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Dear Colleague,

Thank you for your engagement with NEJM Journal Watch. Furthering our 
mission to help clinicians know and understand the medical developments  
that affect patient care, we are pleased to provide this valuable resource. 

NEJM Journal Watch physician-editors regularly search the medical literature 
for the most important clinical research and concisely present the findings. 
An essential component of this effort is Guideline Watch. Here, we survey the 
literature and highlight the top take-away points of crucial, but often long and 
intricate, clinical practice guidelines. We hope you enjoy this compilation of the 
latest, most relevant NEJM Journal Watch Guideline Watches to thank you for 
your engagement in our clinician community. We invite you to interact with us  
at JWatch.org, where, in addition to the medical research we survey daily, you’ll 
find medical news, blogs, podcasts, reader perspectives, and expert interviews.

Jonathan N. Adler, MD 
Clinical Strategy Editor, 

NEJM Group
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CDC Adult Immunization Schedule for 2015
— Jamaluddin Moloo, MD, MPH, reviewing the Advisory Committee on Immunization Practices recommended 
immunization schedule for adults — United States, 2015. Ann Intern Med 2015 Feb 13.

Most recommendations haven’t changed, but the 13-valent pneumococcal conjugate vaccine is now recommended for older adults.

Sponsoring Organization: Advisory Committee on Immuni zation Practices (ACIP)

Background and Objective
Each year, a 15-member ACIP panel reviews and updates the U.S. adult immunization schedule. Several new 
tables and extensive footnotes are available on the CDC website.

What’s Changed
•   Pneumococcal vaccine:

• A single dose of 13-valent pneumococcal conjugate  
vaccine ≥65).

• Older adults should continue to receive a single dose  
of 23-valent pneumococcal polysaccharide vaccine (PPSV23).

• Due to differences in immune response of the two  
pneumococcal vaccines, they should not be administered together and a specific administration  
schedule must be followed.

•  Influenza vaccine:

• Reminder: Recombinant influenza vaccine (RIV) does not contain any egg protein and can be adminis-
tered to people with egg allergies; people with hives-only egg allergies can receive the inactivated influ-
enza vaccine (IIV).

•  Reminder: The live attenuated intranasal influenza  
vaccine — Flumist — is indicated only for children and younger adults (age range, 2–49).

Guidelines for all other vaccinations and for individuals with specific medical conditions remain unchanged.

 

Kim DK et al. Advisory Committee on Immunization Practices recommended immunization schedule for adults aged 19 years or older: 
United States, 2015. Ann Intern Med 2015 Feb 3; 162:214. (http://dx.doi.org/10.7326/M14-2755)

Jamaluddin Moloo, MD, MPH, is Associate Professor of Medicine, Departments of Medicine and Radiology, University of Colorado 
Health Sciences Center, Aurora.

COMMENT

Vaccination rates remain low. For example, in 2013, only 21% of adults (age range, 19–64) at high risk for 
pneumococcus infection had received the pneumococcal vaccine, and only 24% of older adults (age, ≥60) 
had received zoster vaccination. The most recent ACIP update systematically presents important 
information on recommended vaccines and schedules; however, a more efficient approach to ensuring that 
your patients are vaccinated appropriately would be to use the CDC Vaccine Schedules app that is available 
for iOS and Android devices.

http://JWatch.org
http://www.cdc.gov/vaccines/schedules/hcp/schedule-app.html
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Childhood and Adolescent Immunization Schedule 2015
— Deborah Lehman, MD, reviewing the Committee on Infectious Diseases, American Academy of Pediatrics 
recommended childhood and adolescent immunization schedule — United States 2015. Pediatrics 2015 Feb 1.

The annual update to U.S. immunization recommendations, published exclusively online

Sponsoring Organizations: Centers for Disease Control and Prevention (CDC), American Academy of Pediatrics 
(AAP), American Academy of Family Physicians, American College of Obstetricians and Gynecologists

Target Audience: Pediatric primary care providers

Background
The 2015 childhood immunization schedule, published exclusively online, provides up-to-date information with 
links to tools for providers and guidance on catch-up vaccine administration as well as vaccine administration in 
special circumstances.

Key Points
•  The minimum age for administration of live-attenuated influenza vaccine is 2 years.

•  Children aged 2 to 8 years receiving influenza vaccine (inactivated or live-attenuated) for the first time require 
two doses of vaccine.

•  Children aged 6 to 11 months traveling internationally should receive one dose of measles, mumps, and  
rubella (MMR) vaccine before departure from the U.S. and should receive two more doses, the first between 
ages 12 and 15 months and the second at least 4 weeks later.

•  The three licensed meningococcal vaccines (Hib-MenCY, MenACWY-D, and MenACWY-CRM) have different 
age recommendations and indications for high-risk individuals.

•  Administration of pneumococcal vaccines, both conjugate and polysaccharide, is clarified for high-risk  
individuals.

Committee on Infectious Diseases, American Academy of Pediatrics. Recommended childhood and adolescent immunization schedule — 
United States, 2015. Pediatrics 2015 Feb 1; 135:396.

Deborah Lehman, MD, is Clinical Professor of Pediatrics, David Geffen School of Medicine, University of California, Los Angeles. 

COMMENT

The new online-only format of updated immunization schedules is intended to ensure access to the  
most accurate and current information for providers. The updated footnotes provide clarification on 
administration of several vaccines, including meningococcal and pneumococcal, for high-risk children  
as well as MMR vaccine for young infants traveling abroad. The updated schedule is available on the AAP 
website (http://redbook.solutions.aap.org/SS/Immunization_Schedules.aspx) and on the CDC website 
(http://www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html). 

http://JWatch.org
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Management of Atrial Fibrillation
— Mark S. Link, MD, reviewing the report of the 2014 ACC/AHA Task Force on Practice Guidelines and the 
Heart Rhythm Society. Circulation 2014 Mar 28.

New guidelines for AF should increase the number of patients who receive anticoagulants and who are advised to undergo catheter 
ablation.

Sponsoring Organizations: American College of Cardiology, American Heart Association, Heart Rhythm Society

Target Population: Cardiologists, internal medicine practitioners, emergency medicine personnel

Background and Objective
This document is a thorough revision intended to replace the previous guidelines from the sponsoring 
organizations (published in 2006 and updated in 2011).

Key Points
•   The selection of long-term  

antithrombotic therapy 
should be guided by the pa-
tient’s  
risk for thromboembolism,  
regardless of (1) whether  
the pattern of atrial fibrillation 
(AF) is paroxysmal, persis-
tent, or permanent; or (2)  
the dura tion of AF (Class I).

•   Patients with nonvalvular AF 
and a CHA

2
DS

2
-VASc score  

≥2 should receive oral anti-
coagulation with warfarin,  
dabigatran, rivaroxaban, or 
apixaban (Class I). Modified 
dosages of some of the newer 
anticoagulants can be con-
sidered in patients with non–
end-stage chronic kidney  
disease, depending on the  
severity of renal dysfunction 
(Class IIb; Table 1).

•  In patients with nonvalvular  
AF and a CHA

2
DS

2
-VASc 

score ≥2 who undergo coro-
nary revascularization (percu-
taneous or surgical), anti-
platelet therapy with clopido-
grel (75 mg once daily) but 
without aspirin may be a rea-
sonable adjunct to oral anti-
coagulation (Class IIb).

continued on page 5

Table 1. Dose Selection of Oral Anticoagulant Options for Patients  
with Nonvalvular AF and CKD (Based on Prescribing Information  

for the United States)*

Renal Function

Normal/Mild 
Impairment

Moderate 
Impairment

Severe 
Impairment

End-Stage CKD 
Not on Dialysis

End-Stage CKD  
on Dialysis

Warfarin

Dose adjusted 
for INR 2.0–3.0

Dose adjusted 
for INR 2.0–3.0

Dose adjusted 
for INR 2.0–3.0||

Dose adjusted 
for INR 2.0–3.0||

Dose adjusted 
for INR 2.0–3.0||

Dabigatran†

150 mg BID  
(CrCl >30 mL/min)

150 mg BID or 75 mg 
BID§ (CrCl >30 mL/min)

75 mg BID§ 
(CrCl 15–30 mL/min)

Not recommended¶ 
(CrCl <15 mL/min)

Not recommended¶ 
(CrCl <15 mL/min)

Rivaroxaban†

20 mg HS  
(CrCl >50 mL/min)

15 mg HS 
(CrCl 30–50 mL/min)

15 mg HS 
(CrCl 15–30 mL/min)

Not recommended¶ 
(CrCl <15 mL/min)

Not recommended¶ 
(CrCl <15 mL/min)

Apixaban†

5.0 or 2.5 mg BID‡ 

5.0 or 2.5 mg BID‡ 

No recommendation, 
See section 4.2.2.2.¶

No recommendation, 
See section 4.2.2.2.¶

No recommendation, 
See section 4.2.2.2.¶

*Renal function should be evaluated prior to initiation of direct thrombin or factor Xa inhibitors and should be 
reevaluated when clinically indicated and at least annually. CrCl should be measured using  
the Crockoft-Gault method.

†The concomitant use of P-glycoprotein inducers or inhibitors with dabigatran, or the concomitant use of dual 
P-glycoprotein and strong CYP3A4 inducers or inhibitors with either rivaroxaban or apixaban, particularly in 
the setting of CKD, may require dosing adjustment or avoidance of concomitant drug use (see the FDA drug 
label at http://www.accessdata.fda.gov/drugsatfda_docs/label/2014/202155s002lbl.pdf; Section 8.6).

‡Use apixaban 2.5 mg BID if any 2 patient characteristics present: Cr ≥1.5 mg/dL, ≥80 years of age, body weight 
≤60 kg (172). Apixaban is not recommended in patients with severe hepatic impairment.

§Modeling studies suggest that dabigatran 75 mg BID might be safe for patients with CrCl 15–30mL/min, but 
this has not been validated in a prospective cohort. Some countries outside the United States use  
110 mg BID (170).

||Dose-adjusted warfarin has been used, but observational data regarding safety and efficacy are conflicting.

¶No published studies support a dose for this level of renal function.

#In patients with end-stage CKD on stable hemodialysis, prescribing information indicates the use of apixaban 
5 mg BID with dose reduction to 2.5 mg BID if the patient is either ≥80 years of age or body weight ≤60 kg.

Reprinted with permission from January CT et al. 2014 AHA/ACC/HRS guideline for the management  
of patients with atrial fibrillation. 

http://JWatch.org
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•  The following drugs are recommended to maintain sinus rhythm in patients with AF:

• Dofetilide

• Dronedarone

• Flecainide

• Propafenone

• Sotalol

• Amiodarone

Drug selection should depend on underlying heart disease and comorbidities (Table 2); however, owing to its 
potential toxicities, amiodarone should be used only when other agents have failed or are contraindicated and 
after thorough risk assessment (Class I).

Management of Atrial Fibrillation
continued from page 4

Table 2. Recommended Drug Doses for Pharmacological Cardioversion of AF

Drug 
 

Usual Dose Exclude/Use with Caution Major Pharmacokinetic  
Drug Interactions

Vaughan Williams Class IA

Disopyramide •  Immediate release:  
100–200 mg once every 6 h

•  Extended release:  
200–400 mg once every 12 h 

• HF 
• Prolonged QT interval 
• Prostatism, glaucoma 
•  Avoid other QT interval-prolonging drugs 

•  Metabolized by CYP3A4: caution with inhibitors (e.g., 
verapamil, diltiazem, ketoconazole, macrolide antibiotics, 
protease inhibitors, grapefruit juice) and inducers (e.g., 
rifampin, phenobarbital, phenytoin) 

Quinidine • 324–648 mg every 8 h • Prolonged QT interval 
• Diarrhea

 

•  Inhibits CYP2D6: ↑concentrations of tricyclic 
antidepressants, metoprolol, antipsychotics; ↓efficacy of 
codeine

• Inhibits P-glycoprotein: ↑digoxin concentration

Vaughan Williams Class IC

Flecainide • 50–200 mg once every 12h • Sinus or AV node dysfunction 
• HF 
• CAD 
• Atrial flutter 
• Infranodal conduction disease 
• Brugada syndrome 
• Renal or liver disease

•  Metabolized by CYP2D6: (inhibitors include quinidine, 
fluoxetine, tricyclics; also genetically absent in 7%–10%  
of population) and renal excretion (dual impairment can 
↑↑plasma concentration)

Propafenone •  Immediate release:  
150–300 mg once every 8 h

•  Extended release:  
225–425 mg once every 12 h

• Sinus or AV node dysfunction 
• HF 
• CAD 
• Atrial flutter 
• Infranodal conduction disease 
• Brugada syndrome 
• Liver disease 
• Asthma

•  Metabolized by CYP2D6: (inhibitors include quinidine, 
fluoxetine, tricyclics; also genetically absent in 7%–10%  
of population) — poor metabolizers have ↑beta blockade 

• Inhibits P-glycoprotein: ↑digoxin concentration

• Inhibits CYP2C9: ↑warfarin concentration (↑INR 25%)

contined on page 6

http://JWatch.org
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•  Catheter ablation is recommended in patients with symptomatic paroxysmal AF who are unresponsive or 
 intolerant to ≥1 class I or III antiarrhythmic medication (Class I) and may be considered as an initial rhythm-
control strategy in those with recurrent AF who have undergone a thorough assessment of the risks and  
outcomes of drug and ablation therapy (Class IIa).

•  Catheter ablation is reasonable in selected patients with symptomatic persistent AF who are unresponsive or 
intolerant to ≥1 class I or III antiarrhythmic medication (Class IIa).

Table 2. Recommended Drug Doses for Pharmacological Cardioversion of AF . . . continued from p. 5

Drug 
 

Usual Dose Exclude/Use with Caution Major Pharmacokinetic  
Drug Interactions

Vaughan Williams Class III

Amiodarone •  Oral: 400–600 mg daily in 
divided doses for 2–4 wk; 
maintenance typically  
100–200 mg QD

•  IV: 150 mg over 10 min; then  
1 mg/min for 6 h; then 0.5 mg/
min for 18 h or change to oral 
dosing; after 24 h, consider 
decreasing dose to 0.25 mg/min

• Sinus or AV node dysfunction 
• Infranodal conduction disease 
• Lung disease 
• Prolonged QT interval

•  Inhibits most CYPs to cause drug interaction: 
↑concentrations of warfarin (↑INR 0%–200%), statins, 
many other drugs

• Inhibits P-glycoprotein: ↑digoxin concentration

Dofetilide • 125–500 mcg once every 12 h • Prolonged QT interval 
• Renal disease 
• Hypokalemia 
• Diuretic therapy 
• Avoid other QT interval-  
   prolonging drugs

•  Metabolized by CYP3A: verapamil, HCTZ, cimetidine, 
ketoconazole, trimethoprim, prochlorperazine, and 
megestrol are contraindicated; discontinue amiodarone  
at least 3 mo before initiation

Dronedarone • 400 mg once every 12 h • Bradycardia 
• HF 
• Long-standing persistent  
   AF/flutter 
• Liver disease 
• Prolonged QT interval

•  Metabolized by CYP3A: caution with inhibitors (e.g., 
verapamil, diltiazem, ketoconazole, macrolide antibiotics, 
protease inhibitors, grapefruit juice) and inducers (e.g., 
rifampin, phenobarbital, phenytoin)

•  Inhibits CYP3A, CYP2D6, P-glycoprotein: ↑concentrations 
of some statins, sirolimus, tacrolimus, beta blockers, 
digoxin

Sotalol • 40–160 mg once every 12 h • Prolonged QT interval 
• Renal disease 
• Hypokalemia 
• Diuretic therapy 
• Avoid other QT interval-  
   prolonging drugs 
• Sinus or AV nodal dysfunction 
• HF 
• Asthma

• None (renal excretion)

AF indicates atrial fibrillation; AV, atrioventricular; CAD, coronary artery disease; HCTZ, hydrochlorothiazide; HF, heart failure; INR, international normalized ratio; 
IV, intravenous; and QD, once daily.

Reprinted with permission from January CT et al. 2014 AHA/ACC/HRS guideline for the management of patients  with atrial fibrillation. 

Management of Atrial Fibrillation
continued from page 5

continued on page 7

http://JWatch.org
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•  AF catheter ablation to restore sinus rhythm should not be performed solely to obviate the need for  
antico agulation (Class III).

What’s Changed
The following are important additions, changes, and shifts in emphasis from previous guidelines:

•  Anticoagulation based on thrombotic risk, irrespective of AF pattern

•  Failure to support the common practice of allowing 48 hours of AF before considering long-term  
anticoagulation.

•  Move from CHADS
2
 to CHA

2
DS

2
-VASc for risk assessment

•  New oral anticoagulants placed on at least an equal footing with warfarin (The authors comment that “all  
3 new oral anticoagulants represent important advances over warfarin because they have more predictable 
pharmacological profiles, fewer drug–drug interactions, an absence of major dietary effects, and less risk of 
intracranial bleeding than warfarin.”)

•  Consideration of clopidogrel and an anticoagulant without aspirin after coronary reperfusion

•  Stronger recommendations for — and cautions about — AF catheter ablation

January CT et al. 2014 AHA/ACC/HRS guideline for the management of patients with atrial fibrillation: Executive summary: A report 
of the American College of Cardiology/American Heart Association Task Force on practice guidelines and the Heart Rhythm Society 
Circulation 2014 Mar 28; [e-pub ahead of print]. 

Mark S. Link, MD, is Associate Professor of Medicine, New England Medical Center and Tufts University School of Medicine, Boston.

Management of Atrial Fibrillation
continued from page 6

COMMENT

These new guidelines represent an intensified management approach to reduce or prevent morbidity 
associated with atrial fibrillation. They are likely to increase the use of anticoagulation — and of the new 
oral anticoagulants — in individuals with AF, and they provide stronger and more specific 
recommendations for the use of catheter ablation. I agree with a more aggressive approach to 
anticoagulation; however, I believe the decision to undergo ablation is more personal and should be made 
only after a thorough discussion of the risks and benefits. 

Note to readers: At the time NEJM Journal Watch reviewed this paper, its publisher noted that it was not in 
final form and that subsequent changes might be made.

http://JWatch.org
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Non–ST Elevation Acute Coronary Syndrome
— Joel M. Gore, MD, reviewing the AHA/ACC Task Force on Practice Guidelines report. J Am Coll Cardiol 2014 
Sep 18.

Updated guidelines from the American Heart Association and American College of Cardiology

Sponsoring Organizations: American Heart Association, American College of Cardiology

Target Population: Primary care providers, cardiologists

Background and Objective
These are updated guidelines, following the 2007 fully revised guidelines on the management of patients with 
unstable angina (UA) or non–ST segment elevation (NSTE) myocardial infarction (NSTEMI) and the 2012 
focused update of those guidelines.

Key Points
•  Patients with suspected acute coronary syndrome (ACS) should be risk-stratified for the likelihood of ACS 

and adverse outcomes, to guide hospitalization and treatment decisions.

•  Patients with chest pain or other ACS symptoms should undergo electrocardiography to identify ischemic 
changes within 10 minutes after emergency department arrival.

•  Serial troponin levels should be obtained at presentation and 3 to 6 hours after symptom onset in patients 
with suspected ACS to identify rising, falling, or fluctuating values. Additional troponin testing should be 
done beyond 6 hours if the index of suspicion for ACS is high despite normal earlier values.

•  High-intensity statin therapy should be initiated or continued in all patients with NSTE-ACS who have no 
contraindications.

•  Oral beta–blockers should be initiated within the first 24 hours in patients without contraindications (e.g., 
signs of heart failure, evidence of low output state, increased risk for cardiogenic shock).

•  Non–enteric-coated aspirin, a P2Y12 inhibitor (clopidogrel or ticagrelor), and anticoagulation should be 
given to all patients with NSTE-ACS without contraindications, regardless of in-hospital treatment strategy.

•  An urgent/immediate invasive strategy (diagnostic angiography with revascularization, if appropriate based 
on coronary anatomy) is recommended for patients with NSTE-ACS who have refractory angina, hemody-
namic or electrical instability, or elevated risk for clinical events. Early invasive treatment is not recom-
mended for patients with extensive comorbidities (e.g., hepatic, renal, pulmonary failure, cancer) or for those 
with low likelihood of ACS who are troponin-negative.

•  All eligible patients with NSTE-ACS should be referred to a comprehensive cardiovascular rehabilitation pro-
gram before hospital discharge.

•  Patients should receive an evidence-based plan of care to prevent hospital readmissions that promotes medi-
cation adherence, timely follow-up with the healthcare team, and appropriate diet and physical activity.

continued on page 9

http://JWatch.org
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What’s Changed

•  These guidelines newly emphasize the continuum between UA and NSTEMI. At presentation, these patients 
can be indistinguishable. Special populations addressed for the first time are women and elders. The use of 
risk-stratification tools is emphasized, with a new focus on low-risk patients. Newer, more-potent antiplate-
let agents are indicated.

Amsterdam EA et al. AHA/ACC guideline for the management of patients with non–ST-elevation acute coronary syndromes: A report 
of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines. J Am Coll Cardiol 2014 Sept 18; 
[e-pub ahead of print]. 

Mark S. Link, MD, is Associate Professor of Medicine, New England Medical Center and Tufts University School of Medicine, Boston.

  

COMMENT

These guidelines provide an evidence-based approach to patients with the spectrum of NSTE-ACS. 
However, this guidance should not replace the good sound judgment of the clinician when caring for an 
individual patient.

Non–ST Elevation Acute Coronary Syndrome
continued from page 8

http://JWatch.org


Guideline Watch Update 
JWatch.org

10
Back to Table of Contents

Treatment of Hypertension in Patients with Coronary Artery Disease
— Joel M. Gore, MD, reviewing the AHA/ACC/ASH scientific statement. J Am Coll Cardiol 2015 May 12.

In this updated guideline, focus has shifted away from “as low as possible,” with a consensus of 140/90 mm Hg as goal.

Sponsoring Organization: American Heart Association, American College of Cardiology, and American Society of 
Hypertension

Target Audience: Primary care providers, cardiologists, cardiac surgeons

Target Population: Hypertension in the setting of coronary artery disease

Background and Objective
This is an update of “Treatment of Hypertension in the Prevention and Management of Ischemic Heart Disease,” 
an AHA scientific statement published in 2007.

Key Points
•  For the prevention of complications of hypertension in patients with coronary artery disease (CAD), blood 

pressure lowering is more important than the particular drug class used.

•  For secondary prevention in patients with underlying comorbid illnesses, not all drug classes have been 
proven to confer optimal or even the same level of benefit.

•  A blood pressure goal of <140/90 mm Hg is reasonable for secondary prevention of cardiovascular events in 
patients with hypertension and CAD. A lower blood pressure goal of <130/80 mm Hg may be appropriate in 
some individuals with CAD, previous myocardial infarction (MI), stroke, or transient ischemic attack (TIA). 
For patients older than 80, the goal should be 150/90 mm Hg.

•  In CAD patients with elevated diastolic blood pressure and with evidence of myocardial ischemia, lower 
blood pressure slowly, and do not decrease diastolic blood pressure to less than 60 mm Hg in patients with 
diabetes or older than 60.

•  Patients with hypertension and chronic stable angina should receive beta-blockers, ACE inhibitors, or thia-
zide diuretics. If beta-blockers are contraindicated or cause intolerable side effects, patients without left ven-
tricular (LV) dysfunction can receive a nondihydropyridine calcium-channel blocker.

•  In patients with acute coronary syndrome (ACS) and no contraindication to beta-blockers, initial therapy 
should include a short-acting or selective beta-blocker instituted within 24 hours of presentation.

•  In patients with ACS and hypertension, consider nitrates to lower blood pressure and to relieve ongoing isch-
emia. Add an angiotensin-converting enzyme (ACE) inhibitor for patients with an anterior MI, LV dysfunc-
tion, heart failure, or diabetes.

•  For patients with ACS who have heart failure, favor loop diuretics over thiazide diuretics.

•  Patients with hypertension and heart failure should receive ACE inhibitors (or angiotensin receptor blockers 
[ARBs]), beta-blockers, aldosterone receptor antagonists, thiazide or thiazide-type diuretics for blood pres-
sure control, and loop diuretics for volume control. Avoid nondihydropyridine calcium-channel blockers, 
clonidine, moxonidine, and hydralazine without nitrates. Nonsteroidal anti-inflammatory drugs should be 
used with caution in patients with heart failure.

•  Add hydralazine plus isosorbide dinitrate to the regimen of diuretic ACE inhibitor and beta-blockers in black 
patients with New York Heart Association class III or IV heart failure.

•  In patients with heart failure, preserved ejection fraction, and hypertension, beta-blockers, ACE inhibitors, 
ARBs, or calcium-channel blockers may be effective.

continued on page 11

http://JWatch.org
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Dr. Gore was an author of this scientific statement but did not participate in the research reviewed.

Rosendorff C et al. Treatment of hypertension in patients with coronary artery disease: A scientific statement from the American Heart 
Association, American College of Cardiology, and American Society of Hypertension. J Am Coll Cardiol 2015 May 12; 65:1998. 

Joel M. Gore, MD, is Edward Budnitz Professor of Cardiovascular Medicine, University of Massachusetts, Worcester. 

COMMENT

The last recommendation on hypertension treatment, in 2007, advocated more-aggressive targets for blood 
pressure lowering. Focus has shifted away from “as low as possible,” with a consensus of 140/90 mm Hg 
as goal. This update still suggests that less than 130/80 mm Hg could be a target, albeit with a lower level 
of evidence, for patients younger than 80, particularly those in certain high-risk groups: heart attack, stroke, 
TIA, peripheral arterial disease, or abdominal aortic aneurysm. This update cautions that in patients with 
coronary artery disease, diastolic blood pressure should be lowered slowly without dipping below 60 mm Hg, 
particularly in patients older than 60 years of age. 

Treatment of Hypertension in Patients with Coronary Artery Disease
continued from page 10

http://JWatch.org


Guideline Watch Update 
JWatch.org

12
Back to Table of Contents

Secondary Prevention After CABG
— Joel M. Gore, MD, reviewing the AHA scientific statement. Circulation 2015 Mar 10.

New recommendations build on previous guidelines for all cardiac surgery patients.

Sponsoring Organization: American Heart Association

Target Audience: Cardiologists, cardiac surgeons, and cardiac anesthesiologists

Background and Objective
This scientific statement expands on 2011 guidelines from the American Heart Association and American 
College of Cardiology Foundation that focused on secondary prevention in general. This new guideline is specific 
to patients undergoing coronary artery bypass grafting (CABG).

Key Points

Antiplatelet Therapies
•  Administer aspirin perioperatively and within 6 hours after surgery (dose, 81–325 mg) and continue it  

indefinitely.

•  Consider dual antiplatelet therapy in patients undergoing off-pump CABG, which is believed to cause a  
hypercoagulable state.

•  Do not routinely prescribe warfarin unless there is a specific indication.

•  Newer antithrombotic therapy should not be used after CABG until safety data are available.

Lipid Management
•  Unless contraindicated, administer high-intensity statin therapy (or, alternatively, moderate-intensity  

therapy, if tolerance is an issue) pre-operatively, resuming soon after surgery.

Beta-Blocker Use
•  Barring contraindications, prescribe beta-blockers, preferably preoperatively, to help prevent postoperative 

atrial fibrillation in patients with a history of myocardial infarction (MI) or left ventricular (LV) dysfunction.

•  Consider beta-blockers for ongoing treatment of hypertension.

Hypertension Management Other Than Beta-Blockers
•  Administer ACE inhibitors, particularly in patients with recent MI, LV dysfunction, diabetes, or chronic kidney 

disease.

•  A target goal for postsurgery blood pressure, although not formally established, is <140/85 mm Hg.

•  If beta-blocker and ACE therapies are insufficient to control blood pressure, consider adding diuretics and 
calcium channel blockers.

Patients with Previous MI and LV Dysfunction
•  Treat with beta-blockers, ACE inhibitors, and aldosterone antagonists if not contraindicated.

•  Do not use implantable cardioverter-defibrillators in patients with LV dysfunction (ejection fraction, <35%) 
until goal-directed therapy is given for 3 months postoperatively and LV function is reevaluated.

Diabetes
•  Help patients optimize long-term glucose control with a goal of lowering hemoglobin A

1C
 level to <7%.

continued on page 13

http://JWatch.org


13
Back to Table of Contents

Guideline Watch Update 
JWatch.org

Smoking Cessation
•  Employ strategies to help smokers quit; this is critical and should begin before CABG.

•  Nicotine replacement therapy, bupropion, or varenicline is appropriate in conjunction with cessation  
counseling.

Cardiac Rehabilitation
•  This is recommended for all CABG patients.

Screening
•  Screen patients for depression.

•  Screen for central distribution of fat (even if body-mass index is within the normal range) to identify patients 
with the metabolic syndrome.

•  Unfortunately, evidence of any post-CABG benefit from weight loss is minimal.

Supplementation
•  This has not been proven effective in this setting.

•  Supplemental omega-3 fatty acids and antioxidant vitamins may be used by patients as they did preopera-
tively.

Influenza Vaccination
•  Offer annually unless contraindicated.

Kulik A et al. Secondary prevention after coronary artery bypass graft surgery: A scientific statement from the American Heart Associa-
tion. Circulation 2015 Mar 10; 131:927. 

Joel M. Gore, MD, is Edward Budnitz Professor of Cardiovascular Medicine, University of Massachusetts, Worcester.

Secondary Prevention After CABG
continued from page 12

COMMENT

These guidelines provide an evidence-based approach for secondary prevention in patients undergoing 
CABG and are in line with secondary prevention strategies for all patients with known coronary artery 
disease. The guidelines also give specific recommendations for patients undergoing off-pump surgery. 
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Treating Spontaneous Intracerebral Hemorrhage
 — Seemant Chaturvedi, MD, reviewing the AHA/ASA guideline. Stroke 2015 May 28.

These AHA/ASA guidelines emphasize the importance of early, aggressive treatment in saving lives when ICH occurs.

Sponsoring Organization: American Heart Association/American Stroke Association

Target Audience: Neurologists, emergency care physicians, hospitalists

Background and Objective

Intracerebral hemorrhage (ICH) is an important cause of stroke with a 30-day mortality rate of 20% to 30%. 
Leading etiologies include chronic hypertensive vasculopathy, amyloid angiopathy, and anticoagulant-related 
hemorrhage. This multidisciplinary group has now updated the 2010 guidelines on ICH management. The most 
important new recommendations are as follows.

Key New Points
•  Document stroke severity score (Class I, Level B).

•  Use pneumatic compression to prevent deep venous thrombosis, starting the day of hospital admission 
(Class I, Level A).

•  For ICH patients with systolic blood pressure (SBP) between 150 and 220 mm Hg who lack contraindications 
to BP lowering, decreasing SBP to <140 mm Hg is safe (Class I, Level A) and can improve functional out-
come (Class IIa, Level B).

•  Continuous EEG monitoring is “probably indicated” for patients with depressed mental status dispropor-
tional to the extent of brain injury (Class IIa, level C).

•  Do not administer corticosteroids to treat elevated intracranial pressure in these patients (Class III, Level B).

•  Surgery is not well established as useful for most patients with supratentorial ICH (Class IIb, Level A).

•  For prevention of recurrent ICH, a long-term goal of BP <130/80 is reasonable (Class IIa, Level B).

•  Avoiding anticoagulants for at least 4 weeks in patients with anticoagulant-related ICH and without mechani-
cal heart valves might decrease ICH recurrence risk (Class IIb, Level B).

•  For correction of an elevated international normalized ratio, prothrombin complex concentrate may have 
fewer complications and correct the INR more rapidly than fresh frozen plasma (Class IIb, Level B).

•  New do-not-resuscitate orders should probably be postponed until at least the second day of hospitalization 
(Class IIa, Level B).

Hemphill JC III et al. Guidelines for the management of spontaneous intracerebral hemorrhage: A guideline for healthcare professionals 
from the American Heart Association/American Stroke Association. Stroke 2015 May 28; [e-pub]. 

Seemant Chaturvedi, MD, is Professor of Clinical Neurology and Vice Chair for Veterans Affairs Programs, University of Miami  
Miller School of Medicine.

COMMENT

These guidelines include important new recommendations based on recent clinical trials. Physicians 
involved in the care of ICH patients are advised to review this updated statement.
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Diagnosing Obstructive Sleep Apnea
— Jamaluddin Moloo, MD, MPH, reviewing the ACP clinical practice guideline. Ann Intern Med 2014 Aug 5.

The American College of Physicians recommends polysomnography over portable monitors.

Sponsoring Organization: American College of Physicians (ACP)

Target Audience: Internists, family physicians, and other primary care clinicians

Background and Objective

Despite the relatively high prevalence of obstructive sleep apnea (OSA), experts still disagree on the optimal 
approach to its diagnosis. The ACP has issued a new guideline on diagnosing OSA.

Key Points
•  For diagnosing OSA, polysomnography (PSG) is the gold standard; however, it must be performed in a sleep 

lab and is costly. An alternative is a portable monitor, but available portable monitors do not measure all rele-
vant parameters: Some are unable to distinguish between central and obstructive apneas. Evidence was in-
sufficient to determine whether questionnaires are an effective screening tool.

•  Medicare and Medicaid reimburse for OSA treatment if a patient’s apnea-hypopnea index (AHI) is ≥15 
events per hour or is ≥5 events per hour in patients with daytime somnolence, fatigue, or cardiovascular co-
morbid conditions such as ischemic heart disease, stroke, or hypertension.

•  High-quality evidence shows an association between AHI scores of >30 events per hour and excess all-cause 
mortality. Low-quality evidence suggests an association between higher AHI scores and incident diabetes.

•  Several trials showed that continuous positive airway pressure (CPAP) lowers blood pressure in OSA pa-
tients who have daytime sleepiness. A randomized trial showed that CPAP failed to prevent excess mortality 
or adverse coronary events in patients with OSA who did not have daytime sleepiness.

The ACP makes the following recommendations:

•  A sleep study is recommended for patients with unexplained daytime sleepiness (weak recommendation, 
low-quality evidence).

•  Polysomnography is recommended for diagnostic testing. A portable sleep monitor can be used if polysom-
nography is not available (weak recommendation, moderate-quality evidence).

Qaseem A et al. Diagnosis of obstructive sleep apnea in adults: A clinical practice guideline from the American College of Physicians. 
Ann Intern Med 2014 Aug 5; 161:210. 

Jamaluddin Moloo, MD, MPH, is Associate Professor of Medicine, Departments of Medicine and Radiology, University of Colorado 
Health Sciences Center, Aurora.

COMMENT

Given the limited quality of available evidence, this guideline provides us with “weak recommendations” 
only. However, the ACP does suggest that we focus our attention on patients with suspected OSA who also 
have daytime sleepiness, and it recommends formal polysomnography instead of portable monitors for 
diagnostic testing. 
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Screening for Thyroid Dysfunction
— Jamaluddin Moloo, MD, MPH, reviewing the U.S. Preventive Services Task Force recommendation 
statement. Ann Intern Med 2015 Mar 24.

Again, the U.S. Preventive Services Task Force concludes that evidence is insufficient to assess the balance of benefits and harms.

Sponsoring Organization: U.S. Preventive Services Task Force (USPSTF)

Target Audience: Primary care providers

Background and Objective 
In 2004, the USPSTF found insufficient evidence to recommend for or against routine screening for thyroid 
disease in adults (Ann Intern Med 2004; 140:125). Now, the USPSTF has updated its recommendation, based on 
a review of evidence published since 2004 on screening for thyroid dysfunction. The USPSTF evaluated screening 
in asymptomatic, nonpregnant adults.

Key Points
•  Thyroid dysfunction is a spectrum that includes asymptomatic subclinical hypothyroidism and hyperthyroidism 

(i.e., abnormal thyroid-stimulating hormone [TSH] levels but normal thyroxine [T
4
] and triiodothyronine [T

3
] 

levels) and “overt” hypothyroidism and hyperthyroidism (i.e., abnormal TSH and T
4
 levels) that can be asymp-

tomatic or symptomatic.

•  Evidence is inadequate that screening lowers risk for cardiovascular disease.

•  Evidence is adequate that screening for, and treatment of, thyroid dysfunction don’t lead to clinically mean-
ingful improvements in blood pressure, body-mass index, bone density, lipid levels, or cognitive function.

•  Evidence is inadequate to assess directly the harms of screening for, and treatment of, thyroid dysfunction; 
however, indirect evidence suggests substantial overtreatment of patients who have subclinical hypothyroid-
ism with TSH levels <10 mIU/L.

•  The USPSTF concludes that evidence is insufficient to assess the balance of benefits and harms of screening 
for thyroid dysfunction in asymptomatic, nonpregnant adults (I statement).

LeFevre ML et al. Screening for thyroid dysfunction: U.S. Preventive Services Task Force recommendation statement. Ann Intern Med 
2015 Mar 24; [e-pub]. (http://dx.doi.org/10.7326/M15-0483)

Cappola AR and Cooper DS. Screening and treating subclinical thyroid disease: Getting past the impasse. Ann Intern Med 2015 Mar 
24; [e-pub].

Jamaluddin Moloo, MD, MPH, is Associate Professor of Medicine, Departments of Medicine and Radiology, University of Colorado 
Health Sciences Center, Aurora.

COMMENT

This recommendation essentially remains unchanged relative to the 2004 guideline. The USPSTF 
recommendation does differ from those of the American Thyroid Association and the American Association 
of Clinical Endocrinologists, which recommend that screening for hypothyroidism be considered in patients 
older than 60. Although the USPSTF authors emphasize lack of robust evidence that treating patients with 
asymptomatic thyroid dysfunction improves outcomes, editorialists maintain that, at minimum, patients 
with overt asymptomatic thyroid dysfunction should be treated. 
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Treating Sexually Transmitted Diseases
— Carlos del Rio, MD, reviewing the Centers for Disease Control guidelines. MMWR Morb Mortal Wkly Rep 
2015 Jun 5.

Released by the CDC nearly 2 years after consultation with experts in the field, these guidelines update the previous version, issued in 
2010.

Sponsoring Organization: CDC

Target Population: Providers in any healthcare setting serving people at risk for sexually transmitted diseases 
(STDs)

Background and Objective  
These guidelines assist clinicians in the proper management of STDs. They were developed through consensus 
of experts who, in collaboration with the CDC, conducted a systematic literature review and evaluated the 
strength of each recommendation using the U.S. Preventive Services Task Force’s modified rating system.

Key Points or Recommendations
•  The recommended regimen for treating gonorrhea is dual therapy with a single dose of both intramuscular 

ceftriaxone (250 mg) and oral azithromycin (1 g). Alternatives to intramuscular ceftriaxone include injectable 
ceftizoxime, cefoxitin (with probenecid), and cefotaxime, but none offers any advantages over ceftriaxone. 
When injectables are not possible, single-dose oral cefixime (400 mg) plus oral azithromycin (1 g) can be 
used, but this regimen is less efficacious against pharyngeal gonorrhea, and the prevalence of cefixime resis-
tance is rising. Recent trials have demonstrated the efficacy of single-dose oral gemifloxacin (320 mg) plus 
oral azithromycin (2 g), and of single-dose intramuscular gentamicin (240 mg) plus oral azithromycin (2 g), 
which could be options in patients with cephalosporin allergy.

•  Highly sensitive and specific tests should be used for diagnosis of trichomoniasis. In women, nucleic acid 
amplification testing (NAAT) can detect three to five times more Trichomonas vaginalis infections than wet-
mount microscopy.

•  Mycoplasma genitalium is a recognized cause of urethritis in men; although it can be found in 10% to 30% of 
women with cervicitis, its role as a pathogen in women is less certain. NAAT is the preferred method of diag-
nosis. Single-dose oral azithromycin (1 g) is currently the recommended treatment, but resistance is rapidly 
emerging. Oral moxifloxacin (400 mg daily for 7–14 days) is also effective.

•  With the availability of a quadrivalent vaccine that prevents infection with HPV types 6, 11, 16, and 18, as well 
as a 9-valent vaccine that adds types 31, 33, 45, 52, and 58, the options for vaccination are many. The same 
vaccine should be used throughout the three-dose series. Vaccination is recommended routinely to start at 
age 11 or 12 but can be as early as 9. For previously unvaccinated, immunocompromised individuals (includ-
ing those with HIV infection) and men who have sex with men (MSM), vaccination is recommended through 
age 26.

•  Podophyllin is no longer recommended as a provider-applied treatment for anogenital warts.

•  All HIV-infected patients should undergo serologic screening for hepatitis C virus infection at initial assess-
ment. High-risk individuals (especially MSM) who test negative should undergo HCV antibody screening at 
least annually.

•  Epididymitis in men aged <35 is usually caused by Chlamydia trachomatis or Neisseria gonorrhoeae. Among 
MSM who are the insertive partner during anal intercourse, enteric organisms may be to blame. All sus-
pected cases of epididymitis warrant evaluation for evidence of inflammation.

continued on page 18
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Workowski KA and Bolan GA. Sexually transmitted diseases treatment guidelines, 2015. MMWR Morb Mortal Wkly Rep 2015 Jun 5; 
64:1.

Carlos del Rio, MD, is Chair, Hubert Department of Global Health, Rollins School of Public Health, Emory University; Co-Director, 
Emory Center of AIDS Research, Atlanta.

Treating Sexually Transmitted Diseases
continued from page 17

COMMENT

This comprehensive document (http://www.cdc.gov/std/tg2015/default.htm) should be the go-to 
reference for anyone who manages patients at risk for STDs. Unfortunately, unlike many other guidelines, it 
is not a “living document” and changes that occur over the next 5 years will likely not appear until the next 
print iteration.

In addition, determining what has actually changed in these guidelines is not easy, requiring a side-by-side 
comparison to those published in 2010. And the document’s sheer length (138 pages; 892 references), plus 
the lack of a mobile app version at this point, limits its usefulness for the busy clinician.

Finally, although NAAT improves diagnostic accuracy for T. vaginalis and M. genitalium infections, it 
precludes point-of-care testing and adds substantial expense to management of conditions often 
diagnosed and treated in publicly funded clinics. Syndromic treatment will likely continue to be common. 
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Pharmacological Treatment of Inflammatory Bowel Syndrome
— Douglas K. Rex, MD, reviewing the American Gastroenterological Association Institute guideline. 
Gastroenterology 2014 Nov.

A user-friendly summary of the evidence from the American Gastroenterological Association

Sponsoring Organization: American Gastroenterological Association (AGA)

Target Audience: Gastroenterologists, Primary Care Providers

Background and Objective  
The AGA has issued a new guideline on efficacy of drug treatment in irritable bowel syndrome (IBS). For each 
individual drug or class of drugs, reviewers indicated the Grading of Recommendations Assessment, 
Development and Evaluation (GRADE) scores for the strength of the recommendation and the quality of 
evidence.

Key Recommendations
•  For IBS-constipation, the following agents are recommended as effective: linaclotide, lubiprostone, and laxa-

tives.

•  Patients who wish to minimize out-of-pocket expenses might prefer agents other than linaclotide and lubi-
prostone.

•  For IBS-diarrhea, some evidence supports the efficacy of rifaximin, alosetron, and loperamide.

•  For the general treatment of IBS, evidence is sufficient to support the use of tricyclic antidepressants and 
 antispasmodics but not selective serotonin reuptake inhibitors.

Weinberg DS et al. American Gastroenterological Association Institute guideline on the pharmacological management of irritable bowel 
syndrome. Gastroenterology 2014 Nov; 147:1146. 

Douglas K. Rex, MD, is Professor of Medicine and Director of Endoscopy in the Division of Gastroenterology and Hepatology at  
Indiana University Medical Center, Indianapolis.

COMMENT

This is an excellent, easy-to-read summary of the evidence on the efficacy of pharmacologic treatments  
in IBS. 
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Diagnosing and Managing Pediatric Concussion
— Katherine Bakes, MD, reviewing the Ontario Neurotrauma Foundation guideline, 2014 Jun.

Comprehensive guidelines for children aged 5 to 18 years with suspected concussion

Sponsoring Organization: Ontario Neurotrauma Foundation

Target Population: Healthcare professionals and others who deal with concussion, including physicians, 
neuropsychologists, physical therapists, family, and schools/community sports organizations

Background and Objective
The panel used an evidence-based, systematic review to standardize diagnosis, assessment, and management of 
children (age range, 5–18 years) with suspected concussion.

Key Recommendations
 —  For children participating in high-risk sports (contact and collision sports), consider baseline neurocognitive 

testing.

—  On initial presentation, assess and treat physical, cognitive, and other neurologic deficits:

•  Manage acute symptoms, including identifying any so-called red flags (see (Graphic) table) and assessing 
need for emergent neuroimaging.

• Perform an acute concussion evaluation based on a standardized tool.

• Prescribe physical and cognitive rest.

—  On discharge, provide education and a postconcussion care plan with explicit direction for teachers and 
school-based activities:

• Educate about the risks for persistent symptoms including managing sleep, headaches, and fatigue.

• Counsel patients on avoiding alcohol, recreational drugs, and driving during recovery.

• Instruct patients to have close primary care follow-up and referral to a specialist in concussion manage-
ment if symptoms persist beyond 1 month.

—  On interim assessment, have return-to-learn and return-to-play stepwise plans and refer children with 
multiple concussions to specialized care by a concussion expert.

—  At 1 month, if symptoms persist, patients should undergo a more comprehensive health evaluation to:

• Look for underlying physical or mental health modifiers.

• Consider a program of sleep hygiene.

• Prescribe short-term medications as needed for sleep and headaches.

• Refer patients with neurocognitive or mental health needs to relevant specialists.

continued on page 21
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Guidelines for diagnosing and managing pediatric concussion. Ontario Neurotrauma Foundation 2014 Jun; [e-pub ahead of print]. 

Guidelines for diagnosing and managing pediatric concussion: Recommendations for health care professionals. Ontario Neurotrauma 
Foundation 2014 Jun; [e-pub ahead of print]. 

Katherine Bakes, MD, is Associate Professor, Department of Emergency Medicine, University of Colorado School of Medicine;  
Division Head, Pediatric Emergency Medicine, Denver Health.

COMMENT

This guideline provides a standardized approach to assess and manage pediatric concussions. Effective 
execution relies on multidisciplinary buy-in and accessibility. After the emergency department or other 
primary encounter, the primary care provider should monitor symptoms and recovery, working with the 
school and family for a safe return to learning and other activities. Fortunately, most students with a 
concussion will recover within the first 3 weeks of their injury. The guideline agrees, in general, with the 
American Academy of Pediatrics clinical report “Returning to Learning Following a Concussion.”

Diagnosing and Managing Pediatric Concussion
continued from page 20
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Cervical Cancer Screening of Average-Risk Women
— Anna Wald, MD, MPH, reviewing the ACP Clinical Guidelines Committee best practice advice. Ann Intern 
Med 2015 Apr 30.

New recommendations from the ACP reflect a better understanding of the transient nature of most HPV infections and the harms of 
too-frequent screening.

Sponsoring Organization: American College of Physicians (ACP)

Target Population: All clinicians

Background and Objective  
In the U.S., cervical cancer mortality and morbidity have been reduced due to routine screening for cervical 
cytologic abnormalities in asymptomatic women. However, a greater understanding of the role of human 
papillomavirus (HPV) in cervical cancer has led to new screening approaches that incorporate HPV testing.  
The ACP has updated its best practice advice for cervical cancer screening in average-risk women.

Key Recommendations
•  Women should be screened with cervical cytology every 3 years beginning at age 21.

•  Women aged ≥30 can be screened with cytology and HPV testing every 5 years.

•  Women younger than 21 should not be screened at all.

•  Women younger than 30 should not be screened with HPV testing.

•  Screening can stop at age 65 in women with three consecutive negative cytology results or two consecutive 
negative cytology results combined with an HPV test within the last 10 years (with the most recent test within 
5 years).

•  Women without a cervix should not be screened.

Sawaya GF et al. Cervical cancer screening in average-risk women: Best practice advice from the Clinical Guidelines Committee of the 
American College of Physicians. Ann Intern Med 2015 Apr 30; [e-pub]. 

Anna Wald, MD, MPH, is Professor, Department of Medicine; and Medical Director, Virology Research Clinic, University of  
Washington, Seattle.

COMMENT

These recommendations reflect a better understanding of the transient nature of most HPV infections and 
the harms of too-frequent screening, which include unnecessary diagnostic biopsies and excisional 
procedures as well as additional expense and anxiety. The authors acknowledge that altering annual 
screening habits may be difficult for providers and women alike. These guidelines generally harmonize with 
those of the U.S. Preventive Services Task Force, the American College of Obstetricians and Gynecologists, 
and the American Cancer Society, with minor differences in whether HPV testing is presented as an option 
to everyone or only to women who desire less-frequent testing. Optimal screening strategies are likely to 
shift again as more HPV-immunized girls reach the age at which screening is recommended, necessitating 
further updates to the guidelines. 
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Urinary Incontinence: Nonsurgical Management
— Andrew M. Kaunitz, MD, reviewing the ACP clinical practice guideline. Ann Intern Med 2014 Sep 16.

The ACP recommends pelvic floor training and bladder training as first-line treatments.

Sponsoring Organization: American College of Physicians (ACP)

Target Population: Clinicians who provide care to adult women

Background and Objective  
Urinary incontinence (UI) is common, with a prevalence ranging from 25% in young women (age range, 14–21) 
to 75% in women aged ≥75. Stress UI results from increased intra-abdominal pressure (e.g., from laughing, 
coughing, sneezing, or lifting heavy objects). Urgency UI is involuntary loss of urine associated with an acute 
urge to void. In some women, particularly older patients, the distinction between stress and urgency UI may not 
be clear. Because many patients do not report UI to their clinicians, women should be asked about these 
symptoms during routine visits. The ACP has developed recommendations for nonsurgical management of UI.

Key Recommendations
•  For stress UI, pelvic floor muscle training (possibly facilitated by a specialized physical therapist) is recom-

mended. Pharmacologic treatment is not recommended.

•  For urgency UI, bladder training is recommended. Training techniques are available online at  
http://www.health.harvard.edu/healthbeat/training-your-bladder. If bladder training is not successful,  
pharmacologic treatment is recommended.

•  For mixed UI (stress and urgency), both pelvic floor and bladder training are recommended.

•  For obese women with UI, weight loss and exercise are recommended.

Qaseem A et al. Nonsurgical management of urinary incontinence in women: A clinical practice guideline from the American College of 
Physicians. Ann Intern Med 2014 Sep 16; 161:429. 

Andrew M. Kaunitz, MD, is University of Florida Research Foundation Professor and Associate Chair, Department of Obstetrics and 
Gynecology, University of Florida College of Medicine–Jacksonville.

COMMENT

Although UI represents a minor nuisance for some women, it has a profound negative impact on the lives 
of many — sometimes resulting in elderly women being admitted to nursing homes — and generates large 
healthcare costs. These ACP guidelines emphasize that, while pharmacologic therapy can be effective for 
urgency UI, it often has adverse effects leading to treatment discontinuation. The guidance does not 
address surgical treatment of UI or nonsurgical treatments (e.g., botulinum toxin, percutaneous nerve 
stimulation) and concludes that evidence is insufficient to determine the effectiveness of vaginal pessaries. 
Although several reports have indicated that vaginal (but not systemic) estrogen can reduce UI, these 
guidelines state that overall evidence is insufficient to determine the effectiveness of local estrogen 
treatment. 
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