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practitioners using the guidelines 
(Table 2). The ADA participants 
had no objections to these changes. 
The criteria and definition/descrip-
tion of the ratings did not change; 
the term “limited” is intended to 
be the equivalent of the previous 
term “weak.”

Finally, a shared decision-making 
tool—a template designed to be 
used by both orthopaedic surgeons 
and dentists—was developed to 
accompany the guideline. Shared 
decision making is a collaborative 
process that enables patients and 
their healthcare providers to make 
treatment decisions together, taking 
into account both the best scientific 
evidence available and the patient’s 
values and preferences. The tool 
supplements, but does not replace, 
informed consent procedures. 

Because a limited CPG recom-
mendation requires a greater 
amount of patient education, as 
well as consideration of patient 
values and clinician experience, 
the shared decision-making tool is 
meant to aid in this process.

“As clinicians, we want what is 
in the best interest of our patients, 
so this CPG is not meant to be a 
stand-alone document,” said  
Dr. Jevsevar. “Instead it should 
be used as an educational tool to 
guide clinicians through treatment 
decisions with their patients to 
improve quality and effectiveness 
of care.

“The experience of each clini-
cian is valuable in this process. For 
example, subgroup analysis for pa-
tients at potentially higher risk was 
not performed. The provider of 
care should utilize his or her expe-
rience and clinical decision-making 
skills to identify those high-risk 
patients (eg, immunocompromised) 
and determine the best care choices 
for those patients,” he continued. 
“A limited recommendation im-
plies that the CPG recommenda-
tion does not apply to all patients 
uniformly, but rather that the in-
teraction between patient and clini-
cian is critical to determining the 
applicability.

“The AAOS gets kudos on its 
CPGs because they’re well done,” 
added Dr. Jevsevar, “but our mem-
bers have found them difficult to 
apply in practice. We added im-
plications within the body of the 
guidelines so that people could un-
derstand them. The idea is that, if 
you’re dealing with a patient, how 
would you think about that infor-
mation? How would you present it 
to the patient? How would you use 
it to make a decision?”

The full guideline, along with 
all supporting documentation and 

workgroup disclosures, is available 
on the AAOS website, www.aaos.
org/guidelines    

References for the statistics cited in this 
article—as well as an interview with  
Dr. Jevsevar about the new guideline—
can be found in the online version, 
available at www.aaosnow.org

Leeaht Gross, MPH, is the evidence-
based medicine coordinator in the 
AAOS department of research & 
scientific affairs. She can be reached at 
gross@aaos.org
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Table 2: STrengTh of recommendaTion deScripTionS

Statement Rating Description of Evidence Strength Implication for Practice

Strong Evidence is based on two or more “High” strength studies 
with consistent findings for recommending for or against the 
intervention. 
 A Strong recommendation means that the benefits of the 
recommended approach clearly exceed the potential harm 
(or that the potential harm clearly exceeds the benefits in 
the case of a strong negative recommendation), and that the 
strength of the supporting evidence is high.

Evidence from two or more “Moderate” strength studies with 
consistent findings, or evidence from a single “High” quality 
study for recommending for or against the intervention. 
 A Moderate recommendation means that the benefits ex-
ceed the potential harm (or that the potential harm clearly ex-
ceeds the benefits in the case of a negative recommendation), 
but the strength of the supporting evidence is not as strong.

Evidence from two or more “Low” strength studies with con-
sistent findings, or evidence from a single “Moderate” quality 
study recommending for or against the intervention or diag-
nostic. 
 A Limited recommendation means the quality of the sup-
porting evidence that exists is unconvincing, or that well- 
conducted studies show little clear advantage to one ap-
proach versus another.

Evidence from a single low quality study or conflicting find-
ings that do not allow a recommendation for or against the 
intervention. 
 An Inconclusive recommendation means that there is a 
lack of compelling evidence resulting in an unclear balance 
between benefits and potential harm. 

The supporting evidence is lacking and requires the work 
group to make a recommendation based on expert opinion 
by considering the known potential harm and benefits associ-
ated with the treatment. 
 A Consensus recommendation means that expert opinion 
supports the guideline recommendation even though there 
is no available empirical evidence that meets the inclusion 
criteria. 
 The AAOS will issue a consensus-based recommendation 
only when the service in question has virtually no associated 
harm and is of low cost or when not establishing a recommen-
dation could have catastrophic consequences.

Practitioners should follow a Strong recommendation 
unless a clear and compelling rationale for an alterna-
tive approach is present.

Practitioners should generally follow a Moderate rec-
ommendation but remain alert to new information and 
be sensitive to patient preferences.

Practitioners should be cautious in deciding whether 
to follow a recommendation classified as Limited, and 
should exercise judgment and be alert to emerging 
publications that report evidence. Patient preference 
should have a substantial influencing role.

Practitioners should feel little constraint in deciding 
whether to follow a recommendation labeled as  
Inconclusive and should exercise judgment and be alert 
to future publications that clarify existing evidence for 
determining balance of benefits versus potential harm. 
Patient preference should have a substantial influenc-
ing role.

Practitioners should be flexible in deciding whether 
to follow a recommendation classified as Consensus, 
although they may set boundaries on alternatives. Pa-
tient preference should have a substantial influencing 
role.

Consensus

Inconclusive

Limited

Moderate

What’s Your Diagnosis?

This month’s challenge appears 
on page 12. According to 
Waldo E. Floyd III, MD, who 

submitted the case, the patient had 
an intraosseous epidermal inclu-
sion cyst. 

“Fifteen years ago, the patient 
injured her nail in a car door. We 
used a midaxial approach to ex-
pose the distal phalanx and excised 

the encapsulated cystic mass. We 
packed the distal phalangeal cavity 
with cancellous bone graft from 
the olecranon,” reported  
Dr. Floyd.

Do you have a case you’d 
like to submit for publication? 
Email a short case description 
and any accompanying images to 
aaoscomm@aaos.org 
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