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 CLINICAL GUIDELINES: ATTORNEYS CLINICAL GUIDELINES: ATTORNEYS

KNOW ABOUT THEM, DO YOU?KNOW ABOUT THEM, DO YOU?

ANDY JAGODA, MD, FACEPANDY JAGODA, MD, FACEP
ASSOCIATE PROFESSORASSOCIATE PROFESSOR

DEPARTMENT OF EMERGENCYDEPARTMENT OF EMERGENCY
MEDICINEMEDICINE

MOUNT SINAI SCHOOL OF MEDICINEMOUNT SINAI SCHOOL OF MEDICINE

CLINICAL POLICIES: PRACTICE GUIDELINES:CLINICAL POLICIES: PRACTICE GUIDELINES:
PRACTICE PARAMETERSPRACTICE PARAMETERS

“SYSTEMATICALLY DEVELOPED“SYSTEMATICALLY DEVELOPED
STATEMENTS TO ASSIST PRACTITIONERSTATEMENTS TO ASSIST PRACTITIONER
AND PATIENT DECISIONS ABOUTAND PATIENT DECISIONS ABOUT
APPROPRIATE HEALTH CARE FOR SPECIFICAPPROPRIATE HEALTH CARE FOR SPECIFIC
CLINICAL CIRCUMSTANCES”CLINICAL CIRCUMSTANCES”

“REPRESENT AN ATTEMPT TO DISTILL A“REPRESENT AN ATTEMPT TO DISTILL A
LARGE BODY OF MEDICAL KNOWLEDGELARGE BODY OF MEDICAL KNOWLEDGEINSTITUTE OF MEDICINE 1990

HAYWARD ET AL. JAMA 1995

“I BELEIVE IN RUNNING EVERYTHING“I BELEIVE IN RUNNING EVERYTHING
DOWN TO PRIMARY SOURCES”DOWN TO PRIMARY SOURCES”

“IN OTHER WORDS, IF YOU PURSUE“IN OTHER WORDS, IF YOU PURSUE
THE TRUTH AS FAR AS YOU CAN,THE TRUTH AS FAR AS YOU CAN,
YOU’LL FIND OUT MANY TIMES THAT ITYOU’LL FIND OUT MANY TIMES THAT IT
AIN’T SO”AIN’T SO”

DAVID SHULMAN, NEWDAVID SHULMAN, NEW
YORK TIMES, 1/11/99YORK TIMES, 1/11/99
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OBJECTIVESOBJECTIVES

•• TO DISCUSS CLINICAL POLICYTO DISCUSS CLINICAL POLICY
DEVELOPMENTDEVELOPMENT

•• TO PROVIDE A FORMAT FORTO PROVIDE A FORMAT FOR
EVALUATING THE QUALITY OF AEVALUATING THE QUALITY OF A
CLINICAL POLICYCLINICAL POLICY

•• TO DISCUSS THE ROLE OF MULTI-TO DISCUSS THE ROLE OF MULTI-
DISCIPLINARY POLICYDISCIPLINARY POLICY
DEVELOPMENTDEVELOPMENT

WHY ARE CLINICAL POLICIESWHY ARE CLINICAL POLICIES
BEING WRITTENBEING WRITTEN

•• DIFFERENTIATE “EVIDENCE BASED”DIFFERENTIATE “EVIDENCE BASED”
PRACTICE FROM “OPINION BASED”PRACTICE FROM “OPINION BASED”
––CLINICAL DECISION MAKINGCLINICAL DECISION MAKING
––EDUCATIONEDUCATION
––REDUCING THE RISK OF LEGALREDUCING THE RISK OF LEGAL

LIABILITY FOR NEGLIGENCELIABILITY FOR NEGLIGENCE

•• IMPROVE QUALITY OF HEALTH CAREIMPROVE QUALITY OF HEALTH CARE
––ASSIST IN DIAGNOSTIC ANDASSIST IN DIAGNOSTIC AND

THERAPEUTIC MANAGEMENTTHERAPEUTIC MANAGEMENT

WHO IS WRITING CLINICALWHO IS WRITING CLINICAL
POLICIES?POLICIES?

•• NATIONAL MEDICAL SOCIETIES (e.g.NATIONAL MEDICAL SOCIETIES (e.g.
ACEP, AANS, AAP)ACEP, AANS, AAP)

•• VOLUNTARY HEALTH ORGANIZATIONSVOLUNTARY HEALTH ORGANIZATIONS
(e.g. AHA, AM CANCER SOCIETY)(e.g. AHA, AM CANCER SOCIETY)

•• GOVERNMENT AGENCIES (e.g. AHCPR,GOVERNMENT AGENCIES (e.g. AHCPR,
NIH,  NINDS, CDC)NIH,  NINDS, CDC)

•• UNIVERSITIES / MEDICAL CENTERS (e.g.UNIVERSITIES / MEDICAL CENTERS (e.g.
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HISTORYHISTORY

•• 1938 AAP1938 AAP
•• 1959 ACOG: PROBLEM SPECIFIC1959 ACOG: PROBLEM SPECIFIC

ADVISORIESADVISORIES
•• 1980 ACP1980 ACP
•• 1986 ASA: 12 POINT PRACTICE GUIDELINE1986 ASA: 12 POINT PRACTICE GUIDELINE

––IMPROVED CAREIMPROVED CARE
––DEC MEDICAL MALPRACTICE PREMIUMSDEC MEDICAL MALPRACTICE PREMIUMS

•• AHCPRAHCPR
––FUNDING CUT 1996FUNDING CUT 1996

MEDLINE SEARCHMEDLINE SEARCH

•• 1970-1990     01970-1990     0
•• 1991              21991              2
•• 1993              5921993              592
•• 1995             13001995             1300
•• 1997              29521997              2952

DIFFICULTIES IN GUIDELINEDIFFICULTIES IN GUIDELINE
DEVELOPMENTDEVELOPMENT

•• VALIDATIONVALIDATION

•• SCIENTIFIC EVIDENCESCIENTIFIC EVIDENCE

•• DISTRIBUTION AND UTILIZATIONDISTRIBUTION AND UTILIZATION

•• MECHANISMS TO FUND THE PROCESSMECHANISMS TO FUND THE PROCESS
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TIME AND COST OF GUIDELINETIME AND COST OF GUIDELINE
DEVELOPMENTDEVELOPMENT

•• TIME: 1 - 3 YEARSTIME: 1 - 3 YEARS

•• COST:COST:

––  ACEP:  ACEP: $10,000$10,000

––  AANS:  AANS: $100,000.00$100,000.00

––  AHCPR:  AHCPR: $1,000,000.00$1,000,000.00

PRACTICE GUIDELINES DEVELOPMENTPRACTICE GUIDELINES DEVELOPMENT

•• INFORMAL CONSENSUSINFORMAL CONSENSUS

•• FORMAL CONSENSUSFORMAL CONSENSUS

•• EVIDENCE-BASEDEVIDENCE-BASED

INFORMAL CONCENSUS CLINICALINFORMAL CONCENSUS CLINICAL
GUIDELINESGUIDELINES

•• GROUP OF EXPERTS ASSEMBLEGROUP OF EXPERTS ASSEMBLE

•• “GLOBAL SUBJECTIVE JUDGMENT”“GLOBAL SUBJECTIVE JUDGMENT”

•• RECOMMENDATIONS NOT NECESSARILYRECOMMENDATIONS NOT NECESSARILY
SUPPORTED BY SCIENTIFIC EVIDENCESUPPORTED BY SCIENTIFIC EVIDENCE

•• LIMITED BY BIASLIMITED BY BIAS
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FORMAL CONCENSUS CLINICALFORMAL CONCENSUS CLINICAL
GUIDELINESGUIDELINES

•• GROUP OF EXPERTS ASSEMBLEGROUP OF EXPERTS ASSEMBLE
•• APPROPRIATE LITERATURE REVIEWEDAPPROPRIATE LITERATURE REVIEWED
•• RECOMMENDATIONS NOT NECESSARILYRECOMMENDATIONS NOT NECESSARILY

SUPPORTED BY SCIENTIFIC EVIDENCESUPPORTED BY SCIENTIFIC EVIDENCE
•• LIMITED BY BIAS AND LACK OF DEFINEDLIMITED BY BIAS AND LACK OF DEFINED

ANALYTIC PROCEDURESANALYTIC PROCEDURES
•• EXAMPLES:EXAMPLES: ACEP’s ACEP’s CHEST PAIN POLICY, CHEST PAIN POLICY,

AAP’sAAP’s “FEBRILE SEIZURE” POLICY “FEBRILE SEIZURE” POLICY

 EVIDENCE BASED CLINICAL GUIDELINES EVIDENCE BASED CLINICAL GUIDELINES

•• REVIEW THE LITERATUREREVIEW THE LITERATURE

•• SEPARATES EVIDENCE BASEDSEPARATES EVIDENCE BASED
KNOWLEDGE FROM OPINIONKNOWLEDGE FROM OPINION

•• IDENTIFIES AREAS IN NEED OFIDENTIFIES AREAS IN NEED OF
FUTURE RESEARCHFUTURE RESEARCH

CLINICAL POLICIESCLINICAL POLICIES

•• DEFINE THE CLINICAL QUESTIONDEFINE THE CLINICAL QUESTION
––FOCUSED QUESTION MOREFOCUSED QUESTION MORE

USEFUL THAN GLOBALUSEFUL THAN GLOBAL
QUESTIONQUESTION

•• GRADE THE STRENGTH OFGRADE THE STRENGTH OF
EVIDENCEEVIDENCE

•• INCORPORATE PRACTICEINCORPORATE PRACTICE
PATTERNS, AVAILABLEPATTERNS, AVAILABLE
EXPERTISE AND RESOURCES,EXPERTISE AND RESOURCES,
AND RISK BENEFIT RATIOSAND RISK BENEFIT RATIOS
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DESCRIPTION OF THE PROCESSDESCRIPTION OF THE PROCESS

•• MEDLINE SEARCHMEDLINE SEARCH

•• SECONDARY SEARCH OF REFERENCESSECONDARY SEARCH OF REFERENCES

•• ARTICLES GRADEDARTICLES GRADED

•• RECOMMENDATIONS BASED ONRECOMMENDATIONS BASED ON
STRENGTH OF EVIDENCESTRENGTH OF EVIDENCE

•• MULTI-SPECIALTY AND PEER REVIEWMULTI-SPECIALTY AND PEER REVIEW

INTERPRETING THE LITERATUREINTERPRETING THE LITERATURE

•• TERMINOLOGYTERMINOLOGY

•• PATIENT POPULATIONPATIENT POPULATION

•• INTERVENTIONS / OUTCOMESINTERVENTIONS / OUTCOMES

DESCRIPTION OF THE PROCESSDESCRIPTION OF THE PROCESS
•• STRENGTH OF EVIDENCESTRENGTH OF EVIDENCE

––A:A: UNBIASED INTERVENTIONAL STUDIES FOR UNBIASED INTERVENTIONAL STUDIES FOR
THERAPEUTIC EFFECTIVENESS;THERAPEUTIC EFFECTIVENESS;
OBSERVATIONAL STUDIES (PROSPECTIVEOBSERVATIONAL STUDIES (PROSPECTIVE
COHORT) FOR DIAGNOSTIC TESTING ORCOHORT) FOR DIAGNOSTIC TESTING OR
PROGNOSIS; META ANALYSESPROGNOSIS; META ANALYSES

––B:B: UNBIASED OBSERVATIONAL STUDIES; UNBIASED OBSERVATIONAL STUDIES;
RETROSPECTIVE COHORT, CASE CONTROL,RETROSPECTIVE COHORT, CASE CONTROL,
CROSS-SECTIONALCROSS-SECTIONAL

––C:C: UNBIASED OBSERVATIONAL REPORTS UNBIASED OBSERVATIONAL REPORTS
INCLUDING CASE SERIES, CASE REPORTS;INCLUDING CASE SERIES, CASE REPORTS;
PANEL CONSENSUS BY EXPERTSPANEL CONSENSUS BY EXPERTS



Page 7

CRITICALLY ASSESSING  PRACTICECRITICALLY ASSESSING  PRACTICE
GUIDELINESGUIDELINES

•• WHY WAS THE TOPIC CHOSENWHY WAS THE TOPIC CHOSEN
•• WHAT ARE THE AUTHORS’WHAT ARE THE AUTHORS’

CREDENTIALSCREDENTIALS
•• WHAT METHODOLOGY WAS USEDWHAT METHODOLOGY WAS USED
•• WAS IT FIELD TESTED ORWAS IT FIELD TESTED OR

REVIEWED IN CLINICAL PRACTICEREVIEWED IN CLINICAL PRACTICE
•• WHEN WAS IT WRITTEN / UPDATEDWHEN WAS IT WRITTEN / UPDATED

CLINICAL PATHWAYSCLINICAL PATHWAYS

•• IMPLEMENTATION TOOLIMPLEMENTATION TOOL

•• ALGORITHMIC APPROACHALGORITHMIC APPROACH

•• CONSENSUS VS ANNOTATEDCONSENSUS VS ANNOTATED

MEDICAL LEGAL IMPLICATIONSMEDICAL LEGAL IMPLICATIONS

•• PRACTICE GUIDELINES CAN SETPRACTICE GUIDELINES CAN SET
STANDARDS FOR CARE AND HAVE BEENSTANDARDS FOR CARE AND HAVE BEEN
USED IN MALPRACTICE LITIGATIONUSED IN MALPRACTICE LITIGATION

•• SHOULD PROTECT AGAINST “EXPERT”SHOULD PROTECT AGAINST “EXPERT”
TESTIMONYTESTIMONY

•• GUIDELINES DEVELOPED USING FLAWEDGUIDELINES DEVELOPED USING FLAWED
METHODOLOGY CAN BE CHALLENGEDMETHODOLOGY CAN BE CHALLENGED
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“DO THE AUTHORS SERIOUSLY“DO THE AUTHORS SERIOUSLY
BELEIVE THAT PATIENTS WITH A FIRSTBELEIVE THAT PATIENTS WITH A FIRST
SEIZURE CAN BE DISCHARGED FROMSEIZURE CAN BE DISCHARGED FROM
THE ED AFTER A SERUM GLUCOSETHE ED AFTER A SERUM GLUCOSE
AND A PRGENANCY TEST WITHOUTAND A PRGENANCY TEST WITHOUT
ADDITIONAL LAB TESTING? THIS FLIESADDITIONAL LAB TESTING? THIS FLIES
IN THE FACE OF COMMON SENSE ANDIN THE FACE OF COMMON SENSE AND
WOUND PERHAPS BE CONSIDEREDWOUND PERHAPS BE CONSIDERED
MALPRACTICE IN SOME PARTS OF THEMALPRACTICE IN SOME PARTS OF THE
COUNTRY.”COUNTRY.”

MAYO  CLINIC PROCEEDINGS REVIEWERMAYO  CLINIC PROCEEDINGS REVIEWER

MEDICAL LEGAL IMPLICATIONSMEDICAL LEGAL IMPLICATIONS

•• 1994 REPORT TO THE PHYSICIAN1994 REPORT TO THE PHYSICIAN
PAYMENT REVIEW COMMISSION;PAYMENT REVIEW COMMISSION;
HYAMS ET ALHYAMS ET AL

•• 32 CASES REVIEWED WHERE32 CASES REVIEWED WHERE
GUIDELINES WERE USED TOGUIDELINES WERE USED TO
DEMONSTRATE DEPARTURE FROMDEMONSTRATE DEPARTURE FROM
STANDARD OF CARESTANDARD OF CARE

•• 259 CLAIMS FROM 2 INSURANCE259 CLAIMS FROM 2 INSURANCE
CARRIERS WERE POOLED; 6.6%CARRIERS WERE POOLED; 6.6%
CITED GUIDELINESCITED GUIDELINES

•• 980 ATTORNEYS SURVEYED:980 ATTORNEYS SURVEYED:

GARNICK ET AL. CAN PRACTICEGARNICK ET AL. CAN PRACTICE
GUIDELINES REDUCE THE NUMBERGUIDELINES REDUCE THE NUMBER
AND COSTS OF MALPRACTICEAND COSTS OF MALPRACTICE
CLAIMS? JAMA 1991;266:2856CLAIMS? JAMA 1991;266:2856
•• MUST BE DEVELOPED FORMUST BE DEVELOPED FOR

CONDITIONS OR PROCEDURES THATCONDITIONS OR PROCEDURES THAT
FREQUENTLY LEAD TO EVENTS FORFREQUENTLY LEAD TO EVENTS FOR
WHICH NEGLIGENCE CLAIMS AREWHICH NEGLIGENCE CLAIMS ARE
FILEDFILED

•• MUST BE WIDELY ACCEPTEDMUST BE WIDELY ACCEPTED
––MULTISPECIALTY ENDORSEMENTMULTISPECIALTY ENDORSEMENT

•• MUST BE FULLY INTEGRATED INTOMUST BE FULLY INTEGRATED INTO
PRACTICEPRACTICE
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MAINE MEDICAL LIABILITYMAINE MEDICAL LIABILITY
DEMONSTRATION PROJECTDEMONSTRATION PROJECT

•• STATE LEGISLATURESTATE LEGISLATURE
INCORPORATED 22 GUIDELINESINCORPORATED 22 GUIDELINES

•• 2 FROM EMERG MED: C-SPINE2 FROM EMERG MED: C-SPINE
AND PATIENT TRANSFERAND PATIENT TRANSFER

•• DESIGNED TO ELIMINATEDESIGNED TO ELIMINATE
REQUIREMENT OF ESTABLISHINGREQUIREMENT OF ESTABLISHING
STANDARD OF CARE THROUGHSTANDARD OF CARE THROUGH
LITIGATIONLITIGATION

•• COULD NOT BE USED FORCOULD NOT BE USED FOR
INCULPATORY PURPOSESINCULPATORY PURPOSES

PRACTICE GUIDELINES ANDPRACTICE GUIDELINES AND
RESEARCHRESEARCH

•• EBM DEMONSTRATES THATEBM DEMONSTRATES THAT
CLINICAL PRACTICE ISCLINICAL PRACTICE IS
FREQUENTLY BASED ON LIMITEDFREQUENTLY BASED ON LIMITED
SCIENTIFIC INFORMATIONSCIENTIFIC INFORMATION

•• IMPACT OF GUIDELINES MUST BEIMPACT OF GUIDELINES MUST BE
TESTEDTESTED
––CLINICAL OUTCOMESCLINICAL OUTCOMES
––FEASIBILITYFEASIBILITY
––FISCAL OUTCOMESFISCAL OUTCOMES

•• USE AS A TEACHING TOOLUSE AS A TEACHING TOOL

CLINICAL POLICIES IN SEIZURECLINICAL POLICIES IN SEIZURE
MANAGEMENTMANAGEMENT

•• ACEP: 1993, 1997: ACEP: 1993, 1997: CLINICAL POLICY FORCLINICAL POLICY FOR
THE INITIAL APPROACH TO PATIENTSTHE INITIAL APPROACH TO PATIENTS
PRESENTING WITH A CHIEF COMPLAINTPRESENTING WITH A CHIEF COMPLAINT
OF SEIZURE WHO ARE NOT IN STATUSOF SEIZURE WHO ARE NOT IN STATUS
EPILEPTICUSEPILEPTICUS

•• ACEP, AAN, AANS, ASN: 1996: ACEP, AAN, AANS, ASN: 1996: PRACTICEPRACTICE
PARAMETER: NEUROIMAGING IN THEPARAMETER: NEUROIMAGING IN THE
EMERGENCY PATIENT PRESENTINGEMERGENCY PATIENT PRESENTING
WITH SEIZUREWITH SEIZURE

•• AAP: 1996: AAP: 1996: PRACTICE PARAMETER: THEPRACTICE PARAMETER: THE
NEURODIAGNOSTIC EVALUATION OFNEURODIAGNOSTIC EVALUATION OF
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A 30 YEAR OLD WOMAN WITH NO MEDICALA 30 YEAR OLD WOMAN WITH NO MEDICAL
PROBLEMS HAS A FIRST TIME SEIZUREPROBLEMS HAS A FIRST TIME SEIZURE
WITHOUT AN IDENTIFIABLE ETIOLOGY BYWITHOUT AN IDENTIFIABLE ETIOLOGY BY
HISTORY.HISTORY.

HER MENTAL STATUS HAS RETURNED TOHER MENTAL STATUS HAS RETURNED TO
NORMAL AND SHE HAS A NORMALNORMAL AND SHE HAS A NORMAL
NEUROLOGIC EXAM.NEUROLOGIC EXAM.

WHAT LABORATORY TESTS ARE INDICATED?WHAT LABORATORY TESTS ARE INDICATED?

ACEP CLINICAL POLICYACEP CLINICAL POLICY

•• COMPLAINT BASEDCOMPLAINT BASED

•• METHODOLOGY POORLYMETHODOLOGY POORLY
DEFINEDDEFINED

•• RECOMMENDATIONSRECOMMENDATIONS
PRIMARILY CONSENSUSPRIMARILY CONSENSUS
DRIVENDRIVEN

––REFERENCES RATED BYREFERENCES RATED BY

ACEP CLINICAL POLICYACEP CLINICAL POLICY

•• RULE: RULE: “AN ACTION REFLECTING“AN ACTION REFLECTING
PRINCIPLES OF GOOD PRACTICE INPRINCIPLES OF GOOD PRACTICE IN
MOST SITUATIONS. THERE MAY BEMOST SITUATIONS. THERE MAY BE
CIRCUMSTANCES WHEN A RULE NEEDCIRCUMSTANCES WHEN A RULE NEED
NOT OR CANNOT BE FOLLOWED; INNOT OR CANNOT BE FOLLOWED; IN
THESE SITUATIONS, IT IS ADVISABLETHESE SITUATIONS, IT IS ADVISABLE
THAT DEVIATION FROM THE RULE BETHAT DEVIATION FROM THE RULE BE
JUSTIFIED IN WRITING.”JUSTIFIED IN WRITING.”

•• GUIDELINE: GUIDELINE: “AN ACTION THAT MAY BE“AN ACTION THAT MAY BE
CONSIDERED, DEPENDING ON THECONSIDERED, DEPENDING ON THE
PATIENT THE CIRCUMSTANCES ORPATIENT THE CIRCUMSTANCES OR
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ACEP CLINICAL POLICY:ACEP CLINICAL POLICY:
LABORATORY TESTING IN THELABORATORY TESTING IN THE

FIRST TIME SEIZUREFIRST TIME SEIZURE

•• RULE:RULE:
––PREGNANCY (LIMITEDPREGNANCY (LIMITED

RESEARCH BASED EVIDENCERESEARCH BASED EVIDENCE
AND CONSENSUS)AND CONSENSUS)

––SODIUM (MODERATESODIUM (MODERATE
RESEARCH BASED EVIDENCE)RESEARCH BASED EVIDENCE)

––GLUCOSE (MODERATEGLUCOSE (MODERATE
RESEARCH BASED EVIDENCE)RESEARCH BASED EVIDENCE)

•• GUIDELINE:GUIDELINE:
––KK ClCl HCOHCO33

WHAT NEUROIMAGING STUDY ISWHAT NEUROIMAGING STUDY IS

INDICATED AND WHEN SHOULD IT BEINDICATED AND WHEN SHOULD IT BE

PERFORMED?PERFORMED?

ACEP CLINICAL POLICYACEP CLINICAL POLICY

•• RULE:  RULE:  NONCONTRAST HEAD CTNONCONTRAST HEAD CT
OR SCHEDULE NEUROIMAGINGOR SCHEDULE NEUROIMAGING

•• INDICATIONS GIVEN FORINDICATIONS GIVEN FOR
EMERGENT NEUROIMAGINGEMERGENT NEUROIMAGING

•• SCHEDULE NEUROIMAGINGSCHEDULE NEUROIMAGING
IMPLIES REFERRING THE PATIENTIMPLIES REFERRING THE PATIENT
TO THE PRIMARY CARETO THE PRIMARY CARE
PROVIDER WHO WILL DO THEPROVIDER WHO WILL DO THE



Page 12

NEUROIMAGING PRACTICENEUROIMAGING PRACTICE
PARAMETERPARAMETER

•• MULTIDISCIPLINARY: ACEP, AAN, AANS,MULTIDISCIPLINARY: ACEP, AAN, AANS,
ASNASN

•• METHODOLOGY CLEARLY DEFINEDMETHODOLOGY CLEARLY DEFINED
•• LITERATURE GRADED, STRENGTH OFLITERATURE GRADED, STRENGTH OF

EVIDENCE:EVIDENCE:
––CLASS I: RANDOMIZED CONTROLLEDCLASS I: RANDOMIZED CONTROLLED

STUDIESSTUDIES
––CLASS II: CLINICAL STUDIESCLASS II: CLINICAL STUDIES eg eg CASE CASE

CONTROL, COHORTCONTROL, COHORT
––CLASS III: CASE REPORTS, EXPERTCLASS III: CASE REPORTS, EXPERT

NEUROIMAGING PRACTICENEUROIMAGING PRACTICE
PARAMETERPARAMETER

•• NO STANDARDSNO STANDARDS
•• GUIDELINE: EMERGENT CT (-) WHENGUIDELINE: EMERGENT CT (-) WHEN

SERIOUS STRUCTURAL LESIONSERIOUS STRUCTURAL LESION
SUSPECTED: FOCAL DEFICIT,SUSPECTED: FOCAL DEFICIT,
ALTERED MENTAL STATUS, FEVER,ALTERED MENTAL STATUS, FEVER,
TRAUMA, HEADACHE, HX CANCER,TRAUMA, HEADACHE, HX CANCER,
ANTICOAGULATION, AIDSANTICOAGULATION, AIDS

•• OPTION: URGENT SCAN FOROPTION: URGENT SCAN FOR
PATIENTS WHO HAVE COMPLETELYPATIENTS WHO HAVE COMPLETELY
RECOVERED AND NO ETIOLOGYRECOVERED AND NO ETIOLOGY
IDENTIFIED; URGENT SCAN MAY BEIDENTIFIED; URGENT SCAN MAY BE

WHY THE DIFFERENCE BETWEEN THEWHY THE DIFFERENCE BETWEEN THE
STRENGTH OF RECOMMENDATIONS OFSTRENGTH OF RECOMMENDATIONS OF

THE ACEP CLINICAL POLICY AND THE JOINTTHE ACEP CLINICAL POLICY AND THE JOINT
NEUROIMAGING PRACTICE PARAMETER?NEUROIMAGING PRACTICE PARAMETER?

•• THE ACEP CLINICAL POLICY ONTHE ACEP CLINICAL POLICY ON

SEIZURES IS DIAGNOSISSEIZURES IS DIAGNOSIS

(DISPOSITION) BASED(DISPOSITION) BASED

•• THE JOINT NEUROIMAGINGTHE JOINT NEUROIMAGING

PRACTICE PARAMETER ISPRACTICE PARAMETER IS
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ONE HOUR PRIOR TO ED ARRIVAL, A 20ONE HOUR PRIOR TO ED ARRIVAL, A 20
MONTH CHILD IN EXCELLENT HEALTHMONTH CHILD IN EXCELLENT HEALTH

DEVELOPS A TEMPERATURE OF 104 ANDDEVELOPS A TEMPERATURE OF 104 AND
HAS A GENERALIZED TONIC-CLONICHAS A GENERALIZED TONIC-CLONIC

CONVULSION LASTING 5 MINUTES.  THERECONVULSION LASTING 5 MINUTES.  THERE
IS NO PAST MEDICAL HISTORY.  CHILD HASIS NO PAST MEDICAL HISTORY.  CHILD HAS

RETURNED TO BASELINE AND APPEARSRETURNED TO BASELINE AND APPEARS
WELL.  YOU SUSPECT A SIMPLE FEBRILEWELL.  YOU SUSPECT A SIMPLE FEBRILE

SEIZURE.  DOES THIS CHILD REQUIRESEIZURE.  DOES THIS CHILD REQUIRE
DIAGNOSTIC TESTING?DIAGNOSTIC TESTING?

AAP PRACTICE PARAMETER: THEAAP PRACTICE PARAMETER: THE
NEURO-DIAGNOSTIC EVALUATION OFNEURO-DIAGNOSTIC EVALUATION OF

THE CHILD WITH A FIRST SIMPLETHE CHILD WITH A FIRST SIMPLE
FEBRILE SEIZUREFEBRILE SEIZURE

•• METHODOLOGY WELLMETHODOLOGY WELL

DESCRIBEDDESCRIBED

•• STRENGTH OF EVIDENCE NOTSTRENGTH OF EVIDENCE NOT

PROVIDEDPROVIDED

•• STRENGTH OFSTRENGTH OF

RECOMMENDATIONS  NOTRECOMMENDATIONS  NOT

AAP PRACTICE PARAMETER: THEAAP PRACTICE PARAMETER: THE
NEURO-DIAGNOSTIC EVALUATION OFNEURO-DIAGNOSTIC EVALUATION OF

THE CHILD WITH A FIRST SIMPLETHE CHILD WITH A FIRST SIMPLE
FEBRILE SEIZUREFEBRILE SEIZURE

•• “IN A CHILD OLDER THAN 18“IN A CHILD OLDER THAN 18
MONTHS . . . A LP IS NOTMONTHS . . . A LP IS NOT
ROUTINELY WARRANTED . . .”ROUTINELY WARRANTED . . .”
––“THE AAP . . . RECOMMENDS . . .“THE AAP . . . RECOMMENDS . . .

(AN LP) IN INFANTS YOUNGER(AN LP) IN INFANTS YOUNGER
THAN 12 MONTHS . . .”THAN 12 MONTHS . . .”

––“IN A CHILD BETWEEN 12 AND“IN A CHILD BETWEEN 12 AND
18 MONTHS OF AGE, A LP18 MONTHS OF AGE, A LP
SHOULD BE CONSIDERED”SHOULD BE CONSIDERED”

•• RECOMMENDS THAT LYTES, Ca,RECOMMENDS THAT LYTES, Ca,
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AN 18 YEAR OLD MALE IS IN THE TRAUMAAN 18 YEAR OLD MALE IS IN THE TRAUMA

CENTER WITH AN ISOLATED CLOSED HEADCENTER WITH AN ISOLATED CLOSED HEAD

INJURY FROM A MVA.  THE VITAL SIGNS AREINJURY FROM A MVA.  THE VITAL SIGNS ARE

STABLE; THE GCS IS 6.  SHOULD THISSTABLE; THE GCS IS 6.  SHOULD THIS

PATIENT RECEIVE ANTI-SEIZUREPATIENT RECEIVE ANTI-SEIZURE

PROPHYLAXIS?PROPHYLAXIS?

AANS GUIDELINES FOR THEAANS GUIDELINES FOR THE
MANAGEMENT OF SEVERE HEADMANAGEMENT OF SEVERE HEAD

INJURYINJURY
•• JOINT INITIATIVE BY THE AANS;JOINT INITIATIVE BY THE AANS;

PARTICIPANTS FROM THE AAN, ACEP, BTFPARTICIPANTS FROM THE AAN, ACEP, BTF
•• METHODOLOGY CLEARLY DEFINEDMETHODOLOGY CLEARLY DEFINED
•• LITERATURE GRADED, STRENGTH OFLITERATURE GRADED, STRENGTH OF

EVIDENCE:EVIDENCE:
––CLASS I: PROSP, RANDOMIZEDCLASS I: PROSP, RANDOMIZED

CONTROLLED TRIALSCONTROLLED TRIALS
––CLASS II: PROSP CLINICAL STUDIES ORCLASS II: PROSP CLINICAL STUDIES OR

RETROSPECTIVE ANALYSES BASED ONRETROSPECTIVE ANALYSES BASED ON
RELIABLE DATARELIABLE DATA

––CLASS III: RETROSPEC DATACLASS III: RETROSPEC DATA
COLLECTION CASE REPORTS EXPERTCOLLECTION CASE REPORTS EXPERT

AANS GUIDELINES FOR THEAANS GUIDELINES FOR THE
MANAGEMENT OF SEVERE HEADMANAGEMENT OF SEVERE HEAD

INJURYINJURY

•• STANDARD: PROPHYLACTICSTANDARD: PROPHYLACTIC AEDs AEDs
ARE NOT RECOMMENDED FORARE NOT RECOMMENDED FOR
PREVENTING LATEPREVENTING LATE
POSTTRAUMATIC SEIZURESPOSTTRAUMATIC SEIZURES

•• GUIDELINES: NONEGUIDELINES: NONE
•• OPTIONS:OPTIONS: AEDs AEDs MAY BE USED TO MAY BE USED TO

PREVENT EARLY PTS IN PATIENTSPREVENT EARLY PTS IN PATIENTS
AT HIGH RISK FOR SEIZURESAT HIGH RISK FOR SEIZURES
FOLLOWING HEAD INJURY.FOLLOWING HEAD INJURY.
HOWEVER THE AVAILABLEHOWEVER THE AVAILABLE
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CLINICAL POLICIES: CONCLUSIONSCLINICAL POLICIES: CONCLUSIONS

•• MAY FACILITATE THE PROVISION OFMAY FACILITATE THE PROVISION OF
EFFICIENT, COMPREHENSIVE CAREEFFICIENT, COMPREHENSIVE CARE

•• MAY FACILITATE RESOURCEMAY FACILITATE RESOURCE
UTILIZATION AND MANAGEMENTUTILIZATION AND MANAGEMENT
DECISION MAKINGDECISION MAKING

•• MUST UNDERSTAND THEMUST UNDERSTAND THE
METHODOLOGY USED IN CREATINGMETHODOLOGY USED IN CREATING
THE POLICYTHE POLICY

•• MOST POLICIES ALLOW FORMOST POLICIES ALLOW FOR
FLEXIBILITYFLEXIBILITY
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