | who is not eating is unlikely to obtain any 2011;59(3):46372.
significant or longterm benefit from artificial :
American Medical nutrition. Feeding tubes are often placed afteg gfleégﬁg’t ;Fezr:jc;nJMc;n(I?a.ls;rert; %‘l’aTanEﬁz Lgéﬁthotgedselz;}o’\:nc
Directors Association | hospitalization, frequely with concerns for ma.king regarding d?fficu)llt.y w[i)th Zating for pe?sons zvith advanced
aspirations, and for those who are not eating dementia. J Am Geriatr Soc. 2010:58(3):580
Contrary to what many people think, tube ' . CETTTmEAEs ]
feeding does not ens|SorellJM. Use of feeding tubes in patients with advanced demer|
reduce suffering; it may cause fluid overload| are we doing harm? J Psychosoc Nurs MergltHeServ. 2010
diarrhea, abdominal pain, local complicationd May;48(5):158.
less human interaction and may increase the| Sampson EL, Candy B, Jones L. Enteral tube feeding for older pe
risk of aspiration. Assistance with oral feedin| with advanced dementia. Cochrane DatabaseR33&2009 Apr
is an evidencéased approach to provide 15;(2):CD007209.
nutrition for patients with advanced dementig Gijjlick MR, Volandes AE. The standard of caring: why do we still
and feeding problems. use feeding tubes in patients with advanced dementia? J AnDile
Assoc. 2008 Jun;9(5):364
Ganzini L. Artificial nutrition and hydration at the end of life: eghi
and evidence. Palliat Suppcare. 2006 Jun;4(2):1383.
Li I. Feeding tubes in patients with severe dementia. Am Fam
Physidan. 2002 Apr 15;65(8):16051.
Finucane TE, Christmas C, Travis K. Tube feeding in patients wit
advanced dementia: a reviewtbé evidence. JAM. 1999 Oct
13;282(14):136570.
Mitchell SL, Kiely DK, Lipsitz LA. The risk factors and impact on
survival of feeding tube placement in nursing home residents with
severe cognitive impairment. Arch Intern Med. 1997 Feb
10;157(3):32732.
Gastro- Avoid using acid There is scant evidence that gastroesophagg Lightdale JR, Gremse DA; American Academy of Pediatrics Sect| Expert
enterologic blockers and motility | reflux is a causative agent in many condition] on Gastroenterology, Hepatology, and Nutrition. Gastiplkageal consensus
agents such as though reflux may be a common association| reflux: management guidance for the pediatrician. Pediatrics. 201
Pediatric metoclopramide There is accumulating evidence that acid May;131(5):e168495.

(generic) for

blocking and motility agents such as
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physiologic
gastroesophageal reflul
that is effortless,
painless, and not
affecting growth. Do
not usemedication in
thesec al | ed- A
spitter. o

American Academy of
Pediatrics

metoclopramide (generic) are not effective in
physiologic gastroesophageal reflux. Leng
term sequelae of infant gastroesophageal ret
is rare, and there is little evidence that acid
blockade reduces these sequelae.rbbéne
performance of upper gastrointestinal tract
radiographic imaging to diagnose
gastroesophageal reflux or GERD is not
justified. Parents should be counseled that
gastroesophageal reflux is normal in infants
and not associated with anything but stdine
clothes. Gastroesophageal reflux that is
associated with poor growth or significant
respiratory symptoms should be further
evaluated.

Gastro- Dondt c ont illncircumstances where the precipitating Amodio P, et al. Practice Guidelines Committee of the American | AASLD
enterologic treatment for hepatic | factors are identified and wetbntrolled (e.g., | Association for the Study of Liver Diseases. Hepatic encephalopéd guideline
encephalopathy recurrent infections, variceal bleeding) or live in chronic liver disease. Hepatology. 2014; [In Press].
Neurologic indefinitely after an function or nutritional status improved,
initial episode with an | prophyactic therapy may be discontinued.
identifiableprecipitant.
American Association
for the Study of Liver
Diseases
Gastro- Dondét r ep e g Highlysensitive quantitative assays of hepati Ghany MG, Strader DB, Thomas DL, Seeff LB. American AASLD
enterologc viral load testing C RNA are appropriate at diagnosis and as ff Association for the Study of Liver Diseases. Diagnosis, guideline
outside of antiviral of antiiral therapy. Otherwise, the results of | management,and treatment of hepatitisrCupdate. Hepatology.
Infectious therapy. virologic testing do not change clinical 2009 Apr;49(4):133674.
disease management or outcomes.
American Association
for the Study of Liver
Diseases
Gastro- Dondét gEarf ¢ Patients with benign focal liver lesions (other] BioulacSage P, et al. Hepatellular adenoma management and Expert
enterologic MRI routinely to than hepatocell ul ar phenotypic classification: the Bordeaux experience. Hepatology. | consensus

monitor benign focal
lesions in the liver
unless there is a major
change in clinical
findings or symptoms.

underlying liver disease and have demonstrg
clinical and radiologic stability do not need
repeated imaging.

2009;50(2):4819.
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American Association
for the Study of Liver
Diseases

Gastro- Avoid testing for a Testing forClostridium difficileor its toxins Cohen SH, Gerdin®N, Johnson S, Kelly CP, Loo VG, McDonald | Society for
enterologic Clostridium difficile should be performed only on diarrheal LC, Pepin J, Wilcox MH; Society for Healthcare Epidemiology of | Healthcare
infection in the absencq (unformed) stool, unless ileus due to America; Infectious Diseases Society of America. Clinical practic¢ Epidemiology
Infectious of diarrhea. Clostridiumdifficile is suspected. Because guidelines forClostridium difficileinfection in adults: 2010 update b of Americaand
disease Clostridiumdifficile carriage is increased in | the Socief for Healthcare Epidemiology of America (SHEA) and t Infectious
Infectious Diseases patieris on antimicrobial therapy aril Infectious Diseases Society of America (IDSA). Infect Control Ho{ Diseases
Society of America patients in the hospital, only diarrheal stools | Epidemiol. 2010;31(5):4355. Society of
warrant testing. In the absence of diarrhea, tl America
presence o€lostridiumdifficile indicates Surawicz, Christina M, Brandt LJ, Binion DG, Ananthakrishnan A| guidelines
carriage and should not be treated,and Curry SR, Gilligan PH, McFarland L\Wlellow M, Zuckerbraun BS.
therefore, not tested. Guidelines for diagnosis, treatment, and prevention of Clostridiun
difficile infections. Am J Gastroenterol. 2013;108(4):4&
Topic area(s) | Recommendation Rationale andcomments References Source
Geriatric D o nuéd Largescale studies consistently show that th{ Finkle WD, et al. Risk of fractures requiring hospitalization after an AGS guideline

Psychiatric/

benzodiazepines or
other sedative

risk of motor vehicle accidents, falls, and hip
fractures leading to hospitalization and death

initial prescription of zolpidem, alprazolam, lorazepam or diazepan
older adults. J AnGeriatr Soc. 2011;59(10).88390.

psychologic | hypnotics in older can more than double in older adults taking | Ajiain H, et al. Postural instability and consequent falls and hip
adults as first choice fo| benzodiazepines and other sedatiypnotics. | fractures associated with use of hypnotics in the elderly: a compar,
insomnia, agitatioror | Older patients Heir caregivers, and their review. Drugs Aging. 2005:22(9):7485.
delirium. providers should recognize these potential . o . . |
American Geriatrics for insomnia, agitatioyor delirium. Use of inaporopriate medication uyse'?n older adults. J Am GerIi)atr Soc y
Society benzodiazepines should be reserved for alcc 201p2p'60p(4)'61631 ’ '
withdrawal symptoms/delirium tremens or ' : '
severe geeralized anxiety disorder
unresponsive to other therapies.
Geriatric D o nude People with dementia often exhibit aggressiq American Geriatrics Society 2012 Beers Criteria Update Expert P§ AGS, NICE
antipsychotics as first | resistance to care, and other challenging or | American Geriatrics Society updated Beers Criteria for potentially | guidelines
Neurologic choice to treat disruptive behaviors. In such instances, inappropriate medication useadider adults. J Am Geriatr Soc.

Psychiatric/
psychologic

behavioral and
psychological
symptoms of dementia.

American Geriatrics
Society

antipsychotic medicines are often presaidibe
but they provide limited benefit and can caus
serious harm, including stroke and prematurg
death. Use of these drugs should be limited t
cases where nonpharmacologic measures hi
failed and patients pose an imminent threat t
themselves or others.ddtifying and

addressing causes of behavior change can n

2012;60(4):61631.

National Institute for Health and Clinical Excellence and Social Ca
Institute for ExcellencaNICE-SCIE clinical guidelines #42
http:/Mww.nice.org.uk/CG042.

Maher AR, et al. Efficacy and comparativiéeetiveness of atypical
antipsychotic medications for effibel uses in adults: a systematic
review and metanalysis. JAMA. 2011;306(12):59-60.
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drug treatment unnecessary.

Schnieder LS, et al. Effectiveness of atypical antipsychotics in pat

with Al zhei mer aved. 2006536545):852538N E |
Geriatric Dondt del a) Numerous studigsincluding randomized DelgadeGuay MO, et al. Symptom distress, interventiand RCTs
care for patierstwith a | trialsd provide evidence that palliative care | outcomes of intensive care unit cancer patients referred to a pallial
serious illness who improves pain and symptom control, improve care conslt team. Cancer. 2009;115:435.
logical, social, or Palliative care does not accelerd@ath, and | mortality in a comprehensive cancer center. J Pall Med. 2006:9:89
spiritual distress may prolong life in selected populations. 902.
becaqse they are Elsayem A, et al. Palliative care inpatient services in a comprehen
pursuing disease T . . )
directed treatment. cancer center: clinical and financial outcomeSlid Oncol.
2004;2(10):200814.
AmericanAcademy of Gelfman LP, et al. Does palliative care improve quality? A survey
Hospice and Palliative bereaved family members. &iR Symptom Manage. 2008;36:82
Medicine Higginson 1J, et al. Is there evidence that palliative care teams altg
endof-life experiences of patients éiheir caregivers? J Pa
Symptom Manage. 2003;25:1%58.
Jordhoy MS, et al. A palliative care intervention and death at home
cluster randomized #l. Lancet. 2000;356(9233388-93.
London MR, et al. Evaluation of a comprehensive, adaptable, life
affirming, longitudinal (CALL) palliative care pject. J Pall Med.
2005;8:121425.
Temel JS, et al. Early palliative care for patients with metastatic ng
small cell lung caner. N Engl J Med. 2010;363:73R.
Geriatric Dondt pr es ( Careful differentiation of cause of the American Medical Directors Association. Dementia in theylerm American
anipsychotic symptons (physical or neurological versus | care setting clinical practice galihe. Columbia, Md.: AMDA 2012. | Medical
Psychiatric medications for psychiatric, psychological) may help better | perkins, R. Evidenebased practice interventions for managing Directors
behavioral and define appropriate treatment options. The | pehavioral and psychological symptoms of dementia in NH netside | Association
psychological therapeutic goal of the use of antipsychotic | ann LTC. 2012:20(12):2@. guidelines and
symptoms of dementia| medications is to treat patients who present ¢ . L systematic
in individuals with imminent threat of harm to self or othess,are Flaherty J, Gonzales Dong B. Antipsychotics in the treatment of reviews

dementia without an
assessment for an
underlying cause of the
behavior.

American Medical
Directors Association

in extreme distre$sot to treat nonspecific
agitation or other forms of lesser distress.
Treatment of BPSD in association with the
likelihood of imminent harm to self or others
includes assessing for and identifying and
treating underlying causémcluding pain;
constipation; anénvironmental factors such ¢
noise, being too cold or warm, etc.), ensuring
safety, reducing distress and supporting the

patientds functionin

delirium in older hospitalized adults: a systematidew. JAGS.
2011;59:52696.

American Medical Directors Association. Delirium and acute
problematic behavior clinical practice guideline. Columbia,:M
AMDA 2008.

Ozbolt LB, Paniagua MA, Kaiser RM. Atypical antipsychotics for th
treatment of delirious elders. J Am MBi Association. 2008;9:18
28.

U.S. Food and Drug Administration. Information for healthcare
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potential causes of the BPSD is unsuccessfu
antipsytotic medications can be considered,
taking into account their significant risks
compared to potential benefitd/hen an
antipsychotic is used for BPSD, it is advisabl
to obtain informed consent.

professionals: antipsychotics. FDA Aléinternet] 2008 Jun 16. [citec
2008 Sep 23]. Available from:
http://www.fda.gov/cder/drug/InfoSheets/HCP/antipsychotics_con
ional.htm. Accessed 9/23/08

U.S. Food and Drug Administration, U.S. Department of Health an
Human Services. 2007 information for healihe professionals:
haloperidol (marketed as Haldol, Haldol decanoate, and Haldol lag
[Internet]. 2007 Sep 17 [cited 2013 Jul 28¥ailable from:
http://www.fda.gov/cder/drug/InfoSheets/HCP/haloperidol.htm.

Schneeweiss S, Setoguchi S, Brookhart A;rbth C, Wang PS. Risk
of death associated with the use of conventional versus atypical
antipsychotic drugs among elderly igaits. CMAJ 2007;176(5):627
32.

Gill SS, Bronskill SE, Normand SL, Anderson GM, Sykora K, Lam
Bell CM, Lee PE, Fischer HD, Herann N, Gurwitz JH, Rochon PA.
Antipsychotic drug use and mortality in older adults with dementia
Ann Intern Med. 2007;146(11).7736.

Schneider LS, Dagerman KS, Insel P. Risk of death with atypical
antipsychotic drug treatment for dementia. N Engl #N2€05 Oct
19;294(15):19343.

Schneider LS, Tariot PN, Dagerman KS. Effectiveness of atypical
antipsychotic drugs in patliJent
Med. 2006;355(15):15288.

Sink KM, Holden KF, Yaffe K. Pharmacological treatment of
neuropsychatric symptoms of dementia: a review of the evidence.
JAMA. 2005;293:59608.

U.S. Food and Drug Administration, U.S. Department of Health an
Human Services. FDA public health advisory: deaths with
antipsychotics in elderlgatients with behavioral distbances
[Internet]. 2005 Apr 11. [cited 2013 Jul 23]. Available from:
http://www.fda.gov/cder/drug/advisory/antipsychotics.htm.

Schneider LS, Dagerman KS, Insel P. Risk of death with atypical
antipsychotic drug treatment for dementia: rratalysis of
randbmized placebeontrolled trials. JAMA. 2005;294(15):1934
1943.

Geriatric

Psychiatric

Donodt u

se Behavioral and psychological symptoms of

antipsychotics as first | dementia are defined as the noncognitive

choice to treat
behavioral and

symptoms and behaviors, including agitation

aggression, anxiety, irritability, depression,

American Psychiatric Association: Practice guideline for the treatn
of patients with Al zhei mer 6s
edition. Am J Psychiatry. 2007 Dec;164®suppl):556. Available

from:

AHRQ,
Cochrane
Database of
Systematic
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psychological
symptoms of denmia.

American Psychiatric

apathy and psychosis. Evidence showatth

risks (e.g., cerebrovascular effects, mortality,
parkinsonism or extrapyramidal signs, sedati
confusion and other cognitive disturbances, {

http://psychiatryonline.org/content.aspx?bookid=28&sectionid=167
89.

Ballard CG, Waite J, Birks J. Atypical antipsychotics for aggressio
and psychosis in Al zhei merRgs

Reviews

Association increased body weight) tend to outweigh the| 2006 Jan 25;(1):CD003476.
'pote'ntlal bene'flts Of. qnppsychotlc meo!lcatlon Gitlin LN, Kales HC, Lyketso€G. Nonpharmacologic management
in this populatn. Clinicians should limit the ; ) )
: ; L of behavioral symptoms in dementia. JAM2012 Nov
use of antipsychotic medications to cases wh . . )
X : 21;308(19):202®.

nonpharmacologic measures have failed ang .

the patientsd sympt o|MaglioneM, RuelazMaher A, HuJ, Wang Z, Shanman R, Shekel

themselves or others. This item is also inclug PG, Roth B, Hilton L, Suttorp MJ, Ewing BA, Motala A, Perry T;

in the Ameri can tafer i| Southern California EvideneBased Practice Center. @fbel use of

recommendations for atypical antipsychotics: an update. Rockvilled MAgency for
Healthcare Research and Quality; 2011 Sep 437 porRBlo.:
HHSA2902007100621.
Nasrallah HA. Atypical antipsychotimduced metabolic side effects:
insights from receptebinding profiles. Mol Psychiatry. 2@0
Jan;13(1):2735.
Richter T, Meyer G, Méhler R, Kdpke S. Psychosocial intervention
for reducing antipsychotic medication in care home residents.
Cochrane Database $y®ev. 2012 Dec 12;12:CD00846.
Schneider LS, Tariot PN, Dagerman KS, Davis SM, Hsiao JK, Ism
MS, Lebowitz BD, Lyketsos CG, Ryan JM, Stroup TS, Sultzer DL,
Weintraub D, Lieberman JA; CATHAD Study Group. Effectiveness
of atypical antipsychot i cisedse.IN
Engl J Med. 2006;355(15):15238.

Geriatric Dondt c ont i Patients and their families often value the Fields MJ, Cassel CK. Approaching death, imprgviare at the end | Expert
support for patients at | avoidance of prolonged dependence on life | of life. Washington, D.C.: Natiwal Academy Press; 1997: 437. consensus

high risk for death or
severely impaired
functional recovery
without offering
patients and their
families the #ernative
of care focused entirely
on comfort.

Critical Care Societies
Collaborativé Critical
Care

support. However, many of these patients
receive aggressive lfsustaining therapies, in
part due to clinicia
values and goalgnd to provide patient
centered recommendations. Routinely engag
high-risk patients and their surrogate decisiof
makers in discussions about the option of
foregoing lifesustaining therapies may
promote patientsdé an
the qualiy of dying and reduce family distress
and bereavement. Even among patients
pursuing lifesustaining therapy, initiating

palliative care simultaneously with ongoing

Angus DC, Barnato AE, Lindgwirble WT, Weissfeld LA, Watson
RS, Rickert T, Rubenfeld GD; Robert Wood Johnson Foundation |
EndOf-Life Peer Group. Use of intensive care a émd of life in the
United Statesan epidemiologic study. @Care Med.
2004;32(3):63843.

Curtis JR, Engelberg RA, Wenrich MD, Shannon SE, Treece PD,
Rubenfeld GD. Missed opportunities during family conferences ab
endof-life care in the intensiveace unit. Amer J RespCrit Care
Med. 2005;171:84¢0.

Gries CJ, Engelberg RA, Kross EK, Zatzick D, Nielsen EL, Downe|
L, Curtis JR. Predictors of symptoms of posttraumatic stress and
depression in family members after patient death in the ICU. Chesg
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[Societies:American
Association of Critical
Care Nurses, Americar
College of Chest
Physicians, American
Thoracic Societyand
Society of Critical Care

diseasdocused therapy may be beneficial.

2010137(2):2807.

Medicing

Geriatric Dondt pr es (Inrandomized controlled trials, some patient{ Courtney C, Farrell D, Gray R, Hills R, Lynch L, Sellwood E, Edwg Systematic
cholinesterase with mild-to-moderate and moderate-severe | S, Hardyman W, Raftery J, Crome P, Lendon C, Shaw H, Benthar reviews

Neurologic inhibitors for dementia | Al zhei mer 6s di sease | AD2000 Collaborative Groug.ong-term donepezil treatment in 56
without periodic delaying cognitive and functional declineand pat i ent s wi th Al zhei mer 6s dblind ¢

Psychiatric assessment for decreasing neuropsychiatric symptoms. The| trial. Lancet.2004 Jun 26;363(9427):21055.
perceived cognitive impact of cholinesterase inhibroon American Geriatrics Society 2012 Beers Criteria Update Expert P4
benefits and adverse institutionalization, quality of life and caregive American Geriatrics Society updated Beers Criteria for potentia”y
gastrointestinal effects.| burden are less well established. Clinicians, | inappropriate medication use in older adultsAm Geratr Soc. 2012

caregiversand patients should discuss Apr;60(4):616 31.
American Geriatrics cognitive, functiongland behavioral goals of | o quszkiewicz H, Zimmermann T, Be@ornholdt HP, van den
Society treat'ment prior.to t_;eginningatrial of Bussche H. Cholinesterase inhi
cholinesterase inhibitoré\dvance care disease: systematic review of randomized cliniéals. BMJ. 2005
planning, patient and caregiver education ab Aug 6:331(7512):3217.
gggigtrig],adcigltoz?gaegsrrg;ﬁgs to behavioral Birks J. Cholinesterase inhibi
issues are integral to the care of patients witl Database Syst Rev. 2006 Jan 25;(1):CD005593.
dementia, and should be included in the
treatment plan in addition &ny consideration
of a trial of cholinesterase inhibitors. If goals
treatment are not attained after a reasonable
trial (e.g., 12 weeks), then consider
discontinuing the medication. Benefits beyon
a year have not been investigated and the rig
and baefits of longterm therapy have not
been wellestablished.

Geriatric Avoid using Unintentional weight loss is a common Hanson LC, Ersek M, Gilliam R, Carey TS. Oral feeding options fg Cochrane
prescription appetite | problem for medicallyll or frail elderly. people with dementia: a systematic reviewnd Geriatr Soc. Database of
stimulants or high Although highcalorie supplements increase | 2011;59:46872. Systematic
calorie supplemas for | weight in older people, there is no evidence Reviews

treatment of anorexia o
cachexia in older
adults; instead,
optimize social

that they affect other important clinical
outcomes, such as quality of life, mood,
functional statusor survival. Use of megestrol
acetate resudtin minimal improvements in

Milne AC, Potter J, VivantA, Avenell A. Protein and energy
supplementation in elderly people at risk from malnutrition. Cochrg
Database Syst Rev. 2009Apr 15;2:CD003288.

Ruiz Garcia V, LopeBriz E, Carbonell Sanchis R, Gonzalvez Pera

JL, BortMarti S. Megestrol acetate faieatment of anorexiaachexia
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supports, provide
feeding assistangcand
clarify patient goals and
expectations.

American Geriatrics
Society

appetite and weight gain, no improvement in
quality of life or survival, and increased risk ¢
thrombotic events, fluid retentipand death. In
patients who take megestrol acetate, one in |
will have an increase in weight ande in 23
will die. The 2012 AGS Beers criteria list
megestrol acetate and cyproheptadine as
medications to avoid in older adults.
Systematic reviews of cannabinoids, dietary
polyunsaturated fatty aciddgcosahexaenoic
acidandelcosapentaenoic agidhalidomide
and anabolic steroids, have not identified
adequate evidence for the efficacy and safet;
these agents for weight gain. Mirtazapine is
likely to cause weight gain or increased
appetite when used to treat depression, but
there is little evidene to support its use to
promote appetite and weight gain in the
absence of depression.

syndrome. Cochrane Databasest3gev. 2013 Mar 28;3:CD004310.

American Geriatrics Society 2012 Beers Criteria Update Expert Pg
American Geriatrics Society updated Beers Criteria for potentially
inappropriate medication ugeolder adultsJ Am Geratr Soc. 2012
Apr;60(4):616 31.

Mazotta P, Jeney CM. Anorex@chexia syndrome: a systematic
review of the role of dietary polyunsaturated fatty acids in the
management of symptoms, survival, and quality of life. J Pain
SymptomManage. 2009;37:10697.

Dewey A, Baughan C, Dean TP, Higgins B, Johnson I.
Eicosapentaenoic acid (EPA, an om&gfatty acid from fish oils) for
the treatment of cancer cachexia. Cochrane Databasér8y.
2007Jan 24;1:CD004597.

Reid J, Mills M, CantwéIM, Cardwell CR, Murray LJ, Donnelly M.
Thalidomide for managing cancer cachegiachrane Database Sy
Rev.2012Apr 18;4:CD008664.

Yavuzsen T, Davis MP, Walsh D, LeGrand S, Lagman R. Systemd
review of the treatment of caneassociated anorexia ameight loss.
J Clin Oncol. 2005;23:8500Q.1.

Watanabe N, Omori IM, Nakagawa A, Cipriani A, Barbui C, Churc
R, Furukawa TA. Mirtazapine versus other antidepressive agents {
depression. Cochrane Databasst&Rev. 201Dec 7;12:CD006528.
Fox CB, Treadwg AK, Blaszczyk, Sleeper RB. Megestrol acetate g
mirtazapine for the treatment of unplanned weight loss in the eldet
Pharmacotherapy. 2009;29(4):383.

Geriatric

Dondét presq(
medication without
conductinga drug
regimen review.
American Geriatrics
Society

Older patients disproportionayelise more
prescription and ngrescription drugs than
other populations, increasing the risk for side
effects and inappropriate prescribing.
Polypharmacy may lead to dinished
adherence, adverse drug reactions and
increased risk of cognitive impairment, falls
and functional decline. Medication review
identifies highrisk medications, drug
interactionsand those continued beyond theil
indication. Additionally, medicatioreview
elucidates unnecessary medications and
underuse of medications, and may reduce
medication burden. Annual review of

medications is an indicator for quality

National Committee for Quality Assurance. Improving qyadind
patient experience the state of health care quality 2013. Washingtg
(DC): National Committee for Quality Assurance1300ct. 206 p.
Shrank WH, Polinski JM, Avorn J. Quality indicators for medicatior
use in vulnerable elders. J Am Gerig@tic. 200;55 (suppl 2):S373
82.

Hajjar ER, Cafiero AC, Hanlon JT. Polypharmacy in elderly patient
Am J Geriatr Pharm. 2007 Dec#(345 51.

Steinman MA, Hanlon JT. Managing medications in clinically
compl ex el der s: ATher edMA g0da
Oct 13;304(14):15921601.

Drenthvan Maanen AC, van Marum RJ, Knol W, van der Linden C
Jansen PA. Prescribing optimization method for improving prescril

in elderly patients receiving polypharmacy. Drugs Aging.

Expert
consensus
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prescribing in vulnerable elderly.

2009;26(8):68v701.

Geriatric Dond prescribeunder | Improvedstrengthin olderadultsis associated | SilvaNL, OliveiraRB, FleckSJ Leon AC, FarinattiP. Influenceof Systematic

Medicine dosedstrengthtraining | with improvedhealth quality of life, and strengthtraining variableson strengthgainsin adultsover55 years reviews
programsfor older functionalcapacity andwith areducedisk of | old: ametaanalysisof doseresponseelationshipsJ Sci Med Sport
adults Instead match falls. Olderadultsareoftenprescribedow dose | 2014;17(3):33744.

Preventive thefrequencyintensity | exerciseandphysicalactivity thatare RaymondMJ, Bramley TzerefosRE, JeffskJ, Winter A, Holland AE.

Medicine anddurationof exercise| physiobgicallyinadequatéo increasegainsin | Systematiaeviewof high-intensityprogressiveesistancetrength
to theindividualds musclestrength Failureto establisteccurate | training of thelower limb comparedwith otherintensitesof strength

Sports abilitiesandgoals baselindevelsof strengthlimits theadequacy | trainingin olderadults Arch PhysMed Rehabil 2013;94(8):145872.

Medicine _ , of thestrengthtrainingdosageandprogression | y/ajenzuelar. Efficacy of progressiveesistanceraininginterventions
AmericanPhysical andthuslimits thebenefitsof thetraining A in olderadultsin nursinghomes a systematiadeview J Am Med Dir
TherapyAssociation carefullydevelopedandindividualizedstrength | aqgoc 2012:13(5):41828.

g:lnn;;:?s? g?g[gggggﬁ; vesignificanthealth MayerF, ScharhagRosenbergel, CarlsohnA, CasseM, Muller S,
Scharhagl. Theintensityandeffectsof strengthtrainingin theelderly.
DtschArzteblInt. 2011;108(21):35%4.
NicolaF, CatherineS. Doseresponseelationshipof resistance
trainingin olderadults a metaanalysis Br J SportsMed.
2011;45(3):2384.
Geriatric Dondt r ec o1 Hospitatlevel care has known risks, including Creditor MC. Hazards of hospitalization of the elderly. Anrint Expert
Medicine aggressive or hospital | delirium, infections, side effects of medicatio] Med. 1993 Feb 1;118(3):219. consensus

level care for a frail
elder without a clear
understanding of the
indi vi dual {
care and the possible
benefis and burdens.

The Society for Post
Acute and Longrerm
Care Medicine

and treatments, disturbance of sleep, and log
of mobility and function. These riskse often
more significant for patients in the pestute
and longterm caresetting, who are more likely
to be frail and to have multimorbidity,
functional limitationsand dementia. Therefor¢
for some frail elders, the balance of benefits
and harms of tispitatlevel care may be
unfavorableTo avoid unnecessary
hospitalizations, care providers should engag
in advance care planning by defining goals o
care for the patient and discussing the risks i
benefits of various interventions, including
hospitaization, in the context of prognosis,
preferences, indications, and the balance of
risks and benefits. Advance directives such &
the Physician Orders for Life Sustaining
Treatment paradigm form and Do Not
Hospitalize orders ¢

prefereces about endf-life care. Patients

Deciding About Going to the Hospital. Interact v4.0 Tool. Florida
Atlantic University; 2011cited 2015 Jan 2]. Available from:
http://interact2.net/docs/INTERACT%20Version%204.0%20Tools
TERACT%20W6204%20Deciding_About Going_to Hosptial%20N
v%2017%202014.pdf

Inouye SK, Westendorp RG, Saczynski JS. Delirium in elderly peg
Lance. 2014 Mar 8;383(9920):9122.

Murray LM, Laditka SB. Care transitions in older adults from nursit
homes to hospital implications for longerm care practice, geriatrics
education, and research. J Am Med Bssoc. 2010 May;11(4):231
8.

Tulsky JA. Beyond advance directives: importance of communicat
skills at the end of life. JAMA. 2005 Jul 20;294(3):358.
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with Do Not Hospitalizeorders are less likely
to be hospitalized than those who do not hay
these directives. Patients who opt for less
aggressive treatment options are less likely t
be subjected to unnecessary, eaghantand
invasive interventions and the risks of
hospitalization.

Topic area(s) Recommendation Rationale andcomments References Source
Gynecologic D o np&rform lowrisk | National guidelines provide for HPV testing if Lee JW, et al. Lowisk human papillomavirus $ting and other nen | ACSYASCCP/
HPYV testing. patients with certain abnormal Pamears and | recommended human papillomavirus testing practices among U.S| ASCP
in other select clinidandications. The health care providers. Obstet Gynecol. 2011;118{(13.4 guideline
_ _ presence of highisk HPV leads to more Saslow D, et al. American Cancer Society, American Society for
American Society for freque_nt examination or more aggressive Colposcopy and Cervical Pathology, and American Spéiet
Clinical Pathology investigation (e.g., colposcopy and biopsy). | ciinical Pathology screening guidelines for the prevention and ear
LE&;?{ 'St_”o r?Heg'\‘;il '”d'i";‘]“?n for |9"Ff‘<l detection of cervical canceim J Clin Pathol. 2012;137:5149.
esting ypes that caugenita
varsor very minr ol cranges on e cenv 7160 %% FOLOMD S050TeS 1 e cenonof S ey
because the infection is not associated with risk hur%an a illgmavi?us test resulG %col gncol 2%11'122'2%1
disease progression and there is no treatmet 6 pap y ' ' '
therapy change indicated when loisk HPV is | ™
identified. American Society for Colposcopy and Cervical Pathology
Descriptions of new FDApproved HPV DNA tests. HPV genotypin
clinical update. 2009. http://mail.ny.acogybr
website/ ASCCPHPVUpdate.pdf.
Gynecologic Dondét tr eat Milddysplasia (cervical intraepitlial Wright TC, et al. 2006 consensus guidelines for the mamegg of ASCCR,
have mild cervical neoplasia lis associated with the presence ¢ women with cervical intraepithelial neoplasia or adenocarcinoma if ACOG
Oncologic dysplasieof less than HPV, which does at require treatment in situ. Am J Obstet Gynecol. 2007;197:380 guidelines
two yearsduration. averagerisk women. Most women with American College of Obstetriciaasid Gynecologistdanagement of
_ cervical intraepithelial neoplasiadh biopsy | apnormal cervical cytology and histology. Btiee bulletin . 99.
American College of | have a transient HPV infection that will usual opstet Gynecol. 2008;112:1449.
Obstetricians and clear in less than 12 monthsd, therefore,
Gynecologists does not require treatment.
Gynecologic Dondét r eq u i Hormonal contraceptives are safe, effective | Stewart FH, Harper CC, Ellertson CE, Grimes DA, Sawaya GF, ACOG

exam or other physical
exam to prescribe oral
contraceptive
medications.

American Academy of

Family Physicians

and welttolerated for most women. Data do
not support the necessity performing a pelvic
or breasexamination to prescribe oral
contraceptive medications. Hoonal
contraception can be safely provided on the
basis of medical history and blopdessure
measurement.

Trussell J. Clinical breast and pelvic examination requirements for
hormonal contraceptio current practice vs evidence. JAMA. 2001
May 2;285(17):2232.

Henderson JT, Sawaya GF, Blum M, Stratton L, Harper CC. Pelvi
examinations and access to oral hormonal contraception. Obstet
Gynecol. 2010 Dec;116(6):125%4.

Committee on Gynecologic Pram#. Committee opinion no. 534: wel
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woman visit.Obstet Gynecol. 2012 Aug;120(2 Pt 1):421

Gynecologic Dondt r out il Thereis no indication to order these tests, af Lockwood C, Wendel G; Committee on Practice Bullgins ACOG
thrombophilia testing | there is no benefit to be derived in obtaining | Obstetrics. Practice butia no. 124: inherited thrombophilias in
on patients undergoing| them in someone that does not have any his| pregnancy. Obstet Gycol. 2011 Sept;118(3):73M.

a routine infertility of bleeding or abnormal clotting and in the | casadei L, Puca F, Privitera L, Zamaro V, Emidi E. Inherited
evaluation. absence of any family history. This testing is| thrombophilia in infertile women: implication in unexplained
. . not a part of the irgftility workup. infertility. Fertil Steril. 2010 Jul;94(R7557.
American Society for | Furthermore, the testing is costly, and there i The Practice Committee of the American Society for Reproducti
Reproductive Medicine| risks associated with the proposed treatment o ; : . . Clety ) productive
which would also not be indicated in this Mgd}Clne. D_|agno§t|c evaluatu.)n gf the infertile female: a committe
routine population. opinion. Fetil Steril. 2012 Aug;98:30Z.
Baglin T, Gray E, Greaves M, Hunt B, Keeling D, Machin S, Macki
Makris M, Nokes T, Perry D, Talt RC, Walker I, Watson H. Clinical
guidelines for testing for heritable thrombophilia. Br J Haematol.
2010;149:200.

Gynecologic Dondét per f ( Diagnostic testing of infertility requires Cervera R, Balasch J. Bidirectional effects on autoimmunity and | Expert
immunological testing | evaluation of factors involving ovulation, reproductdbn. Hum Reprod. 2008;14:3535. consensus
as part of the routine | fallopian tube patency and spermatogenesis| carp HJA, Selmi C, Shoenfel. Whe autoimmune bases of infertility
infertility evaluation. based upon clinical history. Although and pregnancy loss. J Autoimmun. 2012;38:3266

immunological factors may influence early
American Society for embryo impantation, routine immunological
Reproductive Medicine| testing of couples with infertility is expensive

and does not predict pregnancy outcome.

Gynecologic Dondét obt ai Amenorrhea is thabsence of menstruation al Baker VL. Primary ovarian insufficiency in the adolescent. Curr Op Expert
karyotype as part of the can be attributed to many causes. A karyotyj ObstetGynecol. 2013 Oct;25(5):3731. consensus
initial evaluation for (chromosomal analysis) is not indicated as a| Nelson LM, Covington SN, Rebar RW. An update: spontaneous
amenorrhea. initial test for amenorrhea as it is not a premature ovarian failure is not an early menopause. Beetill. 2005

screening test. However, it is indicated to May;83(5):132732.

_ _ further evaluate the etiology of an elevated | gachmann GA, Kemmann E. Prevalence of oligomenorrhea and
American _Somety fqr follicle-stimulating hormone in a woman uqdf amenorrhea in a college population. Am J Obstete®gl. 1982 Sep
Reproductive Medicine| 40 years of age or in the presence of physice 1:144(1)98i 102.

gzsg}g;:]i%?eswe of disorders of sexual Reindollar RH, Byrd JR, McDonough PG. Delayed sexual

' development: a study of 252 patients. Am J Obstet &n&981 Jun

15;140(4):37180.
Reindollar RH, Novak M, Tho SP, McDonough PG. Aclutiset
amenorrhea: a study of 2@2tients. Am J Obstet Gynecol. 1986
Sep;155(3):53143.
Klein DA, Poth MA. Amenorrhea: an approach to diagnosis and
management. Am Fam Physician. 2013 Jun 1;87(11)&.81

Gynecologic Dondt obt ail Menstrual bleeding patterns for women after| Paramsothy P, Harlow SD, Greendale GA, Gold EB, Crawford SL, Prospective
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stimulating hormone
levels in wonen in their
40s to identify the
menopausal transition
as a cause of irregular
or abnormal menstrual
bleeding.

American Society for
Reproductive Medicine

age 40 are less predictable than in the young
years de to the normal menopausal transitiol
Menopause is defined as the absence of
menstrual periods for one year when no othe
cause can be identified (it is often accompan
by symptoms such as hot flashes and night
sweats). During this time, blood levels of
follicle-stimulating hormone&ary both from
woman to woman and from day to day in the
same woman. Aollicle-stimulating hormone
level does not predict when the transition to
menopause will occur, diagnose that it has
begun or provide reassurance that
contraception is no longer necessary. If there
are no other causes of irregular or abnormal
bleeding, the treatment for these women will
not change based on tfadlicle-stimulating
hormonelevel.

Elliott MR, Lisabeth LD, Randolph JF Jr. Bleeding patterns during
menopausal transition in the mud#tit hni ¢ St udy of
Across the Nation (SWAN): a prospective cohort stiBOG. 2014
Nov;121(12):156473.

Harlow SD, Lin X, Ho MJ. Analysisf menstrual diary data across tH
reproductive life span applicability of the bipartite model approach
the importance of withtwoman variance. J Clin Epidemiol0@0
Jul;53(7):72233.

Treloar AE, Boynton RE, Behn BG, Brown BW. Variation of the
humanmenstrual cycle through reproductive life. Int J Fetifl67 Jan
Mar;12(1 Pt 2):77126.

Vollman RF. The degree of variability of the length of the menstrua
cycle in correlation with age of woman. Gyoatgia. 1956
Nov;142(5):3104.

Burger HG, Hale GE, &bertson DM, Dennerstein L. A review of
hormonal changes during the menopausal transition: focus on find
from the Mel bourne Womends Mi
Update. 2007 NowDec;13(6):55965.

Burger HG. Diagnostic role of folliclstimulatinghormone (FSH)

measurements during the menopausal tran$#iemnalysis of FSH,
oestradiol and inhibin. Eur J Endocrinol. 1994 Jan;130(1438

cohort studies

Gynecologic

Dondét perf(
endometrial biopsy in
the routine evaluation
of infertility.

American Society for
Reproductive Medicine

Endometrial biopsy performed for histologic
dating does not distinguish fertile from infertil
women. Chronic endometritis on endometrial
biopsy does not predict the likelihood of
pregnancy in general nas it associated with
live birth rates in assisted reproductive
technology cycles. Endometrial biopsy shouls
not be utilized in the routine evaluation of
infertility.

Coutifaris C, Myers ER, Guzick DS, Diamond MP, Carson SA, Leg
RS, et al; NICHD NationaCooperative Reproductive Medicine
Network. Histological dating of timed endometrial biopsy tissue is
related to fertility status. Fert8teril 2004 Nov;82(5):12642.

Murray MJ, Meyer WR, Zaino RJ, Lessey BA, Novotny DB, Irelang
K, Zeng D, Fritz MA. Acritical analysis of the accuracy,
reproducibility, and clinical utility of histologic endometrial dating ir
fertile women. FertilSteril. 2004 May;81(5):133313.

Batista MC, Cartledge TP, Merino MJ, Axiotis C, Platia MP, Merrig
GR, Loriaux DL, Nieman LKMidluteal phase endometrial biopsy
does not accurately predict luteal function. F&téril. 1993
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endometritis on reprodug® outcome.Fertibteril. 2011
Dec;96(6):14516.

Haggerty C, Ness RB, Amortegui A, Hendrix SL, Hillier SL, Holley
RL, Peipert J, Randall H, Sondheimer SJ, Soper DE, Sweet RL, T
G. Endometritis does not predict reproductive morbidity after pelvi
inflammatory disease. Am J Obstet Gynecol. 2003 Jan;188(18141

Gynecologic Dondt per f (Ithasbecme common practice to obtain Glazener CM, Kelly NJ, Hull MG. Prolactin measuremierthe Expert
testing as part of the | prolactin levels in the routine infertility investigation of infertility in women with a normal menstrual cycle. | consensus
routine infertility evaluation. However, there is no reason to | J ObstetGynaecol. 1987 Jun;94(6):53%
evaluation in women | expect that a woman would exhibit clinically | Kostrzak A, WarenikSzymankiewicz A, Meczekalski B. The role of
with regular menses. | significant, elevated prolactin levels inthe | serum PRL bioactivity evaluation in hyperprolactinaemic women w

presence of normal menstrual cycles and | different menstrual disorders. Gynecol Endocrinol. 2009
American Society for | without galactorrhea (milk discharge from Dec;25(12):799806.
Reproductive Medicine| breast). Therefore, serum testing of prolactin

levels in a normally menstruating woman

without galactorrhea provides no benefit and

would not impact clinical management.

Gynecologic Dondét e xcl ( Nonsurgical treatment options for pelvic orgg Culligan PJ. Nonsurgical management of pelvic organ prolapse. O Cochrane
as a treatment option | prolapse include pessaries, which are Gynecol. 2012 Apr;119(4):85&0. review
for pelvic organ removable devices that areaped into the ACOG Practice Bulletin No. 85: Pelvic organ prolap@bstet
prolapse. vagina to suppotthe prolapsed organs (i.e., | Gynecol. 2007 Sep;110(3):7-2D.

_ uterus, vagina, bladder and/or rectum). A | g\,gqe C, Adams EJ, Gopinath D, Reid F. Pessaries (mechanical
American _ | pessary trial can be offered to almost all devices) for pelvic organ prolapse in women. Cochrane Database
Urogynecologic Society women with pelvic organ prolapsExceptions | ray. 2013 Feb 28:2:CD004010.
include women with an active vaginal infectic
and those who would be noncompliant with
follow-up.
Topic area(s) | Recommendation Rationale and comments References Source
Hematologic D o npérform Hospitalized patients frequently have Adam C, et al. Diagnostic blood loss from phlebotomy and hospitg Prospective

repetitivecomplete
blood countand
chemistry testing in the
face of clinicaland lab
stability.

Society of Hospital
Medicine (Adult)

considerable volumes ofdnd drawn
(phlebotomy) for diagnostic testing during
short periods of time. Phlebotomy is highly
associated with changes in hemoglobin and
hematocrit levels for patients and can
contribute to anemia. This anemia, in turn, m
have significant consequencespecially for
patients with cardiorespiratory diseases.
Additionally, reducing the frequency of daily

unnecessary phlebotomy can result in

acquiredanemia during acute myocardial infarction. Arch Intern Mg
2011;171(18):16463.

Thavendiranathan P, et al. Do blood tests cause anemia in hospita
patients? The effect of diagnostic phlebotomy on hemoglobin and
hematocrit levels. Gen Intern Med. @05;20(6):5264.

Stuebing EA, et al. Surgical vampires and rising health care

expenditure: reducing the cost of daily phlebotomy. Arch Surg.
2011;146(5):524.

studies
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significant cost savings for hospitals.

Hematologic Avoid transfusions of | The AABB recommends adhering to a Red blood cell transfusion: a clinical practice guideline from the AABB
red blood cells for restrictive transfusion strategy (7 to 8 g/dL) i AABB. Ann Intern Med. 2012;157(1):498. guideline
arbitrary hemoglobiror | hospitalized, stable pants The AABB Consensus conferenceerperative red blood cell transfusion.
hematocrit thresholds | suggests that transfusion decisions be JAMA. 1988;260(18):270@.
and in the absence of | influenced by symptoms as well as hemoglol . . . .
symptoms or active concentration. According to a National xgg.n':?::gﬂgg Lg?tns';m ZggbC(?rlllj:g(Lfgleraples Worldwide
coronary disease, hear| Institutes of Health Consensus Conference, | who/P nam gh np- x. 019
failure, or stroke. single criterion should be used as an indicati ofFagesinamechange.asp

for red cell componenherapy. Instead,
Society of Hospital multiple factors related to the patient's clinica
Medicine (Adult) status and oxygen delivery needs should be
considered.

Hematologic Dondt do w( Lab teststolook fora clotting disorder will nq Dalen JE. Should patients with venous thromboembolism be screg Prospective
clotting disorder (order | alter treatment of a venous blood clot, evien if for thrombopliia? Am J Med.2008;121(6):45%3. cohort studies
hypercoagulable an abnormality is found. DVT is a very Baglin T, et al. Incidence of recurrent venous thromboelisioo in
testing) for patients | common disorder, and recent discoveries of | relation to clinical and thrombophilic risk factors: prospective coho
who develop first clotting abnormalities have led to increased | stydy. Lancet. 2003;362:528.
zgtlﬁggi)?g\lir;rol\z;he testing without proven benefit. Hp WK, et al. Risk of recyrrent venous thromboembolism in patien
cause. with common thrombophiliaArch Intern Med. 2006;166:723%6.

Baglin T, et al. Clinical guidelines for testing for heritable
Society for Vascular thrombophilia. Br J Haematol. 2010;1209-20.
Medicine

Hematologic Dondét r ei mg Repeatultrasound images to evaluate Bates SM, et al. Diagnosis of DVT antithrombotic therapy and ACCP
the absence ofaclimt | ir esponsed of v enous| preventionofthrombosis, 9th ed. American Colleg€loést guideline
change. alter treatment. Physicians evidenekased clinical practice guidelingdhest.

Society for Vascular 2012;141(2 suppl):e351&18S.
Medicine

Hematologic Dondét admi 1 The hemoglobin transfusion threshold used ii American Society of Anesthesiologists Task Force on Perioperatiy Cochrane
packed red blood cells | multiple studies has varied from 6.0 to 10.0 | Blood Transfusion and Adjuvant Therapies. Practice guidelines fol Database of
in a young healthy g/dL. The optimal hemoglobin/hematocrit perioperative blood transfusion and adjuvant therapies. Systematic
patient without ongoing| criterion for transfusion remains controvefsiaj Anesthesiology. 2006 Ji05(1)198-208. Reviews

blood loss and
hemogl obin
unlesssymptomatic or
hemodynamically
unstable.

American Society of

Anesthesiologists

in several clinical settings. Nevertheless,
compared with higher hemoglobin thresholdg
lower hemoglobin threshold is associated wit
fewer red blood cell units transfused without
adverse associations with mortality, cardiac
morbidity, functional recoery, or length of
hospital stay. Hospital mortality remains lowe

in patients randomized to a lower hemoglobil

Carson JL, Carless PA, Hebert PC. Outcomes using lower versus
higher hemoglobin thresholds for red blood cell thasisn. JAMA.
2013;309(1):834.

Carson JL, Patel MS. (2013). Is there an optimal perioperative
hemoglobin level? InFleishe L. Evidencebased practice of
anesthesiology (3rd ed., pp. 18%3). Philaélphia (PA): Elsevier
Saunders.
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threshold for transfusion versus those
randomized to a higher hemoglobin thresholt
The decision to transfuse should be based o
combination oboth clinical and hemodynami
parameters.

Goodnough LT, Levy JH, Murphy MF. Concepts of blood transfusi
in adults.Lancet. 2013;381(9880):184%1.

Carson JL, Carless PA, Hebert PC. Trasin threshold and other
strategies for guiding allogeneic red blood cell transfusion. Cochra|
Datatase Syst Rev. 2012;4:CD002042.

Bittencourt R, Costa J, Lobo JE, Aquiar FC. Consciously transfusi
of blood products. Systematic review of indicative dastfor blood
components infusion trigger. Rev BrArestesiol. 2012;62(3):4020.

Carson JL, Grossman BJ, Kleinman S, Tinmouth AT, Marques ME
Fung MK, Holcomb JB, llloh O, Kaplan LJ, Katz LM, Rao SV,
Roback JD, Shander A, Tobian AA, Weinstein R, Swinton
McLaughlin LG, Djulbegovic B, Clinical Transfusion Medicine
Committee of the AABB. Red blood cell transfusion: a clinical
perspective guideline from the AABB. Arntern Med.
2012;157(1):4%8.

Toy P, Feiner J, Viele MK, Watson J, Yeap H, Weiskopf RB .dtti
during acute isovolemic anemia in healthy resting humans.
Transfusion. 2000;40(4):4580.

Hematologic Dondt tr an { Transfusion of the smallest effective dose of| Carson JL, Grossman BJ, Kleinman S, Tinmouth AT, Marques ME AABB
than the minimum red blood ceBis recommended because libery Fung MK, Holcomb JB, llloh O, Kaplan LJ, Katz LM, Rao SV, guideline
number of red blood transfusion strategies do not iope outcomes| Roback JD, Shander Aobian AA, Weinstein R, Swinton
cell units necessary to | when compared to restrictive strategies. McLaughlin LG, Djulbegovic B; Clinical Transfusion Medicine
relieve symptoms of Unnecessary transfusion generates costs anl Committee of the AABB. Red blood cell transfusion: a clinical
anemiaor to return a exposes patients to potential adverse effects| practice guideline from the AABB. Ann InteMed. 2012 Jul
patient to a safe without any likelihood of benefit. Clinicians | 3;157(1):4958.
hemoglobin range (7 to are urged to avoid the routine administration| Retter A, Wyncoll D, Pears®, Carson D, McKechnie S, Stanworth
8 g/dL in stable, two units ofredblood celsif oneunit is Allard S, Thomas D, Walsh T; British Committee for Standards in
noncardiac inpatients). | sufficient and to use appropriate weigfised | Hematology. Guidelines on the management of anaemia and red

_ _ dosing ofred blood ceBin children. transfusion in adult critically ill patients. Br J Haematol. 2013
American Society of Feb;160(4):4454.
Hematology

Hematologic Dondét t est | Thrombophiliatestingis costly and carsué Chong LY, Fenu E, Stansby G, Hodgkinson S. Management of ve| NICE

thrombophilia in adult | in harm to patients if the duration of thromboembolic diseases and the role of thrombophilia testing: guideline

patients withVTE
occurring in the setting
of major transient risk
factors (surgery,
trauma or prolonged
immobility).

anticoagulation is inappropriately prolonged ¢
if patients are incorrectly labeled as
thrombophilic. Thrombophilia testing does n¢
change the management of VTEs occurring i
the setting of major transient VTEsk factors.
When VTE occurs in the setting of pregnanc

or hormonal therapy, or when there is a stror|

summary of NICE guidasze. BMJ. 2012 Jun 27;344:e3979.

Baglin T, Gray E, Greaves M, Hunt BJ, Keeling D,dim S, Mackie
I, Makris M, Nokes T, Perry D, Tait RC, Walker |, Watson H; Britis
Committee for Standards in Hematology. Clinical guidelines for
testing for heritable thrombophilia. Br J Haematol. 2010
Apr;149(2):20920.
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American Society of
Hematology

family history plus a major transient risk factc
the role of thrombophilia testing is complex
and patients and clinicians are advised to se|
guidancgrom an expert in VTE.

Hematologic D o nadlrinister Blood produts can cause serious harm to Holbrook A, Schulman S, Witt DM, Vandvik PO, Fish J, Kovacs M{ ACCP
plasma or prothrombin | patients, are costland are rarely indicated in| Svensson PJ, Veenstra DL, Crowther M, Guyatt GH; American guideline
complex concentrates | the reversal of vitamin K antagonists. In College of Chest Physicians. Eviderdz@sed management of
for nonemergent nonemergent situations, elevations in the anticoagulant therapy: Antithrombotic Therapyldrevention of
reversal of vitamin K | international normalized ratio are best Thrombosis, 9th ed: American College of Chest Physicians Evider
antagonists (i.eoutside | addressed by holding the vitamin K antagoni| Based Clinical Practice Guidelines. Cheft12 Feb;141(2
of the setting of major | and/orby administering vitamin K. Suppl):e15284S.
bleeding, intracranial Scottish Intercollegiate Guidelines Network (SIGN). Antithrombotid
hemorrhageor indications and managementiiBburgh (UK): 2012. 75 p. Report No
anticipated emergent 129.
surgery).

American Society of
Hematology

Hematologic Donét or de 1 Manydiagnostic studies (including chest Flabouris A, Bishop G, Williams L, Cunningham M. Routine blood | Expert
tests at regular interval{ radiographs, arterial blood gases, blood test ordering for patients in intensive care. Anaesémiive Care. consensus
(such as every day), by chemistries and emts and electrocardiogramy 2000;28(5):56P5.
rather in response to | are ordered at regular intervals (e.g., daily). | Ganapathy A, Adhikari NKJ, Spiegelman J, Scales DC. Routine ch
specific clinical Compared with a practice of ordering tests o| x-rays in intensive care usitA systematic review and medaalysis.
questions. to help answer clinical questions, or when Crit Care. 2012;16(2):R68.

o | doing so will affect management, the routine| 1oy TA, Clancy M, Critchfield J, Ebeling F, Enriquez A, Gallagher
Critical Care Societies | ordering of tests increases health cares;os | sepevro J, Kloo J, Lewis P, Smith R, Ng VL. Reducing unnecessa
Collaborative Critical | does not benefit patients and may in fact har inpatient laboratory testing in a teaching hospiah J Clin Pathol.
Care them. Potential harms include anemia due to 2006;126(2):2006.

[Socidies: American unnecessary phlebotomy, which may
Association of Critical | necessitate risky and costly transfusion, and
Care Nurses, Americar aggressive workip of incidental and
College of Chest nonpathological results found on routine
Physicians, American | studies.
Thoracic Societyand
Society of Critical Care
Medicing
Hematologic Dondt tr an d Mostredblood cell transfusions in the Corwin HL, Gettinger A, Pearl RG, Fink MP, Levy MM, Abraham B RCTs

blood cells in
hemodynamically
stable, norbleeding

intenstive care unit

intensive care undére for bergn anemia rather
than acute bleeding that causes hemodynan
compromise. For all patient populations in

which it has been studied, transfusing red bl¢

Maclintyre NR, Shabot MM, Duh MS, Shapiro MJ. The CRIT Study
anemia and blood transfusion in the critigal 7 current clinical
practice in théJnited States. @ Care Med. 2004;32(1):3%2.

Carson JL, Terrin ML, Noveck H, Sanders DW, Chaitman BR, Rhga
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patients with a
hemoglobin
concentration greater
than 7 mg/dL.

Critical Care Societies
Collaborative Critical
Care

[Societies:American
Association of Critical
Care NursesAmerican
College of Chest
Physicians, American
Thoracic Societyand
Society of Critical Care
Medicing

cells at a threshold of 7 mg/dL is associated
with similar or improved survival, fewer
complications ad reduced costs compared to
higher transfusion triggers. More aggressive
transfusion may also limit the availability of a
scarce resource. It is possible that different
thresholds may be appropriate in patients wi
acute coronary syndromes, although most
observational studies suggest harms of
aggressive transfusion even among such
patients.

GG, Nemo G, Dragert K, Beaupre L, Hildebrand K, Macaulay W,
Lewis C, Cook DR, Dobbin G, Zakriya KJ, Ale FS, Horney RA,
Magaziner J; FOCUS Investigators. Liberal or restrictive transfusid
high-risk patients after hip surgery. \ig J Med. 2011;365(26):2463
62.

Hajjar LA, Vincent JL, Galas F, Nakamura RE, Silva CM, Santos N
Fukushima J, Kalil Filho RSierra DB, Lopes NH, Mauad T, Roquim
AC, Sundin MR, Ledo WC, Almeida JP, Pomerantzeff PM, Dallan
Jatene FB, Stolf NA, Auler JO Jr. Transfusion requirements after
cardiac surgery: the TRACS randomized controlled triaMa. -
JAMA. 2010;304(14):155%7.

Hebert PC, Wells G, Blajchman MA, Marshall J, Martin C, Pagliare
G, Tweeddale M, Schweitzer I, Yetisir E. A multicenter, randomize,
controlled clinical trial of transfusion requirements in critical care. |
Eng J Med. 1999;340(6):4097.

Villanueva C,Colomo A, Bosch A, Concepcién M, Hernand®gea V,
Aracil C, Graupera |, Poca M, Alvarézrturi C, Gordillo J, Guarner
Argente C, Santalé C, Muiiiz E, Guarner C. Transfusion strategies
acute upper gastrointestinal bleeding. N HBriged. 2013868:11 21.
Chatterjee S, Wetterslev J, Sharma A, Lichstein E, Mukherjee D.
Association of blood transfusion with increased mortality in
myocardial infarction. JAMA.2013;173:1B29.

Hematologic Dondt tr an ¢ Eachunitofblood carries risks. A restrictive | Carson JL, Grossman BJ, Kleinman S, Tinmouth AT, Marques ME RCTs
units of blood than threshold (7.@o 8.0g/dL) should be used for | Fung MK, Holcomb JB, llloh O, Kaplan LJ, Katz LNRao SV,
absolutely necessary. | the vast majority of hospitalizediable patients| Roback JD, Shander Apbian AA, Weinstein R, Swinton

without evidencef inadequate tissue McLaughlin LG, Djulbegovic B; Clinical Transfusion Medicine
AABB oxygenation (evidence supports a threshold { Committee of the AABB. Red bloocelt transfusiona clinical

8.0g/dL in patients witlpre-existing practice guideline from the AABB. Ann Intern Med. 2012 Jul

cardiovascular disease). Transfusion decisio| 3;157(1):4958.

should be influenced by symptoms and

hemoglobin concentration. Single unit red ce

transfusions should be the standard for-non

bleedirg, hospitalizegatients. Additional unitg

should only be picribed after rassessment

of the patient and their hemoglobin value.

Hematologic Dondt tr an g Bloodtransfusion has become a routine AABB. Guidelines for patient blood management and blood Systematic
blood cells for iron medical response despite cheaper and safer| utilization. Bethesda (MD): AABB; 2011; 52 review
deficiency wthout alternatives in some settinggeBperative
hemodynamic patients with irordeficiency and patients with | | iy py, Lin ES, Tran MH. Efficacy and safety of erythropoietind
instability. chronic iron deficiency without hemodynamic

instability (even with low hemoglobin lels)

intravenous iro n in perioperative bloodanagement: a systematic
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AABB should be given oral and/otravenous iron. | review.Transfus Med Rev. 2013 Oct;27(4):231.
Friedman AJ, Chen Z, Ford P, Johnson CA, Lopez AM, Shander A
Waters JH, van Wyck D. Iron deficiency anermavomen across the
life span. J Womens Health (Larchmt). 2012 Dec;21(12):1ZB2

Hematologic Dondt r out il Patientsrequiring reversal of warfarin can off{ Holbrook A, Schulman S, Witt DM, Vandvik PO, Fish J, Kovacs M| ACCP
blood products to be reversed with vitamin K alone. Prothromb| Svensson PJ, Veenstra DL, Crowther M, Guyatt GH; Araeric guideline
reverse warfarin. complex concetrates or plasma should only ij College of Chest PhysicianBvidencebased management of

used for patients with serious bleeding or anticoagulant therapy: antithrombotic therapy arelgntion of
AABB requiring emergency surgery. thrombosis, 9th edAmerican College of Chest Physicians Evidence
Based Clinical Practice Guidelines. Chest. 2012 Feb;141(2
Suppl):e152884S.
Hematologic Donét per f ¢ Transfusion of red blood cells or platelets Napolitano LM, Kurek S, Luchette FA, Corwin HL, Bari&P ACCCM
blood counts on should be based on the first laboratory value| Tisherman SA, Hebert PC, Anderson GL, Bard MiRgrBberg W, guideline
clinically stable the day unless the pant is bleeding or Chiu WC, Cipolle MD Clancy KD, Diebel L, Hoff WS, Hughes KM,
patients. otherwiseunstable. Multiple blood draws to | Munshi I, Nayduch D, Sandhu R, Yelon JA; American College of
recheck whet her a p a| Critical Care Medicine of the Society Gfitical Care Medicine;

AABB fallen below the transfusion threshold (or Easten Association for the Surgery of Trauma Practice Manageme
unnecessarilood drawdor other laboratory | Workgroup. Clinical practice guidelineed blood celtransfusion in
tests) can lead to excessive phlebotomy and| adult trauma and critical care. Crit Care Med. 2009 Dec;37(12)i31
unnecessary transfusions. 57.

Hematologic Dondt tr an { Onegatve blood units areinchronicshort [ The Chi ef Medi cal Of $fusioreCQoransitteeN § Expert
negatie blood excep | supply due in part to overutilization for patien (UK). The appropriate use of group O RhD negative red cells. consensus
to O negative patients | who are not O negative. @egativered blood | Manchester (UK): Nabnal Health Service; 2008; 4
and inemergencies for | cells shoulde restricted to: (1) O negative
women of child bearing patients; or (2) women of childbearing potent
potential with unknown| with unknown blood group who reqei
blood group. emergency transfusion befdmood group

testing can be performed.
AABB

Hematologic Dond recommended | Giventheclinical benefitsandlack of evidence | AissaouiN, MartinsE, Mouly S, WeberS, MeuneC. A metaanalysis | Systematic

restfollowing diagnosis| indicatingharmful effectsof ambulationand of bedrestversusearlyambulationin the maragemenof pulmonary | reviews

of acuteDVT afterthe
initiation of anti
coagulatbntherapy
unlesssignificant
medicalconcernsare
present

AmericanPhysical

activity, botharerecommendeébllowing
achievementf antiooagulationgoalsunless
thereareoverridingmedicalindications
Patientscanbe harmedby prolongedbedrest
thatis not medicallynecessary

embolism deepveinthrombosisor both Int J Cardiol
2009;137(1):3v41.

AndersonCM, OverendTJ, GodwinJ, SealyC, SunderjiA.
Ambulationafterdeepvein thrombosisa systematigeview.
PhysiotheiCan 2009;61(3):13840.

GayV, Hamilton R, Heiskell S, SparksAM. Influenceof bedresbr
ambulationin the clinical treatmenbf acutedeepvein thrombosion

patientoutcomesa reviewandsynthesiof theliterature Medsurg
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TherapyAssociation

Nurs 200918(5):293 99.

KahnSR, Shrierl, KearonC. Physic activity in patientswith deep
venousthrombosis a systematiaeview. ThrombRes
2008;122(6):76B73.

Hematologic Donét tr eat Anticoagulation is potentially harmful and Kearon C, AKEA, Comerota AJ, Prandoni P, Bounameaux H, American
anticoagulant for more | costly. Patients with a first VTE triggered by { Goldhaber SZ, Nelson ME, Wells PS, Gould MK, Dentali F, Crowtl College of
than three months in a| major, transient risk factor such as surgery, | M, Kahn SR; American College of Chest Physicians. Antithrombot| Chest
patient with a first VTE | trauma or an intravascular catheter are at lov] therapy for VTE disease: Antithrombotic Therapy and Prevention ¢ Physicians
occurring in the setting| risk for recurrence once the risk factor has | Thrombosis, 9tled: American College of Chest Physicians Evidendg guidelines
of a major transient risk resolved and an adequate treatment regimer| Based Clinical Practice Guidelingsratum appears in Chest.
factor. with anticoagulation has been completed. 2012;142(6):1698.704]. Chest. @12;141(2 Suppl):e41994S.

Evidencebased and consensus guidelines | Chalmers E, Ganesen V, Liesner R, Maroo S, Nokes T, Saunders
American Society of recommend three months of anticoagulation| williams M; British Committee for Standards in Haematology.
Hematology over shorter or longer periods of Guideline on the investigation, management and prevention of ver

anticoagulation ipatients with VTE in the thrombosis in children. Br J Hamatol. 2011;154(2):19€07.

setting of a reversible provoking factor. By | \jonagle P, Chan AK, Goldenberg NA, Ichord RN, Journeycake JN

ensuring a patient receives an appropriate | NowakGottl U, Vesely SKAmerican College of Chest Physicians.

regimen of anticoagulation, clinicians may | antithrombotic therapy in neonates and children: Antithrombotic

avoid unnecessary harm, reduce health carel therapy and Prevention of Thrombosis, 9th ed: American College

expensesand improve quality of life. This Chest Physicians Eviden@ased Clinical Practice Guidelines. Ches

Choosing Wisly recommendation is not 2012;141(2 Suppl7373$801S.

intended to apply to VTE associated with nof

major risk factors (e.g., hormonal therapy,

pregnancy, travehssociated immobility), as

the risk of recurrent VTE in these groups is

either intermediate or poorly defined.

Hematologic Dondt r out il Patients wittsickle cell diseasare especially | Evidencebased management of sickle cell disease: expert panel r¢ National
transfuse patients with | vulnerable to potential harms from unnecess| 2014. WashingtonDC: National Institutes of Health, National Heart| Heart, Lung
sickle cell disease for | red blood cell transfusion. In particular, they | Lung ard Blood Institute; 2014:161. and Blood
chronic anemia or experience an increased risk of Institute
uncomplicated pain alloimmunization to minor blood group guidelines

crisis without an
appropriate clinical
indication.

American Society of
Hematology

antigens and a high risk of iron overloadm
repeated transfusions. Patients with the mos|
severe genotypes eickle cell diseaswith
baseline hemoglobin values in théo710 g/d_
range can usually tolerate further temporary
reductions in Hb without developing sympton
of anemia. Many patigs with sickle cell
diseaseeceive intravenous fluids to improve
hydration when hospitalized for managemen;

of pain crisis, which may contribute to a

Blood transfusion guideline. Dutdhstitute for Healthcare
Improvement CBO; 201402.

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

47




decrease ihemoglobinby 1to 2 g/dL. Routine
administration of redloodcells in this setting
should e avoided. Moreover, there is no
evidence that transfusion reduces pain due t
vasoeocclusive crises. For a discussion of wh
transfusion is indicated isickle cell disease
readers are referred to recent evidebased
guidelines from the National Heattung, and
Blood Institute(see references)

Hematologic Dondt t est |Inpatientswith suspected hepanimiuced Watson H, Davidson S, Keeling D. Guidelines on the diagnosis an| Systematic
suspected heparin thrombocytopeni a, u s| management of heparinduced thrombocytopenia: second edition. | review
induced calculate the pretest probability of heparin J Haematol. 2012;159(5):5040.
thrombocytopenia in | induced thrombocytopenia. This scoring Cuker A, Gimotty PA, Crowther MA, Warkentin TE. Predictive valu
patients with a low system uses the timing and degree of of the 4Ts scoring systefar heparininduced thrombocytopenia: a
pretest probability of | thrombaytopenia, the presence or absence ( systematic review and me#malysis. Blood. 2012;120:416D.
heparininduced thrombosis, and the existence of other cause
thrombocyopenia. thrombocytopenia to assess the pretest
probability of heparirinduced

American Society of thrombocytopeniat can be excluded by a low

Hematology pretest probabil i3y
withoutthe need for laboratory investigation.
Do not discontinue heparin or start a non
heparin anticoagulant in these loisk patients
because presumptive treatment often involve
an increased risk of bleeding, and because
alternative anticoagulants are costly

Hematologic Dondét tr eat Treatmentfor immune thrombocytopenic Neunert C, Lim W, Crowther M, Cohen A, Solberg L Jr., Crowther| American
with immune purpura should be aimed at treating and MA; American Society of Hematology. Themerican Society of Society of
thrombocytopenic preventing bleeding episodes and improving| Hematology 2011 evidend®ased practice guideline for immune Hematology
purpura in the absence| quality of life. Unnecessary treatment exposq thrombocytopenia. Blood. 2011;117(16):41207. guidelines

of bleeding or a very
low platelet count.

American Society of
Hematology

patients to potentially serious treatment side
effects and canébcostly, with little expectatior
of clinical benefit. The decision to treat
immune thrombocytopenic purpura should b
based on an individu
bleeding risk (as determined by prior bleedin
episodes and risk factors for bleeding such a
use of anticoagulants, advanced age, -higk
activities, etc.), social factors (distance from
the hospital/travel concerns), side effects of
possible treatments, upcoming procedures, &
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patient preferences. In the pediatric setting,
treatment is usuallgot indicated in the
absence of mucosal bleeding regardless of
platelet count. In the adult setting, treatment
may be indicated in the absence of bleeding
the platelet count is very low. However,
immune thrombocytopenic purpura treatmen|
rarely indcated in adult patients with platelet
counts greater than 30,000/microL unless th¢
are preparing for surgery or an invasive
procedure, or have a significant additional ris
factor for bleeding. In patients preparing for
surgery or other invasive procedsyshort
term treatment may be indicated to increase
platelet count prior to the planned interventio
and during the immediate postoperative peri

Hematologic Dond routinely Multiple factorsneedto be consideredn CarsonlL, GrossmarBJ, KleinmansS, TinmouthAT, MarquesvB, AABB
transfusestable transfusiordecisionsincludingthe patients FungMK, HolcombJB, llloh O, KaplanLJ, KatzLM, RaoSV, guideline
asymptomatic clinical statusandoxygendeliveryability. Roback]D, ShandeA, TobianAA, WeinsteinR, Swinton
hospitalizedpatients Arbitrary hemoglobinor hematocrithresholds | McLaughlinLG, Djulbegovic B; Clinical TransfusiorMedicine
with ahemoglobinevel | shouldnot be usedasthe only criterionfor Committeeof the AABB . Redbloodcell transfusionaclinical
greaterthan7i 8 grams | transfusion®f packedredbloodcells practiceguidelinefrom the AABB. Ann InternMed. 2012;157:4958.

ACOG

Hematologic Dondét or de 1 C-reactive proteinis a more sensitive and Crowson CS, Rahman MU, Matteson EL. Which measure of Expert

erythrocyte specific reflection of the acute phase of inflammation to use? Aomparison of erythrocyte sedimentation rat| consensus

Rheumatologic

sedimentation ratet
look for inflammation
in patients with
undiagnosed
conditions. Order a-C
reactive protein to
detect acute phase
inflammation
American Society for
Clinical Pathology

inflammation than is the erythrocyte
sedimentation rate. In the first 24 hours of a
disease process, tlereactive proteirwill be
elevated, whreaghe erythrocyte
sedimentation rate may be normal. If the sou
of inflammation is removed, th@é-reactive
proteinwill return to normal within a day or sd
whereaghe erythrocyte sedimentation rate w
remain elevated for several days until excess
fibrinogen is removed from the serum.

and Creactive protein measurements from randomized clinical tria
golimumab in rheumatoid arthritis. J Rimeatol. 2009;36(8):16060.

Wu AH, Lewandrowski K, Gronowski AM, Grenache DG, Sokoll L
Magnani B.Antiquated tests within the clinical pathology laboratory
Am J Marag Care. 2010;16(9):e220

Black S, Kushner |, Samols D-1@active protein. J Biol Chem
2004:279(47):484880.

HenriguezCamacho C, Losa J. Biomarkers for sepsisnigid Res Int.
20142014:547818.

Lelubre C, Anselin S, Zouaoui Boudjeltia K, Biston P, Piagnerelli N
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Interpretation of @eactive protein concentrations in critically ill
patients. Biomed Res Int. 2013;2013:124021.

Hematologic

Dondét test
levelsunless the patieni
has an abnormal
international
normalized ratio and
does not respond to
vitamin K therapy.

American Society for
Clinical Pathology

Measurements of the level of vitamin K in the
blood are rarely used to determine if a
deficiency existsVitamin K deficiency is very
rare, but when it does occur, a prolonged
prothrombin time and elevatéaternational
normalized ratiawill result. A diagnosis is
typically made by observing throthrombin
time correction following administration of
vitamin K, plus the presence of clinical risk
factors for vitamin K deficiency.

Suttie JW. Vitamin K. In: Machlin L, ed. Handbook of Vitamins. Ne
York, NY: Marcel Dekker; 1984:147.

Van Winckel M, De Bruyne R, Van De Velde S, Van Biervliet S.
Vitamin K, an updad for the paediatrician. Eur &éiatr.
2009;168(2):12734.

Shearer MJ. Vitamin K deficiency bleeding (VKDB) in early infancy
Blood Rev. 2009;23(2):499.

Van Hasselt PM, de Koning TJ, Kvist N, de Vries E, Lundin CR,
Berger R, Kimpen JL, Houwen RH, Jorngen MH, Verkade HJ;
Netherlands Study Group for Biliary Atresia Registry. Prevention o
vitamin K deficiency bleeding in breastfed infants: lessons from the
Dutch and Danish biliary atresia registries. Pitis.
2008;121(4):e85B3.

Booth SL, Al RajabiA. Determinants of vitamin K status in imans.
Vitam Horm. 2008;78:22.

Krasinski SD, Russell RM, Furie BC, Kriger SF, Jacques PF, Furig
The prevalence of vitamin K deficiency in chronic gastrointestinal
disorders. Am J @h Nutr. 1985;41(3):6393.

Shearer MJ, Fux, Booth SL. Vitamin K nutrition, metabolism, and
requirement: current concept and future research. Adv Nutr.
2012;3(2):18295.

Liebman HA, Furie BC, Tong MJ, Blanchard RA, Lo KJ, Lee SD,
Coleman MS, Furie B. Degammacarboxy (abnormal) ptarombin
as a serum marker of primary hepatocellular carcinoma. N Engl J
1984,310(22):142-B1.

Expert
consensus

Topic area(s)

Recommendation

Rationale andcomments

References

Source

Infectious
disease

Antibiotics should not
be used for apparent
viral respiratory
illnesses (sinusitis,
pharyngitis, bronchitis).

American Academy of

Although overall antibiotic subscription rates
for children have fallen, they still remain
alarmingly high. Unnecessary medication usi
for viral respiratory lhesses can lead to
antibiotic resistance and contributes to highe
health care costs and the risks of adverse
events.

American Academy of Pediatrics Subcommittee on Diagnosis and
Management of Bronchiolitis. Diagnosis and management of
bronchiolitis. Peditrics 2006;118(4):17793.

Kelly LF. Pediatric cough and cold preparations. 2004;23(#5:23.

O6 Br i e mal. ®Gugh illneds/bronchitiprinciples of judicious use
of antimicrobial agents. Pediatrics. 1998;18dppl):17881.

Shulman ST, et al. Clinal practice guideline for the diagnosis and

AAP, IDSA
guidelines
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Pediatrics

management of group A streptococcal pharyngitis: 2012 update by
Infectious Diseases Society of America. Clin Infect Dis.
2012;55(10):e84.02.

Williamson IG, et al. Antibiotics and topical nasal steroids for

treatment of acute maxillary sinusitis: a randomized controlled tria
JAMA. 2007;298(21):248'B6.

Infectious Avoid unnecessary A CD4 countis notrequiredin conjunction Panelon Antiretroviral Guideliresfor Adults andAdolescents u.s
disease CDA4 tests with everyviral loadtest Viral loadtestingis a | Guidelinesfor the useof antiretroviralagentsn HIV -1-infectedadults | Departmenbf
betterindicatorof a patients responseo andadolescentDepartmenbf HealthandHumanServices Available | Healthand
HIV Medicine therapy CD4 monitoringis not necessaryor at Human
Association patientsvho havestableviral suppressionFor | http://www.aidsinfo.nih.gov/ContentFiles/AdultandAdolg Services
thefirst two yearsaftertreatmeninitiation, the centGL.pdf 2015Apr. 288p. guideline
CD4 countshouldbe monitoredevery threeto
six months After two years if theviral loadis | AhnJY, BoettigerD, Law M, KumarasamyN, YunihastutiE,
undetectablethe CD4 countshouldbe ChaiwarithR, LeeMP, SimBL, Oka S, WongW, Kamarulzamarh,
measuredearlyif it is 300/ 500 celldmn?. If it | KantipongP, Phanuphale, Ng OT, KiertiburanakulS, ZhangF, Pujari
is consistentlyalboveSOOcelldmm3 then S, DitangcoR, RatanasuwalV, Merati TP, SaphonrV, SohnAH,
furthermonitoringis optional ChoiJY; TREAT AsiaHIV ObservationaDatabase§TAHOD).
Implementatiorandoperationatesearcheffectsof CD4 monitoring
frequencyon clinical endpointsdn clinically stableHIV -infected
patientswith viral suppression Acquir ImmuneDefic Syndr. 2015
Jul 1;69(3)e85-92.
Infectious Dond ordercomplex Orderonly CD4 countsandpercentagesather | AbergJA, GallantJE GhanenKG, EmmanueP, ZingmanBS, IDSA andU.S.
disease lymphocytepanels thanorderingotherlymphocytepanels For HorbergMA; InfectiousDiseasesSocietyof America Primarycare Departmenbf
whenorderingCD4 example CD8 testing includingthe CD4/CD8 | guidelinesfor the managementf personsnfectedwith HIV: 2013 Healthand
counts ratio, addscostwithout providing useful updateby the HIV MedicineAssociationof the InfectiousDiseases Human
information More complexlymphocytepanels | Societyof America Clin InfectDis. 2014Jan58(1):1-10. Services
:Is\éohg;c:ilg:]ne areunnecessargndincreasecostsevenmore Par_1e|qn Antiretroviral Guid_elines‘pr Adults gndAdoIe_scents guidelines
Guidelinesfor the useof antiretroviralagentsn HIV -1-infectedadults
andadolescentDepartmenbf HealthandHumanServices Available
at
http://www.aidsinfo.nih.gov/ContentFiles/AdultandAdole
centGLpdf. 2015Apr. 288p.
Infectious Avoid quarterlyviral Viral load testingshouldbe conductecbefore | AbergJA, GallantJE, GhanenKG, EmmanueP, ZingmanBS, IDSA andU.S.
disease loadtestingof patients | initiation of treatmenttwo to eightweeksafter | HorbergMA ; InfectiousDisease$ocietyof America Primarycare Departmenbf
who havedurableviral | initiation or modificationof therapy andthen | guidelinesfor the managementf personsnfectedwith HIV: 2013 Healthand
suppressiofunless everythreeto four monthsto confirm updateby the HIV Medicine Associationof the InfectiousDiseases Human
clinically indicated continuousviral suppressionin clinically Societyof America Clin Infect Dis. 2014Jan58(1):1-10. Services
stablepatientswho havedurablevirological guidelines

Panelon Antiretroviral Guidelinesfor Adults andAdolescents
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HIV Medicine
Association

suppressiofor morethantwo years clinicians
mayextendtheintervalto six months

Guidelinesfor the useof antiretroviralagentsin HIV -1-infectedadults
andadolescentDepartmenbf HealthandHumanServices Available
at
http://www.aidsinfo.nih.gov/ContentFiles/AdultandAdolescentGL.p
2015Apr. 288p.

Infectious Dond routinelytestfor | CMV immunoglobulinG testingis AbergJA, GallantJE, GhanenKG, EmmanueP, ZingmanBS, IDSA
disease CMV immunoglobulin | recommendednly in patientswho areatlower | HorbergMA ; InfectiousDisease$&ocietyof America Primarycare guidelines
Gin HIV-infected risk for CMV to detectlatentCMV infection guidelinesfor the managementf personsnfectedwith HIV: 2013
patientswho havea CMV immunoglobulinG testingis not updateby the HIV MedicineAssociationof the InfectiousDiseases
highlikelihood of being | necessarin patientsat higherrisk for CMV, Societyof America Clin InfectDis. 2014Jan58(1):1-10.
infectedwith CMV. m_cludmgmenwho havesexwith menand Panelon Opportunistidnfectionsin HIV -InfectedAdults and
injectiondrugusers becaus¢hey canbe AdolescentsGuidelinesfor preventionandtreatmenif opportunistic
HIV Medicine assumedo be CMV positive Testingfor CMV | . S : P PP .
o . . . L infectionsin HIV -infectedadultsandadolescentsecommendations
Association antibodyin low-risk populationss X i .
. . from the Centerdor DiseaseControlandPreventionthe National
recommendetb fosterpatientcounselingn . - -
X . : - Institutesof Health andthe HIV Medicine Associationof the
avoidanceof CMV infectionthroughpracticing InfectiousDiseases$ocietyof Americg 2015Apr. 414p. Available at
safesexandto avoidtransfusiorexcepwith | =5 2t PR E B SV e adult ol pdt
CMV -negativeblood products Patientsat P: -ninh-g 9 0P
lower risk for CMV infection, e.g., patients
who arehetepnsexualandhavenotinjected
drugs shouldbetestedfor latentCMV
infectionwith anantii CMV immunoglobulin
G uponinitiation of care
Infectious Dond routinelyorder Glucose6-phosphatelehydrogenasdeficiency | AbergJA, GallantJE GhanenKG, EmmanueP, ZingmanBS, IDSA
disease testingfor glucose6- testingis recommendedponentryinto careor | HorbergMA; InfectiousDiseasesSocietyof America Primarycare guideline
phosphate beforestartingtherapywith anoxidantdrug guidelinesfor the managementf personsnfectedwith HIV: 2013
ehydrogenase only in patientswith humanimmunodeficiency | updateby the edicineAssociationof the InfectiousDiseases
dehydrog ly in pati ith h i deficiency | updateby the HIV MedicineA iationof the InfectiousDi
deficiencyfor patients | virus (HIV) infection whoarepredisposedo Societyof America Clin InfectDis. 2014Jan58(1):1-10.
who arenot this geneticdisorderthatcancausehemolytic . .
predisposediueto anemiaGlucose6-phosphatelehydrogenase E'recnrlglt\gc,)Grg%%élhRi(if:(ell)ligzz)émesAmencanSometyof
raceethnicity. deficiencymostfrequentlyoccursin gy g-LhL: '
populationsof African, Asian and
HIV Medicine Mediterraneamescentaindis mostlikely to
Association(HIVMA) affectHIV -infectedpatientswith oneof these
racialor ethnicbackgrounds
Infectious Dondt wuse Cohort studies have found no adverse outco| Nordenstam GR, et dBacteriuria and mortality in an elderly IDSA
disease antimicrobials to treat | for older men or women asciated with population. N Engl J Med. 1986;314(1B1526. guideline
_ bacteriuria in older | asymptomatic bacteriuri&ntimicrobial | Njcolle LE, et al. Prospective randomized comparison of therapy a
Urologic adults unless specific | treatment studies for asymptomatic bacteriur| o therapy for asymptomatic bacteriuria in institutionaliektérly
urinary tract symptoms| in older adults demonstrate no benefits and | women. Am J Med. 19883(1):2733.
Geriatric are present. show increased adverse antimicrobial effects
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American Geriatrics
Society

Consensus criteria have been developed to
characterize the speiifclinical symptoms
that, when associated with bacteriuria, define
urinary tract infectionScreening for and
treatment of asymptomatic bacteriuria is
recommended before urologic procedures fo
which mucosal bleeding is anticipated.

JuthaniMehta M. Asymptomatic bacteriuria and urinary tract infect
in older adultsClin Geriatr Med. 2007;23:5894.

Nicolle LE, et al. Infectious Diseases Society of America guideline
for the diagnosis and treatment of asymptomatic bacteriugdiitts.
Clin Infect Dis. 2005;40(5):643.

Infectious
disease

Urologic

Don't obtain a urine
culture unless there are
clear signs and
symptoms that localize
to the urinary tract.

American Medical
Directors Association

Chronic asymptomatibacteriuria is frequent ir
thelong-term caresetting, with prevalence as
high as 50%. A positive urine culture in the
absence of localized urinary tract infection
(UTI) symptoms (i.e., dysuria, frequency,
urgency) is of limited value in identifying
whethe a patientds sym
UTI. Colonization (a positive bacterial culture
without signs or symptoms of a localized UTI
is a common problem ilong-term care
facilities that contributes to the overuse of
antibiotic therapy in this setting, léiag to an
increased risk of diarrhea, resistant organisn
and infection due t€lostridium difficile An
additional concern is that the finding of
asymptomatic bacteriuria may lead to an
erroneous assumption that a UTI is the causi
an acute change ofagus, hence failing to
detect or delaying the more timely detection |
the patientds more s
A patient with advanced dementia may be
unable to report urinary symptoms. In this
situation, it is reasonable to obtain a urine
cultureif there are signs of systemic infection
such as fever (increase in temperature of eq|
to or greater than 2°F [1.1°C] from baseline)
leukocytosis, or a left shift or chills in the
absence of additional symptoms (e.g., new
cough) to suggest an alternats@urce of
infection.

Stone ND, Ashraf MS, Calder J, Crnich CJ, Crossley K, Drinka PJ
Gould CV, JuthanMehta M, Lautenbach E, Loeb M, MacCannell T
Malani TN, Mody L, Mylotte JM, Nicolle LE, Roghmann MC,
Schweon SJ, Simor AE, Smith PW, Stevenson KB, Bsa8F.
Surveillance definitions of infections in losigrm care facilities:
revisiting the McGeer Criteria. Infec Control HoSpidemiol.
2012;33(10):96577.

Drinka P. Treatment of bacteriuria without urinary signs, symptom
systemic infectious ilings (S/S/S). J Am Med DAssoc. 2009
Oct;10(8):5169.

Arinzon Z, Peisakh A, Shuval |, Shabat S, Berner YN. Detection of
urinary tract infection (UTI) in longerm care setting: is the
multireagent strip an adequate diagnostic tool? Arch GerontohiGer
2009 MarApr;48(2):22731.

High KP, Bradley SF, Gravenstein S, Mehr DR, Quagliarello VJ
Richards C, Yoshikawa TT. Clinical practice guideline for the
evaluation of fever and infection in older adult residents of-tengn
care facilities: 2008 update byetinfectious Diseases Society of
America. J Am GeriatSoc. 2009 Mar;57(3):3784.

Zabarsky TF, Sethi AK, Donskey CJ. Sustained reduction in
inappropriate treatment of asymptomatic bacteriuria in a-teng
care facility through an educational interventidm J InfectControl.
2008 Sep;36(7):4780.

Richards CL Jr. Infection control in loftgrm care facilities. J Am
Med Dir Ass@. 2007 Mar;8(3 Suppl):S135.

Ducharme J, Neilson S, Ginn JL. Can urine cultures and reagent t
strips be used to diagnosenary tract infection in elderly emergency
department patients without focal urinary syoms? CJEM. 2007
Mar;9(2):8792.

Loeb M, Brazil K, Lohfeld L, McGeer A, Simor A, Stevenson K,
Zoutman D, Smith S, Liu X, Walter SD. Effect of a multifaceted
interventon on number of antimicrobial prescriptions for suspected

urinary tract infections in residents of nursing homes: cluster

IDSA
guideline
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randomized controlled triaBMJ. 2005 Sep 24;331(7518):669.

Loeb M, Brazil K, Lohfeld L, McGeer A, Simor A, Stevenson K,
Walter S, Dutman D. Optimizing antibiotics in residents of nursing
homes: protocol of a randomized trial. BMC Hbaaherv Res. 2002
Sep 3;2(1):17.

Nicolle LE. Urinary tract infection in geriatric and institutionalized
patients. Cur©pin Urol. 2002 Jan;12(1):53.

Boscia JA, Kobasa WD, Abrutyn E, Levison ME, Kaplan AM, Kaye
D. Lack of association between bacteriuria and symptoms in the
elderly. Am J Med. 1986 Dec;81(6):972.

Nicolle LE, Bentley D, Garibaldi R, Neuhaus E, Smith P. SHEA -0
Term Care Committee. Amtiicrobial use in longerm-care facilities.
Infect ControlHosp Epidemiol. 1996;17:1128.

High KP, Bradley SF, Gravenstein S, Mehr DR, Quagliarello VJ,
Richards C, Yoshikawa TT. Clinical practice guideline for the
evaluation of fever and infection in oldadult residents of longerm
care facilities: 2008 update by the Infectious Diseases Society of
America. Clin Infect Dis 2009;48:1481.

Infectious Avoid antibiotics and | Skin and soft tissue infections are a frequent Baumann BM, Russo CJ, Pavlik D, Casskiyith T, Brown N, RCTs
disease wound cultures in reason for visiting an emergendgpartment. | Sacchetti A, Capan@/ehrle LM, Mistry RD. Management of pediatr

emergency department Some infections, called abscesses, become | skin abscesses in pediatric, general academic and community
Emergency patients with walled off and form pus under the skin. emergency departments. Westrddfg Med. 2011May;12(2):1587.
medicine uncomplicated skin ang Opening and draining an abscess is the Duong M, Markwell S, Peter J, Barenkamp S. Randomized, contro

soft tissue abscesses | appropriate treatment; antibiotics offer no | yja| of antibiotics in the management of commuriquired skin

after successful incisior benefit. Even in abscesses caused by abscesses in the pediatric patient. AmneEg Med. 2010

and drainage and with | methicillin-resistaniStaphylococcus aursu May;55(5):4017.

adequate medical appropriately selected antibiotics offer no ] .

follow-up. benefit if the abscess has been adequately Lll_e ra JIL’ LeV)’/A\RC.ETreatns/(lané O{ gg??jg;s abscess: a dolsb

drained and the patient has a wielhctioning clinical stugy. Ann Emerg Med. "
American College of | immune system. Additionally, culture of the | Niska R, Bhuiya F, Xu J. National Hospital Ambulatory Medical Ca
Emergency Physicians| drainage is not needed as the result will not | Survey: 2007 Emergency Department Summary. National health
routinely change treatment. statistics reports. Hyattsville, [MD]: National Center for Health
Statistics. 2@0. 31 p. Report no.: 26.

Infectious Dondt o v-etra| While about 18 of the population reports a | Solensky R, Khan DA. Drug allergy: an updated parameter. Ann | Expert
Disease lactam antibiotics in history of penicillin allergy, studies show that| Allergy Asthma Immunol. 2010 Oct;105(4):2588. consensus

patients with a history | 90% on more of these patients are not allergi
Allergy and of penicillin allergy, to penicillins and are able to take these Solensky R. Penicillin allergy as a publfiealth measure. J Allergy
Immunologic without an appropriate | antibiotics safely. The main reason for this | Clin Immunol. 2013 Dec 8. pii:S0093749(13)016461.

evaluation.

observation is that penicilliallergy is often

misdiagnosed and when present wanes over

Macy E, Contreras R. Healthcare utilization and serious infection
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American Academy of
Allergy, Asthma &
Immunology

time in most (but not all) individuals. Patients
labeled penicillirallergic are more likely to be
treated with alternative antibiotics (such as
vancomycin and quinolones), have higher
medical cost, experience longer hospital stay
and are more likely to develop complications
such as infections with vancomyeiesistant
enterococcus an@lostridium difficile
Evaluation for specific IgE to penicillin can be
carried out by skin testing. Ideally, mieillin
skin testing should be performed with both
major and minor determinants. The negative
predictive value of penicillin skin testing for
immediate reactions approaches #)0
whereas the positive predictive value is
between 40 and 106 The usefulnessf in

vitro tests for penicillinspecific IgE is limited
by their uncertain predictive value. They are
not suitable substitutes for penicillin skin
testing.By identifying the overwhelming
majority of individuals who can safely receive
penicillin and perillin-like drugs, we can
improve the appropriateness of antibiotic
therapy and clinical care outcomes.

preval ence associated with pet
a cohort study. J Adrgy Clin Immunol. 2013 Nov 1pii:S0091

6749(13)01467X.

Park MA, Markus PJ, Matesic D, Li JTC. Safety and effectiveness
preoperative allergy clinic in decreasing vancomycin use in patient
with a history of penicillin allergy. Ann Allergy Asthma Immunol.
2006;97681 7.

Infectious
Disease

Avoid the use of
surveillance cultures fo
the screening and
treatment of
asymptomatic
bacteruria.

American Academy of
Pediatrics

There is minimal evidence that surveillance
urine cultures or treatment of asgtamatic
bacteruria is beneficial. Surveillance cultures
are costly and produce both falsesitive and
falsenegative results. Treatment of
asymptomatic bacteruria also increases
exposure to antibiotics, which is a risk factor
for subsequent infections thia resistant
organism. This also results in the overall use
antibiotics in the community and may lead to
unnecessary imaging.

Conway PH, Cnaan A, Zaoutis T, Henry BV, Grundmeier RW, Ker|
R. Recurrent urinary tract infections in children: risk facteord
association with prophylactic antimicrobial&MA. 2007 Jul
11;298(2):17986.

Kemper KJ, Avner ED. The case against screening urinalysis for
asymptomatic bacteruria in children. Am B@hild. 1992
Mar;146(3):3436.

Nicolle LE. Asymptomatic bactaria: when to screen and when to
treat. Infect Dis Clin Mrth Am. 2003 Jun;17(2):3694.

Roberts KB; American Academy of Pediatrics Subcommittee on
Urinary Tract Infection, Steering Committee on Quality Improveme
and Management. Urinary tract infectiatinical practice guideline

for the diagnosis and management of the initial UTI in febrile infan

and children 2 to 24 months. Pediatrics. 2011 Sep;128(3)5395

AAP guideline

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

55




Infectious Avoid ordering an Splenic enlargement is common in patients | Put uki an M, O6Connor FG, Str i (Expert
Disease abdominal ultrasound | with infectious mononucleosis. The spleen is| SM, Kinderknecht J, Kriss V, Landry G. Mononucleosis and athleti consensus
examination routinely | increased risk for splenic rupture in the fiBst | participation: an evideneleased subject review. Clin J&pMed.
Sports in athletes with to 4 weeks of infection. This has led many | 2008 Jul;18(4):30015.
Medicine infectious clinicians to utilize ultrasound to determine if
mononucleosis. splenic enlargement is present. However, | gnieimann ALDeLong DM, Kliewer MA. Sonographic evaluation o
_ _ because individual splenic diameters vary | gpjeen size in tall healthy athletes. Am ERmenol. 2005
American Medical greatly, comparing splenic size to population Jan:184(1):489.
Society for Sports norms is not a valid method to assegkenic
Medicine enlargement. .
Hosey RG, Mattacola CG, Kriss V, Armsey T, Quarles JD, Jagger
Ultrasound assessment of spleen size in collegiate athlet@ Sigrts
Med. 2006 Mar;40(3):254.
Infectious Dondt tr eat Inappropriate use of antibiotics to treat Trautner B, Kelly PA, Petersen N, Hysong S, Kell H, Liao KS, Infectious
disease asymptomatic asymptomatic bacteruria, or a sifjcant Patterson JE, Naik AN. A hospitaite controlled intervention using | Diseases
bacteruria with number of bacteria in the urine that occurs | audit and feedback to implement guidek concerning inappropriate| Society of
Urologic antibiotics. without symptoms such as burning or freque| treatment of cathetexssociated asymptomatic bacteriurraplement | America
urination, is a major contributor to antibiotic | Sci. 2011;6:41. guideline
overuse in patients. With the exception of | Nicolle LE, Bradley S, Colgan R, Rice JC, Schaeffer A, Hooton TN
Infectious Diseases | pregnant patients, patients undergoing prosti |nfectious Diseases Society of America, American Society of
Society of America surgery or other inv@ve urological surgery, | Nephrology, Ameican Geriatric Society. Infectious Diseases Socief
and kidney or kidney pancreas organ transpl| of America guidelines for the diagnosis and treatment of asymptor|
patients within the first year of receiving the | pacteriuria in adults. Clin Infect Dis. 2005(80.64354.
transplant, use of antibiotics to treat Gross PA, Patel B. Reducing antibiotic overuse: a call for a nation
asymptomatic bacteruria is not clinically performance measure for not treating asymptomatic bacteriuria. C
beneficial and does not improve morbidity or| | tect Dis. 2007:45(10):1333.
mortality. The presence of a urinary catheter ’
increases the risk of bacterurieowever,
antibiotic use does not decrease the incidenc
of symptomatic catheteassociated urinary
tract infection, and unless there are sympton
referable to the urinary tract or syropts with
no identifiable cause, cathetassociated
asymptomatic bacteradoes not require
screening and antibiotic therapy. The
overtreatment of asymptomatic bacteruria wil
antibiotics is not only costly, but can lead to
Clostridum difficileinfectionand the
emergence of resistant pathogens, raising is|
of patient safety and quality.
Infectious Avoid prescribing The majority of acute upper respiratory Chow AW, Benninger MS, Brook |, Brozek JL, Goldstein EJ, Hicks Infectious
disease antibiotics for upper infections are viral in etiologyand the use of | LA, Pankey GA, Seleznick M, Volturo G, Wald ER, File TM Jr. IDS Diseases
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respiratory infections.

Infectious Diseases
Sociey of America

antibiotic treatment is ineffective,
inappropriateand potentially harmful.
However, proven infection by Group A
Streptococcal disease (Strep throat) an
pertussis (whooping cough) should be treate
with antibiotic therapy. Symptomatic treatme|
for upper respiratory infectiorshould be
directed to maximize relief of the most
prominent symptom(s). It is important that
health care providers have a dialegwith their
patients and provide education about the
consequences of misusing antibiotics in viral
infections, which may lead to increased cost;
antimicrobial resistanc@nd adverse effects.

clinical practice guideline for acute bacterial rhinosinusitis in childr
and adults. Clin Infet Dis. 2012;54(8):e7212.

Zoorod R, Sidani MA, Fremont RD, Kihlberg C. Antibiotic use in
aaute upper respiratory tract infections. Am Fam Rdigs.
2012;86(9):81722.

Adult appropriate antibiotic use summary: physician information sk
(adults) [Internet].Atlanta (GA): The Centers for Disease Control a
Prevention; 2012 May 1 [updated 201 P5; cited 2015 Jan 28].
Available from: http://www.cdc.gov/getsmart/campaign
materials/infesheets/adulappropsummary.html.

Society of
America
guideline

Infectious
disease

Gastro-
enterologic

Donot
Clostridiumdifficile
toxin test to confirm
ficureo if
have resolved.

The Society for Post

Acute and Longrerm
Care Medicine

obt ai

q

Rates ofC. difficile infection have been
increasing, especially among older adults wh
have recently been hospitalized or who resid
in the pat-acute and longerm caresetting.
Patients residing in postcute and longerm
carefacilities are particularly at risk faC.
difficile infection because of advanced age,
frequent hospitalizations and frequent antibic
exposure. Studies show that tap57% of
patients in the posicute and longerm care
setting are asymptomatic carriersfdifficile.
Furthermore, studies have also shown @at
difficile tests may remain positive for as long
30 days after symptoms have resolved. Falsi
positivefi t ®fsctur e 6 speci me
complicate clinical care and result in addition
courses of inappropriate as@@i. difficile
therapy. To limit the spread . difficile, care
providers in the posicute and longerm care
setting should concentrate on gatktection of
symptomatic patients and consistently use
proper infection control practices, including
hand washing with soap and water.

Riggs MM, Sethi AK, Zabarsky TF, Eckstein EC, Jump RL, Donsk
CJ. Asymptomatic carriers are a potential source fostrassion of
epidemic and nonepidem@lostridium difficilestrains among long
term care facility residents. Clin InfeDis. 2007 Oct 15;45 (8):992.
Surawicz CM, Brandt LJ, Binion DG, Ananthakrishnan AN, Curry §
Gilligan PH, McFarland LV, Mellow M, Zuakrbraun BS. Guidelines
for diagnosis, treatment, and preventiorCédstridium difficile
infections. Am J Gastroenterol. 2013 Apr;108(4) ¥98.

Expert
consensus

Infectious
disease

Urologic

Avoid using a
fluoroquinolone
antibiotic for the first
line treament of

For women with uncomplicated UTIs (definec
as premenopausal, ngnegnant women with
no known urologic abnormalities or

comorbidities), fluoroquinolone antibiotics

Gupta K, Hooton TM, Naber KG, Wullt B, Colgan R, Miller LG,
Moran GJ, Nicolle LE, Raz R, Schaeffer AJ, Soper DE; Infectious
Disea®gs Societyf America; Europeaociety for Microbiology and

Infectious Diseases. International clinical practice guidelines for th

IDSA
guideline
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uncomplicated UTIs in
women.

American
Urogynecologic Society

should not be consided firstline treatment.
Although fluoroquinolones are efficacious in
threeday regimens, they have a higher risk o
ecological adverse events, such as increasin
multidrug resistant organisms. Thus,
fluoroquinolones should only be used for the
treatmenbf acute UTIs for women who shoul
not be prescribed nitrofurantoin, trimethopsin
sulfamethoxazoleor fosfomycin.

treatment of acute uncomplicategkstitis and pyelonephritis women:
2010 update by the Infectious Diseases Society of Americehand t
European Society for Microbiology and Infectious Rises. Clin
Infect Dis. 2011 Mai ;52(5):e10320.

Hooton TM. Clinical practice. Uncomplicated urinary tract infection
N Engl J Med. 2012 Mar 15;366(11):106238.

Discipline(s) Recommermation Rationale andcomments References Source

Neonatology Dond separatenothers | Keepingmothersandnewborngogether Sectionon BreastfeedingBreastfeeding@ndthe useof humanmilk. Randomized
andtheir newbornsat promotegmaternalinfant attachmentearlyand | Pediatrics 2012 Mar;129(3)e827-41. controlled

Obstetric birth unlessmedically | sustainedreastfeedingandphysiologic trials

necessarnyinstead help
the motherto placeher
newbornin skin-to-skin
contactimmediately
afterbirth and
encourgeherto keep
hernewbornin her
roomduring
hospitalizatiorafterthe
birth.

AmericanAcademyof
Nursing

stability. Early initiation of skin-to-skin care
andbreastfeedingromotesoptimal outcomes
andcansignificantlyreducemorbidity for
healthytermandpretermor vulnerable
newbornsBreastfeedings theidealform of
infant nutrition andshouldbethe societal
norm Giventhe numeroudealthbenefitsfor
infantandmotherandthe healthcarecost
savingsassociatedvith breastfeeding
breastfeedinpasbecomea globalpublic
healthinitiative thatcanimprovethe overall
healthof nations Ideally, infantsshouldbe
exclusively breastfedor thefirst six monthsof
life; afterthefirst six months appropriate
complementaryoodsshouldbeintroduced
andtheinfant shouldcontinueto breastfeedor
oneto two years or longerasdesired
Worldwide, thelives of anestimatedL.5
million childrenlessthanthe ageof five would
be savedannuallyif all childrenwerefed
accordingto this standard

AWHONN positionstatementBreastfeeding] ObstetGynecol
NeonatalNurs 2015JanFeh 44(1);14550.

BrodribbW, KruskeS, Miller YD. Babyfriendly hospital
accreditationin-hospitalcarepracticesandbreastfeedingPediatrics
2013Apr;131(4):68592.

CondeAgudeloA, DiazRossédo L. Kangaroomothercareto reduce
morbidity andmortality in low birth weightinfants Cochrane
Databas&ystRev. 2014Apr 22;4CD002771.

Marin GabrielMA, LlanaMartin |, LépezEscobaiA, Ferndndez
Villalba E, RomeroBlancol, TouzaPol P. Randomizecdtontrolledtrial
of earlyskinto-skin contact effectson the motherandthe newborn
Acta Paediatr2010Nov;99(11):163&4.

Moore ER, AndersonGC. Randomizedontrolledtrial of very early
motherinfant skin-to-skin contactandbreastfeedingtatus J
Midwifery WomensHealth 2007Mar-Apr;52(2):11625.

Moore ER, AndersonGC, BergmanN. Early skin-to-skin contactfor
mothersandtheir healthynewborninfants CochraneDatabaseyst
Rev. 2007Jul 18;(3)CD003519.

Breastfeedindkey to savingchildrerts lives: tenstepsto successful
breastfeedingpighlightedduringWorld BreastfeedingVeek Geneva
(Switzerlangd: World HealthOrganization2010Jul 30. Available
from:
http://www.who.int/mediacentriiewgnote¢2010breastfeeding2010
0730kn.

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

58



http://www.who.int/mediacentre/news/notes/2010/breastfeeding_20100730/en/
http://www.who.int/mediacentre/news/notes/2010/breastfeeding_20100730/en/

Neonatology

Pulmonary
medicine

Dondét pr es(
dose dexamethasone
(0.5mg/kg per day) for
the prevention or
treatment of
bronchopulmonary
dysplasian preterm
infants.

American Academy of
Pediatrics

High-dose dexamethasone (0.5 mg/kg day)
does not appear to confer additional therape|
benefit over lower doses and is not
recommended. High doses also have been
associated with numerous shand lorg-term
adverse outcomes, including
neurodevelopmental impairment.

Watterberg KL; American Academy of Pediatrics Committee on F¢
and Newborn. Policy statemé&pbstnatal corticosteroids to prevent ¢
treat bronchopulmonary dysplasia. Pediatrics. 20101@26(4):800 8.

AAP guideline

Topic area(s) | Recommendation Rationale andcomments References Source
Nephrologic Avoid NSAIDs in The use of NSAIDS, including cyclooxggase | National Kidney Foundation Kidney Disease Outcomes Quality National
individuals with type 2inhibitors, for the pharmacological Initiative. KDOQI clinical practice guidelines for chronic kidney Kidney
Cardio- hypertension or heart | treatment of musculoskeletal pain can elevat disease: ealuation, classification, andratification Foundation
vascular failure or chronic blood pressure, make antihypertensive drugg http://www.kidney.org/professionals/KDOQI/guidelines_ckd/toc.htr} Kidney
kidney disease of all | less effective, cause fluid retention, and warg chronic kidney disease in adults: UK guidelines for identification, | Disease
causes, including kidney function in these individuals. Other | management an@ferral. http://www.renal.org/ Outcomes
diabetes. agents such as acetaminophen or tramadol, | ckdguide/full/ukckdfull.pdf Quality
American Society of zg?é:tﬁgr: :‘:’% 2;:#2223:2?%?3?3’_ be Seven;h Report of_the Joint National Comr_nittee on Prevention, Initiative
Nephrology Detgctlon, Evalgaﬂon, and Treatment of ngh.BIo_od Pressure.
http://www.nhlbi.nih.gov/guidelines/hypertension/jnc7full.pdf
Scottish Inercollegiate Guidelines Netwarklanagement oflaronic
heart filure http://www.sign.ac.uk/pdf/sign95.pdf
Nephrologic Dondét s cr e¢q Performing surgery or angioplasty to improvg ACC/AHA 2005 practice guidelines for the management of patientf ACC/AHA
artery stenosis in circulation to the kidneys has no proven with peripheral arterial disease (lower extremity, renal, mesenteric| guideline
Cardio- patents without preventive benefit, and shold n 6t b e | abdominal aortic): executive summary. Circulation. 2006;113;1474
vascular resistant hypertension | unless there is evidence of symptoms, such | 1547.
and with normal renal | elevated blood pressure or decreased renal
function, even if known| function.
atherosclerosis is
present.
Society for Vascular
Medicine
Topic area(s) Recommendation Rationale andcomments References Source
Neurologic Dondét do i 1 Imagingheadache patients absent specific rij Jordan JE, et al. ACR Appropriatenesst€ia: headache. Reston, Va.: | AAN, ACR
uncomplicated factors for structural disease is not likely to | American College of Radiology; 2009 guidelines

http://www.acr.org/~/media/ACR/Documents/AppCriteria/Diagnostic/H
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headache.

American College of
Radiology

change management or improve outcome.
Those patients with a significant likelihood of
structural disease requiring immediate attent
are detected by clinical screetihat have been
validated in many settings. Many studies ang
clinical practice guidelines concur. Also,
incidental findings lead to additional medical
procedures and expense that do not improve
patient wellbeing.

dache.pdf

Institute for Clinical Systems Improvement. Diagnosis and treatment ¢
headache. Bloomington, Minn.: Institute Clinical Systems
Improvement; 2011.

Frishberg BM, et al. Evidendeased guidelines in the primary care setti
neuroimaging in patients with nonacute headache. American Academ
Neurology. 2000http://www.aan.com/
professionals/practice/pdfs/gi88.pdf

Silberstein SD. Practice parameter: evidebased guidelines for migrain
headache. Neurology. 2000;55:754.

Edlow JA, et al. Clinical policy: critical issues in the evaluation and

management of adult patients presenting to the emergency departme
with acute headache. Ann Emerg Med. 2008;52(@7:36.

Neurologic Dondt per{ {Electroencephalograpthas no advantage ovel American Academy of Neurologyractice parametethe AAN
encephalography for | clinical evaluation in diagnosing haache, electroencephalogram in the evaluation of headache. http:// guideline
headaches. does not improve outcomes, and increases d aancom/professionals/practice/pdfs/pdf 1995 thru_1998/1995.45

Recurrent headache is the most common pa| 1.pdf.
American Academy of | problem, affecting 15% to 20% of people.
Neurology

Neurologic CT scans are not Head injuries occur commbnin children and | Dunning J, et al. A metanalysis of variables that predict significant| Systematic
necessary in the adolescents. Approximately 50% of children | intracranial injury in minor head trauma. Arch Dis Child. review and

Pediatric evaluation of minor who visit hospital emergency departments w| 2004;89(7):653. metaanalysis
head injuries. a head injury are given a CT scan, a Kuppermann N, et al. Identification of children at very idsk of

Emergency _ considerable number of which are unnecess; gjinically-important brain injuries after head trauma: a prospective

medicine American Academy of | Unnecessary exposure taays poses cohort study. 2009;374(9696):1160.

Pediatrics considerable danger to chith, including . . . .
: . e . Nigrovic LE, et al. The effect of observation on cranial computed
increasing the lifetime risk of cancer because o . M
: A : : tomography utilization for children after blunt head trauPediatrics.
childds brain tissue 2011:127(6:1067-73
radiation. They also impose undue costs to tl ' ) '
health care system. Clinical observation priol Oman JA, et al. Performance of a decisiale to predict need for
to CT decision making for children with mino| computed tomography among children with blunt headma.
head injuries is an effective approach. Pediatrics. 2006;117(223846.

Neurologic Neuroimaging (CT, CT scanning is associated with radiation American Academy of Pediatrics Subcomndttsn Febrile Seizures. | AAP guideline
MRI) is not necessary | exposure that may escaduture cancer risk. | Guideline for the neurodiagnostic evaluation of the child with a sim

Pediatric in a child with simple | MRI also ha associated risks from required | febrile seizue. Pediatrics. 2011;127(2):389L.
febrile seizure. sedation and higbost. The literature does not

Emergency support the use of skull films in the evaluatiol

medicine American Academy of | of a child with a febrile seizure. Clinicians

Pediatrics

evaluating infants or young children after a
simple febrile seizure should direct their

attention toward identifying the causetbé
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childbds fever.

Neurologic In the evaluation of In patients with witnessed syncqjeit with no | ACR-ASNR Practice guideline for the performance of computed | ACR, NICE
simple s/ncope and a | suggestion of seizure and no report of other | tomography (CT). 2010. guidelines
normal neurologic neurologic symptoms or signs, tlieelihood of | http://www.asnr.org/sites/defalflles/guidelines/CT_Brain.pdf
exami nat i or acentral nervous systerause of the event is | National Institute for Health and Clinical Excellence. Transient loss
obtain brain imaging | extremely low and patient outcomes are not | consciousness in adults and young people. August 2010.
studies (CT or MRI). | improved with brain imaging studies. http:/guidance.nice.org.uk/CG109
American College of
Physicians

Neurologic Dondt per f {Occlusive carotid artery disease does not ca| AHA/ACCEF scientific statement on the evaluation of syncope. AHA, NICE
of the carotid arteries | fainting but rather causes focal neurologic | Circulation. 206;113:31627. guidelines
for simple syncope deficits such as unilateral weakness. Thus, | The Task Force fohe Diagnosis and Management of Syncope of t
without other carotid imagingwill not identify the cause of | gyropean Society of Cardiology. Guidelines for the diagnosis and
neurologic symptoms. | the fainting and increases cost. Fainting is a| management of syncope. http://www.escardig/guidelines

_ frequent complaint, affecting 40% of people | syrveys/esguidelines/guidelinesdocumentgiidelinessyncope
American Academy of | during their lifetime. ft.pdf.
Neurology National Institite for Health and Clinical Excellence. Transient loss
consciousness (fAblackoutso) mg
London, U.K.: Royal College of Physicians; 2010.

Neurologic Dondét use (Opioidand butalbital treatment for migraine | U.S. Headache Consortiuniigelines. http://www.american Institute for
butalbital for migraine | should be avoided because more effective, | headachesociety.org/professional_resources/us_headache_caomsd Clinical
except as a last resort. | migrainespecific treatments are available. guidelines/ Systems

_ Frequent use of opioids and butalbital can | gyropean Federation of Neurological Societies guideline on drug | !mprovement
American Academy of | worsen headaches. Opioids shibbe reserved | treatment of migraine. http://www.efns.org/fileadmin/user U.S. Headacheg
Neurology for those with medical conditions precluding | ypload/guidline_papers/EFNS_guideline_2009_drug_treatment_o{ Consortium

use of migrainespecific treatments or for thos| grainepdf. B N B - ~ | guidelines
who fail these treatments. Institute for Clinical Systems Improvemehteadache, diagnosis and
treatment ofhttps://www.icsi.org/guidelines___
more/catalog_guidelines_and_more/catalog_guidelines/catalog_n
ogical_guidelines/headache/

Neurologic Dondét wuse Electromyography and nerve conduction Sandoval AE. Electrodiagnostics for low back pain. Phys Relabil | Expert
electromyography studies are measures of neand muscle Clin N Am. 2010 Nov;21(4):7676. consenssl

Orthopedic (EMG) and nerve function. They may be indicated when there | NASS EvidenceBased Guideline: North American Spine Society

conduction studies
(NCS) to determine the
cause of axial lumbatr,
thoracic or cervical
spine pain.

concern for a neurologic injury or disorder,
such as the presence of leg or arm pain,
numbness or weakness associated with
compression of a spinal nerve. As spinal ner;
injury is not a cause of nk, mid backor low

back painglectromyographiynerve conduction

(NASS). Diagnosis and treatment of degenerative lumbar spinal
stenosis. Burr Ridge (IL): North American Spine Society (NASS);
2011. 104 p.
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North American Spine

studieshave not been found to be helpful in
diagnosing the underlying causes of axial

Society lumbar, thoracicand cervical spine pain.

Neurologic Dondt per f {Numerousevidenecbased guidelines agree thl Frishberg BM. The utility of neuroimaging in the evaluation of AAN
neuroimaging studies i the risk of intracranial disease is not elevateq headache in patients with normal neurologic examination. Neurolg guideline
patients with stable migraine.However, not all severe headaches| 1994 Jul44(7):11917.
headaches that meet | are migraine. To avoid missing patients with | siperstein SD. Practice parameter: evidebased guidelines for
criteria for migraine. more serious headaches, a migraine diagnos migraine headache (an eviderzzsed review): report of the Quality

_ should be made after a careful clinical history standards Subcommittee of the American Academy of Neurology.
American Headache | and an examination that documents the abs¢ Neurdogy. 2000 Sep 26;55(6): 7580.
Society of any neurologic findings such as fdigglema. . . . : ) .
: et S : Neuroimagng for the evaluation of chronic headaches: an Evidenc
Diagnostic criteria for migraine are containeq based analysis. Ont Health TechAssess Ser. 2010;10(26)5
in the International Classification of Headach ' ' ' '
Disorders. Headache Classification Subcommittee of the International Heada|
Society. International classification of headache disorders.
Cephaldgia. 2004 Sep 1;4(1):151.

Neurologic Dondt per f {Whenneuroimaging for headache is indicatel Neuroimaging for the evaluation of chronic headaches: an evidenq Expert
imaging for headache | MRI is preferred over CT, except imergency| based analysis. Ont Health TechAssess Ser. 2010;10(26)5F. consensus
when MRl is available, | settings when hemorrhage, acute strake Evans R. Diagnostic testing for migraine and other primary heada
except in emergency | head trauma are suspected. MRI is more Neurd Clin. 2009 May:27(2):393}14.
settings. sensitive than CT for the detection of . . .

neopas, vasculardsease, posteior ossa| SSTELE K, A0 OV Eles ) bt W, g tteges
American Headache | cervicomedullary lesiongnd high and low bstitution with MR J Maan Ren Im i,n 2007-25(5)-9600
Society intracranial pressure disorders. Gflthe head substitutio ' ag aging. 25(5): '

is associated with substantial radiation Brenner DJ, Hall EJ. Computed tomogra@hgn increasing source of

exposure, which may elevate the risk of later radiation exposure. N Engl J Med. 2007,357(22)2847

cancers, while there are no known biologic

risks from MRI.

Neurologic Donét recofThe value of this f o|GuyuronB,KrieglerJS, DavisJ, AminBSComprehensive surgical | Expert
surgical deativation of | still a research question. Observational studij treatment of migraine headaches. Plast Rec&uwsty. 2005;115:D. consensus

migraine trigger points
outside of a clinical
trial.

American Headache
Society

and a small controlled trial suggest possible
benefit. However, lare multicenter,
randomized controlled trials with lortgrm
follow-up are needed to provide accurate
estimates of the effectiveness and harms of
surgery. Longterm side effects are unknown
but potentially a concern.

Guyuron B, Reed D, Kriegler JS, Davis J, Pashmini N, Amini S. A
placebecontrolled surgical trial of the treatment of migraine
headaches. PlaBeconstr Surg. 2@)124:4618.

Guyuron B, Kriegler JS, Davis J, Amini SB. FHyear outcome of
surgical treatment of migraine headaches. RRasbnstr Surg.
2011;127:6038.

American Headache Society urges caution in using any surgical
intervention in migraine treatment. $tion statement of the Americal
Headache Society [Internet]. Mount Royal (NJ): American Headac
Society; 2012 April 13 [cited 1 January 2013] Availabledm:

www.americanheadachesociety.org/american_headache_society |
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_caution_in_using_any_surgicattérvention_in_migraine_treatment

Neurologic Dondt pr es ( These medicationsimpair alertness and may| Bigal ME, Lipton RB. Excessive opioid use and the development g Expert
or butalbitalcontaining | produce dependence or addiction syndromeg chronic migrainePain. 2009 Apr;142(3):1782. consensus
medications as firdine | an undesirable risk for the young, otherwise | Bijgal ME, Serrano D, Buse D, Scher Al, Stewart WF, Lipton RB.
treatment for recurrent | healthy people most likely to have recurrent | vigraine medications and evolution from episodic to chronic migra
headache disorders. Eeagacnesa_-rh%y mcreaﬁe the risk that ‘?IF'SO a longitudinal populatiofased stdy. Headache. 2008;48:1158.

eadache disorders such as migraine wi . . . ,
American Headache | become chronic, and may produce heigled Scher Al, Stewart WF RIcdA, L|pton RB' Factors a§SOC|ated W.'th
: L . d the onset and remission of chronic daily headache in a population
Society sensitivity to pain. Use may be appropriate based &idy. Pain. 2003:106¢2):81-9
when other treatments fail or are Y ' " e .
contraindicated. Such patients should be Katsarava Z, Schneeweiss S, Kurth T, Kroener U, Fritsche G,
monitored for the deve'opment of Chronic Eikermann A, Diener HC, L|mmr0th V. |nCidence mdictors for
headache. chronicity of headache in patients with episodic migraine. Neurolo
2004 Mar;62(5):78®0.

Neurologic Dondét r ec o1 OTC medicatins are appropriate treatment fq¢ Bigal ME, Serrano D, Buse D, Scher A, Stewart WF, Lipton RB. | AAN
prolonged or frequent | occasional headaches if they work reliably | Acute migraine medications and evolution from episodic to chroniq guideline
use ofOTC pain without intolerable side effects. Frequent use migraine: a longitudinal populatidpased study. Hedache. 2008
medications for (especially of caffeineontaining medications), Sep;48(8):11568.
headache. can lead to an increase in headaches, knowr gigal ME, Lipton RB. Excessivacute migraine medication use and

_ medication overuse headactie avoidthis, migraine progression. Neuagly. 2008 Nov 25;71(22):1824.
American Headache OTC medication should be limited to no morg¢ . .
. L Zwart JA, Dyb G, Hagen K, Svebak S, Holmen J. Analgesic use: g
Society than two days per week. In addition to . . - -
o predictor of chronic pain and medication overuse headatie Head
medication overuse headacipeolonged HUNT Studv. Neuroloay. 2003:6160-4
overuse of acetaminophen can cause liver . . y: .gy. ' Ny o
damage, while overuse of nonsteroidal anti Silberstein SD. Practice parameter: evidebased guidelines for
inflammatory drugs can lead to gastroinitesit migraine headache (an evidertzased review): report of the Quality
bleeding. Standards Subcommittee of the American Academy of Neurology.
Neurology. 2000;55:7562.
Neurologic Dondt pr e s c | Physicians should consider multimodal Chou R, Fanciullo GJ, Fine PG, Adler JA, Ballantyne JC, Davies H ASA guideline

analgesics as firdine
therapy to treat chronic
non-cancer pain.

American Society of
Anesthesiologist$ain
Medicine

therapy, including nowlrug treatments such aj
behavioral and physical theliep prior to
pharmacological intervention. If drug therapy
appears indicated, naypioid medication (e.g.,
NSAIDs, anticonvulsants) should be trialed
prior to commencing opioids.

Donovan Ml Fishbain DA, Foley KM, Fudin J, Gilson AM, Kelter A
Mauskop A, OdConnor PG, Passi |
Rich BA, Roberts RG, Todd KH, Miaskowski C. Clinical guidelines
for the use of chronic opioid therapy in chronic noncancer pain
[Internet].J Pain. 2009 Feb [cited 2014 Jan 10];10(2)i B3
Available from: http://www.gbi.nlm.nih.gov/pubmed/19187889

American Society of Anesthesiologists Task Force on Chronic Pai
Management, American Society of Regional Anesthesia and Pain
Medicine. Practicguidelines for chronic pain management: an
updated report by the American Society of Anesthesiologists Task
Force on Chronic Pain Management and the American Society of
Regional Anesthesia and Pain Medicine. Anestiagy. 2010
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Apr;112(4):81033.

Argoff CE, Albrecht P, Irving G, Rice F. Multimodal analgesia for
chronic pain: rationale and future directions. Pain Med.
2009;10(S2):S5%6.

Neurologic

Dondét pr esq(
analgesics as lorgrm
therapy to treat chronic
non-cancer pain until
the risks are considere(
and discussed with the
patient.

American Society of
Anesthesiologistain
Medicine

Patients should be informed of the risks of su
treatment, including the potential for addictio
Physicians and patients should review and s|
a written agreement that identifies the
responsibilities of each party (e.g., urine drug
testing) and the consequences of-non
compliance with the agreement. Physicians
should be cautious in coprescribing opioids ¢
benzodiazepines. Physicians should ptigvaty
evaluate and treat, if indicated, the nearly
universal side effects of constipation and low
testosterone or estrogen.

Manchikanti L, Abdi S, Atluri S, Balog CC, Benyamin RM, Boswell
MV, Brown KR, Bruel BM, Bryce DA, Burks PA, Burton AW,
Calodney AK,Caraway DL, Cash KA, Christo PJ, Damron KS, Dat
S, Deer TR, Diwan S, Eriator |, Falco FJ, Fellows B, Geffert S,
Gharibo CG, Glaser SE, Grider JS, Hameed H, Hameed M, Hansg
Harned ME, Hayek SM, Helm S 2nd, Hirsch JA, Janata JW, Kaye
Kaye AM, Kloth DS, Koyyalagunta D, Lee M, Malla Y, Manchikanti
KN, McManus CD, Pampati V, Parr AT, Pasupuleti R, Patel VB,
Sehgal N, Silverman SM, Singh V, Smith HS, Snook LT, Solanki [
Tracy DH, Vallejo R, Wargo BW; American Society of Intervention
Pain PhysiciansAmerican Society of Interventional Pain Physicians
(ASIPP) guidelines for responsible opioid prescribing in chronie ng
cancer painpart 2 guidance. Paint®/sician. 2012 July;15:S67116.
Atluri S, Akbik H, Sudarshan G. Prevention of opioid abuse inrdhrg
noncancer pain: an algorithmic, evidence based approach. Pain
Physician. 2012 Jul;15:ES17&9.

Colameco S, Coren JS, Ciervo CA. Continuous opioid treatment fq
chronic noncancer pain: a time for moderation in prescribing. Post
Med.2009;121(4):616.

Kahan M, Srivastava A, Wilson L, Gourlay D, Midmer D. Misuse 0
and dependence on opioids: study of chronic pain patients. Can F
Physician. 2006;52(9):108T.

Warner EA. Opioids for the treatment of chronic noncancer pain. A
Med. 2012;125(12):115%1.

Expert
consensus

Neurologic

Donét pr esd¢
for treatment of chronic
or acute pain for
workers who perform
safetysensitive jobs
such as operating motc
vehicles, forklifts,
cranesor other heavy
equipment.

The use of both strong and weak opioids has
been consistently associated with increased
of motor vehicle crashes as opioids produce
sedation and hinder or impair higher cognitiv
function. Evidence suggests higher riskiwit
acute opioid use, but risk remains elevated
throughout treatment with any opioid and
reverses on cessation. Workers who operate
motor vehicles/heavy equipment should be
precluded from performing these or other
safetysensitive job functions while under

treatment with opioids.

Weiss MS, Bowden K, Branco F, et al. Opioids Guideline [Internet
| n: Hegmann K, ed. ACOEMbés Oc
Guidelines. 3rd ed revised. Westminster, CO: Reed Group Ltd.
Forthcoming 2014 March. p. 11.

ACOEM
guideline
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American College of

Occupationaland
Environmental
Medicine
Neurologic Dondt r out il Family history of aneurysmal subarachnoid | Bederson JBet al Recommendations for the management of patief AHA
for brain aneurysmsin| hemor r hage i ncr eas e s|withunruptured intracranial aneurysms: a statement for healthcarg guideline
asymptomatic patients | harboring an aneurysm. Screening patients | professionals from the Stroke Council of the American Heart
without a family or without a family history or without a personal| Association. Circulation 2000, 20(18): 23008.
personal history of history of subarachnoidemorrhage is not
brain aneurysms, indicated.
subarachnoid
hemorrhageor genetic
disorders that may
predispose to aneurysn
formation.
American Assaation
of Neurdogical
SurgeongindCongress
of Neurological
Surgeons
Neurologic Dondét r out i Seizures may complicate the clinical course { Kwan J, Wood E. Antiepileptic drggor the primary and secondary | Cochrane
seizure prophylaxis in | paients who have suffered a stroke. Howeve prevention of seizures after stroke. Cochrane Database of System systematic
patients following there is no evidence that using prophylactic | Reviews 2010, Issue 1. Art. No.: CD005368i: review
ischemic stroke. antiepileptic drugs prevents seizure occurrer] 10.1002/14651858.CD005398.pub2.
For patients who suffer a seizure after a strol
American Assaation seizure treatment may be required.
of Neurological
SurgeonandCongress
of Neurological
Surgeons
Neurologic Dond orderan Utilization of electromyogranstudiesfor TongHC. Specificityof needleelectromyographyor lumbar Expert
electronyogramfor low | diagnosisof low backpainwithoutleg painis radiculopathyin 55- to 79-yr-old subjectswith low backpain and consensus
Orthopedic backpainunlessthere | notsupportedElectromyogranstudieshave sciaticawithout stenosisAm J PhysMed Rehabil 2011

is leg painor sciatica

AmericanAcademyof
PhysicalMedicineand
Rehabilitation

good specificity for the detectionof
lumbosacratadiculopathyin sciaticapatients
whenappropriateelectrodiagnosticriteriaare
used

Mar;90(3):233 8.
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Neurologic Avoid Chronic insomnia is diagnosed by a clinical | SchutteRodin S, Broch L, Buysse D, Dorsey C, Sateia M. Clinical | Expert
polysomnography in evaluation that includes a thorough sleep guideline for the evaluation and management of chronic insomnia| consensus

Psychiatric chronic insomnia history along with a medical, substanaad adults. J Clin SleeMed. 2008;4(5):48504.
patients unless psychiatric history. Some instruments can be Sateia M, Doghramiji K, Hauri P, Morin CM. Evaluation of chronic
symptoms suggest a | helpful at the clinical encountethese include | jnsomna. Skep. 2000;23(2):24308.

CF’mOfbid sleep selt-administered questionnas, sleep Iogs Chesson A Jr, Hartse K, Anderson WM, Davila D, Johnson S, Littr
disorder. completed at homend symptom checklists. | \; wise M, Rafecas J. Practice parameters for the evaluation of
_ Although polysomnography may confirm selfl c\ronic insomnia. An American Academy of Sleep Medicine repor
American Academy of | reported symptoms of chronic insomnia, it dq giandards of Practice Committethe American Academy of Sleep
Sleep Medicia not p_rowde_addltlonal.lnformatu_)n necessary| \jedicine. $eep. 2000:23(2):23%1.
for diagnosis of chr_onl_c insomnia. Howeve_rz Reite M, Buysse D, Reynolds C, Mendelson W. The use of
polysomnography isdicated in some specifig polysomnography in the evaluation of insomnia. SI&§95;18(1):58
circumstancedor examplewhen sleep apnea 70 ' ' '
or sleeprelated movement disorders are '
suspected, the initial diagnosis is uncertain,
behavioral or pharmacologic treatment fails,
sudden arousals occur with violent or injurio
behavior.

Neurologic Dondt wuse Restlessegssyndrome is a neurologic disord¢ Kushida CA, Littner MR, Morgenthaler T, Alessi CA, Bailey D, Expert
polysomnography to | that can be diagnosed basedoa p at i | Coleman JJr, Friedman L, Hirshkowitz M, Kapen S, Kramer M; Le consensus
diagnose restless legs | description of symptoms and additional clinicc Chiong T, Loube DL, Owens J, Pancer JP, Wise M. Practice
syndrome, except rarel] history. Polysomnography generally does no| parameters for #hindications for polysomnography and related
when the clinical provide additional information necessary to | procedures: an update for 20@eep. 2005;28(4):49921.
history is ambiguous |make t he diagnosi s. | American Academy of Sleep Medicine. International classification
and documentation of | history for RLS is ambiguous, PSG to assess S|eep disorders, 3rd ed. Darielh,:IAmerican Academy of S|eep
periodic leg movementy for periodic leg nmvements may be useful to | Medicine; 2014.
is necessary. help confirm an RLS diagnosis.

American Academy of
Sleep Medicine

Neurologic Dondét do n ¢ Fordiagnosis of a pinéd nerve in the neck ol Dilingham TR, Lauder TD, Andary M, Kumar S, Pezzin LE, Steph( Expert

conduction studies back, nerve conduction studies alone cannot| RT, Shannon S. Identifying tobrosacral radiculopathies: an optimal| consensus

without also doing a
needleEMG for testing
for radiculopathy, a
pinched nerve in the
neck or back.

make the diagnosis. Needle EMG is necessg
to identify and characterize the disease proci

electromyographic screen. Am J Phys Med R&ha000;79(6):496
503.

Dillingham TR, Lauder TD, Andary M, Kumar S, Pezzin LE, Steph
RT, Shannon S. Identification of cervical radiculopathies: optimizin
the electromggraphic screen. Am J Phys Med Rehabil. 2001;80(2
91.

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

66




American Association
of Neuromuscular &
Electrodiagnostic
Medicine

Neurologic Do n 6 tnMRBIscara | Because the vast majority of people with England, JD Gronseth GS, Franklin G, Carter GT, Kinsella LJ, Coll American
of the spine or brain for| peripheral neuropathy (also called JA, Asbury AK, Szigeti K, Lupski JR, Latov N, Lewis RA, Low PA,| Academy of
patients with only polyneuropathy) have the longest nerves of t Fisher MA, Herrmann DN, HowardF Jr, Lauria G, Miller RG, Neurology
peripheral neuropathy | body primarily affected (mostly in the toes ar| Polydefkis M, Sumner AJ; American Academy of Neurology. Pract guidelines
(without signs or feet but sometimes also ingthands), there is| Parameter: evaluation of distal symmetric polyneuropathy: role of
symptoms suggesting g essentially no justification for MRI of the brail laboratory and genetic testing (an evidebesed review). Report of
brain or spine disorder)| or spine in these cases. the American Academy of Nealogy, American Association of

Neuromuscular and Electrodiagnostic Medicine, and American
American Assaation Academy of Physical Medicine and Rehabilitation. Neurology.
of Neuromusculaand 2009;72(2):1832.
Electrodiagnostic
Medicine

Neurologic Dondt wyteireor || With rare exceptions, phenytoin is ineffective| Goldberg MJ, Spector R, Miller G. Phenobarbitaproves survival in| Expert
fosphenytoin to treat | for convulsions caused by drug or diwation theophyllineintoxicated rabbits. J Toxicolli@ Toxicol. consensus

Emergency seizures caused by dru toxicity. Phenytoin has been demonstrated tq¢ 1986;24(3):20811.

medicine toxicity or drug be ineffective for the treatment of isoniazid

withdrawal.

American College of
Medical Toxicology anc
The American Academ|
of Clinical Toxicology

induced seizures and withdrawal seizures an
may potentially be harmful when used to treg
seizures induced by theophylline or cyclic
antidepressants. FirBhe treatment of toxin
induced seizures and withdrawal seizures is
benzodiazepines, followed by additional
medications that act through agonism atdhe
aminobutyric acidA receptor, such as
barbiturates.

Blake KV, Massey KL, Hendeles L, Nickerson D, Neims A. Relativ
efficacy of phenytoin and phenobarbital for the prevention of
theophyllineinduced seizures imice. Ann Emeg Med. 1988
Oct;17(10):10248.

Miller J, Robinson A, Percy AK. Acute isoniazid poisoning in
childhood. Am J Dis Child. 980 Mar;134(3):2902.

Saad SF, eMasry AM, Scott PM. Influence of certain anticonvulsar
on the concentration of gamrpaminobutyric acid in the cerebral
hemispheres of mice. Eur hidmacol 1972 Mar;17(3):3862.
Okamoto M, Rosenberg HC, Boisse NR. Evaluation of anticonvuls
in barbiturate withdrawal. J PharmacolgEkher. 1977
Aug;202(2):47989.

Chance JF. Emergency depment treatment of alcohol withdrawal
seizures with phenytoin. AnEmerg Med. 1991 May;20:52P.
Sharma AN, Hoffman RJ. Toxirelated seizures. Emerg Med Clin
North Am. 2011 Feb;29(1):1239.

Hung OL, Shih RD. Antiepileptic drugs: the old and the neweim

Med Clin North Am. 2011 Feb;29(1):1480
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Topic area(s) Recommendation Rationale andcomments References Source
Obstetric Dondt s cihe ( Delivery prior to 39 weeks 0 days has been | Main E, et al. Elimination of nonmedically indicated (elective) California
medicallyindicated shown to be associated with an increased rig deliveries before 39 weeks gestational age. California Maternal QU Department of
(elective) inductions of | of learning disabilities and a potential increag Care Collaborative Toolkit to Transform Maternity Care. Develope( Public Health
labor or cesarean in morbidity and mortality. There are clear | under contract #085012 with the California Deparent of Public
deliveries before 39 medical indications for delivery prior to 39 Health; Maternal, Child and Adolescent Health Division. First editid
weeks0 days weeks and 0 days based on maternal and/or| published by March of Dimes, July 2010.
gestational age. fetal conditions. A mature fetal lung test, in tH
absence of appropriate clinical criteria, is not
American Academy of | an indication for delivery
Family Physicians
American College of
Obstetricians and
Gynecologists
Obstetric Avoid elective, non Ideally, labor should start on its own initiative American Academy of Pediatrics, American @gk of Obstetricians | AAP/ACOG
medicallyindicated whenever possible. Higher cesarean delivery and Gynecologists. Guidelines for Perinatal Care. 6th ed. Elk Gro\ guidelines,
inductions of labor rates reult from inductions of labor when the | Village, Ill.: AAP; Washington, DC: ACOG; 2007. Cochrane
between 39 weeks 0 | cervix is unfavorable. Health care clinicians | american College of Obstetricians and Gynecologists. Induction of Database of
days and 41 weeks 0 | should discuss the risks and benefits with the |apor. Practice bulletin @. 107. Obstet Gynecd?009;114:38697. Systematic
days unless the cervix | patients before considering inductions of lab Gulmezoalu AM. et al. Inducti f labour for i in birth reviews
is deemed favorable. | without medical indications. uimezogiu ; €t al. Tnduction of fabour for Improving bir
outcomes for women at or beyond term. Cochrane Database Syst
American Academy of 2012;(6):CD004945.
Family Physicians
American College of
Obstetricians and
Gynecologists
Obstetric Dond performroutine | Thepredictiveability of cervicallength lamsJD, GoldenberdrL, Meis PJ MercerBM, MoawadA, DasA, Prospective

cervicallength
screenindgor preterm
birth risk assessmeri
asymptomatiavomen
beforel6 weeksof
gestatioror beyond24
weeksof gestation

Societyfor Maternat
Fetal Medicine

measuremernrior to 16 weeksof gestationfor
pretermbirth risk assessmetis limited. It
shouldbe performed whenindicated between
16 and24 weeksof gestationRoutinecervical
lengthscreenindgor pretermbirth risk
assessmeirih asymptomatievomenbeyond24
weeksof gestatiorhasnotbeenprovento be
effective

ThomE, McNellis D, CopperRL, JohnsorF, RobertsIM. Thelength
of the cervix andtherisk of spontaneouprematuredelivery. National
Instituteof Child HealthandHumanDevelopmenMaternalFetal
MedicineUnit Network N EnglJ Med. 1996Feb29;334(9):56772.

ConoscentG, Meir YJ, D&ttavio G, RusticoMA, PinzanoR,
FischerTamaroL, StampalijaT, NataleR, MasoG, MandruzzatdG.
Doescervicallengthat 13i 15 week®$gestatiompredictpreterm
deliveryin anunselecteghopulatior? UltrasoundObstetGynecol
2003Fel321(2):12834.

Ozdemirl, DemirciF, Yucel O, ErkorkmazU. Ultrasonographic

cohortstudies
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cervicallengthmeasuremerdt 10-14 and20-24 weeksgestatiorand
therisk of pretermdelivery. Eur J ObstetGynecolReprodBiol. 2007
Fely130(2):1769.

BerghellaV, TalucciM, DesaiA. Doestransvaginasonographic
measurementf cervicallengthbefore14 weekspredictpreterm
deliveryin high-risk pregnanciegUIltrasoundObsteé Gynecol 2003
Febh21(2):1404.

Obstetric Dond performantenatal| Monitoring of glucoselevelsandmaintaining | RosensteiMG, ChengYW, SnowdenIM, NicholsonJM, DossAE, Retospective
testingonwomenwith | adequatglycemiccontrolfor gestational CaugheyAB. Therisk of stillbirth andinfant deathstratifiedby cohortstudy
thediagnosiof diabetesareparamounto decreasing@dverse | gestationahgein womenwith gestationatiabetesAm J Obstet
gestationatiabetes outcomesincludingstillbirth. If nutritional Gynecol 2012;206:30®1-7.
who arewell controlled | modificationandglucosemonitoringalone
by dietaloneand controlmaternalglycemicstatussuchthat
without other pharmacologicatherapyis notrequired the
indicationsfor testing risk of stillbirth dueto uteroplacental

insufficiencyis notincreasedThus the useof
Societyfor Maternd- routineantepartumesting(e.g., biophysical
Fetal Medicine profile or nonstresses) in the absencef other
comorbiditiesis notindicated

Obstetric Dond placewomen Thereareno studiesdocumentingan Societyfor MaternatFetalMedicine(SMFM), HabebelE, Sciscione | SMFM
eventhoseat high-risk, | improvemenin outcomesn womenatrisk for | A. SMFM ConsultActivity Restrictionin PregnancyContempOb guideline
on activity restrictionto | pretermbirth who areplacedon activity Gyn. 2014
preventpretermbirth. restriction includingbedrest Thereare

multiple studiesdocumentinguntowardeffects
Societyfor Maternal of routineactivity restrictionon the motherand
Fetal Medicine family, including negativepsychosociakffects
Therefore activity restrictionshauld notbe
routinely prescribedasatreatmento reduce
pretermbirth.

Obstetric Dondét pr omq The rate of induction in the United States Non-medically indicated induction and augmentation of labor. J Off Cochrane
inducion or (23.4% of all births) has more than doubled | Gynecol Neonatal Nurs. 2014 S€gt43(5):67881. Database of
augmentation of labor | since 1990. The increase is not thought to be Co : Systematic
and don6t i attributable to a similar rise in medical Bugg GJ, Siddiqui F, Thornton JG. Oxytocin versus no treatment ¢ reviews

augment labor without
a medical indication;
spontaneous labor is
safest for woman and
infant, with benefits
that improve safety anc

promote shortand

conditions in pregnancy that warrant inductio
of labor.

Researcharhave demonstrated that inductior
of labor for any reason increases the risk for
number of complications for women and
infants. Induced labor results in more

delayed treatment for slow progress in the fi stage of spontaneous
labour. Cochrane Database Syst Rev. 2013 Jun 23;6:CD007123.

Goer H, Roman A, Sakala A. Childbirth Connectidtaginal or
cesarean birth: What is at stake for women and babies? New York
(NY): Childbirth Connection; 2012. 52 p. Available from:
http://transform.childbirthconnection.org/repgcesarean/

I nstitute for Saf e Medi c-aldrti on
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http://transform.childbirthconnection.org/reports/cesarean/

long-term maternal and
infant health.

American Academgf
Nursing

postpartum hemorrhage than spontaneous
labor, which increases the risk for blood
transfusion, fisterectomy, placenta
implantation abnormalities in future
pregnancies, a longer hospital stay, and mor
hospital readmissions. Induction of labor is &
associated with a significantly higher risk of
cesarean birth. For infants, a number of
negative heah effects are associated with
induction, including increased fetal stress ani
respiratory illness.

Research on the rigk-benefit ratio of elective
augmentation of labor is limited. However,
many of the risks associated with elective
induction may extethto augmentation. In a
recent systematic review, the authors found 1
women with slow progress in the first stage ¢
spontaneous labor who underwent
augmentation with exogenous oxytocin,
compared with women who did not receive
oxytocin, had similar rateof cesarean. Such
results call into question a primary rationale f{
labor augmentation, which is the reduction of
cesarean surgery.

In addition to the serious health problems
associated with nédmedically indicated
induction of labor, hospitals, insusg
providers, and women must consider a numk
of financial implications associated with the
practice. In the United States, the average c(
of an uncomplicated cesarean birth is 68%
higher than the cost of an uncomplicated
vaginal birth. Further, womewho deliver
vaginally have shorter hospital stays, fewer
hospital readmissions, faster recoveries, and
fewer infections than those who have
cesareans.

medications. ISMP Medication Safety Alert. 2007;5(8)JAvailable
from:
http://www.ignp.org/Newsletters/nursing/Issues/NurseAdviseERR?

708.pdf

Martin JA, Hamilton BE, Ventura SJ, Osterman MJ, Wilson EC,
Mathews TJ. Births: final data for 2010. Natl Vital Stat Rep. 2012 4
28;61(1):x72.

Moore J, Low LK. Factors that influence the gree of elective
induction of labor: what does the evidence tell us? J Perinat Neon
Nurs. 2012 Jubep;26(3):2450.

Moore JE, Low LK, Titler MG, Dalton VK, Sampselle CM. Moving
toward patenct ent ered: womenbs deci s
experiencesfahe induction of labor process. Birth. 2014
Jun;41(2):13846.

Zhang J, Troendle J, Reddy UM, Laughon SK, Branch DW, Burkm
R, Landy HJ, Hibbard JU, Haberman S, Ramirez MM, Bailit JL, HG
MK, Gregory KD, Gonzalefuintero VH, Kominiarek M, Learman
LA, Hatjis CG, van Veldhuisen P; Consortium on Safe Labor.
Contemporary cesarean delivery practice in the United States. Am
Obstet Gynecol. 2010 Oct; 203(4), 326.826.e10.

Obstetric

Dond performprenatal
ultrasound for non

Prenatalltrasoundsreanintegralpartof a

womarés prenatalcare While obstetric

ACOG CommitteeOpinion Number297, August2004.Nonmedical

useof obstetricultrasonographyACOG Committeeon Ethics Obstet

Expert
consensus
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http://www.ismp.org/Newsletters/nursing/Issues/NurseAdviseERR200708.pdf
http://www.ismp.org/Newsletters/nursing/Issues/NurseAdviseERR200708.pdf

medicalpurposesfor
example solelyto
createkeepsakerideos
or photographs

ACOG

ultrasounchasanexcellentsafetyrecord the
U.S. FoodandDrug Administrationconsiders
keepsakémagingasanunapprovediseof a
medicaldevice The Americaninstituteof
Ultrasoundin Medicinealsodiscourageshe
non-medicaluseof ultrasoundor
entertainmenpurposesKeepsakailtrasounds
arenot medicaltestsandshoud notreplacea
clinically performedsonogram

Gynecol 2004Aug;104(2):4234.

U.S. FoodandDrug Administration Fetalkeepsakerideos Available
at

http://www.fda.govmedicaldevice/SafetyAlertsandNoticef atientAl
ertducmN64756htm. RetrievedDecembe®, 2015.

AbramowiczJS BarnettSB; ISUOG, WFUMB. The safeuseof nor
medicalultrasound a summaryof the proceeding®f thejoint safety
symposiunmof ISUOG andWFUMB. UltrasoundObstetGynecol
2009May;33(5):61720.

Americaninstituteof Ultrasoundin Medicine Prudentusein
pregnancyLaurel(MD): AIUM; 2012.Availableat
http://www.aiumorg/officialstatement83. RetrievedDecembe®,
2015.

ChervenalFA, McCulloughLB. An ethicalcritique of boutiquefetal
imaging a casefor the medicalizatiorof fetalimaging Am J Obstet
Gynecol 2005;192(1):313.

Obstetric

Dond routinely
recommendctivity
restrictionor bedrest
duringpregnancyfor
anyindication

ACOG

Bedrestor activity restrictionhasbeen
commonlyrecommendedbr a variety of
conditionsin pregnancyncluding multiple
gestationintrauterinegrowthrestriction
pretermlabor, prematureuptureof
membranesvaginalbleeding andhypertensive
disordersn pregnancyHowever information
to datedoesnot showanimprovemenin birth
outcomewith the useof bedrestor activity
restriction butdoesshowanincreasen lossof
muscleconditioningandthromboembolic
disease

McCall CA, GrimesDA, Lyerly AD. Thrapeutio bedrestin
pregnancyunethicalandunsupportedby data ObstetGynecol
2013;121:13068.

Fox NS, GelberSE, Kalish RB, ChaserST. Therecommendatioffor
bedrestin thesettingof arrestecpretermlaborandprematureupture
of membranesAm J ObstetGynecol 2009;200:16%1i 165£6.

GrobmanWA, Gilbert SA, lamsJD, SpongCY, SaadeG, MercerBM,
etal. Activity restrictionamongwomenwith a shortcervix. Eunice
KennedyShriverNationallnstituteof Child HealthandHuman
Developmen{NICHD) MaternatFetalMedicineUnits (MFMU)
Network ObstetGynecol 2013;121:118i16.

Maloni JA. Lack of evidencefor prescriptionof antepartunbedrest
ExpertRevObstetGynecol 2011;6:38593.

BrennanMC, MooreLE. Pulmonaryembolismandamnioticfluid
embolismin pregnancyObstetGynecolClin North Am. 2013;40:27
35.

PromislowJH, HertzPicciottol, SchramnM, Watt-MorseM,
Andersonl]J Bedrestandotherdeterminant®f bonelossduring
pregnancyAm J ObstetGynecol 2004;191:107i783.

MerriamAA, ChichesteM, PateIlN, HoffmanMK . Bedrestand

Cochrane
review
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http://www.fda.gov/medicaldevices/Safety/AlertsandNotices/PatientAlerts/ucm064756.htm
http://www.fda.gov/medicaldevices/Safety/AlertsandNotices/PatientAlerts/ucm064756.htm
http://www.aium.org/officialstatements/33

gestationatiabetesmorereasongo getout of bedin the morning
[abstracdt ObstetGynecol 2014;123¢uppll):70S.

S0saCG, AlthabeF, BelizanJM, BergelE. Bedrestin singleton
pregnancie$or preventingpretermbirth. CochraneDatabasef
Systeméic Reviews2015, Issue3. Art. No.: CD003581.

SciscioneAC. Maternalactivity restrictionandthe preventionof
pretermbirth. Am J ObstetGynecol 2010;202:23217 e5.

Obstetric Dondét of f e NIPT has only been adequately evaluated in| American College of Obstetricians and Gynecologists Committee { Expert
prenatal testing to low | singleton pregnancies at high risk for Genetics. Noninvasive prenatal testing for fetal aneuploidy. Comn consensus
Genetic risk patients or make | chromosomal abnormalities (maternal age >] Opinion No. 545. Obstet Gynecol. 2012 Dec;120(6):1832
irreversible decisions | postive screening, sonographic findings
based on the results of| suggestive of aneuploidy, translocation carrie
this screening test. at increased risk for trisomy 13, 1@ 21, or
prior pregnancy with a trisomy 13, 1& 21).
Society for Maternal Its utility in low-risk pregnancies remains
Fetal Medicine unclear. Fals@ositive and fals-negative
results occur with NIPT, particularly for
trisomy 13 and 18. Any positive NIPT result
should be confirmed with invasive diagnostic
testing prior to a termination of pregnancy. If
NIPT is performed, adequate pretest counse
must be provided texplain the benefits and
limitations.
Obstetric Dond performmaternal | Routineserologicscreeningf pregnant Societyfor MaternatFetalMedicine(SMFM), HughesBL, Gyamfi Expert
serologicstudiesfor womenfor CMV andtoxoplasmosiss not BannermarC. Societyfor MaternatFetalMedicineConsultSeries consensus
Infectious cytomegalovirus recommendedueto poorpredictivevalueof #39: Diagnosisandantenatamanagemendf congeiital
disease (CMV) and thesetestsandpotentialfor harmdueto false cytomegalovirugCMV) infection Am J Obset Gynecol 2016 (n
toxoplasmosisspartof | positiveresults Serologicscreeningluring press.
s | R pr ey e E5E1 | pmeriancolegeot OstetiansndGynecologistsPracice
. Bulletin #151:CytomegalovirusParvovirusB19, varicellazoster and
ultrasounl suspicionof maternalor fetal i | S ObsteiG | 2015Jun125(6): 15160
Societyfor Maternat infection oxoplasmosisn pregnancybstetisyneco un125(6):
L 25.
Fetal Medicine
Obstetric Dond prescribeopioid | In uteroexposurdo opioidscanleadto risks Opioid abusedependenceandaddictionin pregnaicy. ACOG Expert
painmedicationin for theinfant, includingneonatabbstinence committeeopinionnumber524. WashingtonDC): AmericanCollege | consensus
Neurologic pregnancywithoutfully | syndromeandor developmentatieficits of ObstetricianandGynecologists2012May. Available from:

weighingtherisksto
thewomanandher
fetus anddiscussing
theseriskswith the

affectingbehaviorandcognition

Pregnantvomerts useof opioidsdramatically

increasedrom 1.19per1,000hospitalbirthsin

http://www.acogorg/ResourcesAnd-PublicationgCommittee
OpiniongCommitteeon-Health Carefor-Underservesd
WomenOpioid-AbuseDependencandAddiction-in-Pregnancy
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patient

AmericanAcademyof
Nursing

2000to 5.63per1,000hospitalbirthsin 2009.
Prescriptioropioidsareamongthe most
effectivemedicationgor thetreatmenbf pain
However regularor long-term useof opioids
cancreatephysicaldependencandin some
casesaddiction Womenwho areprescribed
or continueto use opioidsduring pregnancy
may not understandherisksto themselvesr
their babies

Pregnantvomenandtheir fetusesarean
inherentlyvulnerablepopulation andopioid
dependencecreasesheir vulnerability.
Womenusingopioidsduring pregnancywere
shownto havehigherratesof depression
anxiety, andchronicmedicalconditions as
well asincreasedisksfor pretermlabor, poor
fetal growth, andstillbirth.

Womenwho usedopioidsduring pregnancy
werefour timesaslikely to havea prolonged
hospitalstay comparedo nonusersand
incurredsignificantly moreperhospitalization
cost

Neonatalbstinencesyndromeoccursin
newbornghatareexposedo substances
typically opioids while in their mother$
wombs In uteroexposurdo thesesubstances
cancausea newbornto experiencevithdrawal
symptomsafterbirth. Symptomsof neonatal
abstinencesyndromevary dependingn the
typeandamountof the substanc¢hatthe
motherused how the motherandfetus
metabolizehedrug, andhow long the mother
usedthedrug Symptomsf neonatal
abstinencesyndromerangefrom blotchy skin
andsneezingto respiratorycomplicationslow
birth weight prematurity feedingdifficulties,
extremeirritability, andseizures

Criminalizationof pregnantvomenwith substanceisedisordersJ
ObstetGynecolNeonatalNurs 2015JanFel 44(1), 1557.

Medicationusein pregnancya public healthconcern Atlanta (GA):
Centerdor DiseaseControlandPrevention 2015Janl16 [cited2016
May 15]. Availablefrom:
http://www.cdc.gov/pregnancimedstreatingfortwdfactshtml.

Opioid painkillerswidely prescribecamongreproductiveagewomen
Atlanta(GA): Centerdor DiseaseControlandPrevention. 2015Jan22
[cited2016May 22]. Availablefrom:
http://www.cdcgovmedidrelease®015p0122pregnancy

opioidshtml.

PatrickSW, SchumacheRE, BenneywortlBD, Krans EE, McAllister
JM, DavisMM. Neonatakbstinencesyndromeandassociatedhealth
careexpendituresUnited States 20002009.JAMA. 2012May
9;307(18):193440.

Addressingprescriptiondrug abuséan the United States current
activitiesandfuture opportunities Washington(DC): Departmenbf
HealthandHumanServices 2013Sep 36p. Volkow ND. Prescription
opioid andheroinuse BethesdgMD): Nationallnstituteon Drug
Abuse 2014Apr.

WhitemanVE, SalemiJL, MogosMF, CainMA, Aliyu MH, Salihu
HM. Maternal opioid drug useduring pregnancyandits impacton
perinatalmorbidity, mortality, andthe costsof medicalcarein the
United StatesJ Pregnancy2014:906723.
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Topic area(s) Recommendation Rationale andcomments References Source
Oncologic Dondt obt ail Duetolack of sensitiytand accuracy in Benson AB 3rd, BekaiSaab T, Chan E, Chen YJ, Choti MA, Coop¢d National
blood work (e.g., detecting early recurrences, current evidencg HS, Engstrom PF, Enzinger PC, RakilG, Fenton MJ, Fuchs CS, Comprehensiv
Gastro- complete blood count, | does not support measurement of complete | Grem JL, Hunt S, Kamel A, Leong LA, Lin E, May KS, Mulcahy MK e Cancer
enterologic liver function tests) blood count or liver function tests for Murphy K, Rohren E, Ryan DP, Saltz L, Sharma S, Shibata D, Ski| Network,
other than a surveillance following colorectal cancer JM, Small W Jr, Sofocleous CT, Venook AP, Willett CG, Gregory | ACS,
carcinoembryonic treatment. Although evidence is not KM, FreedmarCass DA; National Comphensive Cancer Network. | American
antigen level during unequivocal, surveillance regimetist include| Localized colon cancer, version 3.2013: featured updates to the N| Society of
surveillance for serial carcinoembryonic antigen testing have| Guidelines. J Natl Compr Canc Netw. 2013 May 1;11(5):889 Clinical
colorectal cancer. been associated with improved survival. El-Shami K, Oeffinger KC, Erb NL, Willis A, Bretsch JK, Pratt ;)ur;ggll?nggs
Society of Surgical b di the st ¢ tastai Chapman ML, Cannady RS, Wong SL, RosBa},bOL_lr AL, Stein KD,
oneolo epending on the stage or nonmetastatic Sharpe KB, Brooks DD, Cowerfdlvarado RL. American Cancer
ay disease, accepted components for colorectal gqciety colorectal cancer survivorship care guidelines. CA Cancer,
cancer survelllaqce mclud_e.a combination of| ¢jin. 2015:65(6):4285.
history and physical examitian;
Carcinoembryonic antigen; CT of the chest, Meyerhardt JA, Mangu PB, Flynn PJ, Korde L, Loprinzi CL, Minsk
abdomen, and pelvis; and colonoscopy at BD, Petrelli NJ, Ran K, Schrag DH, Wong SL, Benson AB 3rd;
variable intervals depending on stage and rig American Society of Clinical Oncology. Folleup care, surveillance
of recurrent disease. protocol, and secondary prevention measures for survivors of
colorectal cancer: American Society of Clinical Oncology clinical
practice guidelin@ndorsement. J Clin Oncol. 2013 Dec
10;31(35):4465/70.
Oncologic Dondét per f (Paptesting of the top of the vagina in womel Salani R, Backes FJ, Fung MF, Holschneider CH, Parker LP, Bris{ Society of
for surveillance of treated for endometrial cancer does not RE, Goff BA. Posttreatment surveillance and diagnosis of recurrer] Gynecologic
Gynecologic women with a history | improve detection of local recurrence. False | in women with gynecologic malignancies: Society of Gynecologic | Oncology
of endometrial carer. | positive Pap smears in this group can lead tq Oncologists recommendations. Am J Obstet @phe2011;24:466 guideline

Society of Gynecologic
Oncology

unnecessary procedures such as colpgscop
and biopsy.

78.

Salani R, Nagel Cl, Drennen E, Bristow RE. Recurrence patterns g
surveillance for patients with early stage endometrial cafgrecol
Oncol. 2011;123:205.

Bristow RE, Purinton SC, Santillan A, Did#ontes TP, Gardner GJ,
Giuntoli RL II. Costeffectiveness of routine vaginal cytology for
endometrial cancer surveillance. Gynecol Oncol. 2006;1031309
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Oncologic Dondt per f {Colposcopy forlowgrade abnormalities in thi§ Rimel BJ, Ferd A, Erwin J, Dewdney SB, Seamon L, Gao F, Expert
colposcopy in patients | group does not detect recurrence unless thel DeSimone C, Cotney KK, Huh W, Massad LS. Cervicovaginal consensus
Gynecologic treated for cervical a visible lesion and is not cost effective. cytology in the detection of recurrence after cervical cancer treatm
cancemwith Pap tests of Obstet Gynecol. 2011;118:543.
low-grade squamous Tergas A HL, Guntupalli SR, Huh WK, Massad LS, FaélN, Rimel
intraepithelial lesion or BJ. A cost analysis of colposcopy following abnormal cytology in
less. posttreatment surveillance for cervical cancer. Gynecol Oncol. 20]
Society of Gynecologic
Oncology
Oncologic Dond routinely Studiesindicatethatannualmammogramsire | KhatcheressiadL. Breastcancerfollow-up andmanagemerafter Cochrane
recommendollow-up theappropriatdrequencyfor surveillanceof primarytreatmentan AmericanSocietyof Clinical OncologyClinical | Databasef
Wo me n 6 s | mammogramsnore breastcancerpatientswho havehadbreast PracticeGuidelineUpdate J Clin Oncol 2013Mar 1;31(7):9615. Systematic
Health oftenthananrually for | conservingsurgeryandradiationtherapywith GrunfeldE. Cancerpracticeguidelinesfor the careandtreatmenof Reviews
womenwho havehad no clearadvantageo shorterintervalimaging breastcancerfo”ow_up aftertreatmentor breas[cancer(summarwf American
radiotherapyollowing | Patientsshouldwait 6-12 monthsafterthe the2005updatg. CMAJ. 2005May 10:172(10):131820. Societyof
breastconserving completionof radiationtherapyto begintheir GradishaiWJ. NCCN Clinical PracticeGuideinesin Oncology Breast Clinical
surgery annualmammogransurveillance CancerVersion3.2014. Oncology
Suspicioudindings on physicalexaminatioror RoiasMP. Follow-up strategied treatedwith earlvb t guideline
AmericanSocietyfor surveillancamagingmight warranta shorter ojashir”. Follow-up strategie orwomen.reae 'th earlybreas
RadiationOncology interval betweermammograms cancer CochraneDatabas&ystRev. 2005,1CD091768.
McNaul D, DarkeM, GargM, DaleP. An evaluationof post
lumpectomyrecurrenceates is follow-up every6 monthsfor 2 years
neede@J SurgOncol 2013;107(6):597601.
Topic area(s) | Recommendation Rationale andcomments References Source
Ophthal- Dondét or de 1 Adenoviral conjunctivitis and bacterial American Academy oDphthalmology. Conjunctivitis preferred Cochrane
mologic for adenoviral conjunctivitis are different forms of infection | practicepattern. 2011. http Www.aao.org/ppp Database fo
conjunctivitis. that can be diagnosed by the ophthalmologis sheikh A, et al. Antibiotics versus placebo for acute bacterial Systematic
Infectious by clinical signs and symptoms, and if neede| conjunctivitis. Cochrane Database Syst Rev. 2006;(2):CD001211.| Reviews
disease American Academy of | by cultures. Antibiotics are of use for patients

Ophthalmology

with bacterial conjunctivitis, particularly with
moderate to severe bacterial conjunctivitis.
However, they are not useful for adenoviral
conjunctivitis and the overusg antibiotics can
l ead to the emergenc
respond readily to available treatments. In
cases of diagnostic uncertainty, patients may
followed closely to see if their condition
resolves on its own or if further treatment is

required.
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Ophthal- Dondt per f {Formany,preoperative tests are not necess{ Schein OD, et al. The value of routine preoperative medical testing Cochrane
mologic preoperative medical | and add costs becausge surgeries are not before cataract surgery. N Engl J Med. 2000;3421%8 Database of
testsforeyesurgery |l engthy and dondt po|keaylL, etal Routine preoperative medical testing for cataract | Systematic
Surgical unless there are specifi electrocardiograrshould be ordered if patient| gyrgery. Cochrane &abase Syst Rev. 2009;(2):CD007293. Reviews
medicalindications. have heart disease. A blood glucose test shd . . o .
be ordered if patients have diabetes. A Bartley QB, etal. Prepperatlve medical examinations for patients
; : ; . dergoing ophthalmic surgery. Am J Ophthalmol. 1991;1127725
American Academy of | potassium test should be ordered if patients un g. g9op o .g y ) P o o
Ophthalmology on diurdics. In general, patients scheduled fg |masogie N, et al. Elimination c_>f routine testing in patients undergc
surgery do not need medical tests unless the cataract surgg allows substantial savings in laboratory costs. A bri
history or physical examinatidindicates the report. Can J Anesth. 2003;50:286
need for a test(g., like the existence of Bass EB, et al. Do ophthalmologists, anesthesiologists and interni
conditions noted above, heart disease, diabg agree about preoperative testing in health patients undergoing cat
use of diuretics, etg.Institutional policies surgery? Arch Ophialmol. 1995;113:12486.
should consider these issues.
Ophthal- Dondt put Low Afarsightedngmso/Donahue SP. How often are speq(Expert
mologic asymptomatic children | children. Children can easily focus to see at | preschool children? J AAPOS. 2004,8:224 consensus
in weak reading glasse| near, with their large accommodative reserve
Pediatric If the reading glasses prescription is low (les;
American Association | than +2.00 diopters), their innate ability to
for Pediatric focus can be used to see clearly at both distg
Ophthalmology and and near. Iftte eyes are not crossed,
Strabismus prescription of weak glasses is generally not
necessary.
Ophthal- Annualcomprehensive | Early childhood vision screening done as pat AAO/AAP/AAPOS/AACO. Eye examination in infants, children, an| American
mologic eye exams are of routine wellchild care accurately idefies | youngadults by pediatricians. MayR7. Pediatrics. 2007;120:683 | Acadeny of
Pediatric unnecessary for most children with significant eye problems | AaA0/AAP/AAPOS. Vision screening for infants and children: a joirl Ophthat
children who pass that are otherwise asymptomatic. Annual | statement of the American Association for Pediatric Ophthalmolog] MOIOgYAAP/
Preventive routine vision screening comprehensive eye examinations increase | and Strabismus and the American Academy of Ophthalmology.2q American
medicine assessments. financial costs, a c| available from: Association
_ | and parental time away from work, with N0 | hitp://\www.aapos.org//client_data/files/2011/337_visionscreeningfq for Pediatric
American Association | evidence that the comprehensive exatedts | fantsandchildren2011df. Ophthalmolog
for Pediatric asymptomatic vision problems better than AAPOS vision screeninarecommendations. Available from: y and
Ophthalmology and timely, methodical and recurrent screening htto:// //gl' ¢ data/fil /20'13/595 | Strabismus
Strabismus efforts. Comprehensive eye exams are p-IIwww.aapos.orgiiclient_cata/tiies —aapos_visscreen guideline
appropriate for children who do not pass a
vision screening.
Ophthal- Dondt r out il Many peope with double vision, or diplopia, | Lee MS. Diplopia: diagnosis and management. American Academ Expert
mologic imaging for all patients | want aCT scan oMRI to see if it is caused by Ophthalmology Focal points module. 2007:12. consensus

with double vision.

American Association

a brain tumor or other serious problem. Muct
of the time, following a comprehensive eye

evaluation, neither test is necessary. The mc
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for Pediatric

common causes of double vision agfractive

Ophthalmology and error, dry eyes, cataract and regurologic eye
Strabismus misalignmentall readily diagnosed by a
complete exam. Only a minority of cases of
diplopia result from problems within the brain
Topic area(s) Recommendation Rationale andcomments References Source
Orthopedic Don't perform imaging | Imaging of the lumbar spine befosix weeks | Agency for Health Care Policy and Research Agency for
for low back pain does not improve outcomes, but does increal cochraneDatabase of Systematic Reviews Health Care
within the first six costs.Low back pain is the fifth most commor Policy and
weeks unless red flags| reason for all physician visits. Resarch,
are present. Cochrane
Database of
NOTE: Red flag Systematic
include, but are not Reviews
limited to, severe or
progressive neurologic
deficits or when serious
underlying conditions
such as osteomyelitis
are suspected.
American Academy of
Family Physicians
American College of
Physicians
Orthopedic Dondét use (Bothglucosamine and chondroitin sulfate do| American Academy of Orthopaedic Surgeons. Clinical Practice RCTs

and chondroitin to treat]
patients with
symptomatic
osteoarthritis of the
knee.

American Academy of
Orthopaedic Surgeons

not provide relief for patients with symptomat
osteoarthritis of the knee.

Guideline on the Treatment of Osteoarthritis of the Knee {Non
Arthroplasty). Rosemont (IL): American Academy of Orthopaedic
Surgeons, 2008 Dec. Available from:
http://www.aaos.org/resear/guidelines/OAKguideline.pdf.

Altman RD, Marcussen KC. Effects of a ginger extract on knee pa
patients with osteoarthritis. Artitis Rheum. 2001;44(11):253.

Bourgeois P, Chales G, DehdisDelcambre B, Kuntz JL, Rozenberg
S. Efficacy and tolerability of chondroitin sulfate 120@/day versus
chondroitin sulfate 3 x 400 mg/day versus placebo. Osteoarthritis
Cartilage. 1998;6 Suppl A:280.

Bucsi L, Poor G. Efficacy and tolerability of orgiondroitin sulfate as
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a symptomatic slovacting drug for osteoarthritis (SYSADOA) in the
treatment of knee osteoarthritis. Osteoarth@istilage. 1998;6 Suppl
A:31-6.

Cibere J, Kopec JA, Thorne A, Singer J, Canvin J, Robinson DB, f
J, Hong P, Grari, Esdaile JM. Randomized, douttlénd, placebe
controlled glucosamine discontinuation trial in knee osteoarthritis.
Arthritis Rheum. 2004;51(5):7385.

Clegg DO, Reda DJ, Harris CL,
Bradley JD, Bingham CO, Weisman MH, Baon CG, Lane NE, Cusl
JJ, Moreland LW, Schumacher HR, Oddis CV, Wolfe F, Molitor JA
Yocum DE, Schnitzer TJ, Furst DE, Sawitzke AD, Shi H, Brandt K
Moskowitz RW, Williams HJ. Glucosamine, chondroitin sulfate, an
the two in combination for painful kneesteoarthritis. N Bgl J Med.
2006;354(8):7908.

Das A, Hammad TA. Efficacy of a combination of FCHG49
glucosamine hydrochloride, TRH122 low molecular weight sodium
chondroitin sulfate and manganese ascorbate in the management
knee osteoarthritis. Gmbarthritis Cartilage. 2000;8(5):3468.

Giordano N, Fioravanti A, Papakostas P, Montella A, Giorgi G, Nu
R. The efficacy and tolerability of glucosamine sulfate in the treatn
of knee osteoatrthritis: a randomized, dotltlied, placebecontrolled
trial. Curr TherRes Clin Exper. 2009;70:18%5.

Houpt JB, McMillan R, Wein C, Pag&ellio SD. Effect of
glucosamine hydrochloride in the treatment of pain of osteoarthriti
the knee. Rheumatol. 1999;26(11):2423.

Hughes R, Carr A. A randomized, doutlind, placebecontrolled
trial of glucosamine sulphate as an analgesic in osteoarthritis of th
knee. fheumatology. 2002;41(3):2734.

Kahan A, Uebelhart D, De Vathaire F, Delmas PD, Reginster JY.
Long-term effects of chondroitins 4 and 6 sulfate on knee
osteoarthritis: the study on osteoarthritis progression prevention; g
year, randomized, doubldind, placebecontrolled trial. Arthitis
Rheum. 2009;60(2):5233.

Mazieres B, Combe B, Phan VA, Tondut J, Grynfeltt M. Chondroit
sulfate in osteoarthis of the knee: a prospective, double blind,
placebo controlled multicenter clinical studyRheumatol.
2001;28(1):17381.

Mazieres B, Hucher M, Zaim M, Garnero P. Effect of chondroitin
sulphate in symptomatic knee osteoarthritis: a multicentre, randop
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doubleblind, placebecontrolled study. An Rheum Dis.
2007;66(5):63HA5.

McAlindon T, Formica M, Lavalley M, Lehmer M, Kabbara K.
Effectiveness of glucosamine for symptoms of knee osteoarthritis:
results from an interndiased randomized douktidind controlled

trial. Am J Med. 2004;117(9):648.

Moller I, Perez M, Monfort J, Benito P, Cuevas J, Perna C, Domer
G, Herrero M, Montell E, Verges J. Effectiveness of chondroitin
sulphate in patients with concomitant knee osteoarthritis and psori
a randomized, doubkblind, placebecontrolled study. Osteoarthritis
Cartilage. 2010 Jun 18;Suppl 1:S3D.

Noack W, Fischer M, Forster KK, Rovati LC, Setnikar |. Glucosam
sulfate in osteoarthritis of the knee. Osteodtith@artilage.
1994;2(1):5159.

Pawlka K Jr., Sedlackova M, Gatterova J, Becvar R, Pavelka K St
Glycosaminoglycan polysulfuric acid (GAGPS) in osteoarthritis of {
knee. OsteoartHis Cartilage. 1995;3(1):183.

Pavelka K, Coste P, Geher P, Krejci G. Efficacy and safety of
piascledine B0 versus chondroitin sulfate in a 6 months treatment
2 months observation in patients with osteoarthritis of the knee. ClI
Rheumatol. 2010;29(6):65E0.

Rai J, Pal SK, Gul A, Senthil R, Singh H. Efficacy of chondroitin
sulfate and glucosamine subah the progression of symptomatic
knee osteoarthritis: a randomized, placebatrolled, double blind

study. Bull Postgrad Inst Med Ed f€handigarh. 2004;38(1):12.

Richmond J, Hunter D, Irrgang J, Jones MH, Levy B, Marx R, SRy
Mackler L, WatterdVC, Haralson RH, Turkelson CM, Wies JL, Boy|
KM, Anderson S, St Andre J, Sluka P, McGowan R; American
Academy of Orthopaedic Surgeons. Treatment of osteoarthritis of
knee (nonarthroplag), JAAOS. 2009;17(9):59600.

Rindone JP, Hiller D, Collacott B ordhaugen N, Arriola G.
Randomized, controlled trial of glucosamine for treating osteoarthr
of the knee. WestMled. 2000;172(2):94.

Samson DJ, Grant MD, Ratko TA, Bonnell CJ, Ziegler KM, Aronsg
N. Treatment of primary and secondary osteoarthoitithe knee.
Rockville (MD): Agency for Healthcare Research and Quali007
Sep 1; Report No. 157.

Tao QW, Xu Y, Jin DE, Yan XP. Clinical efficacy and safety of
Gubitong Recipe in treating osteoarthritis of knee joint. Chimehr
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Med. 2009;15(6):45®1.

Trc T, Bohmova J. Efficacy and tolerance of enzymatic hydrolysed
collagen (EHC) versus glucosamine sulphate (GS) in the treatmen
knee osteoarthritis (®A). Int Orthop. 2011;35:348.

Uebelhart D, Malaise M, Marcolongo R, De Vathaire F, Piperno M
Mailleux E, Fioravanti A, Matoso L, Vignon E. Intermittent treatme
of knee osteoarthritis with oral chondroitin sulfate: a-gear,
randomized, doubtblind, multicenter study versus placebo.
Osteoarthrits Cartilage. 2004;12(4):26865.

Zakeri Z, |1zadiS, Bari Z, Soltani F, Narouie B, GhaseRéad M.
Evaluating the effects of ginger extract on knee pain, stiffness and
difficulty in patients with knee osteoarthritis. J Med Plant Res.
2011;5(15):3372.

Orthopedic

Dondt wuse
insoles to teat patients
with symptomatic
medial compartment
osteoarthritis of the
knee.

American Academy of
Orthopaedic Surgeons

In patients with symptomatic osteoarthritis of
the knee, the use of lateral wedge or neutral
insoles does not improve pain or functional
outcomes. Comparisons between lateral and
neutral heel wedges were investigated, as wi
comparisons between lateral wedged insoles
and lateral wedged insoles with subtalar
strapping. The systematic review concludes
that there is only limited evidence fthre
effectiveness of lateral heel wedges and rela
orthoses. In addition, the possibility exists thi
those who do not use them may experience
fewer symptoms from osteoarthritis of the
knee.

American Academy of Orthopaedic Surgeons. Clinical practice
guideline on the treatment of osteoarthritis of the knee-(hon
arthroplasty). Rosemont (IL): American Academy of Orthopaedic
Surgeons, 2008 Dec. Available from:
http://www.aaos.org/resear/guidelines/OAKguideline.pdf.

Baker K, Goggins J, Xie H, Szumowski Katalley M, Hunter DJ,
Felson DT. A randomized crossover trial of a wedged insole for
treatment of knee osteoarthritis. ArtisiRheum. 2007;56(4):1198
203.

Bennell KL, Bowles KA, Payne C, Cicuttini F, Williamson E, Forbe
A, Hanna F, DavieJuck M, HarrisA, Hinman RS. Lateral wedge
insoles for medial knee osteoarthritis: 12 month randomized claatr
trial. BMJ. 2011;342:d2912.

Brouwer RW, Jakma TS, Verhagen AP, Verhaar JA, BieZmiastra
SM. Braces and orthoses for treating osteoarthritis of the knee.
Cochrane Dataase Syst Rev. 2005;1:CD004020.

Maillefert JF, Hudry C, Baron G, Kieffert P, Bourgeois P, Lecheval
D, Coutaux A, Dougados M. Laterally elevated wedged insoles in
treatment of medial knee osteoarthritis: a prospective randomized
controlled study. Osteoarthist Cartilage. 2001;9(8):7385.

Nigg BM, Emery C, Hiemstra LA. Unstable shoe construction and
reduction of pain in osteoarthritis patients. Med Sor&pExerc.
2006;38(10):1708.

Pham T, Maillefert JF, Hudry C, Kieffert P, Bourge®l, Lechevalier
D, Dougados M. Laterally elevated wedged insoles in the treatmer
medial knee osteoarthritis. A tweear prospective randomized

Cochrane
Database of
Systematic
Reviews
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controlled study. Osteoarthritis Cartilage. 2004;12(1586

Richmond J, Hunter D, Irrgang J, Jones MH, ¥ & Marx R, Snyder
Mackler L, Watters WC, Haralson RH, Turkelson CM, Wies JL, Bo
KM, Anderson S, St Andre J, Sluka P, McGowan R; American
Academy of Orthopaedic Surgeons. Treatment of osteoarthritis of
knee (nonarthroplag), JAAOS. 2009;17(9):59600.

Toda Y, Segal N, Kato A, Yamamoto S, Irie M. Effect of a novel
insole on the subtalar joint of patients with medial compartment
osteoarthritis of the kned Rheumatol. 2001;28:274%.

Toda Y, Tsukimura N. A comparative study on the effect of theléns
materials with subtalar strapping in patients with medial compartm
osteoarthritis of the knee.dd Rheumatol 2004;14(6):4535.

Toda Y, Segal N. Usefulness of an insole with subtalar strapping f
analgesia in patients with medial compartment ostkotis of the
knee. Athritis Rheum. 2002;47:4683.

Toda Y, Tsukimura N. A six month followp of a randomized trial
comparing the efficiency of a lateraledge insole with subtabalar
strapping and kshoe lateralvedge insole in patients with varus
deformity osteoarthritis of the knee. thritis Rheum. 2004;50:3129
36.

Toda Y, Tsukimura N. A ear followup of a study to compare the

efficiency of lateralwedged insoles with subtalar strapping andhioe
lateralwedged insoles in patients with varugatenity osteoarthritis of
the knee. Osteoarthritis Cartilage. 2006;14:231

Orthopedic Dondét r ec o1 Intheabsence of red flags, advanced imagirf Chou R, Qaseem A, Snow V, Casey D, Cross JT Jr, Shekelle P, § ACP/America
advanced imaging (e.g| within the first six weeks has not been found| DK; Clinical Efficacy Assessment Subcommittee of the American | n Pan Society
MRI) of the spine improve outcomes, but does increase costs.| College of Physicians; American College of Physicians; American| guideline
within the first six flags include, but are not limited to: trauma | Pain Society Low Back Pain Guidelines Panel. Diagnosis and
weeks in patients with | history, unintentional weight loss, treatment of low back pain: a joint clinical practice guideline from t
nonspecific acute low | immunosuppression, history of cancer, American College of Physicians and the American Pain Society. A
bad pain in the intravenous drug use, steroid use, osteoporg InternMed. 2007 Oct 2;147(7):4781.
absence of red flags. | age > 50, focal neurologic deficénd Forseen S, Corey A. Clinical decision support and acute low back

_ .| progression of symptoms. evidencebased order sets. J Am Coll Radiol. 2012 Oct;9(10}7D4

North American Spine
Society

Orthopedic Dondét r ec o1 Inpatients with low back pain, bed rest Dahm KT, Brurberg KG, Jamtvedt G, Hagen KB. Advice to rest in [ Cochrane
rest for more than 48 | exceeding 48 hours in duration has not been| versus advice to stay active for acutedoack pain and sciatica. Database of
hours when treating lov| shown to be of benefit. Cochrane Database Syst Rev. 2010 Jun 16;(&0ZB12. Systematic
back pain. Reviews

North American Spine Society. Acute low back pain [Internet]. Blu
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North American Spine
Society

Ridge (I): North American Spine Society; 2009. [cited 2012
November 7]. Available from:
http://www.knowyourback.org/Pages/SpinalConditions/LowBackPs
Acute.aspx.

Orthopedic Avoid imaging studies | Imaging for low back pain in the first six weel Chou R, Fu RCarrino JA, Deyo RA. Imaging strategies for knack | ACP and
(MRI, CT or xrays) for | after pain begins should be avoided in the pain: systematic review and metaalysisLancet. American Pain
acue low back pain absence of specific clinical indications (e.g., | 2009;373(9662):4632. Society
without specific history of cancewith potential metastases, | Chou R, Qaseem A, Snow V, Casey D, Cross JT, Shekelle P, Ow¢ guideline
indications. known aortic aneurysm, progressive neurolo| DK Clinical Efficacy Assessment Subcommittee of the American

deficit). Most low back pain does not need | College of Physicians; American College of Physicians; American
American Society of | imaging and doing so may reveal incidental | pain Society Low Back Pain Guidelines Panel. Diagnosis and
Anesthesiologist®ain | findings that divert attention and increase the treatment of low back pain: a joint clinical practice guideline from t
Medicine risk of having unhelpful surgery. American College of Physicians and the American Pain Society. A
Intern Med. 2007;147(7):4791.
Davis PC, Wippold FJ, Brunberg JA, Cornelius RS, De La Paz RL
Dormont PD, Gray L, Jordan JE, Mukherji SK, Seidenwurm DJ,
Turski PA, Zimmerman RD, Sloan MACR appropriateness criteria
on low back pain. J & Coll Radiol.2009;6(6):4017.
Kendrick D, Fielding K, Bentley E, Miller P, Kerslake R, Pringle M.
The role of radiography in primary care patients with low back pain
at least 6 weeks duratioa:randomized (unblended) controlled trial.
Health Tetinol Assess. 2001(30):1i 69.
Miller P, Kendrick D, Bentley E, Fielding K. Cosffectiveness of
lumbar spine radiography in primary care patients with low back p
Spine. 2002;27(20):2297.

Orthopedic Dondét i ni t i X-rayisunnecessary for the initial routine Talmage J, Belcourt R, Galper J, et al. Low back disorders. In: ACOEM
raysfor injured workers| management of low back pain unless red flag Hegmam K, ed. Occupational Medicine Practice Guidelines. 3rd eq guideline
with acute norspecific | are present. Even when red flags are susped Elk Grove Village, lll: American College of Occupational and
low back pain. it should not be mandatory to order asray in | Environmental Medicine; 2011. p. 336, 373, B76

all cases. There is also no reason, either
American College of medicallyor legally, to obtain low back-kays
Occupational and as a fbas e-felatadenjuries.o r
Environmental
Medicine

Orthopedic Dondt r out-il Asthe diagnosis of plantar fasciitis is in mos|{ Haas N, Beecher P, Easly M, et al. Ankle and foot disorders. In: | ACOEM
ray for diagnosis of cases evident ftoryand t| HegmannK, ed. Occupational MedieiPractice Guidelines. 3rd ed. | guideline

plantar fasitis/heel
pain in employees who
stand or walk at work.

physical examination,-ray is not
recommended for routine evaluations for
plantar fasciitis except in cases where a seri

underlyingmedical condition is suspected (e.|

Elk Grove Village, Ill: American College of Occupational and
Environmental Medicine; 2011. p. 1182.
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American College of
Occupational and
Environmental
Medicine (ACOEM)

fracture, infection)

Orthopedic Avoid ordering a knee | The most common cause of anterior knee pg Dixit S, DiFiori JP, Burton M, Mines B. Management of Expert
MRI for a patient with | is patellofemoral pain syndr@nMRI is rarely | patellofemoral pain syndrome. Am Fam Phigsic 2007 Jan consensus
Sports anterior knee pain helpful in managing this syndrome. Treatmer 15;75(2):194202.
Medicine without mechardal should focus on a guided exercise program t
symptoms or effusion | correct lumbopelvic and lower limb strength | atanda A Jr, Ruiz DPodson CC, Frederick RW. Approach to the
unless the patient has | and flexibility imbalances. If pain persists, if | 5cive patient with chronic anterior knee pain. Phys Sportsmed. 20
not improved following | there is recurrent swelling or if mechanical Feh40(1):41 50.
completion of an symptoms sch as locking and painful clicking
appropriate functional | are present, and radiographs are nondiagnog ) i
rehabilitation program. | an MRI may be useful. Pappas E, Wongom WM. Erospgctlve_predlctors pf patellofemoral
pain syndrome: a systematic review with matelysis. Spost Heaalth.
American Medical 2012 Mar;4(2):11'520.
Society for Sports
Medicine Rixe JA, Glick JE, Brady J, Olympia RP. A review of the managen
of patellofemoral pain syndrome. Physotsmed. 2013 Sep;41(3)il¢
28.
Roush MB, Sevier TL, Wilson JK, Jenkinson DM, Helfst RH, Gehlg
GM, Basey AL. Anterioknee pain: a clinical comparison of
rehabilitation methods. Clin J Sport Med. 2000 Jan;10(1)822
Orthopedic Avoid recommending | Degenerative meniscal tears may respond tg Yim JH, Seon JK, Song EK, Choi JI, Kim MC, Lee KB, Seo HY. A| RCTs
knee arthroscopy as nonoperative treatments such as exercise to| comparative study of meniscectomy and nonoperative treatment fq
Sports initial management for | improve muscle strength, enduranard degeneratig horizontal tears of the medial meniscus. Am J Spor
Medicine patients with flexibility. Other treatment options include Med. 2013 Jul;41(7):15650.
degenerative meniscal | mild analgesis, antiinflammatory medication,
tears and nanechanical ggtivi'gy modificatior;.or corticosteroid Herrlin S, Hallander M, Wange P, Weidenhielm L, Werner S.
symptoms. injection. If mechanical symptoms such as | arthroscopic or conservative treatment of degenerative medial
_ _ locking, painful clicking or recurrent swelling | neniscal tears: a prospective randomized trial. ek®erg Sports
American Medical are present, or if pain relief is not obtained al T5umatol Athrosc. 2007 Apr;15(4):39201.
Society for Sports a trial of nonoperative treatment, fadscopy
Medicine may be warranted. If significant osteoarthritis ) . o
is also present, other surgical options should| Herrlin S, Wange PO, Lapidus G, Hallander M, Werner S,
considered. Weldenhlelm L.Is ar'Fhroscop_|c surgery beneficial in treating non
traumatic, degenerative medial meniscal tears? A five year falfpw
Knee Suirg Sports Traumatol Arthrosc. 2013 Feb;21(2)1358
Orthopedic Dondt obt aillImaging of the spine in patients with acute lo| Chou R,et al Diagnosis ad treatment of low back pain: a joint Systematic
(plain radiographs, back pain during the early phase of sympton] clinical practice guideline from the American College of Physiciang review
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MRI, CT, or other
advanced imaging) of
the spine in patients
with nonspecific acute
low back pain and
without red flags.

American Associatio
of Neurological

onset is unnecessary. Red flags that may
indicate that early imaging of the spine is
required can inade neurological deficit such
as weakness or numbness, any bowel or
bladder dysfunction, fever, history of cancer,
history of intravenous drug use,
immunosuppression, steroid use, history of
osteoporosisor worsening symptoms.

and the American Pain Society. Ann Intern Med. 2007 Oct
2;147(7):47891.

SurgeongindCongress
of Neurological
Surgeons
Orthopedic Dond prescribebedrest | Prolongedbedrest(morethan2 day9 in acute | DahmKT, BrurbergKG, JamtvedG, Hagen KB. Adviceto restin bed | Cochrane
for acutelocalizedback | localizedlow backpainhasnotbeenshownto | versusadviceto stayactivefor acutelow-backpainandsciatica Databasef
painwithout improvelongtermfunctionor pain Bedrest CochranéDatabasesystRev. 2010Jun16;(6)CD007612. Systematic
completingan prescriptionshauld belimited to lessthan48 Reviews
evaluation hoursin patientswith nontraumaticacute
localizedlow backpainin the absencef
AmericanAcademyof traditionalredflag signs including but not
PhysicalMedicineand | limited to, tumors neurologicaissuesand
Rehabilitation weakness
Orthopedic Dond orderanimaging | A thoroughhistoryandphysicalexamination | ChouR, QaseenA, OwensDK, ShekelleP; Clinical Guidelines ACP guideline
studyfor backpain arenecessaryo guideimagingdecisions Committeeof the AmericanCollegeof PhysiciansDiagnosticimaging
without performinga Orderingspineimagingwithout obtaininga for low backpain advicefor high-valuehealthcarefromthe American
thoroughphysical historyandphysicalexaminaion hasnotbeen | Collegeof PhysiciansAnn InternMed. 2011Feb1;154(3):1819.
examination shownto improvepatientoutcomesand
increasegosts
AmericanAcademyof
PhysicalMedicineand
Rehabilitation
Orthopedic Dond prescribeopiates | Early opiateprescriptionsn acutedisabling WebsteBS. VermaSK. GatchelRJ. Relationshighetweerearly Retrospective
in acutedisablinglow low backpainareassociatedavith longer opioid prescribingfor acuteoccupationalow backpainanddisability | cohortstudy

backpainbefore
evaluationandartrial of
otheralternativess
considered

AmericanAcademyof
Phystal Medicineand
Rehabilitation

disability, increasedsurgicalrates anda
greaterrisk of lateropioid use Opiatesshould
be prescribednly aftera physicianevaludion
by alicensednhealthcareproviderandafter
otheralternativesaretrialed

duration medicalcosts subsequerdurgey andlate opioid use Spine
2007Sepl;32(19):212732.
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Orthopedic

Neurologic

Avoid routinely using
irreversible surgical
procedures such as
braces, occlusal
equilibration, and
restorations as the first
treatment of choice in
the management of
temporomandibular
joint disorders.

American Dental
Association

There is a lack of evidence that
temporomandibular joint disorders (defined g
musculoskeletal disorders, not the lesion of
traumatic occlusion) are always progressive,
andevidence exists that in many instances,
patients with temporomandibular joint disordi
have spontaneous remissions without
treatment. Thereforenanagement is generally
conservative and includes reversible strategi
such as patient education, medications,
physical therapy, and/or the use of occlusal
appliances that do not alter the shape or
position of the teeth or the alignment of the
jaws.

Aggarwal VR, Lovell K, Peters S, Javidi H, Joughin A, Goldthorpe
Psychosocial interventions for the managemeihodnic orofacial
pain. Cochrane Database Syst R2811 Nov 9;(11):CD008456.

Al-Ani MZ, Davies SJ, Gray RJM, Sloan P, GlenmNA Stabilisation
splint therapy for temporomandibular pain dysfunction syndrome.
Cochrane Database Syst R2004;(1):CD002778.

Treatment for Temporomandibular Joint Dysfunction: guidelines.
Ottowa (ON): Canadian Agency for Drugs and Technologies in He,
(CA); 2010 May 17. 6 p.

De Boever JA, Nilner M, Orthlieb JD, Steenks MH; Educational
Committee of the European Academy of Goamandibular Disorders.
Recommendations by the EACD for examination, diagnosis, and
management of patients with temporomandibular disorders and
orofacial pain by the general dental practitioner. J Orofac Rai8
Summer;22(3):2698.

de Souza RF, Lovatda Silva CH, Nasser M, Fedorowicz Z,-Al
Muharragi MA. Interventions for the management of
temporomandibular joint osteoarthritis. Cochr@&raabase Syst Rev.
2012 Apr 18;4:CD007261.

Guidelines: diagnosis & management of temporomandibular disor
& related musculoskeletal disorders. Toronto (ON): Royal College
Dental Surgeons of Ontario (CA)L p.

Ernst E, White AR. Acupuncture as a treatment for temporomandi
joint dysfunction: a systematic review of randomized trials. Arch
Otolaryngol Head Necki8g. 1999 Mar;125(3):2692.

Forssell H, Kalso EJ. Application of principles of evidehesed
medicine to occlusal treatment for temporomandibular disorders: g
there lessons to be learnet®@rofac Pain. 2004 Winter;18(1)22;
discussion 2382.

de Soua RF, Lovato da Silva CH, Nasser M, Fedorowicz Z, Al
Muharragi MA. Interventions for the management of
temporomandibular joint osteoarthritS8ochrane Database Syst Rev
2012 Apr 18;4:CD007261.

Koh H, Robinson PG. Occlusal adjustment for treating andepteng
temporomandibular joint disorders. Cochrane Database Syst Rev.
2003;(1):CD003812.

Cochrane
Database of
Systematic
reviews
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Luther F, Layton S, McDonald F. Orthodontics for treating
temporomandibular joint (TMJ) disorders. Cochrane Database Sys
Rev. 2010 Jul 7;(7):CD006541.

de Leeuw R, Klaser GD. Orofacial pain: guidelines for assessment
diagnosis, and management. 5th Ed. Hanover Park: Quintessence
Books; 2013. 312 p.

Topic area(s) Recommendation Rationale andcomments References Source
Otolaryn- Don't routinely Most cases of maxillary sinusitis the Centers for Disease Control and Prevention Annak of
gologic prescribe antibiotics for| ambulatory settingre caused by a viral Annals of Internal Medicine Internal

acute, mild to moderate infection that will resolve on its owiDespite Ahovuo-Saloranta A. et al. Antibiotics for acute maxillary sinusitis Medicine
Infectious sinusitis unless consistent recommendations to the contrary, Cochrane Database,S ot .REOOS(Z)'CD000243 y "| Cochrane
disease symptoms (which must| antibiotics are prescribed in more than 80% ( y ' ' Database of

include purulent nasal | outpatient visits for acute sinusitSinusitis Systematic

secretionand accounts for 16 millin office visits and $5.8 Reviews

maxillary pain or facial | billion in annual health care costs.

or dental tenderness to

percussion) last at leas

seven dgsor

symptoms worsen aftel

initial clinical

improvement

American Academy of

Allergy, Asthma and

Immunology

American Academy of

Family Physicans

American Academy of

Otolaryngologyi Head

and Neck Surgery

Foundation
Otolaryn- D o nréutinely obtain | Imaging of the paranasal sinuses, including | Rosenfeld RM, et al. Clinical practice guideline: adult sinusitis. AAO-HNSF
gologic radiographic imaging | plain film radiographyCT, andMRl, is Otolaryngol Had Neck Surg. 2007;137(3 suppl):31. practice

for patients who meet | unnecessary in patients who meet the clinica guideline
Infectious diagnostic criteria for | diagnostic criteria for uncomplicated acute
disease uncomplicated acute | rhinosinusitis. Acute rhinginusitisis defined

rhinosinusitis.

as up to four weeks of purulent nasal drainag
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American Academy of
Otolaryngologyi Head
and Neck Surgery
Foundation

(anterior, posterior, or both) accompanied by
nasal obstruction, facial papressureuliness,
or both. Imaging is costly and may expose
patients to radiation. Imaging may be
appropriate in patiga with a complication of
acute rhinosinusitis, patients with comorbiditi
that predispose them to complications, and
patients in whom an alternative diagnosis is
suspected.

Otolaryn- D o npdescribe oral Oral antibidics have significant adverse effe Rosenfeld RM, et al. Clinicgdractice guideline: acute otitis externa.| AAO-HNSF
gologic antibiotics for and have been shown to be no more effectiv| Otolaryngol Head Neck Surg. 2006;134(4 supph234 practice
uncomplicated external than topical antibiotics. Avoidance of oral guideline
Infectious otitis. antibiotics can reduce the spread of antibioti(
disease resistance and the risk of opportunistic
American Academy of | infections.
Otolaryngologyi Head
and Neck Surgery
Foundation
Otolaryn- D o npdescribe oral Oral antibiotics have significant adverse effe{ Goldblatt EL, et al. Topical ofloxacin versus systemic RCT
gologic antibiotics for and have been shown to be no more effectiv| amoxicillin/clavulanate in purulent otorrhea in children with
uncomplicated than topical antibiotics. Avoidance of oral tympanostomy tubes. Int J Pediatr Otorhinolaryngol. 1998:25d1-
Infectious tympanostomy tube antibiotics can reduce the spread of antibioti¢ 101.
disease otorrhea® resistance and the risk of opportunistic
infections.
Pediatric American Academy of
Otolaryngologyi Head
and Neck Surgery
Foundation
Otolaryn- D o nodderCT scan of | CT scanning is expensive, exposes the patie| Stachler RJ, et al. Clinical practice guideline: sudden hearing loss| AAO-HNSF
gologic the head/brain for to radiation, and offers no useful information| Otolaryngol Head Neck Surg. 2012;146(3 supph351 practice
sudden hearing loss. | that would improve iitial management. CT guideline
scanning may be appropriate in patients with
American Academy of | focal neurologic findings, a history of trauma|
Otolaryngologyi Head | or chronic ear disease.
and Neck Surgery
Foundation
Otolaryn- D o nobtainCT or Examination of the larynx wht mirror or Schwartz SR, et al. Clinical practice guideline: hoarseness (dysph{ AAO-HNSF
gologic MRI in patiens with a | fiberoptic scope is the primary method for Otolaryngol Head NdcSurg. 2009;141(3 suppl 2):31. practice
primary complaint of | evaluating patients with hoarseness. Imaging guideline

hoarseness prior to
examining the larynx.

unnecessary in most patients and is both cos

and has potential for radiation exposure. Afte
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American Academy of
Otolaryngologyi Head
and Neck Surgery
Foundation

laryngoscopy, evidence supports the use of
imaging to futher evaluate 1) vocal fold
paralysis or 2) a mass or lesion of the larynx,

Otolaryn- D o nodder imaging The utility of imaging procedes in primary Tunkel DE, Bauer CA, Sun GH, Rosenfeld RM, Chandrasekhar S§ Practice
gologic studies in patients with| tinnitus is undocumented; imaging is costly, | Cunningham ER Jr, Archer SM, Blakley BW, Carter JM, Granieri § guideline
non-pulsatile bilateral | has potential for radiation exposuaad does | Henry JA, Hollingsworth D, Khan FA, Mitchell S, Monfared A,
tinnitus, symmetric not change management. Newman CW, Omole FS, Phillips CD, Robinson SK, Taw MB, Tyle
hearing lossand an RS, Waguespack R, Whamond EJ. Clinical practice guideline: tinn
otherwise normal Otolaryngol Head Neck Surg. 2014;151(S2)41
history and physical
examination.
American Academy of
Otolaryngologyd
Head and Neck Surger
Foundation
Otolaryn- Dondét or de i CTscanningis expensive, exposes the patie| Rosenfeld RM, Piccirillo JF, Chandrasekhar SS, Brook |, Kumar K| Practice
gologic one CT scan of the to ionizing radiationand offers no additional | Kramper M, Orlandi RR, Palmer JN, Patel, ZM, Peters A, Walsh S| guideline
paranasal sinuses information that would improve initial Corrigan MD. Clinical practice guideline: adult sinusitis. Otolaryng
Infectious within 90 days to management. Multiple CT scans within 90 dg Head Neck Surg. Expected April 2015.
disease evaluate uncomplicateq may be appropriate in patients with

chronic rhinosinusitis
patients when the
paranasal sinus CT
obtained is of adequate
quality and resolution
to be intepreted by the
clinician and used for
clinical decision
making and/or surgical
planning.

American Academy of
Otolaryngologyd

Head and Neck Surger]
Foundation

complicated sinusitis ovhenan alternative
diagnosis is suspected.
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Topic area(s) Recommendation Rationale andcomments References Saurce
Pediatric Cough and cold Research has shown these products offer lity Carr BC. Efficacy, abuse, and toxicity of owée-counter cogh and | ACCP
medicines should not b| benefit to young children, andrchave cold medications in the pediatric population. GOpin Pediatr. guideline
prescribed or potentially serious side effects. Many cough | 2006;18(2):1848.
recommended for and cold products for children have more tha |rwin RS, et al. Diagnosis and management of cough executive
respiratory illnesses in | one ingredient, increasing the chance of summary: ACCP evidendeased clinical practice guidelines. Chest.
children younger than | accidental overdose if combined with anothe| 2006:129(1 suppl):1:83S
four years. product. : - L . .
Isbister GKet al. Restricting cough and cold medications in childre
American Academy of Paediatr Child Halth. 2012;48(2p1-8.
Pediatrics Schaeffer MK, et al. Adverse events from cough and cold medicat
in children. Pediatrics. 2008;121(4):783.
Sharfstein JM, et al. Over the counbeitno longer under the radar
pediatric cough and cold medications. N Engl J Med.
2007;357(23):232:4.
Pediatric Dondt presd{qThe fAobservati on opt|Lieberthal AS, Carroll AE, Chonmaitree T, Ganiats TG, Hoberman| AAP
antibiotics for otitis antibacterial treatment of selected children fq Jackson MA, Joffe MD, Miller DT, Rosenfeld RM, Sevilla XD, guideline
Infectious media in children aged | 48 to 72 hours and litting management to Schwartz RH, Thomas PA, Tunkel DE, American Academy of
disease two to 12 yearsvith symptomatiaelief. The deision to observe or | Pediatrics. The diagnosis and management of acute otitis media.
nonseversymptoms treat is based on t h|Pediatrics. 2013 Mar;131(3):e969.
Otolaryn- where the observation | certainty and iliness severity. To observe a | \yenekamp RP, Sanders S, Glasziou PP, Del Mar CB, Rovers MM
gologic option is reasonable. | child without initial antibacteriaherapy, itis | antibiotics for acute otitis media in children. Cochrane Database S
important that the parent or caregiver has a | Rey. 2013 Jan 31:1:CD0Q109.
American Academy of | ready means of communicating with the
Family Physicians clinician. There also must be a system in plag
that permits reevaluation of the child.
Pediatric Dondét per f (Therisks associated with ratien (plus the Subcommittee on Urinary Tract Infection, StegriCommittee on AAP, ACR,
cystourethrogram discomfort and expense of the procedure) Quality Improvement and Management, Roberts KB. Urinary tract| andNICE
Infectious routindy in first febrile | outweigh the risk of daying the detection of | infection: clinical practice guideline for the diagnosis and manager guidelines
disease urinary tract infection | the fewchildren with correctable genitourinary of the initial UTI in febrile infants and children 2 to 24 months.
in children agedwo to | abnormalities until their secondinary tract Pediatrics. 2011 Sep;128(3):58%0.
Urologic 24 months. infection American College of Radiology , Society for Pediatric Radiology,

American Academy of
Family Physicians

Society of Nuclear Medicine. AGBPRSNM practice guideline for
the performance of adult and pediatric radionuclide cystography
[Internet]. Reston (VA): American College of Radiology; 2010.5 p

National Institute for Health and Clinical Excellence, National
Coll aborating Centre for Womeil
Urinary tract infection in children: diagnosis, treatment and -i@nm
management. London: RCOG Press; August 2007. 429 p.

Westwood ME, Whiting PF, Cooper J, Watt IS, Kleijnen J. Further

investigation of confirmed urinary tract infection (UTI) in children
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under five years: a systematic review. BMC Pediatl695 Mar
15;5:2.

Pediatric Dond recommend The benefitof fluoride-containingtoothpaste AmericanAcademvof PediatricDentistry Guidelineon Eluoride Systematic
nonfluoridetoothpaste | arisesfrom its topicaleffecton dentalenamel Therapy Pe diatrDeyr?t201 4:36(6): 17;73{ review
Preventive for infantsandchildren | by interruptingenameldemineralizatiorcaused Py ' ) '
Medicine by bacterialacidsandenhancing AmericanDental AssociationCouncilon Scientific Affairs. Fluoride
AmericanDental remineralizatiorof the enamelsurface Anti- toothpateusefor youngchildren JAm DentAssoc 2014
Association caries(anti-cavitie9 benefitbeginswith Fel3145(2):1961.
eruptionof thefirst primarytooth Wright JT, HansorN, Ristic H, Whall CW, EstrichCG, ZentzRR.
i i , Fluoridetoothpasteefficacy andsafetyin childrenyoungerthan6
Brushingwith nonfluoridatedoothpaste years asystematigeview, JAm DentAssoc 2014Fel145@):1829
providesno anti-cariesbenefit Useof
recommendedmountsf fluoride toothpaste
minimizesrisksof fluorosis a whitish
discolorationof enamel
Pediatric Dondét s cr egq Thereisnogood evidence that screening American Academy of Family Physans. Scoliosis [Internet]. USPSTF
adolescents for asymptomatic adolescents detects idiopathid Leawood (KS): American Academy of Family Physicians; 2004 [ci
Preventive scoliosis. scoliosis at an eadr stage than detection 2013 Jul 23]. Available fromhttp://www.aafp.org/patient
medicine without screenig. The potential harms of care/clinicalrecommendations/all/scoliosis.html.
American Academy of | screening and treating adolescents include | y s, preventive Services Task Force. Screening fopathic scoliosis
Orthopedic Family Physicians unnecessary followp visits and evaluations | i, adolescents. Rockville (MD): U.S. Preventive Services Task For
due to falsepositive test resultand 2004 Jun. 3 p.
psychological adverse effects.
Pediatric Dondét r ec o1 Dyslexiais alanguageased learning disorderl Shaywitz SE. Overcoming dyslexia: a new and plete sciencéased| American
vision therapy for in which a person has trouble understanding| program for overcoming reading problems at any levelvNork, Academy of
Ophthal- patients with dyslexia. | written words. This occurs because the brain NY: Knopf; 2003. Ophthalmolo
mologic has a problem distinguishing and separating| jennings AJ. Behavioural optomediry critical revew. Optom Pract. | 9Y/ American
American Association | sounds in spoken words, called a phonologiq 2000:1:6778. Association
for Pediatric deficit. Dyslexia isnot due to a vision disorder Barrett B. A critical evaluation of the evidence supporting the pract for Pediatric
Ophthalmology and Children with dyslexia do not have any more f beh vi. ral vision ther Ophihac Physiol Op? 200%_29_495 Ophthalmolo
Strabsmus visual problems than children without dyslexi orbehavioura s_o e_a_py. p _ ¢ ) ysio .p ' T gy and
Vision therapy does not work for this F_Ietchgr JM, Currie D. Vision efficiency interventions and reading | Strabismus
popu|ati0n because the eyes are not the d|Sab|l|ty. PeI’SpectlveS on Lan@ge and L|teracy. 2011,37'2'1 /American
problem. Handler SM, Fierson WM; Section on Ophthalmology andr€dwn | Association
Children with Disabilities, American Academy of Ophthalmology, | of Certified
American Association for Pediatric Ophthalmology and Strabismug Orthoptists

American Association of Certified Orthoptists. Joint technical répo
learning disabilities, dyslexia, and vision. Péxdés. 2011;127:e818
56. Available at:

http://pediatrics.aappublications.orgftent/127/3/e818.full.pdf+html

guideline
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Pediatric Avoid institutinglV Many children who come to the emergency | Szajewska H, Gieruszcdkialek D, Dylag M. Metaanalysis: Cochrane
fluids before doing a | department with dehydration require fluid ondansetron for vomiting in acute gastroenteritis in children. Alimeg Database of

Emergency trial of oral rehydration | replacement. To avoid the pain and potential Pharmacol Ther. 2007;25:398)0. Systematic

medicine therapy in complications of an IV catheter, it is preferab Rosjund G, Hepps T, McQuillen K. The role of oral ondanestron in| Reviews
uncomplicated to give these fluids by mouth. Givinga | children with vomiting as gesult of acute gastritis/gastroenteritis wh
emergency department medication for nausea may allow patients wif haye failed oral rehydration therapy: a randomized controlled trial.
cases of mild to nausea and vomiting to accept fluid Ann Emerg Med. 2008;52(1); 22
moderate dehydration | replenishment orally. This strategy can . . .
eimnate the need for an V.11 best o gve (175 Selemar S Wieke  Rueseh & Keseer 70, Cro

these medications early during tergency astroenteritis in children C)(/)chrane Datab%se Sy stem Rev
American College of | departmentvisit, rather than later, in order to 3006'19(3)'CD004390 ' y '
Emergency Physicians| allow time for them to work optimally ' ' '

Pediatric Infant home apnea There is no evidence that the use of infant | Moon RY; American Academy of Pediatrics Task Force on Sudde| Expert
monitors should not be| home apnea monitors decreases the inciden| Infant Death Syndrome. SIDS and other steglpted infant deaths: | consensus
routinely used to of sudden infant death syndrome; however, | expansion of recommendations for a safe infant sleeping environn
prevent sudden infant | they might be of value for selected infants at| Pediatrics. 201Nov;128(5):10309.
death syndrome risk for apnea or cardiovascular events after

discharge but should not be used routinely.
American Academy of
Pediatrics

Pediatric Dondét pr es (Nomedications are appred by the 5. Food | Owens JA, Babcock D, Blumer J, ChervinAerber R, Goetting M, | Expert

medication to treat and Drug Administration for the treatment of | Glaze D, lvanenko A, Mindell J, Rappley M, Rosen C, Sheldon S. | consensus

childhood insomnia,
which usually arises
from parentchild
interactions and
responds to behavioral
intervention.

American Academy of
Sleep Medicine

pediatric insomniaBecausehildhood
insomnia usually arises due to parehild
interactions, treatment should involve efforts
improve relevant parent and child behavior,
establish beer sleep hygieneand manage
expectations. Basic environmental, schedulir
sleep practice, and physiological features
should be optimized before hypnotic use is
considered for children. When necessary,
hypnotics should be used short term, with
caution ad close monitoring for efficacy and
side effects. Some children with significant
developmental delay or cognitive impairment
may not respond to behavioral management
and may benefit from judicious use of

hypnotics.

use of pharmacotherapy in the treatment of pediatric insomnia in
primary care: rational approaches. A consensus meeting summary
Clin Sleep Med. 2005;1(1)9459.

Owens JA, Mindell JA. Pediatric Insomnia. Pediatin@l Am.
2011;58(3):555%9.

Sheldon SH, Ferber R, Kryger MH, Gozal D, eds. Principles and
Practice of Pediatric Sleep Medicine: second edition. London: Els¢
Saunders; 2012.
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Topic areas) Recommendation Rationale andcomments References Source
Preventive Dondt per f o|lnaverageisk women, annual cervical Boulware LE, et al. Systematic review: the value of the periodic hg ACS/ASCCP/
medicine annual cervical cytology| cytology screening has been shown to offer| evaluation. Ann Intern Med. 2007;146:2800. ASCP, ACOG
screening (Pap tests) in| advantage over screening performed at thre gasjow D, et al. American Cancer SdgjeAmerican Society for guidelines
Gynecologic women 30 to 65 years o| year intervals. However, a welloman visit Colpascopy and Cervical Pathology, and American Society for
. age. should occur annually for patients with their| cjinical Pathology screening guidelines for the prevention and ear
Oncologic American Col f heatl)tlh care p;o;]nder to d'SCU_SSt cems, | detection of cervical canceEA Cancer J Clin. 2012;62:142.
merican College o problems, and have appropriate screening, . L .
Obstetricians and with consideration of a pel\?ic examinationq A.”?e”ca” Cpllege O.f Qbstetrlmans and Gynegis. ngl-wc.Jman
Gynecologit visit. Committee opiniona 534. Obstet Gynecol 2012;120:421
American College of Obstetricians and Gynecologists. Screéming
cervical cancer. Practice bulletin.nl31. Obstet Gynecol.
2012;120(5):1238.
Preventive Dondét s cr ee|l Thereisadequate evidence that the harms| American Academy of Family Physiciar&creening for cervical USPSTF
medicine younger than 30 years | HPV testing, aloner in combination with cancer policyhttp://www.aafp.org/online/en/home/clinical/
for cervical cancer with | cytology,in women younger than 30 years @ exam/cervicalcancer.html
Gynecologic HPYV testing, alone or in| moderate. The harms include more frequen| . s, Preventive Services Task FarSereening forervical cancer.
combination with testing and invasive diagnostic procedures | httn://www.uspreventiveservicestaskforce.org/uspstfiscerv.htm
Oncologic cytology. such as colposcopy and cervical biopsy. . . ) L
Abnormal screening test results are also Ves_,co KK, et al. Screenlng_for cerV|_caI cancer: a systematic evide
American Academy of | assoited with psychological harms, anxiety review for the U.S. Preventive Serwces_ T.ask Force. Rockville, Md
Family Physicians and distress. Agency fo_r Health_care R_esearch dpdality; 2011. _
http://preview.ncbi.nim.nih.gov/bookshelf/booktest/br.fcgi?book=geg
Preventive Dondt s cr ee| Thereis adequate evidence that screening | American Academy of Family Physiciar&creening for cervical USPSTF
medicine older than 65 years for | women older than 65 years for cervical can{ cancer policyhttp://www.aafp.org/online/en/home/clinical/
cervical cancer who hav| who have had adequate prior screening anq exam/cervicalcancer.html
Gynecologic had adequate prior are not otherwise at high risk provides little | .S, Preventive Services Task FarBereening for cervical cancer.
Oncologic screening and are not | no benefit. http://www.uspreventiveserviseaskforce.org/uspstilspscerv.htm
otherwis at high riskor . . ) . .
cervical cancer. Vegco KK, et al. Screenlng.for cerw_cal cancer: a systematlp evide
review for the U.S. Preventive Services Task Force. Rockville, Md
. Agency for Healthcare Research and Quality; 2011.
é?ﬁﬁ;fi%?;@gir:y of http://preview.ncbi.nim.nih.ggbookshelf/booktest/br.fcgi?book=es8
Preventive Don't perform Pap tests | Most dysplasiari adolescents regresses U.S. Preventive Services Task Force ACOG (for
medicine in patients younger than| spontaneously; therefore, screening Pap tey American Cdlege of Obstetricianand Gynecalgists age),USPSTF
21 years or in women | in this age group can lead to unnecessary (for
Gynecologic after hysterectomy for | anxiety, morbidity, and cosRap tests have hysterectory)
benign disease. low yield in women after hysterectomy for
Oncologic benign disease, and there is poor evidence

American Academy of
Family Physicians

improved aitcomes.
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Preventive Dondt s cr e e|lnpopulation studies, there is only fair Screenng for ovarian cancer: recommendationestagént. Ann Fam USPSTF
medicine cancer in asymptomatic| evidence that screening of asymptaoina Med. 2004;2:26€2.
women at average risk. | women with serum cancer antige5 level | Barton MB, et al. Screening for ovarian cancer: evidence update f
Gynecologic and/or transvaginal ultrasound can detect | the U.S. Preventive Services Task Force reaffirmation
_ ovarian cancer at an earlier stagartit can | recommendation statement. AHRQ publication h205165EF3.
Oncologic American College of be detected in the absence of screening. | Rockville, Md.: Agency for Healthcare Research and Quality; April
Obstetricians and Because of the low prevalence of ovarian | 2912,
Gynecologists cancer and the invasive nature of interventi Partridge E, et al. Results from four rounds of ovarian cancer scre
required after a positive screening test, the | . ge &, - o
potential harms of screening outweigh the in a randomized tal. Obstet Gynecol 2009;113:782.
potential benefits. American College of Obstetricians and GynecologiEite role of the
obstetriciaiigynecologist in the early detection of epltakeovarian
cancer. Committee opinioron477. Obstet Gynecol. 20;117:7426.
Preventive Dondt r out i|MRIscreening should be reserved for thosg Saslow D, Boetes C, Burke W, Harms S, Leach MO, Lehman CD,| ACS guideline
medicine breast MRI for breast increased risk. Women considered at high r| Morris E, Pisano E, Schnall M, Sener S, Smith RA, Warner E, Yafi
cancer sreening in include: knownBRCAgene mutation carriers| M, Andrews KS, Russell CA; American Cancer Society Breast Cal
Oncologic average risk women. first-degree relatives of knowBRCAgene Advisory Group. American Canc&ociety guidelines for breast
mutation carries; those with a lifetime risk | screening with MRI as an adjunct to mammography. CA Cancer J
Gynecologic Society of Surgical exceeding 20% as measured by tisk Clin. 2007 MarApr;57(2):7589. Erratum in: CA Cancer J Clin. 2007
Oncology assessment tools based primarily on family| May-Jun;57(3):185.
h|_st_ory of breast cancer, anq thosg W.'t.h 2 | Mulder RL, Kremer LC, Hudson MM, Bhatia S, Landier W, Levitt G
clinical history associated with a significant .
. . : Constine LS, Wikace WH, van Leeuwen FE, Ronckers CM,
risk for breast cancer, including women whd . ) ) .
received mané radiation before the age of 3 Henderson TQ, Dwyer M, Skmngr R Oeffmger_KC: International L
Effects of Childhood Cancer Guideline Harmonization Group.
Recommendations for breast cancer surveillance for female surviy
of childhood, adolescénand young adult cancer given chest radiati
a report from the International Late Effects of Childhood Cancer
Guideline Harmonization Group. Lancet Oncol. 2013
Dec;14(13):e620.
Preventive Dondt use p| Thelikelihood of finding cancer in healthy | Lee JW, et al. Cancer screening using-F&FG PET/CT in Korean Expert
medicine emission adults is extremely low (around 1%), based| asymptomatic volunteers: a preliminary repomnMucl Med. consensus
tomographyCT for studies usingpositron emission 2009;23(7):6831.
Oncologic cancer screening in tomographyCT for screeing. Imaging Minamimoto R, et al. Analysis of various malignant neoplasms

healthy individuals.

Society of Nuclear
Medicine and Molecular
Imaging

without clear clinical indication is likely to
identify harmless findings that lead to more
tests, biopsyor unnecessary surgery.

detected by FD&ET cancer screening program: based on a Japat
Nationwide Survey. Ann Nucl Med. 2011;25(1):88.
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Preventive Dondt per f o] Duetohigh mortality among ergtage renal | U.S. Renal Data Systeihttp://www.usrds.org American
medicine cancer screening for disease patients, routine cancer scredhing | aAmerican Society of Nephrolgy Society of
dialysis patients with including mammography, colonmspy, . . . Nephrology
Nephrologic limited life expectancies| prostatespecific antigenand Pap smeadsin American Society of Transplantation
without signs or dialysis patients with limited life expectancy| Archives of Internal Medicine
Oncologic symptoms. such as those who are not transplant Seminars in Dialysis
candidates, is not cosffective and does not
American Society of improve survival. Falspositive tests can
Nephrology cause harm: unnecessary procedures,
overtreatment, misdiagnosis, and increased
stress. An individualized approach to cance
screening incorporat
factors, expected survival, and transplant
status is required.
Preventive D o nrépeat colorectal | A screening colonoscopy every 10 years is | Winawer S, et. al. Colorectal cancer screening and surveillance: | U.S. Multi-
medicine cancerscreening (by anyl recommended interval for adults without clinical guidelines and ration@leupdate based on new evidence. Society Task
method) for 10 years increased rislof colorectal cancer, beginning Gastroenterology2003;124(2):5440. Force on
Gastro- after a highquality at 50 yearsf age Published studies indicate| Rex DK, et. al. Quality indicators for colonoscof@astrointest Colorectal
enterologic colonoscopy is negative| the risk of cancer is low for 10 years after a| gngosc2006:63(4 suppl):S1as. Cancer
in averagerisk high-quality colonoscopy fails to detect
Oncologic individuals. neoplasia in this population. Therefore,
following a highquality colonoscopy with
American normalresults the next interval for any
Gastroenterological colorectal screening should be 10 years
Association following that normal colonoscopy.
Preventive Don't useDEXA to Not costeffective in younger, lowisk U.S. Preventie Services Task Force American
medicine screen for osteoporosis | patients, but costffective in older patients. Association of

Rheumatologic

in women younger than
65 years or in men
younger than 70 years
with no risk factors.

NOTE: Risk factors
include, but are not
limited to, fractures after
50 years of age,
prolonged exposure to
corticosteroids, diet
deficient in calcium or
vitamin D, cigarette

smoling, alcoholism,

American Assocition of Clinical Endocrinology
AmericanCollege of Preventive Medicine
National Osteoporosis Foundation

Clinical
Endocrinologis
ts, American
College of
Preventive
Medicine

NOF, USPSTF
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and thin/small build

Amerian Academy of
Family Physicians

Preventive D o nréutinely repeat Initial screening for osteoporosis should be | Grossman JM, et al. American College of Rheumatology 2010 USPSTE NOF
medicine DEXA scans more often| performed according tNOF recommendations for the prevention and treatment of glucocortico
than once every two recommendations. The optimal interval for | induced osteogrosis. Arthritis Care Res (Hoboken).
Rheumatologic | years. repeating EXA scans is uncertain, but 2010;62(11):151%6.
_ because changes in bone density over shor ciinician's guide to prevention and treatment of osteoporosis.,
American College of | intervals are often smaller than the Washington, D.C.: National Osteoporosis Founda@i®81i 36.
Rheumatology measurement error of moseE®A scanners, . . . .
: : U.S. Preventive Services Task Force. Screening for osteoporosis:
frequent testing (e.g., < 2 years) is reconmendation statement. Ann Intern Med;154(5) 886
unnecessary in most patients. Even in high ' ’ )
risk patients receiving drug therapy for
osteoporosis, BXA changes do not always
correlate with pobability of fracture.
Therefore, EXA should only be repeated if
the result will influence clinical managemen
or if rapid changes in bone density are
expected. Recent evidence also suggests tf
healthy women 6yearsand older with
normal bone mass manpt need additional
DEXA testing for up to 1@ears provided
osteoporosis risk factors do not significantly
change.
Preventive D o npérform Vitamin D deficiency is common in many | Sattar N, et al. Increasing requests for vitamim&surement: costly,| Endocrine
medicine populationbased populations, particularly in patients at highell confusing, and without edibility. Lancet. 2012;379:96. Society
screening for 28DH- latitudes, during winter months, and in thos¢ Bjjinski K, et al. The rising cost of vitamin D testing in Australia: tin| guideline
Endocrinologic | vitamin D deficiency. with limited sun exposure. Owghe-counter | t establish guidelines for testing. Med J Aust. 2012;197(2):90.
vitamin D supplements and increased sumr Lu C. Pathology consultation on ainin D testing: clinical indications
American Society for sun exposure are sufficient for most otherwi for 25(OH) vitamin D measurementfter to the éditor] Am J Clin
Clinical Pathology healthy patients. Laboratorgdting is Pathol. 2012:137:831 '
appropriate in higher risk patients when ' ' ' '
results will be used to institute more Holick M, et al. Evaluation, treatment, and prevention of vitamin D
aggressive therapy (e.g., osteoporosis, chrg deficiency: an Endocrine Society clinical practice guidelh€lin
kidney disease, malabsorption, some Endacrinol Metab. 2011;96(7):19130.
infections, obese individuals).
Preventive Dondét scr ee|l Thereisgood evidence that for aduditients | American Academy of Familyisicians Screening for carotid artery USPSTF
medicine artery stenosis in with no symptoms of carotid artery stenosis| stenosis policyhttp://www.aafp.org/online/en/home/
asymptomatic adult the harms of screening outweigh the benefi{ clinical/lexam/carotidartery.html
Neurologic patients. Screening could lead to nonindicated surge|
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American Academy of
Family Physicians

that result in serious harms, including death
stroke, and myocardial infarction.

U.S. Preventive Services Task FarBereening for carotid artery
stenosishttp://www.uspreventiveservicestaskforce.org/
uspsf/uspsacas.htm

Wolff T, et al. Screening for asymptomatic carotid artery stenosis.
Evidence synthesis no. SRockville, Md.: Agency for Healthcare
Research and Quality; 2007.
http://www.ncbi.nIm.nih.gov/books/NBK33504/

Preventive Avoid colorectal cancer | Screening for colorectal ceaer has been Lieberman DA, Rex DK, Winawer SJ, Giardiello FM, Johnson DA,| U.S. Multi-
medicine screening tests on shown to reduce the mortality associated wj Levin TR; UnitedStates MultiSociety Task Force on Colorectal Society Task
asymptomatic patients | this common disease; colonoscopy providey Cancer. Guidelines for colonoscopy surveillance after screening a| Force on
Gastro- with a life expectancy of| the opportunity to detect and remove polypectomy: a consensus update by the US Midtiiety Task Force| Colorectal
enterologic less tharl0years and ng adenomatous polyps, the precursor lesion t{ on Colorectal Cancer. Gastmaterology. 2012;143(3):8497. Cancer,
o family or personal many cancers, thereby reducing the inciden \arren JL, Kldunde CN, Mariotto AB, Meekins A, Topor M, Browr] USPSTF
Geriatric history of colorectal of the disease later in lifélowever, screening L, Ransohoff DF. Adverse events after outpatient colonoscopy i
neoplasia. and surveillance modalities are inappropriat pedicare population. Anmtern Med. 2009;150(12):8457.
when the risks exceed the benefihe risk of U.S. Preventive Services Task Force. Screening for colorectal can
American College of colonoscopy increases with increasing age | | & ; . . ' gle
Surgeons comorbidities The risk/benefit ratio of US Preverite Services Task Force Recommendation Statement. A
: ) | Intern Med. 208;149(9)62737.
colorectal cancer screening or surveillance
any patént should be individualized based g Qaseem A, Denberg TD, Hopkins RH, Humphrey LL, Levine J, Sy
the results of previous screening DE, Shekelle P; Clinical Guidelines Committee of the American
examinations, family history, predicted risk ( College of Physicians. Screening for coloréctncer; a guidance
the intervention' life expectanwnd patient statement from the American COIIege of PhySiCianS. Ann Intern Mé
preference. 2012;156(5);37486.
Preventive Dondét per f ol Routine general health checks are office vi§ Krogsboll LT, Jorgensen KJ, Gronhoj Larsen C, Gotzsche PC. Ge| Cochrane
medicine general health checks fq between a health professional and a patient health checks in adults for reducing morbidity and mortality from | Database of
asymptomatic adults. exclusively for preventive counseling and | disease: Cochrangstematic review and metmalysis. BMJ. Systematic
screening tests. In contrast to office visits fo 2012;345:e7191. Reviews
Society of General acute iliness, specific evidenbased Boulware LE, Marinopoulos S, Phillips KA, Hwang CW, Maynor K,
Internal Medicine preventive strategies, or chronic care Merenstein D, Wilson RF, Barnes GJ, Bass EB, Powe NR, Daumi
management such as treatment of high bloq gystematic review: the value of the periodic health evaluation. Anr
pressure, regularly scheduled general healt| |ntern Med. 2007 Feb 20;146(4):28%00.
ghﬁc:sawllthtouht a sr[:r)]i:liflcnc?useer:nglundlggetré United Stgtes Preyentive Services Task Force. Gu.ide to clinical
shown to be effective in reducimgorbidity, preventative services: a.n assessment _of_the effectiveness of 169
mortality or hospitalization, while creating a interventions. Baltimore: Williams & Wilkins,989.
potentia| for harm from unnecessary testing Candian TaSk Force on the PeriodiC H@Examination. The periodiC
health examination. CMAJ. 1979;121(9):11234.
Preventive Dondt r ec o n Screening for cancer can be lifesaving in Lee SJ, Boscardin WtijacicCenzer I, ConelPrice J, O'Brien S, USPSTF
medicine screening in adults with | otherwise healthy aisk patients. While Walter LC. Time lag to benefit after screening for breast and color
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Geriatric life expectancy of less | screening tests lead to a mortality benefit, | cancer: metanalysis of survival data from the United States, Swed
than 10 years. which emerges years after the test is United Kingdom, and Denmark. BMJ. 2012 JaB4%:e8441.
. performed, they expose patients to immedia Voyer VA, U.S. Preventive Services Task Force. Screening for
Society of General potential harms. Patientsith life | prostate cancer: U.S. Preventive Services Task Force Recommen
Internal Medicine expectancies of less than 10 years are unlik statement. Ann Interied. 2012 Jul 17:157(2):1284.
to Ilve. long enough .to derive the distant Schrdder FS, Hugosson J, Roobol, MJ, Tammela TL, Ciatto S, Ne|
benefit from screening. However, these ; . . - .
. . . : V, Kwiatkowski M, Lujan M, Lilja H, Zappa M, Denis LJ, Recker F,
patients are in fact more likely to experience _’, e .
. . T : Péez A, Maattanen L, Bangma CH, Aus G, Carlsson S, Villers A,
the harms since patients with limited life : . -
. . Rebillard X, van der Kwast T, Kujala PM, Blijenberg BG, Stenman
expectancy are more liketg be frail and . : .
: - .| UH, Huber A, Taari K, Hakama M, Moss SM, de Koning HJ, Auvin
more susceptible to complications of testing . : .
A; ERSPC Investigars. Prostateancer mortality at 11 years of
and treatments. Therefqthe balance of follow-up. N Engl J Med. 2012 Mar 15:366(11):98I0
potential benefits and harms does not favor i P- .g N ) ’ ' ;
recommending cancer screening in patients Whitlock EP, Lin JS, Liles E, Beil TL, Fu R. Screening for colon
with life expectancies of less than 10 years.| cancer: a targeted updated systematic review for the U.S. Prevent
Services Task Force.nh InternMed. 2008 Nov 4;149(9):6388.
Walter LC and Covinsky KE. Cancer screening in elderly patients:
framework for individualized decision making. JAMA. 20{In
6;285(21):27566.
Preventive Dondt r oen i| Thereisconvincing evidence that P8ased | American Academy of Family Physicians. Prostate cancer fleter | USPSTF
medicine for prostate cancer using screening leads to substantial overdiagnosij Leawood (KS): American Academy of Family Physicians; 2012 [ci
aPSAtest or digital prostate tumors. Manyimors will not harm | 2013 Jul 23]. Available fromhttp://www.aafp.org/patient
Urologic rectal exam. patientswhile the risks of treatment are care/clinicalrecommendations/all/prostatancer.html.
. _ significant. Physicians should not offer or | |y s, preventive Services Task Force. Screening for prostate canc
Oncologic American Academy of | order PSA screening unless they are prepal Rockville (MD): U.S. Preventive Services Task Force. 2012 May. 1
Family Physicians to engage in sharetkcision making that p.
enables an informed choice by patients.
Preventive Dondét r out i| Manypractitioners become confused when| Bikle D, Adams J, Christakos S. Primer twe tmetabolic bone diseas({ Endocrine
medicine 1,25dihydroxyvitamin | ordering a vitamin D test. Because 1,25 and disorders of mineral metabolism. Washington: American Soci¢ Society
D unless the patient has| dihydroxyvitamin D is the active form of for Bone and Mineral Research. c2008.Chapter 28, Vitamin D: Guideline

hypercalcemia or
decreased kidney
function.

The Endocrine Society
American Association of

Clinical
Endocrinologists

vitamin D, many practitioners think that
measuring 1,2%lihydroxyvitamin D is an
accurate means to estimaitamin D stores
and test for vitamin D deficiency, which is
incorrect. Current Endocrine Society
guidelines recommend screening for vitamir
D deficiency in individuals at risk for
deficiency.Serum levels of 1,25
dihyroxyvitamin D have little or no
relationship to vitamin D stores but rather ar

regulated primarily by parathyroid hormone

production, metabolism, mechanism of action, dimdcal
requirements. p. 149.

Holick MF. Vitamin Ddeficiency.N Engl J Med. 2007;357:2681.

Holick MF, Binkley NC, BischoffFerrari HA, Gordon CM, Hanley
DA, Heaney RP, Murad MH, Weaver CM; Endocrine Society.
Evaluation, treatment, and prevention of vitamin D deficiency: an
Endocrine Society clinical pctice guideline. J Clin Endocrinol Meta
2011 Jul;96(7):191-BO.
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levels, which in turn are regulated by calciul
and/or vitamin D. In vitamin D deficiency,
1,25dihydroxyvitamin D levels go up, not
down.Unregulated production of 1,25
dihydroxyvitamin D (i.e., sarcoidosis,
granulomatous diseases) is an uncommon
cause of hypercalcemia; this should be
suspected if blood calcium levels are high a
parathyroid hormone levels are low and
confirmed by measurement of 1;25
dihydroxyvitamin D. Tle enzyme that
activates vitamin D is produced in the kidne
so blood levels of 1,28ihydroxyvitamin D
are sometimes of interest in patients on
dialysis or with enestage kidney disease.
There are few other circumstances, if any,
where 1,2&dihydroxyvitanin D testing would
be helpful.Serum 28hydroxyvitamin D levels
may be overused, but when trying to assess
vitamin D stores or diagnose vitamin D
deficiency (or toxicity), 2ehydroxyvitamin D
is the correct test.

Preventive
medicine

Oncologic

Gynecologic

Donét s aiskee
women withcancer
antigen CA) 125 or
ultrasound for ovarian
cancer.

Society of Gynecologic
Oncology

CA-125 and ultrasound in lowsk,
asymptomatic women have not led to
diagnosis of ovarian cancer in earlier stages
disease or reduced ovarian cancer mortality
Falsepositive results of either test can lead |
unnecessary procedures, which hesks of
complication.

Barton MB, Lin K. Screening for ovarian cancer: Evidence update
the U.S. Preventive Services Task Force reaffirmation
recommendation statement [Internet]. Rockville (MD); 2012 Apr.
Agency for Healthcare Research and Quality; AHR@lication No.
12-05165 EF3. Available from:
http://www.uspreventiveservicestaskforce.orgaifl®/ovarian/ovarca
ncerrs.htm.

Buys SS, Partridge E, Black A, Johnson CC, Lamerato L, Isaacs (
Reding DJ, Greenlee RT, Yokochi LA, Kessel B, Crawford ED,
Churdh TR, Andriole GL, Weissfel
B, Ragard LR, Clapp JD, Rathmell JM, Riley TL, Hartge P, Pinsky
Zhu CS, Izmirlian G, Kramer BS, Miller AB, Xu JL, Prorok PC,
Gohagan JK, Berg CD; PLCO Project Team. Effect of screening o
ovarian cancer mortality: the Prostate, Lung, Colorectal and Ovarig
(PLCO)cancerscreeningrandomizectontrolledtrial. JAMA. 2011
Jun 8;305(22):229803.

American College of Obstetricians and Gynecologists Committee
Gynecologic Practice. The role of thiestetriciangynecologist in the

early detection of epithelial ovarian cancer. Committee Opinion N¢

USPSTF
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477. Obstet Gynecol. 2011 Mar;117(3):7812

Preventive Dond performpelvic Althoughthe mortality rateassociatedvith Moyer VVA. Screenindor ovariancancer U.S. PreventiveServices USPSTF
medicine ultrasoundn average ovariancancers high, thediseaseccurs TaskForcereaffirmationrecommendatiostatementU.S. Preventive
risk womento saeenfor | infrequentlyin thegenerald.S. population ServicesTaskForce Ann InternMed 2012;157:9004.
Oncologic ovariancancer \fgg ggggeadjustednmdenceof 13 casegper AmericanCollegeof ObstetricianandGynecologist€Committeeon
f omen As aresult thepositive G logc Practice CommitteeOpinionNo. 477:therole of the
Gynecologic ACOG predctive valueof screeningor ovarian ynecologe Fractice ' piniono. o )
) . obstetriciangynecologisin the earlydetectionof epithelialovarian
canceris low, andmostwomenwith a ) )
positivescreeningestresultwill haveafalse cancer ObstetGynecol 2011Mar;117(3):7426.
positiveresult Annualscreeningvith U.S. PreventiveServicesTaskForce Ovariancancer screening
transvaginalltrasonographyn womendoes | Rockville (MD): USPSTE 2012.Availableat
notreducethe numberof ovariancancer http://www.uspreventiveservicestaskforoeyPagéDocumentUpdate
deaths SummaryFindbvariancancerscreeningRetrieved Decembe®, 2015.
Preventive Donét P®RA f o| Since PSA levels in the blood have been Raghavan D. PSA Please Stop Agonizing (over prostafgecific USPSTE
medicine testing for prostate linked with prostate cancer, many doctors | antigen interpretation). &yo Clin Proc. 2013 Jan;883L American
cancer screening in mer| have used repeated PSA tests in the hope ¢ schroder FH, Hugosson J, Roobol MJ, Tammela TL, Ciatto S, Nel College of
Urologic with no symptoms ofthe f i ndi ng fiearl yo pr ogy kwiatkowski M, Lujan M, Lilia H, Zappa M, Denis LJ, Recker F,| Physicians and
disease when they are | symptoms of the disease. Unfortunately, P paez A, Maattanen L, Bgma CH, Aus G, Carlsson S, Villers A, AUA
Oncologic expected to live less tha| is not as useful for screening as maayé Rebillard X, van der Kwast T, Kujala PM, Blijenberg BG, Stenman| 9uidelines

10 years.

American Society of
Clinical Oncology

hoped because many men with prostate cal
do not have high PSA levels, and other
conditions that are not cancer (such as beni
prostate hyperplasia) can also increase PS/
levels.Research has shown that men who
receive PSA testing are less likelydie
specifically from prostate cancer. However
when accounting for deaths from all causes
no lives are saved, meaning that men who
receive PSA screening have not been show
to live longer than men who do not have PS
screening. Men with medical condit®that
limit their life expectancy to less than 10 yed
are unlikely to benefit from PSA screening ¢
their probability of dying from the underlying
medical problem is greater than the chance
dying from asymptomatic prostate cancer.

UH, Huber A, Taari K, Hakama M, Moss SM, de Koning HJ, Auvin
A; ERSPC Investigators. Prostatencer mortality at 11 years of
follow-up. N Engl J Md.2012 Mar 15;366(11):9820.

Hugosson J, Carlsson S, Aus G, Bergdahl S, Khatami A, Lodding
Pihl C-G, Stranne J, Holmberg E, Lilja H. Mortality results from the
Goteborg randomized population based prostateer screening trial
Lance Oncol. 2010 Aug;1(8):72532.

Andriole GL, Crawford ED, Grubb RL Ill, Buys SS, Chia D, Church
TR, Fouad MN, Gelmann EP, Kvale PA, Reding DJ, Weissfeld JL,
Yokochi LA, O6Brien B, Clapp
RB, Kramer BS, Izmirlian G, Miller AB, Pinsky PF, ProrBiC,
Gohagan JK, Berg CD; PLCO Project Team. Mortality results form
randomized prostateancer screening trial. N EngMed. 2009 Mar
26;360(1):13168.

Moyer VA; U.S. Preventive Services Task Force. Screening for
prostate cancer: U.S. Preventive Sersi¢ask Force recommendatio
statement. Ann Inta Med. 2012 Jul 17;157(2):15.

Qaseem A, Barry MJ, Denberg TD, Owens DK, Shekelle P; Clinicg
Guidelines Committee of the American College of Physicians.

Screening for prostate cancer: A guidance statememt the Clinical
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http://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ovarian-cancer-screening
http://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ovarian-cancer-screening

Guidelines Committee of the American College of Physicians. Ann
InternMed. 2013 May 21;158(10):764d.

Carter HB, Albertson PC, Barry MJ, Etzioni R, Freedland SJ, Greeg
KL, Holmberg L, Kantoff P, Konety BR, Murad MH, Penson DF,
Zietman AL Early detection of prostate cancer: AUA Guidelihe.
Urol. 2013 Aug;190(2):4126.

Basch E, Oliver TK, Vickers A, Thompson I, Kantoff P, Parnes H,
Loblaw DA, Roth B, Williams J, Nam RK. Screening for prostate
cancer with prostatspecific antigen testindAmerican Society of
Clinical Oncology provisional clinical opinion. J Clin Oncol. 2012
Aug 20;30(24):30265.

Preventive Dondét per f ol Lowdose chestCT screening for lung canc| Aberle DR, Adams AM, Berg CD, Black WC, Clapp JD, Fagerstro USPSTF
medicine screening for lungancer| has the potential to reduce lung cancer dea] RM, Gareen IF, Gatsonis C, Marcus PM, Sicks JD. Reduced lung
among patients at low | in patients at high risk (i.e., individuals aged cancer mortality with londose computed tomographic screening. N
Oncologic risk for lung cancer. 55to 74 with at least a 3Packyear history of| Engl J Med. 2011;365(5):39509.
_ tobacco use, who are either still smoking or gach PB, Mirkin JN, Oliver TKAzzoli CG, Berry DA, Brawley OW,
Pulmonary American College of quit within the past 15 years). However, CT| Byers T, Colditz GA, Gould MK, Jett JR, Sabichi AL, SmBimdman
medicine Chest Physicians screening for lung cancer also has the R, Wood DE, Qaseem A, Detterbeck FC. Benefits and harms of C
_ _ potential to cause a number of adverse effe| screening for lung cancer: a systematiceaviJAMA.
American Thoracic (e.g., radiation exposure, higlise-positive 2012;307(22):24109.
Society rate, harms related to downs_tream gvaluanc Veronesi G, Maisomeuve P, Bellomi M, Rampinelli C, Durli I,
of pulmonary nodules, overdiagnosis of Bertolotti R, Spaggiari L. Estimating overdiagnosis in{dose
indolent tumors). Thus, screening should b computed t:)m[()) ?g h §creenin fc?r lun ca%cer' a cohort study. 4
reserved for patients at high risk of lung InterFr)1 Med 20192_1%7)(/11)_77& 9 9 ’ Y
cancer and should not be offered to ' ' ' '
individuals at low risk of lung aeer. Humphrey LL, Deffebach M, Pappas M, Baumann QjsAK,
Mitchell JP, Zakher B, Fu R, Slatore CG. Screening for lung cance
with low-dose computed tomography: a systematic review to upda
the U.S. Preventive Services Task Force recommendation. Ann In
Med. 2013 Sep 17;159(6):42D.

Preventive Dondét or der| Preplacement medical examinations are Talmage J, Belcourt R, Galper J, et al. Low back disorders. In: ACOEM
Medicine rays as partofaroutnelconducted t o det er mi Hegmann K, edOccupational Medicine Practice Guidelines. 3rd ed guideline
preplacement medical | to performtheg b 6 s & farst®ns.t | Elk Grove Village, Ill: American College of Occupational and

examination. Routine low back xays are costly, result in | Environmental Medicine; 2011. p. 377.
unnecessary radiation exposure, do not
American College of address the worker 0¢
Occupational and predict future injuries.
Environmental Medicine
Preventive Dondét r ec o m Cancerscreening is associated with stemn | Schréder FH, Hugosson J, Roobol MJ, TammiglaCiatto S, Nelen | USPSTF
Medicine screening for breast or | risks, including complicationsom testing, V, Kwiatkowski M, Lujan M, Lilja H, Zappa M, Denis LJ, Recker F,

colorectal cancer, nor

overdiagnosis and treatment of tumors that

Paez A, Maattanen L, Bangma CH, Aus G, Carlsson S,Villers A,
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Oncologic prostate cancer (with thg would not have led to symptoms. For prostg Rebillard X, van der Kwast T, Kujala PM, Blijenberg BG, Stenman
PSA test) without cancer, 1,055 men would need to be screer] UH, Huber A, Taari K, Hakama M, Moss SM, derdng HJ, Auvinen
Geriatric considering life and 37 would need to be treated to avoid o1 A; ERSPC Investigators.Prostatencer mortality at 11 years of
expectancy and the risky death in 11 years. For breast and colorectall follow-up. N Engl J Md. 2012 Mar 15;366(11):9890.
of testing, overdiagnosis cancer, 1,000 patnes would need to be Moyer VA; U.S. Preventive Services Task Force. Screening for
and overtreatment. screened to prevent one death in 10 years. | prostate cancer: U.S. Preventive Services Task Force recutation
patients with a life expectancy under 10 yeg statement. Ann Intern Med. 2038ly 17;157(2):12034.
American Geriatrics screening for these three cancers exposes { \y/aiter LC, Covinsky KE. Cancer screening in elderly patients: a
Society to immediate harms with little chance of framework for individualized decision makingANIA. 2001 Jun
benefit. 6:285(21):27506.
Lee SJ, Boscardin WJ, Stijaettenzer |, ConelPi ce J, 06
Walter LC. Time lag to benefit after screening for breast and color
cancer: metanalysis of survival data from the United States, Swed
United Kingdom, and Denmark. BMJ. 2012 Jan 8;346:e8441.
Preventive Dondét r out i| Ofthevaccinesthat may contain egg proteil Des Roches A, Paradis L, Gagnon R, Lemir®€gin P, Carr S, Char Advisory
Medicine influenza vaccination in | (measles, mumps, rabies, influenza and yel| ES, Paradis J, Frenette L, Ouakki M, Benoit M, De Serres G; PCIF Committee on
eggallergic patients. fever), measles, mumps andbies vaccines | (Public Health Agency of Canada/Canadian Institutes of Health Immunization
Allergy and have at most negligible egg protein; Research Influenza Research Network). atigrgic patients can be | Practices
Immunologic American Academy of | consequently no special precautions need t| safely vaccinated against influenzallergy Clin Immunol. 2012

Allergy, Asthma &
Immunology

be followed in egenllergic patientgor these
vaccines. Studies ieggallergic patients
receiving egepased inactivated influenza
vaccine have not reported otians;
consequently eggllergic patients should be
given either egdree influenza vaccine or
should receive eghased influenza vaccine
with a 30minute mpstvaccine observation
period.Egg-allergic patients receiving the
yellow fever vaccine should kskin tested
with the vaccine and receive the vaccine wil
a 30minute observation period if the skin te!
is negative. If positive, the vaccine may be
given in graded doses with appropriate
medical observatiorEgg protein is present in
influenza and yeller fever vaccines and in
theory could cause reactions in egtergic
patients. However, in 27 published studies
collectively 4,172 patients with egg allergy
received 4,729 doses of eggsed inactivated
influenza vaccine with no cases of

anaphylaxis, inclding 513 withsevere egg

Nov;130(5):12181216.

Centers for Disease Control and Prevention (CDC). Prevention an
control of influenza with vaccines: recommendations of the Adviso
Committee on Immunization Practices (AQIRhited States, 20123
influenza season. MMWR Morb Mortal Wkly Rep. 2012 Aug
17;61(32):6188.

FLUCELVAX (Novartis) Package Insert. 2012.
FLUBLOK (Protein Sciences) Package Insert. 2013.

American Academy of Pediatrics. Red Book: 2012 report of the
Committee on Infectious Diseasesckering LK, ed. 29th ed. Elk
Grove Village, IL: American Academy of Pediatrics; 2012. 936 p.

Kelso JM, Greenhawt MJ, Li JT, Nicklas RA, Bernstein DI, Blessin
Moore J, Cox L, Khan D, Lang DM, Oppenheimer J, Portnoy JM,
Randolph CR, Schuller DE, Spectdr,Jilles SA, Wallace D.
Adverse reactions to vaccines practice parameter 2012 update. J
Allergy Clin Immunol. 2012 Jul;130(1):283.
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allergy who uneventfully received 597 dose{ YF-VAX (Sanofi Pasteur) Package Insert. 2010.
The Center for Disease Control and
Preventio®ds Advi sory Com
Immunization Practices recommends that-e|
allergic persons receive inactivated influenz
vaccine as a single doséthout prior vaccine
skin testing and be observed for 30 minutes
afterwards for any possible allergic reaction
If the reaction to the ingestion of eggs was
hives only, the vaccine can be administered
a primary care setting, whereas if the reacti
to the ingestion of eggs was more severe, tl
vaccine should be administered in an
allergist/immunol ogi
inactivated influenza vaccine not grown in
eggs have been approved for patients 18 ye
and older: Flucelvax, prepared from virus
propayated in cell culture, and Flublok,
recombinant hemagglutinin proteins produci
in an insect cell line. For egmlergic patients
18 years of age and older, either dmpped
inactivated influenza vaccine can be used w
the precautions above or effge nactivated
influenza vaccine can be usédeasles and
mumps vaccines (and Purified Chick Embry
Cell rabies vaccine) are grown in chick
embryo fibroblast cultures and contain
negligible or no egg protein. Thuseasles,
mumps, and rubelland Purified Chik
Embryo Cell rabies vaccine can be
administered to eggllergic recipients in the
usual mannerRer the Yellow Fever vaccine
package insert, egglergic recipients should
be skin tested with the vaccine prior to
administration. If negative, the vaccinancbe
given in the usual manner, but the patient
should be observed for 30 minutes afterwar
If the vaccine skin test is positive, the vaccif
can be given in graded doses under
appropriate medical observation.
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Preventive Avoid use of ultrasound | The presence of a bruit alone does not wary Ricotta JJ, Aburahma A, Ascher E, Eskandari M, Faries P, Lal BK] Society for
Medicine for routine surveillance | serial duplex ultrasounds in lerisk, Society for Vascular Surgery. Updated Society for Vascular Surge| Vascular
of carotid arteries in the | asymptomact patients, unless significant guidelines for management of extracranial carotid diseasasd V Surgery
Cardio- asymptomatic healthy | stenosis is found on the initial duplex Surg. 2011;54(3):eB1. guidelines
vascular population at any time. | ultrasound. The presence of asymptomatic| jacobowitz GR, Rockman CB, Gagne PJ, Adelman MA, Lamparel
severe carotid artery disease in the general| pJ, Landis R, Riles TS. A model for predicting occult carotid artery
Society for Vascular population yields a risk of neurologic event | stenosis: screening is justified in a selected populatiomsé Burg.
Surgery which is <2%. Even in patients who have a | 2003;38(4):705.
bruit, if no other risk factors exist, the Qureshi Al, Jaardhan V, Bennett SE, Luft AR, Hopkins LN,
incidence is only 2%. Age (over 65), corona Gyterman LR. Who should be screened for asymptomatic carotid
artery disease, need for coronary bypass, | arery stenosis? Experience from the Western New York stroke
symptomatic lower extremity arterial screening program. J Neuroimaging. 2001;11(2):105
occlusive disease, history of tobacco, el
high cholesterol would be appropriate risk
factorsto prompt ultrasound in patients with
bruit. Otherwise, these ultrasounds may
prompt unnecessary and more expensive a
invasive tests, or even unnecessary surgery
general populatioiased studies, the
prevalence of severe carotid stenosis is not
high enough to make bruit alone an indicati
for carotid screening. With these facts in
mind, screening should be pursued only if &
bruit is associated with other risk factors for
stenosis and stroke, or if the primary care
physician determines patient isat increased
risk for carotid artery occlusive disease.
Preventive Dondét t ake | Vitaminsupplementation is a mulillion Nutrition Business Journal. NI U.S.
medicine vitamin, vitamin E or dollar industry $28.1 billion in 2010) in the | analysis of markets, trends, competition and strategy in the U.S. d| Preventive
betacarotene to prevent| United States, much of which is taken with §f supplemenindustry. New York, NY: 2011. Seavices Task
Cardio- cardiovascular disease ¢ intention to prevent cardiovascular disease | Moyer; U.S Preentive Services Task Force. Vitamin, mineral, and | Force
vascular cancer. cancer. However, there is insufficient multivitamin supplements for the primary prevention of cardiovasc
evidence to demonstrate benefit from disease and cancer: U.S. Preventive Services Task Force
Oncologic American College of multivitamin supplementation to prevent recommendation statement. Ann Intern Med. 2014;160(8)8858

Preventive Medicine

cardiovascular idease or cancer. Adequate
evidence demonstrates that supplementatio
with vitamin E and betcarotene in healthy
populations specificalljpasno benefit on
cardiovascular disease or cancer. Beta
carotene is also associated with increased t

of lung camrer in smokers and people who

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

103




have been exposed to asbestos.

Preventive Dondt r out i| Morethan 1,000 symptoiinee men need to | Lim LS, Sherin K; ACPM Prevention Practice Committee. Screeni U.S.
medicine PSAbased screening fo| be screened for prostate cancer to save ong for prostate cancer in U.S. men ACPM position statement on Preventive
prostate cancer. addtional life. As a result, increased harms | preventive practice. Am J& Med. 2008;34(2):16%0. Services Task
Oncologic and medical costs due to widespread scree Force,
American College of of asymptomatic men are believed to Moyer; U.S Preventive Services Task Force. Screening for prostat American
Urologic Preventive Medicine outweigh the benefits of routine screening. | -ancer: U.S. Preventive Services Task Force recommendation College d
There is a high likelihood of having a false | giatement. Ann Interkled. 2012:157(2):1284. Preventive
positive resultleading to worry, decreade Medicine,
quality of life, and unnecessary biopsies wh¢ .. | ACP
many of these elevated PSAs are caused bj Qaseem A, Barry MJ, Denberg TD, Owens DK, Shekelle P; Clinic gjigelines
enlarged prostates and infection instead of Gwdelmes Committee ohe Amerlca_n College of Physicians. .
cancer. This recommendation pertains to th Scr_eer)mg for progtate cancer: a gqldance statement fro_rr_1 the Clin
routine screening of most men. In rare Guidelines Committee of the American College of Physicians. Ann
circumstances, such as a strong farhitory | Intern Med. 201358(10):7619.
of prostate and related cancers, screening r
be appropriate.
Preventive Dondt u-body w Wholebody scanning with a variety of Ladd SC. Wholébody MRI as a screening tool? EuRradiol. Expert
medicine scans for early tumor techniquegmagnetic resomece imaging 2009;70(3):45562. consensus
detection in singlephoton emission computed
Oncologic asymptomatic patients. | tomographypositron emission tomography | gchmidt G, Dinter DReiser MF, Schoenberg SO. The uses and

American College of
Preventive Medicine

CT) is marketed by some to screen for a wi¢
range of undiagnosed cancers. However, th
areno data suggesting that these imaging
studies will improve survival or impre the
likelihood of finding a tumor (estimated tum(
detection is less than 2% in asymptomatic
patients screened). Whelt®dy scanning has
a risk of falsepositive findings that can resuls
in unnecessary testing and procedures with
additional risksincluding considerable
exposure to radiation withositron emission
tomographyand CT, a very small increase in
the possibility of developing cancer later in
life, and accruing additional medical costs a
result of these procedures. Whdledy
scanning is norecommended by medical
professional societies for individuals without
symptoms, nor is it a routinely practiced

screening procedure in healthy populations,

limitations of wholebody magnetic resonance imaging. Dtsch Arztg
Int. 2010;107(2):3839.

Full-Body CT Scan$ What You Need to Know, Radiatiemitting
Products. U.S. Department of Health and Human Serviceskt].
Silver Sprng, MD: U.S. Food and Drug Administration; 2010 [upda
2010 Apr 6; cited 2014 Dec 5]. Available from:
http://www.fda.gov/Radiation
EmittingProducts/RadiationEmittingProductsandProcedures/Medig
maging/MedicalXRays/ucm115340.htm
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Preventive Dondt use e|Onaverage, the cost of a generic drug is 8( Hoadley JF, Merrell K, Hargrave E, Summer L. In Medicare Part O Expert
medicine medications when an 85% lower than therandnameproduct plans, low or zero copays and other features to encourage the usg consensus
equally effective and although generic drugs are required to have generic statins work, could save billions. Health Affairs (Mabd).
lower-cost medication is| the same active ingredierdgadstrengthand | 2012;31(10):226&5.
available. similar effectiveness as braméme drugs.
_ Studies estimate that for every 10% increas \johier, PJ New drugs: how to decide which ones to prescribe. Fat
American College of in the use of generic cholesterol drugs, Pract Manag. 20063(6):335
Preventive Medicine gﬂnendd(;ﬁ;e costs could be reduceddtiybillion Shrank WH, Hoang T, Ettner SL, Glassman PA, Nair K, DeLapp O
’ Dirstine J, Avorn J, Asch SM. The implications of choice: prescribi
generic or preferred pharmaceuticalpioves medication adherence
for chronic conditions. Arch Intern Med. 26;166(3):3327.
Facts about generic drugs [Internet]. Silver Sprv®: U.S. Food and
Drug Administration; 2012 [updated 2012 Sep 19; cited 2014 Dec
5].Available from:
http://www.fdagov/Drugs/ResourcesForYou/Consumers/BuyingUs
MedicineSafely/UnderstandingGenericDrugs/ucm167991.htm.
Preventive Dondét per f ol Healthcare professionals should not perforf Moyer; U.S. Preventive Services Task Force. Screening for cervicy U.S.
medicine for cervical cancer in cervical cancer screening in women who ha cancer: U.S. Preventive Services Task Force recommendation Preventive
low-risk women aged 65 had a hysterectomy that removed their cerv| statement. Ann Intern Med. 20;156(12):8801, W312. Services Task
Oncologic years or older anchi and do not have asdtory of highgrade Force
women who have had a| precancerous lesions or cervical cancer. Saslow D, Solomon D, Lawson HW, Killack#, Kulasingam SL,
Gynecologic total hysterectomy for | Screening provides no benefits to these Cain J, Garcia FA, Moriarty AT, Waxman AG, Wilbur DC,

benign disease.

American College of
Preventive Medicine

patients and may subject them to potential
risks from falsepositive resultsincluding
physical (e.g., vaginal bleeding from biopsie
or psychological€.g., anxiety)In addition,
cervical cancer screening should not be
performedn women over the age of 65 that
are at low risk for cervical cancer and have
had negative results from prior screenings.
Health care professionals should make this
decision ora caseby-case basis, but once a
patient stops receiving screenings, in gener
they should not restart screenings. Screenir
for women in this population provides little t
no benefitbecausehe incidence and
prevalence of cervical disease declines for

women starting at age #80 years.

Wentzensen N, Downs LS Jr, Spitzer M, Moscicki AB, Franco EL,
Stoler MH, Schiffman M, Castle PE, Myers ER; AGSCCRASCP
Cervical Cancer Guideline Committee. American Cancer Sqciety
American Society for Colposcopy and Cervical Pathology, and
American Society for Clinical Pathology screening guidelines for tk
prevention and early detection of cervical cancer. CA Cancer J Cli
2012;62(3):14772.
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Preventive Dondt r ec o n Many patients residing in tHengterm care | Clarfield AM. Screening in frail older people: an ounce of preventi¢ Expert
medicine screening for breast, setting are elderly and frail, with or a pound of trouble? J Am @atr Soc. 2010 Oct;58:20181. consensus
colorectal or prostate | multimorbidity and limited life expectancy. | Gill TM. The central role of prognosis in clinical decision making.
Oncology cancer if life expectancy| Although research evaluating the impact of | JAMA. 2012 Jan 11;307(2):19200.
is estimated to be less | screening for breast, colorectahd prostate | 5.qss CP. Cancer screening in older persons: a new age of wond
Geriatrics than 10 years. cancer in older adults in general dodg-term | japmA Intem Med. 2014 Oct:174(10): 1565
careresidents in partidar is scant, available o . . .
The Society for Post studies suggest that multimorbidity and Lee S‘Jt’. Lelgmg RM,fWalltgr Lcd IHCOSPAOA;I%Q% Iggm to benefit into
Acute and Longrerm advancing age significantly alter the rsk ?52;/?3?6?24)920581% or older aduts. ec
Care Medicine benefit ratio. Preventive cancer screenings ' ' ' ) )
have both immediate and longer term risks LonsdorpVogelaar |, Gulati R, Mariotto AB, Schech.t'er CB de
(e.g., procedural and psychological risks, fa| Carya]ho TM, Knudsen AB van Ravesteyn NT, Heijnsdijk EA,
positives, ientification of cancer that may be Paplnlgk C, van B_allegoouen M, Rutter CKluntz KM, Feuer EJ, .
clinically insignificant, treatmentelated Etzioni R, de Koning _HJ, Zaube'r AG, Mandelblatt JS: Personahzm
morbidity and mortality). Benefits of cancer | 29€ of cancer screening cessation based on comorbid conditions:
screening occur only after a lag time of 10 model estimates of harms and benefits. Ann Inkéed. 2014 Jul
years (colorectal or breast cancer) or more 15;161(2):10412.
(prostate cancer). Patients with a life Moyer VA. Screening foprostate cancer: U.S. Preventive Services
expetancy shorter than this lag time are les| Task Force Recommendation Statement. Ann Irféd. 2012 Jul
likely to benefit from screening. Discussing | 17;157(2):12634.
the | ag ti me ( AWhen |RoyceTJ, Hendrix LH, Stokes WA, Allen IM, Chen RC. Cancer
patients is at least as important as discussit| screening rates in individuals with different life expectancies. JAM
the magnitude of any IntemMed. 2014 Oct;174(10):15585.
will it help?0)ingbyr ¢ spivackB, Cefalu C, Kamel H, et al. Health Maintenance in the Lo
PSAtesting is not recommended for Term Care Setting Clinical Practice Guideline. 2012. Columbia, M
asymptomatic patients because of a lack of| AmericanMedical Directors Association.
life-expectancy benef_|t. OFteme Screening | an Hees F, Habbema JD, Meester RG, Lanstagelaar |, van
for colorectal cancer in older adults yvho hay Ballegooijen M, Zauber AG. Should colorectal cancer screening bg
never bee_n screened may be @&ctwe; considered in elderly persons without previous screening? A cost
ggwe\(/jefr, It shggld ntot be consutj_erata‘derlgge effectiveness analysis. Ann Inteifed. 2014 Jun 3;160(11): 75D
th a§n75 :)hr er%%rdgi%frggraeﬁﬁllg}elri‘kse:ﬁ/ e Walter LC, Coyingk_y KE_. Cance( s_creening inezlgl patients: a
outweigh any benefits. gazrgggcir)sz%gdlwduahzed decision making. JAMA. 2001 Jun
Preventive Offer PSA screening for| Shared decision making (between health cg Early detection of prostate cancer: American Urological Associatio Expert
medicine detecting prostatcancer| provider and patient and, in some cases, guideline, 2013 [Internet]. Linthicum (MD): Americarrdogical consensus
only after engaging in | family members) is an exdeht strategy for | Assocation; 2013 [cited 2014 Nov 4Available from:
Urologic shared decision making, making healttcare decisions when there is | www.auanet.org/education/quidelines/prostedecerdetection.cfm
more than one medically reasonable option,
Oncologic Ameican Urological Since bottscreening agh not screening may

Association

be reasonable optiondepending on the

particular situation, shared decision making
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recommended. |

Topic area(s) Recommendation Rationale andcomments References Source

Psychiatric Dondt pr es c| Metabolc, neuromuscular, and cardiovascul American Psychiatric Association. Practice guideline for the American
antipsychotic side effects are common in patients receivir| psychiatric evaluation of adults, second edition. Am J Psychiatry. 2 Psychiatric
medications to patients | antipsychotic medications for any indication| Jun;163(Suppl):36. Available from: Association
for any indication so thorough initial evaluation to ensure that| http:/psychiatryonline.org/content.aspx?bookid=28&sectionid=202 guideline
without appropriate their use is clinically warranted, and ongoin¢ 69.
initial evaluation and monitoring to ensure that sidefedts are American Diabetefssociation; American Psychiatric Association;
appropriate ongoing identified, are essé&american Association of Clinical Endocrinologists; North Americar
monitoring. eval uationo i ncl udes agsociation for the Study of Obesity. Consensus development

_ o thorough assessment of possible underlying conference on antipsychotic drugs and obesity and diabetes. Diab
American Psychiatric | causes of target symptoms including generg care. 2004;2%):596601.
Association medical, p;ych|atr|c, en.V|ronmen.taI'or Dixon L, Perkins D, Calmes C. Guideline watch (September 2009
psychosocial problems; (b) codsration of . deline for the treatment of patients with schizophren
general medical conditions; and (c) practice guide In€ for the treatment ot patients SChizop e' a
oo [Internet]. Psychiatry Online. [cited 2013 Mar 8] Available from:
assessment of family history of general http://psychiatryonline.org/content.aspx?batk28&sectionid=16822
medical conditions, especially of metabolic 13p. psy y 019 -aspx:
and cardiovascular ¢
ongoing moni t evaluatigno | Maglione M, Ruelaz Maher A, Hu J, Wang Z, Shanman R, Shekel
and documentation of dose’ efﬁcac)dan PG, Roth B, H|It0n L, Suttorp MJ, EW|ng BA, Motala A, Pel’l’y T,
adverse effects; and targeted assessment, | Southern California Evideneased Practice Center. Q#bel use of
including assessment of movement disorde atypical antipsychotics: an update.dRaille, Md.: Agency for
neuro|ogica| symptoms; We|ght’ waist Healthcare Research and Qua“ty, 2011 Sep 437 p. Report No.:
circumference and/or body mass index; blo¢ HHSA2902007100621.
pressure; heart rate; blood glucose level; ar| Nasrallah HA. Atypical antipsychotinduced metabolic side effects:
lipid profile at periodic intervals. insights from receptebinding profiles. Mol Psychiatry. 2008
Jan;13(1):2735.

Psychiatric D o nréutinely prescribel Research shows that use of two or more American Psychiatric Association. Practice guideline for the treatn] American
two or more antipsychotic medications occurs i#40 of patients with schizophrenia, second edition. Am J Psychiatry. 2( Psychiatric
antipsychotic 35% d outpatients and 3@ to 50% of Feb;161(2 Suppl):66. Available from: Association
medications inpatients. However, evidence for the effica( http://psychiatryonline.org/content@&?bookid=28&sectinid=16822 | guideline
concurrently. and safety of using multiple antipsychotic | 13.

American Psychiatric
Association

medications is limited, and risk for drug
interactions, noncompliancand medication
errors is increased. Generally, the use of tw
or more antipsychotic medications
concurrently should be avoided except in
cases of three failed trials of monotherapy,
which included one failed trial @ozapine

where possible, or where a second

Kane J, Honigfeld G, Singer J, Meltzer H. Clozapine for the treatm
resistant schizophrenic. A douldind comparison with
chlorpromazine. Arch GeRsychiatry. 1988;45(9):7896.

McEvoy JP, Lieberman JA, Stroup TS, Davis SM, Meltzer HY,
Rosnheck RA, Swartz MS, Perkins DO, Keefe RS, Davis CE, Se\
J, Hsiao JK, CATIE Investigators. Effectiveness of clozapine versy

olanzapine, quetiapine, and risperidone in patients with chronic

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

107




antipsychotic medication is added with a plg
to crosstaper to monotherapy.

schizophrenia who did not respond to prior atypical antipsjcho
treatment. Am JPsychiatry. 2006;163(4):6000.

Maglione M, Ruelaz Maher A, Hu J, Wang Z, Shanman R, Shekel
PG, Roth B, Hilton L, Suttorp MJ, Ewing BA, Motala A, Perry T;
Southern California EvideneBased Practice Center. Gébel use of
atypical antipsychotics: an update. Rockville,dvl Agency for
Healthcare Research and Quality; 2011 Sep 437 p. Report No.:
HHSA2902007100621.

Specifications Manual for Joint Commission National Quality
Measures (v2013A1). Measure Set: Hospital Based Inpatient
Psychiatric Services (BIPS), Set Measure ID: HBIP&

Stahl SM, Grady MM. A critical review of atypical antipsychotic

utilization: comparing monotherapy with polypharmacy and
augmentation. Curr Med Chem. 2004;11(3)-2113

Psychiatric Dondt r out i| Thereisinadequate evidence for the efficaq American Diabetes Association; American Psychiatric Association] AHRQ
antipsychotic of antipsychotic medications to treat insomr] American Association of Clinical Endocrinologists; North Americar
medications as a first (primary or due to another psychiatric or Associdion for the Study of Obesity. Consensus development
line intervention for medical condition), with the few studies that| conference on antipsychotic drugs and obesity and diabetdetBsa
insomnia in adults. do exist showing mixed results. Care. 2004;27(2):59601.

] o Maglione M, Ruelaz Maher A, Hu J, Wang Z, Shanman R, Shekel
American Psychiatric PG, Roth B, Hilton L, Suttorp MJ, Ewing BA, Nila A, Perry T;
Association Southern California EvideneBased Practice Center. @éfbel use of

atypical antipsychotics: an update. Rockvillej MAgency for
Healthcare Research and Quality; 2011 Sep 437 p. Report No.:
HHSA290200710062-1.

Nasrallah HA. Atypical atipsychoticinduced metabolic side effects:
insights from receptebinding profiles. Mol Psychiatry2008
Jan;13(1):2735.

Psychiatric Avoid use of hypnotics | Cognitivebehavioral therapy for chronic Edinger JD, Wohlgemuth WK, Radtke RA, Marsh GR, Quillian RE{ Randomized
as primary therapy for | insomnia involves a combination of Cognitive behavioral therapy fareatment of chronic primary controlled
chronic insomnia in behavioral modification, such as stimulus | insomnia: a randomized controlled trial. JAM2001;285(14):1856 trials

adults; instead offer
cognitivebehavioral
thergy, and reserve
medication for
adjunctive treatment
when necessary.

American Academy of
Sleep Medicine

control and sleep restriction, dgognitive
strategies, such as replacement of unrealist
fears about sleep with more positive
expectations. In clinical trialgognitive
behavioral therapis generally as effective as
or more effective than hypnotics at improvin
sleep, and can be effiéve over an extended
period of time without sideffects associated

with hypnotics. Some patients may benefit

64.

Sivertsen B, Omvik S, Pallesen S, et al. Cognitive behavioral therg
vs zopiclone for treatment of chronic primary insomnia in older ady
a randomized contlled trial. JAMA. 2006;295(142851-8.

Morin CM, Valliéres A, Guay B, et al. Cognitive behavioral therapy
singly and combined with medication, for persistent insomnia: a
randomized controlled trial. JAMA009;301(19):2004.5.
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from a limited course of hypnotics while
cognitive behavioratherapyfor chronic
insomnia is initiated. Patients who have
successfully used hyptics for extended
periods and are reluctant to discontinue the|
current treatment regimen may be reasonal
candidates for continued pharmacologic
treatment.

Psychiatric

Geriatric

Dond administerfiprno
(i.e., asneedeli sedative
antipsychoticor
hypnoticmedicationdo
preventandor treat
delirium without first
assessinfpr, removing
andtreatingthe
underlyingcause®f
deliriumandusing
nonpharmaglogic
delirium preventionand
treatmen@pproaches

AmericanAcademyof
Nursing)

Themostimportantstepin treatingdeliriumis
identifying, removing andtreatingthe
underlyingcausés) of delirium. Delirium is
oftenadirectphysiologicalconsequece of
anothemedicalcondition substance
intoxicationor withdrawal or exposureo a
toxin, or is dueto multiple etiologies
Cliniciansshouldthereforeperformadetailed
historyandphysicalexam orderappropriate
laboratorydiagnosticests condud a
thoroughmedicationreview; anddiscontinue
anypotentiallydeliriogenicmedications
Becauseumerouanedication®r medication
classesreassociateavith the developmenof
delirium (e.g., benzodiazepines
anticholinergicsdiphenhydramingsedative
hypnoticy, theiradministratioron a prn basis
shouldbe avoidedif possible Moreover due
to the potentialfor harmandlack of sufficient
evidencesupportingthe safetyandefficacy of
antipsychoticdor the preventionand
treatmenbf delirium, thesemedications
shouldbe administerednly at the lowest
effectivedose for the shortesemountof time,
in patientswho areseverelyagitatedandor at
risk for harmingthemselvesndor others In
termsof delirium preventionit is
recommendedtiealthsydgemsshould
implementmulticomponent
nonpharmacologimterventionghatare
deliveredconsistentlythroughout

hospitalizatiorby theinterdisciplinaryteam

AmericanGeriatricsSocietyabstractealinical practiceguidelinefor
postoperativeleliriumin olderadults J Am GeriatrSoc 2015
Jan63(1):14250.

Diagnosticandstatisticalmanualof mentaldisorders (5th ed).
Washington(DC): AmericanPsychiatricAssociation 2013.

BarrJ, FraserGL, Puntillo K, Ely EW, GélinasC, DastaJF, Davidson
JE, Devlin JW, KressJP, Joffe AM, CoursinDB, Herr DL, TungA,
RobinsomBR, FontaineDK, RamsayMA, Riker RR, SesslelCN, Pun
B, SkrobikY, Jaeschk&; AmericanCollegeof Critical Care
Medicine Clinical practiceguidelinesfor the managemenf pain,
agitation anddeliriumin adultpatientsn theintensivecareunit. Crit
CareMed. 2013Jan41(1):263306.

CampbellN, BoustaniMA, Ayub A, Fox GC, MungerSL, Ott C,
GuzmanO, FarberM, AdemuyiwaA, SinghR. Pharmacological
managemenf deliriumin hospitalizedadultsd a systematievidence
review. J GenlinternMed. 2009Jul,24(7):84853.

By the AmericanGeriatricsSociety2015BeersCriteriaUpdateExpert
Panel AmericanGeriatricsSociety2015UpdatedBeersCriteriafor
PotentiallylnappropriatéMedicationUsein Older Adults. JAm
GeriatrSoc 2015Nov;63(11):222746.

HawkinsSB, Bucklin M, Muzyk AJ. Quetiapinefor the treatmenbf
delirium. JHospMed. 2013Apr;8(4):21520.

Inouye SK, MarcantonioER, MetzgerED. Doing damagen delirium:
the hazardf antipsychdic treatmenin elderlypersonsLancet
Psychiatry 2014Sep1;1(4):3125.

American
Geriatrics
Society
guidelines
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Psychiatric Dond assumea Delirium is commonin olderadults Voyer P, ChampouxX\, Desrosierg), Landrevile P, McCuskerJ, Expert
diagnosiof dementian | especiallyin the hospitalsetting yetdelirium | MonetteJ, SavoieM, RichardS, CarmichaePH. Recognizingacute consensus
Geriatric anolderadultwho is frequently unrecognize@ndnot delirium aspartof your routine[RADAR]: avalidationstudy BMC
presentwith analtered | documentedby nursingor medicalstaff. Nurs 2015Apr 1;14:19.
mentalstatusandor Delirium occursin asmuchas50% of older . S
symptomsof confusion | adultsin the hospital anddelirium :_n;nucietsz'é’l\ﬁﬁjfggggﬁgg?gﬁg;kuS Deliriumin elderly people
without assessindpr superimposedn dementiaoccursin ashigh ' : '
delirium or delirium as90%of hospitalizedblderadults Delirium | Fick DM, SteisMR, Waller JL, InouyeSK. Delirium superimposeon
superimposedn is associateavith very poorclinical outcomes | dementias associatedvith prolongedengthof stayandpoor
dementiausinga brief, including prolongedengthof stay, high costs | outcomesn hospitalizedlderadults JHospMed. 2013Sep8(9):506
sensitive validated andlower quality of life for olderadultswhen | 5.
assessmenool. notdetecte@aarly Delirium !s_treatableand SteisMR, Fick DM. Delirium supemimposedon dementiaaccuracyof
oftenreversibleanddementias not, so : )
AmericanAcademyof mislabelingolderadultswith dementiamay nursedocumentatiord GerontolNurs 2012Jan38(1):3242.
Nursing miss alife-threateninginderlyingcondition KolanowskiAM, Fick DM, YevchakAM, Hill NL, Mulhall PM,
causingthedelirium suchasaninfection, McDowell JA. Payattention The critical importanceof assessing
medicationsideeffect or subdurahematoma | attentionin olderadultswith dementiaJ GerontolNurs 2012Nov
Delirium is extremelycostlyto the healthcare | 15;38(1):23-7.
?r)és;;egl&n:acigo;lo%?m;haensr:ﬂz;t.ezi?gelr;g Les]ie DL, InouyeSK. T.heimportanceof delirium: economicand
andphysicianftentail to recognize societalcosts JAm GeriatrSoc 2011Nov; 59 Suppl2:S241-3.
delirium. Only 12% to 35%of deliriumcases | Williams KN, HermanRE. Linking residentehaviorto dementiacare
aredetectedn routinecare with hypoactive | communicationeff of emotionaltone BehavTher. 2011
delirium anddelirium superimposedn Mar;42(1):426. doi: 10.1016j. beth2010.03.003Epub20100ct 1.
dementiamostlikely to be missed ) . .
Fick DM, Hodo DM, LawrenceF, Inouye SK. Recognizingdelirium
superimposedn dementiaassessingurse$knowledgeusingcase
vignettes J GerontolNurs 2007Feli33(2):407.
Psychiatric Dondét r out i|Recentresearchindicates that use of Correll CU. Monitoring and management of antipsychotiated American
antipsychotic antipsychotic medication in children has metabolic and endocrine adverse events in pediatric patiehRev Academy of
Pediatric medications as a first nearly tripled in the past 10 to 15 years, and Psychiatry. 2008;20(2):19301. Child and
line intervention for this increase appears to be disproportionate Findling RL, Drury SS, Jensen PS, Rapoport JL; AACAP Committy Adolescent
children and adolescent{ among children with low family income, on Quality Issues. Practice parameter for the use of atypical Psychiatry
for any diagnosis other | minority children and children with antipsychotic medications in children and adolescents [Internet]. | guideline,
than psychotic disorders externalzing behavior disorders (i.e., rather | American Academy of Chd and Adolescent Psychiatry. [cited 2013| Cochrane
than schizophrenia, other psychotic disorde| pjar 3]. Available from: Database of
American Psychiatric | and severe tic disorders). Evidence for the | hitp://mww.aacap.org/galleries/PracticeParameters/Atypicalpsyth | Systematic
Association efficacy and tolerability of antipsychotic Reviews

medications in children and adolescents is
inadequate and there are notable concerns

about weight gain, metabolic side effeetrad

otic_ Medications_Web.pdf.

Loy JH, Merry SN, Hetrick SE, Stasiak K. Atypical antipsychotics f
disruptive behaviour disders in children and youths. Cochrane
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a potentially greater tendency for
cardiovascular changes in children than in
adults.

Database Sst Rev. 2012 Sep 12;9:CD008559.

Zito JM, Burcu M, Ibe A, Safer DJ, Magder L&ntipsychotic use by
Medicaidinsured youths: impact of eligibility and psychiatric
diagnosis across a decade. Psychiatr Se3 Rar 1;64(3):223.

Psychiatric

Geriatric

Avoid physical restraints
to manage behavioral
symptoms of
hospitalized older adults
with delirium.

Amerian Geriatrics
Society

Persons with delirium may display behavior:
that risk injury or interference with treatmen;
There is little evidence to support the
effectiveness of physical restraints in these
situations. Physical restraints can lead to
serious injiry or death and may worsen
agitation and delirium. Effective alternatives|
include strategies to prevent and treat
delirium, identification and management of
conditions causing patient discomfort,
environmental modifications to promote
orientation and efigtive sleepwake cycles,
frequent family contact and supportive
interaction with staff. Nursing educational
initiatives and innovative models of practice
have been shown to be effective in
implementing a restraifftee approach to
patients with delirium. fis approach includes
continuous observation; trying-cgientation
once, and if not effective, not continuing;
observing behavior to obtain clues about
patientsd needs; di g
unnecessary medical monitoring devices or
IVs; and avoidig shortterm memory
guestions to limit patient agitation.
Pharmacological interventions are
occasionally utilized after evaluation by a
medical provider at the bedside, if a patient
presents harm to him or herself or others.
Physical restraints should onhe used as a
very last resort and should be discontinued
the earliest possible time.

Bray K, Hi || K, Robson W, Lea
T, Walsh D, Gager M, Waterhouse C; British Association of Criticg
Care Nurses. British Association Gfitical Care Nurses position
statement on the use of restraint in adult critical care units. Nurs C
Care. 2004 Sefoct;9(5):199212.
Center for Medicare & Medicaid Services. Electronic Code of Fedg
Regulations. Condition of participation: patie@ights. 42 C.F.R.
§482.13.

Cotter VT, Evans LK. Avoiding restraints in hospitalized older adul
with dementia. Best practices in nursing care to cddeitts with
dementia. 2012;D1.

Inouye SK. Delirium in older persond.Engl J Med. 2006;354:1157
65.

Minnick AF, Mion LC, Johnson ME, Catrambone C, Leipzig R.
Prevalence and variation of physical restraint use in acute care se
in the U.S. J Nrs Scholarsh. 2007;39(1)3D.

Maccioli GA, Dorman T, Brown BR, Mazuski JE, McLean BA,
Kuszaj JM, Rosenbaum SHrankel LR, Devlin JW, Govert JA, Smit
B, Peruzzi WT; American College of Critical Care Medicine, Socie
of Critical Care Medicine. Clinical practice guidelines for the
maintenance of patient physical safety in the intensive care unit: u
restrainng therapie$ American College of Critical Care Medicine
Task Force 2002002. Crit Gre Med. 2003;31(11): 266367.

Mott S, Poole J, Kenrick M. Physical and chemical restraints in ac
care: their potential impact on rehabilitation of older people] Muis
Pract. 2005 Jun;11(3):9%01.

Flaherty JH, Little MO. Matching the environment to patients with
delirium: lessons learned from the delirium room, a restfadet
environment for older hospitalized adults with delirium. J Am Gerig
Soc. 2011 Nov;58uppl 2:5295300.

Expert
consensus
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Topic area(s) Recommendation Rationale andcomments References Source
Pulmonary Dondt or de r| National guidelines articulate a reliance on | American Academy of Pediatrics. Diagnosis and management of | AAP,
medicine radiographs in children | physical examination and patient history for| bronchiolitis. Pediatrics. 2006;118(4):1793. National
with uncomplicated diagnosis of asthma and bronchiolitis in the| National Heart, Lung and Blood Institute. Guidelines for the diagnd Heart, Lung
Pediatrics asthma obronchiolitis. | pediatric population. Multiple studies have | 3nd management of asthma. 2007. and Blood
established limited clinical utility of chest | ptn:/mww.nhibi.nih.gov/guidelines/asthmay. Institute
Society of Hospital radiographs for pagints with asthma or . . - guidelines
Medicine Pediatric) bronchiolitis. Omission of the use of chest E:g;g?r’ CKEidetlaglégngéggzségdlograph in acute bronchiolitis. J
radiography will reduce costs, but not ' ’ U . o
Compromise diagnostic accuracy and care. Roback MG,et al. Chest radIOgraph in the evaluation of first time
wheezing episodes: review of current clinical efficacy. Pediatr Emg
Care. 1998;14(3):184.
Pulmonary Dondt r seut i| Published guidelines do not advocate the | American Academy of Pediatrics. Diagnosis and management of | AAP
medicine bronchodilators in routine use of bronchodilators in patients wi| bronchiolitis. Pediatrics. 2006;118(4):1798. guideline,
children with bronchiolitis. Comprehensive reviews of the| Gadomski AM, et al. Bronchodilators for bronchiolitis. Cochrane | Cochrane
Pediatrics bronchiolitis. literature havelemonstratechiat the use of | patapase SyfRev. 2010;(12):CD001266. Database of
bronchodilators in children admitted to the Systematic
Society of Hospital hospital with bronchiolitis has no effect or al Reviews
Medicine (Pediatric) important outcomes. There is limited
demonstration of clear impact of
bronchodilator therapy upon the course of
disease. Additionally, providers shid
consider the potential impact of adverse
events upon the patient.
Pulmonary Dondét use s| Published guidelines recommend that American Academy of Pediatrics. Diagnosis and management of | AAP
medicine corticosteroids in corticosteroid medications not be used bronchiolitis. Pediatrics. 2006;118(4):1793. guideline,
childrenyounger than | routinely in the management of bronchiolitis kjassen TP, et al. Dexamethasone in salbutdreated inpatients witf Cochrane
Pediatrics two years with an Furthermore, additional studies in patients | 5cyte bronchiolitis: a randdeed, controlled trial. J Pediatr. Database of
uncomplicated lower with other viral lower respiratory tract 199:130(2):1936. Systematic
| . resplr_atory tract |nfect|p ns have failed to demonsrate any Patel H, et al. Glucocorticoids for acute viral bronchiolitis in infantg Reviews
nfectious infection. benefits. .
disease and young children. Cochrane Database Syst Rev.
Society of Hospital 2004;(3):CD004878.
Medicine (Pediatric) De Boeck K, et al. Respiratory syncytial virus bronchiolitisoable
blind dexamethasone efficacy study. J Pediatr. 1997;131(62919
Von Woensel JBM, et al. Viral lower respiratory tract infection in
infants and younghildren, BMJ. 2003;327(7405):340.
Panickar J, et al. Oral prednisolone for preschool childigmacute
virus-induced wheezing. N Engl J Med. 2009;360(4)-389
Pulmonary Dondt use c| The utility of continuous pulse oximetry in | American Academy of Pediatrics. Diagnosis and management of | AAP
medicine pulse oximetry routinely| pediatric patients with acute respiratory iling bronchiolitis. Pediatrics. 2006;118(4):1793. guideine
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Pediatric in children with acute is not well established. Use of continuous | Schroeder ARet al. Impact of pulse oximetry and oxygen therapy ¢
respiratory illness unlesy pulse oximetry has been previously associal length of stay in bronchiolitis hospitalizations. Arch Pediatr Adoles
theyare on supplementg with increased admission rates and increas| Med. 2004;158(6):5230.
oxygen. length of stay. The clinical benefit of pulse | Hynt CE, et al. Longitudinal assessment of hemoglobin oxygen
. . oximetry is not validated or well documente{ satyration in healthy infants during the figsmonths of life. J Pediatr,
Society of Hospital 1999:135(5):586.
Medicine (Pediatric) Alverson, et al. Multicenter randomized trial of pulse oximetry
monitoring strategies for children hospitalized for bronchiolitis.
Abstract presented at IDWeek 2012, Oct. 2012, San Diego, Calif.
Pulmonary Donét di a g n| Clinicians often rely solely upon symptoms | National Asthma Education and Prevention Expert Panel Report 3 National
medicine manage asthma without| when diagnosing and managing asthma, bu Guidelines foithe diagnosis and management of asthma. NIH Asthma
spirometry these symptoms may be misleading and be| Publicationno.08-5846. October 2007. Education
_ from alternate causes. Therefpspirometry is| |j 3, et al. Attaining asthma control. A practice parameter. J Allergy and
American Academy of | essential to confirm the diagnosis in those | cjin Immunol. 2005:115:S31. Prevention
Allergy, Asthma and patients who can perform th|s_ procedure. | Global strategy for asthma management and prevention: GINA Expert Panel
Immunology Recent guidelines hi execuive summary. Eur Respir J. 20081:14378 report
in stratifying disease severity and monitorin| Y. pITJ. ' '
ControL History and physm:exafn alone may Fuhlb”gge A, et. al. FEV1 iS aSSOCiated W|th riSk Of aSthma attaCk
over or undeestimate asthma Control_ a pediatriC population. J A“ergy Clin Immunol. 2001,107&1
Beyond the increased costs of care, Magadle R. The risk of hospitalization and né&sal and fatal asthma
repercussions of misdiagnosing asthma in relation tothe perception of dyspnea. Chest. 2002;121329
include delaying a correct diagnosis and
treatment.
Pulmonary In patients with a low In patients with low pretest probability of American College of Emergency Physicians. Evaluation and AAFP, ACP,
medicine pretest probability of venous thromboembolisas defined by the | management of adult emergency department patients with suspeg ACEP
venous thrombo Wells prediction rules, a negative high pulmonary embolism. January 2D guidelines
embolism obtain a high | sensitivity Ddimer measurement effectively | http://www.acep.org/Content.aspx?id=80332
sensitive Bdimer excludes/enous thromboembolisand the | 200g8European Society of Cardiology. Acute pulmonary embolism
measurement as the need for further imaging studies. (diagnosis and management of). 2008.
initial diagnostic test; http://www.escardio.org/guidelinegirveys/esc
don6t obtai guidelines/Pages/acufilmonaryembolism.aspx
studies as the initial .
diagnostic test. Snow V, et alManagement of venous thromboembolism. Ann Inter
Med. 2007;146:2040.
American College of Scottish Intercollegiate Guidelines Network. Prevention and
Physicians management ofenous thromboembolism
http://www.sign.ac.uk/guidelines/fulltext/122/index.html
Pulmonary Dondt i ma g e| WhileDVT andPEare relatively common Torbicki A, et al. Guidelines on the diagnosis and management of | ACEP,
medicine suspectedP Ewithout clinically, they are rare in the absence of acute pulmong embolism. Eur Heart J. 20@8(18):2276315. Eurgpean
moderate or high ptest | elevated blood-dimer levels and certain Neff MJ. ACEP releases clcal policy on evaluation and managemd Society of
probability. specfic risk factors. Imaging, particulari@T Cardiology
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American College of
Radiology

pulmonary angiography, is a rapid, accurate
and widely available test, but has limited
value in patients who are very unlikely, base
on serum and clinical criteria, to have
significant value. Imaging is helpftd

confirm or exclude PE only for such patients
not for patients with low ptest probability of
PE.

of pulmonary embolism. Arkam Physician. 2003;68):75960.

Stein PD, et al. Diagnostic pathways in acute pulmonary embolisi
recommendations of the PIOPEDIhlvestigators. Radiology.
2007242(1):1521.

guidelines

Pulmonary
medicine

Avoid using aCT
angiogram to diagnose
PEin young women with
a normal chest
radiograph; consider a
radionuclide lung study
(AV/ Q study

Society of Nuclear
Medicine and Molecular
Imaging

When the clinical question is whether or not
pulmonary emboli are presentV&) study
can provide the answer with lower overall
radiationdose to the breast than can CT
angiographyeven when performed with a
breast shield.

International Commission on Rmlogical Protectionagport 53
(http://www.icrp.org/publication.asp?id=ICRP%20Publication%205
and 80(http://www.icrp.org/publication.asp?id=
ICRP%20Publication%2080)

McCollough, et al. Strategies for reducing radiation dose in CT. R¢
Clin North Am 2009;47:2740.

Hurwitz, et al. Radiation dose savings for adult pulmonary embolu
64-MDCT using bismuth breast shields, lower peak kilovoltage, an
automatic tube current modulation. A2 J Roentgenol.
2009;192:2443.

Stein EG, et al. Success of aesahd simple algorithm to reduce use
CT pulmonary angiography in the emergency departrdeliR. Am J
Roentgenol. 2010;194:392.

Parker MS, et al. Female breast radiation exposure during CT
pulmonary agiography. AJR Am J Roentgenol. 2005;1832833.

Niemann T, et al. Imaging for suspected pulmonary embolism in
pregnancywhat about the fetal dose? A comprehensive review of t
literature Insights Imaging. 2010;1:3622.

Freeman LM, et al. V/Q scintigraphy: alive, well and equal to the
challenge of CT ragiography. Eur J Nucl Med Mol Imaging.
2009;36:49%04.

Brenner DJ, et al. Computed tomograPhgn increasing source of
radiation exposureN Engl J Med. 2007;357:22734.

Freeman LM, et al. The current and continuing role of ventilation
perfusion scintigaphy in evaluating patients with suspected pulmor]
embolism. Semin Nucl Med. 2008;38(@32-40.

Burns SK, et al. Diagnostic imaging and risk stratification of patien
with acute pulmonary embolism. Cardiol Rev. 2012;20(1245

Expert
consensus

Pulmonary
medicine

Dondt perfo
surveillanceor

evaluation of

Clinical practice guidelines for pulmonary
nodule evaluation (such as those issued by

Fleischner Society or the American College

MacMahon H, Austin JH, @nsu G, Herold CJ, Jett JR, Naidich DP
Patz EF Jr, Swensen SJ; Fleischner Society. Guidelines for

management of small pulmonary nodules detected on CT scans: &

ACCP
guideline
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indeterminate pulmonary
nodules at more frequen
intervals or for a longer
period of timethan
recommended by
establishedyuidelines.

American College of
Chest Pysicians

American Thoracic
Saiety

Chest Physicians) suggest that intensity of
surveillance should be guided by the
likelihood of malignancy. In pagnts with no
prior history of cancer, solid nodules that ha
not grown over awo-year period have an
extremely low risk of malignancy (although
longer followup is suggested for growglass
nodules). Similarly, intensive surveillance
(e.g., repeating C¥cans everyhreemonths
for two years or more) has not been shown |
improve outcomes such as lung cancer
mortality. Meanwhile, extended or intensive
surveillance exposes patients to increased
radiation and prolonged uncertainty.

statement from the Fleischner Societadilogy. 2005;237(2):395
400.

Gould MK, Donington J, ¥nch WR, Mazzone, Midthun DE, Naidich
DP, Wiener RS. Evaluation of patients with pulmonary nodules: W,
is it lung cancer?: ACCP evidenbased clinical practice guidelines
(3rd edition). Chest. 2013 May;143(5):e93.

Smith-Bindman R, Lipson J, Marcus R, #iKP, Mahesh M, Gould R
Berrington de Gonzéalez A, Miglioretti DL. Radiation dose associat
with common computed tomography examinations and the associ
lifetime attributable risk of cancer. Arch Intern Med.
2009;169(22):207-86.

Wiener RS, Gould MK, Wloshin S, Schwartz LM, Clark JA. What d
youmean,aspol®qual i tative analysis
discussions with their doctors about pulmonary nodules. Chest. 2(
Jul 17. doi: 10.1378/chest.1P095. [Epub ahead of print].

Pulmonary For patients recently Hypoxemia often resolves after recovery frg Croxton T, Baily W, for the NHLBI working group drong-Term Expert
medicine discharged on an acute illness, and continued prescription| Oxygen Treatment in COPD. Report of a National Heart, Lung, an| consensus

supplemental home supplemental oxygen therapy incurs Blood Institute and Centers for Medicare and Medicaid Services

oxygen following unnecessary cost and resource use. At the | Workshop. Longterm oxygen treatment in chronic obstructive

hospitalization for an that supplemental oxygen is initially pulmonary disease: recommendations for future researchl Raspir

acut e il | ne|prescribed,a planshould bstablished to re | Crit Care Med. 2006;174:373.

renew the prescription | assess the patient no later than 90 days aftt o pr i scol | B, Howard L, Davi s

without assessing the | discharge. Medicare and evidertuased oxygen use in adult patienfEhorax. 2008;63 Suppl 6:via8.

pattient for ongoing criteria should be followed to determine MacNee W. Prescription of oxygen: still problems after all these ye

hypoxemia. whether the patient meets criteria for A J Respi.r Crit @re Med 2005_17'2_5122

supplemental oxygen. ) k ' '

American College of

Chest Physicians

American Thracic

Society
Pulmonary Dondét p e rCfTo| Clinical practice guidelines for pulmonary | Fesmire FM, Brown MD, Espinosa JA, Shih RD, Silvers SWlf SJ, | AAFP/ACP
medicine (CT angiography) to embolism indicate that the cost and potentig Decker WW. Critical issues in the evaluation and management of { guideine

evaluate for possible
pulmonary embolism in
patients with a low
clinical probability and
negative results of a
highly sensitivep-dimer

assay.

harms of CT angiography (including radiatic
exposure and the possibility of detecting ani
treating clinicaly insignificant pulmonary
emboli with anticoagulation) outweigh the
benefits for patients with a low pretest
probability of pulmonary embolism. In

patients with a low clinical prediction score

patients presenting to the emergency department with suspected
pulmonary embolism. Ann EmgiMed. 2011;57(6):62852, e675.
Qaseem A, Snow V, Barry P, Hornbake ER, RodnicKTdbolic T,
Ireland B, Segal JB, Bass EB, Weiss KB, Green L, Owens DK; Joi
American Academy of Family Physicians/American College of
Physicians Panel on Deep Venous Thrombosis/Pulmonary Emboli

Current diagnosis of venous thromboembolism in primary: @are
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Amercan College of
Chest Physicians

American Thoracic
Society

(e.g., Wells or Geneva score) followed by a
negativedD-dimer mesured with a high
sensitivity test (e.genzymelinked
immunosorbent assay [ELISAJpulmonary
embolism is effectively excluded and no
further imaging is indicated for pulmonary
embolism evaluation.

clinical practice guideline from the American AcadeafifFamily
Physicians and the American College of Physicians. Ann Iiveah
2007 Mar 20;146(6):458.

Torbicki A, Perrier A, Konstantinides S, Agnelli G, Galie N,
Pruszczyk P, Bengel F, Brady Akrfeira D, Janssens U, Klepetko \
Mayer E, Remydardin M, Bassand JP; ESC Committee for Practicg
Guidelines (CPG). Guidelines on the diagnosis and management
acute pulmonary embolism: the Task Force for the Diagnosis and
Management of Acute PulmonaryriBolism of the European Society
of Cardiology (ESC). EuHeart J. 2008;29(18):227815.

The Christopher Study Investigators. Effectiveness of managing
suspected pulmonary embolism using an algorithm combining clin
probability, D-dimer testing, and conmped tanography. JAMA.
2006;295:172.

Roy PM, Colombet I, Durieux P, Chatellier G, Sors H, Meyer G.
Systematic review and megaalysis of strategies for the diagnosis ¢
suspected pulmomaembolism. BMJ. 2005;331:259.

Anderson DR, Kahn SR, Rodger MApKacs MJ, Morris T, Hirsch A
Lang E, Stiell I, Kovacs G, Dreyer J, Dennie C, Cartier Y, Barnes I
Burton E, Pl easance S, Slorapdtgde |
tomographic pulmonary angiography vs ventilatfserfusion lung
scanning in patients with suscted pulmonary embolism: A
randomized controlled &l. JAMA. 2007;298(23):27433.

Wiener RS, Schwartz LM, Woloshin S. Time trends in pulmonary
embolism in the United States: evidence of overdiagnosis. Arch In
Med. 2011;171(9):83%.

Pulmonary
Medicine

Neurologic

Dondét routi
sleep studies
(polysomnogram) to
screen for/diagnose sleg
disorders in workers
suffering from chronic

fatigue/insomnia.

American College of
Occupational and
Environmental Medicine

Workers who su€ér from fatigue, but do not
have other sleep apnea symptoms (e.g.,
waking with a very sore or dry throat, loud
shoring) or risk factors (obesity, neck
diameter, fullness of soft tissues in the
orophaynx), may not need a polysomnograr,
(sleep study). Whila polysomnogram is an
essential tool in diagnosing many sleep
disorders, it is not usually necessary in
assessing insomnia. If lack of sufficient slee
or the job schedul e
sleep patterns, then behavioral modification
and attempt to modify the sleep schedule ar

improve sleep hygiene should be attempted

Lerman SE, Eskin E, Flower DJ, George EC, Gerson B, Hartenba
N, Hursh SR, Mooré&de M; American College of Occupational and
Environmental Medicine Presidential Task FooceFatigue Risk

Management. Fatigue risk management in the workplace. J Occuy
Environ Med. 2012 Feb;54(2):2838.

Expert
consensus
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first.

Pulmonary
Medicine

Dondét perfo
airway pressure
retitration studies in

asymptomatic, adherent

patientswith sleepapnea
andstable weight.

American Academy of
Sleep Medicine

Retitration of positive airway pressure is not
indicated for adult obstructive sleep apnea
patients with stable weight whose symptom
are weltcontrolled by their current positive
airway presste treatment. Follovup
polysomnography or retitration is indicated
for adult patients who are again symptomati
despite the continued, proper use of positive
airway pressure, especially if they have gaif
substantial weight (e.g10% of original
weight)since the last titration study. A new
diagnostigoolysomnography or retitration
may be indicated for patients who have lost
substantial weight, to determine whether
positive airway pressure treatment is still
necessary.

Kushida CA, Littner MR, Morgenthaldl’, Alessi CA, Bailey D,
Coleman J Jr, Friedman L, Hirshkowitz M, Kapen S, Kramer M; Le
Chiong T, Loube DL, Owens J, Pancer JP, Wise M. Practice
parameters for the indications for polysomnography and related
procedures: An update for 2008leep. 2005;2@):499521.

Epstein LJ, Kristo D, Strollo PJ Jr, Friedman N, Malhotra A, Patil §
Ramar K, Rogers R, Schwab RJ, Weaver EM, Weinstein MD; Adu
Obstructive Sleep Apnea Task Force of the American Academy of
Sleep Medicine. Clinical guideline for the evdioa, management an
long-term care of obstructive sleep apnea in adults. J Clin Sleep M
2009;5(3):26376.

American
Academy of
Sleep
guidelines

Topic area(s) Recommendation Rationale andcomments References Source

Rheumatologic | D o ntést for Lyme The musculoskeletal manifestations of Lym({ Guidelines and statements made by the Centers for Disease Cor| Centers for
disease as a cause of | disease include brief attacks of arthralgia or| and Centers for Disease Control and Prevention. Lyme disease | Disease
musculoskeletal intermittent or persister@pisodes of arthritis | diagnosis and treatmefttp:/Avww.cdc.gov/lyme/ Control and
symptoms without an in one or a few large joints at a time, diagnosistreatment/index.html Prevention
exposure history and | especially the knee. Lyme testing inthe | American College of Physicians. Guidelines for laboratory evalua] IDSA
appropriate exam absence of these featuresrigases the in the diagnosis of Lyme disease. Ann Intern Med. guidelines
findings. likelihood of falsepositive results and may | 1997;127(12):110®.

lead to unnecessary folleup and therapy. . ) )
American College of Diffuse arthralgias, mygias or fiboromyalgia HULT. Lyme disease. Ann. Intern Med. 2012;157(3):1¥C2
Rheumatology alone are not criteria for musculoskeletal Wormser GP, et al. The cloal assessment, treatment, and preven
Lyme disease. of Lyme disease, human granulocytic anaplasmosis, and babesic
Clin Infect Dis. 2006;43(9):108234.

Rheumatologic | D 0 ntést ANA Tests for ANA suberologies (including Kavanaugh A, et al. Guidelines for clinical use of the antinuclear | American
sutserologies withot a | antibodies to doubtstranded DNA, Smith, | antibody test and tests for specific autoantibodies to nuclear antig College of
positive ANA and RNP, SSA, SSB, S€10, centromere) are Arch Pathol Lab Med. 2000;124(1)-A1L. Rheumatology
clinical suspicion of usually negative if the ANAs negative. Solomon DH, et al. Eviehcebased guidelines for the use of guidelines

immunemediated
disease.

American College of
Rheumatology

Exceptions include antlol, which can be
positive in some forms of myaositis, or
occasionally, aBSA, in he setting of lupus
or Sjogrersyndrome. Broad testing of
autoantibodies should be avoided; instehd

choice of autoantibodies should @pgided by

immunologic tests: antinuclear antibody testing. Arthritis Rheum.
2002;47(4):4344.

Tozzoli R, et al. Guidelines for the laboratory use of autoantibody
tests in the diagnosis and monitoring of autoimmune rheumatic
diseases. Am J Clin Pathol. 2002;117(2):324.
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the specific disease under consideration.

Rheumatologic | D o npdescribe biologicg High-quality evidence suggests that Singh JA, et al. 2012 update of the 2008 American College of American
for rheumatoid arthritis | methotreate and other conventional Rheumatology recommeations for the use of diseaswdifying College of
before a trial of norbiologic DMARDs are effective in many | antirheumatic drugs and biologic agents in the treatment of Rheumatology
methotrexate (or other | patients withrheumatoid arthritisinitial rheumatoid arthritis. Arthritis Care Res (Hoboke2()1264(5):625 guidelines
conventional therapy forrheumatoid arthritis should be a | 39.
norbiologic DMARDs). | conventional nobiologic DMARD unless Smolen JS, et al. EULAR recommendations for the management

_ these areontraindicated. If a patient has had rheymatoid arthritisvith synthetic and biological diseaseodifying
American College of an inadequate response to metéxte with | antirheumatic drugs. Ann Rheum Dis. 2012;69(6):964
Rheum#ology or without other nobiologic DMARDS during

an initialthreemonth trial, then biologic
therapy can be considered. Exceptions inclt
patients with high disease activity ANidor
prognostic features (functional limitations,
disease outside the joints, seropositivity, or
bony damage), where biologic therapy may
appropriate firstine treatment.
Rheumatologic | Don &t or de r| Upto50% of children develop Wong KO, Bond K, Homik J, Ellsworth JE, Karkhaneh M, Ha C, | AHRQ

panels unless posig
ANA and evidence of
rheumatic disease.

Amerian College of
Rheumatology
Pediatric Rheumatology

musculoskeletal pain. There is no evidence
that autoantibody panel testing in the alrse
of history or physical examvidence of a
rheumatologic disease enhances the diagnc
of children with isolated musculoskeletal pa
Autoantibody panels arexpensivegvidence
has demonstrated cost reduction by limiting
autoantibody panel testing. Thus,
autoantibody panels should be ordered
following confirmedANA positivity or

clinical suspicion that a rheumatologic disea
is present in the child.

Dryden DM. Antinuclear antibody, rheumatoid factor, and cyclic
citrullinated peptide tests for evaluating musculoskeletal complair
in children. Comparativeftectiveness Review No. 50. AHRQ
Publication No. 1ZEHCO15EF. Rockville, Ml.: Agency for
Healthcare Research and Quality. March 2012.

Cabral DA, Petty RE, Fung M, Malleson PN. Persistent antinucle:
antibodies in children withoudlentifiable inflammatory rheumatic of
autoimmune disease. Pediatrics. 1992;89:441

Deane PM, Liard G, Siegel DM, Baum J. The outcome of childrer
referred to a pediatric rheumatology clinic with a positive antinucl;
antibody test but without an autaimune disease. Pediatrics.
1995;95:89%5.

McGhee JL, Burks FN, Sheckels JL, Jarvis JN. Identifying childre
with chronic arthritis based on chief complaints: absence of predi
value for musculoskeletal pain as an indicator of rheumatic disea!
children. Pediatrics. 2002;110:3®4

Man A, Shojania K, Phoon C, Pal J, Hudoba de Badyn M, Pi D,
Lacaille D. An evaluation of autoimmune antibody testing pattern
a Canadian health region and an evaluation of a laboratory algori
aimed at reducing unnecesy testing. Clin Rheumatol. 2012;
doi:10.1007/s1006012-214Ly.
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Rheumatologic

Donbdt test

The musculoskeletal manifestations of Lym

Lyme Disease Diagnosis afideatment. [Internet]. Atlanta (GA).

Centers for

disease as a cause of | disease include brief attacks of arthralgia orj Centers for Disease Control and Prevention. [Updated 2011 Nov| Disease
Infectious musculoskeletal intermittent or persistent episesl of arthritis | cited 2012 Sep 6]. Available from: Control and
disease symptomswithout an in one or a fewarge joints at a time, www.cdc.gov/lyme/diagnosistreatment/index.html. Prevention and
exposure history and | especially the knee. Lyme testing inthe | American College of Physicians. Guidelines for laboratory evalua| [DSA
appropriate exam absence of these features increases the in the diagnosis of Lyme disease. Anteln Med. guidelines
findings. likelihood of falsepositive resuk and may 1997:127(12):1108.
:§ﬁ‘lfclijt:eugr?ﬁrijsga}sr,yr;?/lé\?ghilgsag?fittk)]r%rri?/)ell.lgia Hu LT. Lyme disease. Ann Intern Med. 2012;15?(3):ITI)2
American College of | alone are not criteria for musculoskeletal | Wormser GP, Dattwyler RJ, Shapiro ED, Halperin JJ, Steere AC,
Rheumatologd Lyme disease. Klempner MS, Krause PJ, Bakken JS, Strle F, Stanek G, Bocken
Pediatric Rheumatology L, Fish D, Dumler JS, Nadelman RB. The clinical assessment,
treatment, and prevention of Lyme disease, human granulocytic
anaplasmosis, and babesiosis: clinical practice guidelines by the
Infectious Diseases Society of America. Clin Infect Dis.
2006;43(9):089-134.
Discipline(s) Recommendation Rationale andcomments References Source
Sports Avoid ordering a brain | Concussion is a clinical diagnosis. Concuss Harmon KG, Drezner JA, Gammons M, Guskiewicz KM, Halsteaq Expert
Medicine CT or brain MRI to is not associated witHinically relevant M, Herring SA, Kutcher JS, Pana A, Putukian M, Roberts WO. consensus
evaluate an acute abnormalities on standard neuroimaging wif American Medical Society for Sports Medicine position statement
Emergency conassion unless there| CT or MRI. These studies should be ordere| conaission in sport. Br J Sports Me2013 Jan;47(1):1%6.
Medicine are progressive more severe brain injury is suspected. CT is
Neurologic neurological symptoms, | best utilized for skull fracture and intracrania pc cr o r y P, Meeuwi sse WH, Aubr
focal neurological bleeding, whereas MRI may be ordered for | gchemendia RJ, Engebretsen L, Johnston K, Kutcher JS, Rafter
findings on examor prolonged gmptoms, worsening Symptoms | gjjis A, Benson BW, Davis GA, Ellenbogen RG, Guskiewicz K,
there is concern for a or other suspected structural pathology. Herring SA, Iverson GL, Jordan BD, Kissick J, McCrea M, Mclnto
skull fracture. AS, Maddocks DMakdissi M, Purcell L, Putukian M, Schneider K|
. . Tator CH, Turner M. Consensus statement on concussion in spol
American Medical 4th International Conference on Concussion in Sport, Zurich,
Society for Sports November 2012. Br J Sports Med. 2013 Apr;47(5)i&50
Medicine
McCrory P, Meeuwisse WIohnston K, Dvorak J, Aubry M, Molloy
M, Cantu R. Consensus statement on concussion in peg
InternationalConference orConcussion irSport held in Zurich,
November 2008. Phys Sportsmed. 2009 Jun;37(2)321
Sports Dondt pr es c| The cause of female athlete triad is an De Souza MJ, Nattiv A, Joy E, Misra M, Williams NI, Mallinson R{ Expert
Medicine contraceptive pills as imbalance between energy intake and ener{ Gibbs JC, Olmsted M, Goolsby M, Matheson G; Expert Panel. 20 consensus
initial treatment for expenditure that leads to menstrual Female Athlete Triad Coalition Consensus Statement on Treatme
Gynecologic patients with amenorrhe| dysfunction (abnormal or loss of periodsylar] and Return to Play of the Female Athletea@iriBr JSports Med.
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Wo men o s
health

or menstrual dysfunctior]
due to the female athlete
triad (defined as low
energy availability with
or without disordered
eating, menstrda
dysfunction and low
bone mineral density).

American Medical
Society for Sports

low bone mineral density. Historically, some
physicians have used oral contraceptive pill
to regulate the menstrual cycle in this
disorder. However, the underlying cause for
the menstrual dysfunction is energy
imbalance. Treatment includes increasing
cdoric intake and/or decreasing energy
expenditure (exercise) to restore normal
menses, which can take up to 12 months or
longer. Additionally, oral contraceptive pills
do not increase bone density in females

2014 Feb;48(4):289.

Javed A, Tebben PJ, Fischer PR, Lteif AN. Female athlete triad g
its components: toward improved screening and managemaxit M
Clin Proc. 2013 Sep;88(9): 996009.

Nazem TG, Ackerman KE. The female athletedri@ports Health.
2012 Jul;4(4):30111.

Medicine affected by the triad. By restoring menses,
oral contraceptive pills can mask energy
imbalance and delay appropriate treatment.
We recommend a multidisciplinary approacl
to treatment that includes a physician,
dietitian, mental health professional (when
appropriate)and support from coaches,
family menbers and friends.
Topic area(s) Recommendation Rationale andcomments References Source
Surgical Avoid routine Most preoperative tests (typically a complet{ Keay L, et al. Routine preoperative medical testing for cataract | Cochrane
preoperative testinfpr blood countprothrombin timeandpartial surgery. Cochrane Database Syst Rev. 2012;(3):CD007293. Database of
low-risk surgeries thromboplastin timebasic metabolic panel, | katz R, et al. Survey studyohiee st hesi ol ogi st s ( Systematic
without a clinical and urinalysis) performed on elective surgic ordering of unnecessary preopra laboratory tests. Anesinalg. | Reviews
indication. patients are normal. Findings influence 2011;112(107-12.
management in under 386 patients tested. I Munro J, et al. Routine preoperative testing: a systematic review
American Society for almost all cases, no adverse outcomes are the evidénce .Health Technol Assessment .1997'1('[12)1—62
Clinical Pathology observed when clinically stable patients ' ' ' '
undergo elective Surgery, irrespective of RQ/noldS T™M. National Institute for Health and C”nical EXCE||enCE
whether an abnormal test is identified. guidelines on preoperative tests: the use of routine preoperative {
Preoperative testing mpropriate in for elective Surgery. Ann Clin Biochem. 2006,43‘.16.
symptomatic patients and the with risks Capdenat Saintlartin E, et al. Description of local adaptatioh
factors for which diagnostic testing can national guidelines and of active feedback for rationalizing
provide clarification of patient surgical risk. | preoperative screening in patients at low risk from anaesthetics ir
French university hospital. Qual Health Care. 1998175
Surgical Avoid admissbn or Performing routine admission or preoperatiy American College of Radiology. ACR Appropriateness Criteria: | ACR
preoperative chest-rays | chest xrays is not recommended for routine admission and preoperative chest radiography. Appropriate

for ambulatory patients
with unremarkable

history and physical

ambulatorypatients without specific reasons
suggested by the history and/or physical

examination findings. Only% of such

http:/www.acr.org/SecondaryMainMenuCategories/quality _safety
p_criteria/pdf/ExpertPanelonThoracicimaging/Routine Admissiong

PreoperativeChestRadiographyDoc6.aspx.

ness Criteria
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exam.

American College of
Physicians

AmericanCollege of
Radiology

images lead to a change in management.
Obtaining a chest radiograph is reasonable
acute cardiopulmonary disease is suspectel
there is a Istory of chronic stable
cardiopulmonary disease in a patient older
than 70yearswho has not had chest
radiography within six months.

GomezGil E, et al. Lack of clinical relevance of routine chest
radiography in acute psychiat@cimissions. Gen Hosp Psychyat
2002; 24(2):1168.

Archer C, et al. Value of routine preoperative chestys: a meta
analysis. Cad Anaesth. 1993; 40(11):1027.

Munro J, et al. Routine preoperative testing: a systematic review
the evidence. Hééh Technol Asseseent. 19971(12):iiv; 1-62.

Grier DJ, et al. Are routine chest radiographs prior to angiograjphy
any value? Clin Radiol. 1993;48(2):1-31

Gupta SD, et al. Routine chest radiographthmelderly. Age
Ageing. 1985;14(1).1-4.

American College of Radiology. ACR Appropriateness Criteria:
routine chest radiographs in ICU patieritgp://www.acr.org/
SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/E
rtPanelonThoraciclmaging/RoutineChestRadiographDoc7.aspx.

Surgical Patients who have no | Functional status has been shown to be Fleisher LA, et al. ACC/AHA 2007 guidelines on perioperative ACC/AHA,
cardiac history and gooq reliable for prediction of perioperative and | cardiovascular evaluation and care for fvamndiac surgery. European
Cardio- functional status do not | long-term cardiac events. In highly functiong Circulation. 2007;116:e4189. Society of
vascular require preoperative asymptomatic patients, management is rareé pojdermans D, et al. Guidelines for preoperative cardiac risk Cardiology
stresdesting prior to changed by preoperative stress testing. Itis 3ssessment and periogtive cardiac management in roardiac guidelines
norcardiac thoracic therefore appropriate to proceed with the | syrgery. Eur Hear). 2009;30:276812.
surgery. planned surgery without |Ermpergt|ve strgss Brunelli A, et al. Recalibration of the revised cardiac risk index in
testing should be reserved for patients with luna r . didateAnn Th S 2010:90-1993
Society of Thoracic significant clinical risk factors for cardiac g resection candidaeAnn Thorac Surg. T '
Surgeons Compncations such as history, Symptom, or Wijeysundera DN, et al. Neimvasive cardiastress teSting before
signs of ischemic heart disease, heart failur] elective major nostardiac surgery: population based cohort study,
cerebrovascular disease, diabetes mellitus,| BMJ. 2010;340:b5526.
peripheralvasculadisease. It may also be
appropriate to perform preoperative cardiac
testing on patients with a low functional stat
(unable to carry out anything more than min
physical activity) since inactivity in these
patients may mask otherwise signifitan
cardiac disease.
Surgical Avoid cardiovascular Preoperative stress testing does neéml Fleisher LA, et al. ACC/AHA 2007 guidelines on perioperative ACC/AHA
stress testing for patient] therapy or decisiomaking in patients facing | cardiovascular evaluation and care for nodzar surgery. Am Coll | guideline
Cardio- undergoing lowrisk low-risk surgery. Cardiol. 2007;50:e15241.
vascular surgery.

Society for Vacular
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Medicine

Surgical Avoid echa@ardiograms | Perioperative echocardiography is used to | Douglas PS, et al. ACCF/ASE/AHA/ASNC/HFSA/HRS/SCAI/ ACC/AHA
for preoperative/ clarify signs or symptoms of cardiovascular| SCCM/SCCT/SCMR 2011 appropriate use criteria for guidelines
Cardio- perioperative assessme| disease, or to investigate abnormal heart te| echocardiography. J Am Soc Echocardiogr. 2011;246829
vascular of patients with no Resting left ventricular function is not a Fleisher LA et al. 2009 ACCF/AHA focused update on perioperat
history or symptoms of | consistent predictor of perioperative ischem peta plockade incorporated into the ACC/AHA 2007 guidelines or
heart disease. events; even reduceeft vertricularsystolic | perioperative cardiovascular evaluation and care for noncardiac
function has poor predictive value for surgery. J Am Coll CardioR009;54:e1B118.
_ _ perioperative cardiac events. http://content.onlinejacc.okarticle.aspx?articleig 1140211
Amercan Society of
Echocardiograpl
Surgical Dondét or der| Noevidere exists to support the diagnostic| Fleisher LA, et al. ACC/AHA 2007ddelines on perioperative ACC/AHA
artery calcium scoring | or prognostic potential of coronary artery cardiovascular evaluation and care for noncardiac surgery. guideline
Cardio- for preoperative calcium scoring in individuals in the Circulation. 2007;116(17):e4189.
vascular evaluation for any preoperative setting. This practice may add
surgery, irrespective of | costs and confound professional guideline
patient risk. based evaluations.
Society of
Cardiovascular
Computed Tomography
Surgical Dondt i ni ti| Studiesshow thatthe presence of Hillis LD, et al. 2011 ACCF/AHA guideline for coronary artery ACC/AHA
evaluation of carotid asymptomatic carotid disease in patients bypass graftwgery.Circulation. 2011;124(23):e652735. guideline
Cardio- artery disease prior to | undergoing cardiac surgery does not justify| stanshy G, et al. Asymptomatic carotid disease and cardiac surg
vascular cardiac surgery ithe preoperative screening in more than the

absence of symptoms ol
other highrisk criteria.

Society of Thoracic
Surgeons

subgr oigpr iosfk @ h@asotidi e n
stenosis with symptoms (strelor transient
ischemic attacks}k a known risk for
cardiovascular accident and appropriate for
preoperative testingdigh-risk patients have
been defined as patients with left main
coronary diseasgeripheral artery disease,
hypertension, smakg, diabetes mellitus, or
age older thaB5 years due to a higher rate ¢
asymptomatic carotid stenosis in these
patients.The presence a carotid bruit does n
equate to an increased risk of stroke after
cadiac surgery. Patients with carotid stenog
have a higher rate of cerebrovascular
complications after cardiac surgery, but thel

is no evidence that prophylactic or

corsensus. Angiology. 2011;62:4%D.

Tarakji KG, et al. Temporal onset, risk factors, and outcomes
associated with stroke after coronary artery bypaafting. JAMA.
2011;305:38190.

Naylor AR, et al. Stroke after cardiac surgery and its association |
asymptomatic carotid disease: An updated systematic review anc
metaanalysis. Eur J &sc Endovasc Surg. 2011;41:6D4.

Cournot M, et al. Accuracy ohe screening physical examination tc
identify subclinical atherosclerosis and peripheral arterial disease
asymptomatic subjects. J Vasc Surg. 2007;46:12115

Ratchford EV, et all. Carotid bruit for detection of hemodynamical
significant carotid stersis: the Northern Manhatté8tudy. Neurol
Res. 2009;31:7482.
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concomitant carotid surgery decreases this
rate of complications in asymptomatic
patients Although controversial, the
cumulative risk of carotid surgery and cardig
surgery, either sequentially or concomitantly
may exceed the benefit in asymptomatic
patients.

Surgical Prior to cardiac surgeyy | Pulmonary function testsan be helpful in Shahian DM, et al. The society of thoracic surgeons 2008 cardia¢ Expert
there is no need for determining risk in cardiac surgery, but surgery risk models: Pari ¢oronary artery hyyass grafting surgery. | consensus
Pulmonary pulmonary function patients with no pulmonary disease are Ann Thorac Surg2009;88:S22.
medicine testing in the absence of unlikely to benefit and do not justify testing.| o'Brien SM, et al. The society of thoracirgeons 2008 cardiac
respiratory symptoms. | Symptoms attributed to cardiac disease tha| syrgery risk models: Part Bolated valve surgery. Arifhorac Surg
are respiratory in nature should be better | 2009:88:522.
gﬁf;tgnosf Thoracic characterized witipulmonary function tests Ried M, et al. Mildto-moderateaCOPDas a risk factor for increased
30-day mortality in cardiac surgery. Thor@ardiovascSurg.
2010;58:38791.
Adaba AS, et al. Preoperative pulmonary function and mortality
after cardiac surgery. Am Heart2D10;159(4):697.
Surgical Avoid admission or Performing routine admission or preoperatiy Mohammed TL, Kirsch J, Amorosa JK, Brown K, Chung JH, Dyel ACR
preoperative chestpays | chestx-rays is not recommended for DS, Ginsburg ME, Heitkamp DE, Kanne JP, Kazerooni EA, Ketai| Appropriate

for ambulatory patients
with unremarkable
history and physical
exam.

American College of
Surgeons

ambulatory patients without specific reason:
suggested by the history and/or physical
examination findings. Only% of such
images lead to a cha@gn management.
Obtaining a chest radiograph is reasonable
acute cardiopulmonary disease is suspectel
there is a history of chronic stable
cardiopulmonary diseases in patients older
than age 70 who ka not had chest
radiography within six months.

LH, Ravenel JG, Saleh AG, Shah RD, Expert Panel on Thoracic
Imaging. ACR Appropriateness Criteria® routine admission and
preoperative chésadiography [Internet]. Reston (VA): American

Collegeof Radiology (ACR). 2011. 6 p.

GomezGil E, Trilla A, Corbella B, Fernandezgea E, Luburich P,
de Pablo J, Ferrer Raldda J, Valdés M. Lack of clinical relevance
routine chest radiography in acyggychiatric admissions. Gen Hos
Psychiatry. 2002;24(2):118.

Archer C, Levy AR, McGregor M. Value of routine preoperative
chest xrays: a metanalysis. Cad Anaesth. 1993;40(11):1022
Munro J, Booth A, Nicholl J. Routine preoperative testing: a
sysematic review of the evidence. Health Techiistess.
1997;1(12)4iv:1-62.

Grier DJ, Watson LF, Harnell GG, Wilde P. Are routine chest
radiographs prior to angiography of any val@in Radiol.
1993;48(2):1313.

Gupta SD, Gibbins FJ, Sen |. Routine stheadiography in the
elderly. Age Ageing. 1985;14(1):14.

Amorosa JK, Bramwit MP, Mohammed TL, Reddy GP, Brown K,

ness Criteria
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Dyer DS, Ginsburg ME, Heitkamp DE, Jeudy J, Kirsch J, MacMal
H, Ravenel JG, Saleh AG, Shah RD, Expert Panel on Thoracic
Imaging. ACR Appopriateness Criteria® routine chest radiograph
ICU patients. [Internet]. Reston (VA): American College of
Radiology (ACR); 2011. 6 p.

Surgical Dondt per f o|Preoperative assessment is expected befor| Keay L, Lindsley K, Tielsch J, Katz J, Schein O. Routine preopery Cochrane
preoperative testing surgical procedures. This assessment inclui medical testing for cataract surgery. Cochrane DatabasteR@ay. Database of
before lowrisk surgical | an appropriately directed and sufficiently 2012 Mar 14;3:CD007293. Systematic
procedures comprehensive history and physical CzoskiMurray C, Jones ML, McCabe C, Claxton K, Oluboyede Y| Reviews

. examination, and, in some cases, properly | Roberts J, Nicbll JP, Rees A, Reilly CS, Young D, Fleming T. Wh
Society of General includes laboratory and other testing to help js the value of routinely testing full blood count, electrolytes and y
Internal Medicine direct management and assess surgical rish and pulmonary function tests before elective surgery in patients y

However, preoperative testing for lenek no apparent clinical indication and in subgroups of patieiith
surgical procedures (such as cataract common comorbidities: a systematic review of the clinical and coj
extraction) results in unnecessary delays ar| effective literature. Health Technol Assess. 2012 Dec;16(8(®9.
Edds_to. significant avoidable costs andusl Fritsch G, Flamm M, Hepner DL, Panisch S, Seer J, Soennichser,
e eliminated. ) e ; :
Abnormal preoperative tests, pathologic findingmedical history,
and their predictive value for perioperative complications. Acta
Anaestlesiol Scand. 2012;56(3):33D.
BenarrochGampel J, Sheffield KM, Duncan CB, Brown KM, Han
Townsend CM Jr, Riall TS. Preoperative laboratory testing in pati
undergoing elective, lowisk ambulatory surgery. AnSurg. 2012
Sep;256(3):51&8.
Van Veen JJ. Spahn DR, Makris M. Routine preoperative coaguld
tests: an outdated pramdi? Br J Anaesth. 2011;10631
Chung F, Yuan H, Yin L, Vairavanathan S, Wong.[Elimination of
preoperative testing in ambulatory surgery. Anesth Analg. 2009
Feb;108(2):46775.
Apfelbaum JL, Connis RT and the Committee on Standards and
Practice Parameters. Practice advisory for preanesthesia evaluat
an updated report by the Aniean Society of Anesthesiologists Tas
Force on Preanesthesia Evaluation. Anesthesiology. 2012
Mar;116:52238.

Surgical Don't place, or leave in | Peripherally inserted central catheters are | Chopra V, Anand S, Krein SL, Chenoweth @jr$ S. Bloodstream | Systematic
place, peripherally commonly used devices in contemporary | infection, venous thrombosis, and peripherally inserted central review and

Infectious inserted central catheter) medical practice that are associated with tw| catheters: reappraising the evidentm J Med. 2012;125(8):7384. | metaanalysis

disease for patient or provider | costly and potentially lethal health care

convenience.

acquired comptations: centraline

associated bloodstream infection and venoy

Chopra V, Anand S, Hickner A, Buist M, Rogers MA, Saint S,
Flanders SA. Risk of venous thromboembolisaaziated with

peripherally inserted central catheters: a systematic review and n
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Society of General
Internal Medicine

thromboembolism. Given the clinical and
economic consequences of these
complications, placement p&ripherally
inserted central catheteshould be limited to
acceptable indications (lortgrm intravenous
antibiotics, total parenteral nutrition,
chemotherapy and frequent blood draws).
Peripherally inserted central cathetsheuld
be promptly removed when acceptable
indications for their use ends.

analysis. Lancet. 2013 May 17; pii: S01d036(13)605929. ePub
ahead of print.

Safdar N, Maki DG. Risk of catheteglated bloodstream infection
with peripherally inseri@ central venous catheters used in
hospitalized patiets. Chest. 2005;128(2):48%5.

Tejedor SC, Tong D, Stein J, Payne C, Dressler D, Xue W, Steinl
JP. Temporary central venous catheter utilization patterns in a lal

tertiary care center: trackingehldle central venous catheter". Infeg
Control Hosp Epidemiol. 2012 Jan;33(1):50.

Surgical

Donét obt ai
laboratory studies in
patients without
significant systemic
disease (ASA |l or II)
undergoing lowrisk
surgery specifically
complete blood count,
basic or comprehensive
metabolic panel,
coagulation studies whe
blood loss (or fluid
shifts) is/are expected to
be minimal.

American Society of
Anesthesiologists

Performing routine laboratory tests in patgen
who are otherwise healthy is of little value ir
detecting disease. Evidence suggests that ¢
targeted history and physical exam should
determine whether preprocedure laboratory|
studies should be obtained. The current
recommendation from the 2003 ASA
amendanent that all female patients of
childbearing age be offered pregnancy testi
rather than required to undergo testing has
provided individual physicians and hospitals
the opportunity to set their own practices an
policies relating to preoperative pregogn
testing. Some institutions respect the right c
patient to refuse testing after a thorough
explanation of the anesthetic risks during
pregnancy and the required signing of a
waiver. The avoidance of the routine
administration of the pregnancy test was
therefore excluded from otwop five
preoperative recommendatiofi$e risk
specifically related to the surgical procedure
could however modify the above preoperati
recommendation to obtain laboratory studie
and when the need arises; the decision to
implement should include a joint decision
between the anesthesiologists and surgeon
This should be applicable to all outpatient
surgery.

Committee on Standards and Practice Parameters, Apfelbaum Jl
Connis RT, Nickinovich DG; American Society of Anestloésgists
Task Force on Preanesthesia Evaluation, Pasternak LR, Arens J|
Caplan RA, Connis RT, Fleisher LA, Flowerdew R, Gold BS,
Mayhew JF, Nickinovich DG, Rice LJ, Roizen MF, Twersky RS.
Practice advisory for preanesthesia evaluation: an updated rgpor
the American Society of Anesthesiologists Task Force on
Preanesthesia Evaluation. Anesthkryy. 2012 Mar;116(3):5238.

Kumar A, Srivastava U. Role of routine laboratory investigations i
preoperative evaluation. J Anaesthesioh@®@harmacol.
2011;27Q):1749.

Mollov JL, Twersky RS. (2013). Is routine preoperative pregnancy
testing necessary?:IRleisherL. Evidencebased practice of
anesthesiology (3rd ed., pp.-36). Philaglphia (PA): Elsevier
Saunders.

Soares Dde S, Brandao RR, Mourao MR, AzewtpFigueiredo
AV, Trindade ES. Relevance of routine testing in low risk patientg
undergoing minor and medium surgical procedures. Rev Bras
Anestesiol. 2013;63(2):19701.

Brown SR, Brown J. Why do physicians order preoperative test?
qualitative studyFam Mel. 2011;43(5):33&13.

CzoskiMurray C, Lloyd JM, McCabe C, Claxton K, Oluboyede Y,
Roberts J, Nicholls JP, Rees A, Reilly CS, Young D, Fleming T.
What is the value of routinely testing full blood count, electrolytes
and urea, and pulmonary functiast before elective surgery in
patients with no apparent clinical indication and in subgroups of
patients with common comorbidities: a systematic review of the
clinical and coseffective literature. Health Thool Assess.
2012;16(50):1159.

Katz RI, Dexte F, Rosenfeld K, Wolfe L, Redmond V, Agarwal D,

ASA guideline
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Salik I, Goldsteen K, Goodman M, Glass PS. Survey study of
anesthesiologistsé and surgeo
laboratory tests. Agsth Analg. 2011;112(1):2612.

Keay L, Lindsley K, Tielsh J, Katz J, Schein O. Routine preoperal
testing for cataract surgery. Cochrane Database Syst Rev.
2012;3:CD007293.

Surgical

Cardio-
vascular

Donét obt ai
diagnostic cardiac testin
(transthoracic/esophage
| echocardiography) or
cardiac stress testing in
asymptomatic stable
patients with known
cardiac disease (e.qg.,
coronary artery disease
valvular disease)
undergoing low or
moderate risk noncardia
surgery.

American Society of
Anesthesiologists

Advances in cardiovascular medica
management, particularly the introduction o
perioperative bethalockade and
improvements in surgical and anesthetic
techniques, have significantly decreased
operative morbidity and mortality rates in
noncardiac surgery. Surgical outcomes
continue to impove causing the mortality rat:
of major surgeries to be low and the need fc
revascularization minimal. Consequently, th
role of preoperative cardiac stress testing hi
been reduced to the identification of extrem
high-risk patients, for instance, the with
significant left main disease for which
preoperative revascularization would be
beneficial regardless of the impending
procedure. In other words, testing may be
appropriate if the results would change
management prior to surgery, could change
the decision of the patient to undergo surger
or change the type of procedure that the
surgeon will perform.

Committee on Standards and Practice Parameters, Apfelbaum Jl
Connis RT, Nickinovich DG; American Society of Anesthesiologis
Task Force on Preanestiia Evaluation, Pasternak LR, Arens JF,
Caplan RA, Connis RT, Fleisher LA, Flowerdew R, Gold BS,
Mayhew JF, Nickinovich DG, Rice LJ, Roizen MF, Twersky RS.
Practice advisory for preanesthesia evaluation: an updated repor
the American Society of Anesthiologists Task Force on
Preanesthesia Evaluation. Anesthkxgy. 2012 Mar;116(3):5238.

Miller AL, Beckman JA. (2013). Which patient should have a
preoperative cardiac evaluation (stress test)ElgisherL. Evidence
based practice of anesthesiold8yd ed., pp. 6i70). Philaelphia
(PA): Elsevier Saunders.

Schiefermueller J, Myerson S, Handa Al. Preoperative assessme
and perioperative management of cardiovascular Aisgiology.
2013;64(2):14650.

Sheffield KM, McAdams PS, Benarrocampel J, Godwin JS,
Boyd CA, Zhang D, Riall TS. Overuse of preoperative cardiac str
testing in medicare patients undergoing elective noncardiac surg¢
Ann Surg. 2013; 257(1):780.

Almanaseer Y, Mukherjee D, KliRRogers EM, Kesterson SK,
Sonnad SS, Roges B, SmD, Furney S, Ernst R, McCort J, Eagle
KA. Implementation of the ACC/AHA guidelines for preoperative
cardiac risk assessment in a general medicine preoperative clinic
improving efficiency and preserving outcom&sardiology.
2005;103(1):248.

Cinello M, Nucifora G, Bertolissi M, Badano LP, Fresco C, Gonan
N, Fioretti PM. American College of Cardiology/American Heart
Association perioperative assessment guidelines for noncardiac
surgery reduces cardiologic resource utilization preserving favora
outcone. J Cadiovasc Med. 2007;8(11):882

Augoustides JG, Neuman MD, &hofaily L, Silvay G. Preoperative
cardiac risk assessment for noncardiac surgery: defining costs ar

risks. J Cardiothora?asc Anesth. 2013;27(2):3%h

ASA guideline
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Falcone RA, Nass C, Jermyn R,lel&M, Stierer T, Jones CE,
Walters GK, Fleisher LA. The value of preoperative pharmacolog
stress testing before vascular surgery using ACC/AHA guidelines
prospective randomized trial. J Cardiotho¥&sc Anesth.
2003;17(6):6948.

Poldermans D, BoersarE. Betablocker therapy in noncardiac
surgery. N Engl J Med. 2005;353:442

Surgical

Donoét rout. i
administer colloid
(dextrans, hydroxylethyl
starches, albumin) for
volume resuscitation
without appropriate
indications.

American Socigtof
Anesthesiologists

There is no evidence from multiple
randomized controlled trials and recent
reviews/metaanalyses that resuscitation with
colloids reduces the risk of death compared
crystalloids. Colloids offer no survival benef
and are considably more expensive than
crystalloids; their continued routine use in
clinical practice should therefore be
guestioned. Recent perioperative data on th
use of colloids in certain populations remain
controversial; nevertheless, there is consen
on the awvidance of the routine use of colloio
for volume resuscitation in the general
surgical population given the overwhelming
amount of evidence in the literature of
possible harm when used in-umdicated
patients. Health care providers should refer
the curent evolving literature when faced
with specific conditions like sepsis, traumati
brain injury, acute renal injury and burns
thereby creating a forum for discussion amc
the care providers of the efficacy of such a
treatment in that individual patient.
Nevertheless, it is important to note that the
endpoint in most studies is mortality and
morbidity. There is insufficient data to
adequately address the need of colloids ove
crystalloids for other endpoints of interest lik
hypotension, need for bloodatrsfusion,
length of hospital stay, etc. Further researck
may be required to delineate the existence |
any particular benefits of colloids over
crystalloids.

Committee on Standards and Practice Parameters, Apfelbaum Jl
Connis RT, Nickinovich DG; AmericaBociety of Anesthesiologists
Task Force on Preanesthesia Evaluation, Pasternak LR, Arens JI
Caplan RA, Connis RT, Fleisher LA, Flowerdew R, GBI,
Mayhew JF, Nickinovich DG, Rice LJ, Roizen MF, Twersky RS.
Practice advisory for preanesthesia evaluatonupdated report by
the American Society of Anesthesiologists Task Force on
Preanesthesia Evaluation. Anesthkgy. 2012 Mar;116(3):52238.

Perel P, Roberts I, Pearson M. Colloid versus crystalloid for fluid
resuscitation in critically ill patients @¥iew). The Cochrane
Collaboratia, the Cochrane Library 2009;3.

Perel P, Roberts I, Ker K. Colloids versus crystalloids for fluid
resuscitation in critically ill patients. Cochrane Database Syst Rey
2013 Fel8;2.

Perel P, Roberts I. Colloids versus ¢ay®ids for fluid resuscitation
in critically ill patients. Cochrane Dabase Syst Rev. 2012 Jun 13;€

Perel P, Roberts I. Colloids versus crystalloids for fluid resuscitati
in critically ill patients. Cochrane Database Syst. 2011 Mar
16;(3):CD00058.

Perel P, Roberts I. Colloids versus crystalloids for fluid resuscitati
in critically ill patients. Cochrane Database Sgstv. 2007 Oct
17;(4):CD000567.

Roberts I, Alderson P, Bunn F, Chinnock P, Ker K, Schierhout G.
Colloids versus crystalloids foluid resuscitation in critically ill
patients. Cochrane Database Syst Rev. 2004 Oct 18;(3):CD0005

Kruer RM Ensor CR. Colloids in the intensive care unit. Am J Heg
Syst Plarm. 2012 Oct 1;69(19):16B882.

NATA: Network for Advancement and Transfusionéhatives.
Crystalloids versus colloids: the controversy [Internet]. NATA. 20!
[cited 2013 Sep 20]. Available from:
http://www.nataonline.com/np/158/crystaliisiversuscolloids
controversy.

Cochrane
Database of
Systematic
Reviews
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Reinhart K, Perner A, Sprung CL, Jaeschke R, Schortgen F, Johj
Groeneveld AB, Beale R, Hartog CS; European Society of Intens
Care Medicine. Consensus statement of the ESICM task force or|
colloid volume therapy in critically ill patients. Intensive Care Med
2012;38(3):3683.

Surgical Dondét r out i| The use oftopical antibiotics on clean surgi{ Dixon AJ, Dixon MP, Dixon JB. Randomized clinical trial of the RCTs
topical antibiotics on a | wounds has not been shown to reduce the I effect of applying ointment to surgical wounds before occlusive

Infectious surgical wound of infection compared to the userwin dressing. B Surg. 2006 Aug;93(8):9343.

disease antibiotic ointment or no ointment. Topical | smack DP, Harrington AC, Dunn C, Howard RS, Szkutnik AJ,
American Academy of | antibiotics can aggravate open wounds, Krivda SJ, Caldwell JB, James WD. Infiect and allergy incidence
Dermatology hindering the normal wourklealing process. | in ambulatory surgery patients using white petrolatum vs bacitrac

When topical antibiotics are used inthis | gintment. A randomized controlled triaAMA. 1996 Sep

setting, there is a significant risk of 25:276(12):9727.

\?vi\ilsrzotﬂggslgi?\ntt)icétocrjr?gsn?e“ctjl,s,sgrg?g(rjIit:(fjlgm Qampbell RM, Perlis ?S, Fi;her E, Gloster I}IM J_r. Glentamicin

after direct contact with a substance, along %mtmen'lt ;ersuszgce)tro auf?g Ersn%r;&gement of auricular wounds.

with the potential for developing antibiotic ermabl Surg. 5 Jun;31(6).

resistance. Only wounds that show symptor| Sheth VM, Weitzul S. Postoperative topical antimicrobial use.

of infection should receive appropriate Dermattis. 2008 JwAug;19(4):1819.

antibiotic treatment. Gehrig KA, Warshaw EM. Allergic contact dermatitis to topical
antibiotics: epidemilmgy, responsible allergens, and management|
Am Acad Dermatol. 2008 Jan;58(1)21.

Surgical Dondét per f ol Noninvasive testing is not useful for patienty Hendel RC, Berman DS, Di Carli MF, Heidenreich PA, Henkin REf ACC/AHA
imaging as a undergoing lowrisk noncardiac surgery or | Pellikka PA, Pohost GM, Williams KA. guidelines
preoperative assessmer| with no cardiac symptoms or clinical risk ACCF/ASNC/ACR/AHA/ASE/SCCT/SCMR/SNM 2009 appropriat

Cardio- in patients scheduled to| factors undergoing intermediatisk use criteria for cardiac radionuclide imagimagreport of the Americar

vascular undergo low or noncardiac surgery. These types of testing ( College of Cardiology Foundation Appropriate Use Criteria Task

intermediaterisk
noncardiac surgery.

American Society of
Nuclear Cardiology

not change the patie
or outcomes and will result in increased cos
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Therefore, stressardibvascular magnetic
resonancén these patients will not improve
outcomes and will increase cost.
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Dond usewhirlpoolsfor
woundmanagement

AmericanPhysical
TherapyAssociation

Whirlpoolsareanonselectiveform of
mechanicatebridementUtilizing whirlpools
to treatwoundspredisposesghe patientto risks
of bacterialcrosscontaminationdamageo
fragile tissuefrom high turbineforces and
complicationsn extremityedemavhenarms
andlegsaretreatedin adependenpositionin
warmwater. Othermoreselectiveforms of
hydrotherapyshouldbe utilized, suchas
directedwoundirrigation or a pulsedlavage
with suction
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ultrasound on boys with | diagnostic performance in the localization o] cryptorchidesm: a systematic review antetaanalysis. Pediatrics. review and
Pediatric cryptorchidism. testes that cannot be felt through physical | 2011;127(1):1128. metaanalysis
examination. Studies have shown that the
American Urological probability of locating testes was small whel
Association using ultrasound, and there was still a
significant chance that testes weresent
even after a negative ultrasound result.
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complicated by the presence of surrounding
tissue and bowel gas present in the abdome
Urologic D o npdescribe While testosterone treatment is shown to American Urological Association. Management of erectile dysfunc] AUA
testosterone to men witl increase sexual interest, there appears to b| clinical practice guideline. http://www.auanet.ocghtent/clinical guideline
erectile dysfunction who| significant influence on erectile function. Th{ practiceguidelines/clinicalguidelines.cfm?subed.
have normal testosteron| information available in studies to date is
levels. insufficient to full
efficacy in the treatment of em with erectile
American Urological dysfunction who have normal testosterone
Association levels.
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uppertract imaging for | presence of loer urinary tract symptoms hyperplasia clinical practice guideline. http://www. guideline

patients with benign
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American Urological
Association

the symptoms argot significantly
bothersome to the patient or if the patient
doesndt desire treat
is recommended. Such patients are unlikely
expertence significant health problems in th
future due to their condition and can be see
againif necessary(While the patient can often
tell the provider if the symptoms are botherso
enough that he desires additional therapy,
another possible option is to use a validated
guestionnaire to assess symptoms. For exam|
if the patient completes theternatioral Prostate
Symptom Scaland has a symptom score of 8

auanebrg/content/guidelineand-quality-care/clinical
guidelines.cfm?sub=bph.
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patients not experiencin( initially raised PSA and reduce the need for| 2011;107(10):15781.
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clinical studies to show that antibiotics diagnosis: antibiotic versus placebo prospectiveloaized clinical
American Urological actually decrease PSA levels. It should alsq tia|. J Urol.2010183(3):9404.
Association noted that a deease in PSA does not indical

an absence of prostate cancer. There is no
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deferring a biopsy following a decrease in
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Jul 19;367(3):2043.

Bill -Axelson A, Holmberg LRuutu M, Garmo H, Stark JR, Busch C

Downloaded from thédmerican Family Physiciawebsite at www.aafp.org/afp. Copyrigit 2014 American Acalemy of Family Physicians.
For the private, natcommercial use aéne individual user of the welie. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.

131




cance and numerous other types of cancer.
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Palmgren J, Steineck G, Adami HO, Johansson JE; SPCG
Investigators. Radical prostatectomy versus watchful waiting in ea
prostate cancer. N Engl J Medl12 May 5;36418):170817.

Thompson |, Thrasher JB, Aus G, Burnett AL, Cattagino ED,
Cookson MS, DO6AmMico AV, Dmoc h
Goldenberg SL, Hernandez J, Higano CS, Kraus SR, Moul JW,
Tangen CM; AUA Prostate Cancer Clinical Guidelingddte Panel.
Guideline for the management of clinically localized prostate canc
2007 updatel Urol. 2007 Jun;177(6):2352

Klotz L, Zhang L, Lam A, Nam R, Mamedov A, Loblaw A. Clinical
results of longterm follow-up of a large, active surveillance awh
with localized prostate cancer. J Cimcol. 2010 Jan 1;28(1):12%L.

Stacey D, Bennett CL, Barry MJ, Col NF, Eden KB, HolsRes/ner
M, Llewellyn-Thomas H, Lyddiatt A, Légaré F, Thomson R. Decisi
aids for people facing health treatment or screedeujsions.
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guidelines recommend making a diagnosis { Bhasin D, Cunningham GF, Hayes FJ, Matsumoto AM, Snyder PJ
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