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AAN guidelines

A benefit to the neurologist

American Academy of Neurology (AAN) mem-
bers assign high value to clinical practice guide-
lines. In a 2006 needs assessment survey, 82% of
members rated guidelines as “important” or
“very important.”! Moreover, a 2009 survey of a
representative sample of AAN members found
that 75% used 1-6 AAN guidelines in the past
year.? However, the AAN has received feedback
suggesting that guidelines without high-level
recommendations (i.e., Level A or B) should not
be published because they do not guide practice.
Indeed, to account for lower levels of evidence,
many specialty medical societies “fill in the gaps”
with consensus and expert opinion—based rec-
ommendations. The AAN has decided not to
incorporate consensus so as not to substitute the
judgment of its members with the judgment of
an expert panel, and maintains strict adherence
to its evidence-based process. This decision was
made with full knowledge that it may result in
guidelines that are not as prescriptive for practice
as many would find desirable. Such policy ac-
knowledges that there are some questions that
evidence-based medicine is ill-suited to answer and
some important questions for which high-quality
research is lacking. Nonetheless, the AAN's guide-
line development subcommittees (Quality Stan-
dards Subcommittee [QSS] and Therapeutics and
Technology Assessment Subcommittee [TTA])
believe that AAN guidelines are valuable tools re-
gardless of the level of recommendation they con-
tain. Our reasons for this belief follow.

First, development of these documents in-
volves performing a literature review for all evi-
dence related to an answerable clinical question
and grading it according to the AAN's classifica-

tion scheme.? In view of the volume of literature

available, a comprehensive but focused distilla-
tion of the evidence itself provides a valuable
service to the practicing physician. However,
unlike a traditional review article, the AAN’s use
of a standardized, a priori classification system
allows readers to understand the quality of evi-
dence available for a particular clinical question.

Secondly, the members of QSS and TTA be-
lieve that reporting the best available current ev-
idence, even if it is low level, is preferable to not
reporting anything. Knowing that a particular
treatment is probably or possibly effective based
on the evidence is better than presuming a treat-
ment is effective or not effective based only on
personal experience or opinion. Even those pub-
lications (“evidence reports”) that provide only
Level U recommendations (insufficient data to
support or refute use of a particular treatment or
diagnostic test) are useful. These reports are
valuable, because they identify what we do not
know (and oftentimes thought we did). Such
information provides impetus for researchers to
design studies to address the current gaps in
knowledge. Usually, after review of the evi-
dence, the writing group can provide insight on
improved study designs that in the future could
better address the question.

It is important to note that a Level U guide-
line recommendation is not synonymous with a
negative recommendation. Level U simply states
that there is not enough evidence. We cannot
say that an intervention or diagnostic modality
does work, but we also cannot say that it does
not work. This information is provided to give
the current state of the evidence when making
treatment decisions, which always remain the
prerogative of the treating physician. AAN
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guidelines are written for the primary audience
of physicians, and insurers who use Level U rec-
ommendations from AAN guidelines to deny
treatment coverage misinterpret the evidence.
We are not aware of how many insurers use
AAN guidelines to deny treatment coverage. We
are aware, however, that many insurers take
AAN guidelines into account while drafting
medical coverage policies. It does not seem un-
reasonable to conclude that low-level or Level U
guidelines may occasionally drive reimburse-
ment denial decisions, just as they may drive
positive reimbursement decisions for helpful
therapies backed by strong evidence.

Level A recommendations are based on Class
I studies, which are the highest quality but least
available. If AAN guidelines were required to
have Class I evidence or Level A recommenda-
tions for publication, there would be few guide-
lines available. The QSS and TTA select topics
based on prevalence of the condition, extent of
practice variation, and health and socioeco-
nomic impact, among other factors. Topics are
not selected based upon a priori knowledge
about whether the evidence will be of high qual-
ity. Questions that can be answered by Class I
studies are likely to be those that have the least
practice variation, due to the strength and con-
sistency of the data. The guideline process is de-
signed to address knowledge gaps. Additionally,
if the AAN produced only guidelines on topics
with high levels of evidence, we might ignore
less common disorders, resulting in changes in
distribution of resources, possibly contributing
to distributive injustice.

Making rational decisions based upon
the best available evidence (also known as
evidence-based medicine) is being taught to
new medical graduates. Patients now expect
health care providers to have an awareness of
the evidence (or lack thereof) when making
treatment decisions. AAN guidelines aim to
meet the needs of the practicing neurologist;
therefore, we encourage you to become more
involved in the AAN guideline development
process by providing feedback and comments
on AAN guidelines in process and by volun-
teering as a member guideline reviewer
(htep://www.aan.com/go/practice/guidelines/
reviewer), engaging in dialogue with your col-

leagues about recent guideline publications in
your practice or via AAN Communities (hteps:/
www.aan.com/communities/), and suggesting
areas where guidelines should be developed by
completing a topic nomination form (http://
www.aan.com/go/practice/guidelines/topic).
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