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Dear Reader,

Clinical guidelines are increasingly important in setting practice 
standards and meeting quality measures, and NEJM Journal Watch 
wants to help you keep up with the guidelines most important to 
your practice. Our 90 clinician-editors regularly survey more than 
250 medical journals to identify the latest critical information. As 
part of this effort, we evaluate a broad range of clinical guidelines  
in a variety of disciplines, choose those with the most clinical im-
pact, and summarize them, highlighting key points and identifying 
what’s new in a feature called Guideline Watch.

This collection of Guideline Watches, published from September 
2016 to the present, covers a range of guidelines—from the new  
U.S. Preventive Services Task Force recommendations for primary 
prevention of cardiovascular disease to updated colorectal cancer 
screening recommendations and the 2017 GOLD guidelines for  
diagnosing and managing COPD —but the common denominator  
is their relevance to, and implications for, clinical practice. The topics 
in this collection span adult and pediatric practice, outpatient and 
inpatient medicine, and primary care and subspecialty perspectives. 
Although not every guideline will be relevant to your particular 
practice, we believe that you’ll find something of interest in each  
of them. 

We hope you enjoy this compilation and find it useful for providing 
the best and most responsible patient care, and we invite you to  
interact with us at JWatch.org.

Allan S. Brett, MD 
NEJM Journal Watch Editor-in-Chief

http://jwatch.org
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Statins for Primary Prevention of Cardiovascular Disease in Adults
Thomas L. Schwenk, MD, reviewing US Preventive Services Task Force; Chou R et al.; Greenland P and Bonow RO; 
Redberg RF and Katz MH; Navar AM and Peterson ED. JAMA 2016 Nov 15.

Compared with other recent guidelines, this U.S. Preventive Services Task Force update makes somewhat similar 
recommendations for — and reinforces uncertainties about — statin use in adults without known CV disease.

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

Target Audience: Primary care providers, cardiologists

Background 
This recommendation statement from the U.S. Preventive Services Task Force (USPSTF) updates its 2008 guideline 
on screening for and treatment of dyslipidemia in adults without known cardiovascular (CV) disease. Based on  
a review of 19 randomized controlled trials that involved more than 71,000 patients, the updated recommendations 
are somewhat similar to those in four other major guidelines on statin use that have been published during the last  
3 years, including the American College of Cardiology/American Heart Association (ACC/AHA) guideline (NEJM 
JW Gen Med Dec 15 2013 and J Am Coll Cardiol 2014; 63:2889). These recommendations do not apply to patients  
who have LDL cholesterol levels >190 mg/dL or known familial hypercholesterolemia.

Key Points
• For primary prevention of CV disease, a low- to moderate-dose statin should be considered for middle-aged 

adults (age range, 40–75) without known CV disease who have at least one traditional risk factor for CV disease 
(i.e., dyslipidemia, diabetes, hypertension, or smoking) and a 10-year risk for developing CV disease of ≥10% 
calculated using the ACC/AHA Pooled Cohort Equations (http://www.acc.org/tools-and-practice-support/ 
mobile-resources/features/2013-prevention-guidelines-ascvd-risk-estimator) (B recommendation).

• A low- to moderate-dose statin might be considered for middle-aged adults without known CV disease who have 
at least one traditional risk factor for CV disease and a 10-year risk for developing CV disease of 7.5% to 10%  
(C recommendation).

• Current evidence is insufficient to make a recommendation about initiating statin use in older patients (age, ≥76).

COMMENT
Controversies surrounding statin use for primary prevention in asymptomatic adults are reflected in three edi-
torials accompanying this guideline that highlight several sometimes contradictory concerns and conclusions, 
including the following:

• For patients at the 7.5% 10-year CV disease risk threshold, the USPSTF guideline advocates less strongly 
for statin use than does the recent ACC/AHA guideline.

• Assumptions about the actual incidence of muscle pain and other related side effects of statins vary widely, 
with editorialists suggesting rates ranging from as high as 20% to as low as no or minimal incremental 
risk.

• The number of patients we would need to treat for 5 years to prevent one major adverse CV event or 
CV-related death ranges from 50 to 200.

http://jwatch.org
http://jwatch.org
http://www.acc.org/tools-and-practice-support/mobile-resources/features/2013-prevention-guidelines-ascvd-risk-estimator
http://www.acc.org/tools-and-practice-support/mobile-resources/features/2013-prevention-guidelines-ascvd-risk-estimator
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US Preventive Services Task Force. Statin use for the primary prevention of cardiovascular disease in adults: US Preventive 
Services Task Force Recommendation Statement. JAMA 2016 Nov 15; 316:1997. (http://dx.doi.org/10.1001/
jama.2016.15450)

Chou R et al. Statins for prevention of cardiovascular disease in adults: Evidence report and systematic review for the US 
Preventive Services Task Force. JAMA 2016 Nov 15; 316:2008. (http://dx.doi.org/10.1001/jama.2015.15629)

Greenland P and Bonow RO. Interpretation and use of another statin guideline. JAMA 2016 Nov 15; 316:1977.  
(http://dx.doi.org/10.1001/jama.2016.15087)

Redberg RF and Katz MH. Statins for primary prevention: The debate is intense, but the data are weak. JAMA 2016  
Nov 15; 316:1979. (http://dx.doi.org/10.1001/jama.2016.15085)

Navar AM and Peterson ED. Evolving approaches for statins in primary prevention: Progress, but questions remain. 
JAMA 2016 Nov 15; 316:1981. (http://dx.doi.org/10.1001/jama.2016.15094)

Thomas L. Schwenk, MD, is Dean, University of Nevada School of Medicine; and Vice President of Health 
 Sciences, University of Nevada.

• Prevalence of statin use among older patients (age, ≥76) is as high as 35%, despite lack of evidence of 
benefit in this population; recommendations about stopping statin use at age 76 vary.

• Nearly all of the 19 randomized controlled trials reviewed for this guideline were industry-sponsored;  
the raw data from these trials have not been made available for peer review.

• A global statin market of roughly US$20 billion annually drives much of the research and interest in  
this area.

All of the editorialists recommend that clinicians engage patients in shared decision-making, especially patients 
at lower risk. Although that goal is laudable, truly informed shared decision-making is difficult to accomplish 
when evidence is controversial, data are complex and not easily explained even by knowledgeable clinicians, 
numerical risk scores and treatment thresholds can seem mysterious, and time with patients is limited. 

http://jwatch.org
http://jwatch.org
http://dx.doi.org/10.1001/jama.2016.15450
http://dx.doi.org/10.1001/jama.2016.15450
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Pharmacologic Treatment of Hypertension in Older Adults
Jamaluddin Moloo, MD, MPH, reviewing Qaseem A et al.; Weiss J et al.; Pignone M and Viera AJ. Ann Intern Med 
2017 Jan 17. 

For older patients (age, ≥60), a new guideline recommends starting treatment when systolic blood pressure is 
≥150 mm Hg.

Sponsoring Organizations: American College of Physicians (ACP); American Academy of Family Physicians (AAFP)

Target Audience: All clinicians

Background
This joint guideline presents evidence on benefits and harms of treating to higher versus lower systolic blood pressure 
(SBP) targets in older adults (age, ≥60) with hypertension. Recommendations are based on a systematic review of  
randomized controlled trials (for primary outcomes) and observational studies (for harms).

Key Findings
• All studies showed benefit for hypertension treatment in older adults, most of whom had baseline SBPs  

>160 mm Hg.

• With absolute risk reductions (ARRs) expressed as percentage points and adjusted to 5-year time frames, 
high-quality evidence showed lower all-cause mortality (ARR, 1.64), stroke incidence (ARR, 1.13), and adverse 
cardiac events (ARR, 1.25) in patients with baseline SBPs ≥160 mm Hg who were treated to achieve SBPs  
<150 mm Hg.

• In studies with lower SBP targets (<140 mm Hg) compared with higher targets, low-quality evidence showed no 
significant relative reductions in all-cause mortality or adverse cardiac events, whereas moderate-quality evi-
dence showed lower risk for stroke (ARR, 0.49). However, many of these studies did not achieve target BPs and 
failed to show significant BP differences between the intensive treatment and control arms, so they might have 
been unable to show a difference in clinical outcomes.

• In patients with histories of stroke or transient ischemic attack (TIA), moderate-quality evidence suggested that 
treating to SBP of 130 mm Hg to 140 mm Hg lowered risk for stroke recurrence (ARR, 3.02) but not for adverse 
cardiac events or all-cause death.

• Evidence was insufficient to evaluate benefit of treating patients who have isolated diastolic hypertension.

• With regard to harms, low-quality evidence suggested that treating to lower BP targets (achieved SBP range, 
121.5−143 mm Hg) heightened risk for syncope.

Recommendations
• Initiate treatment in older adults with SBP persistently ≥150 mm Hg to achieve a target SBP of <150 mm Hg 

(strong recommendation, high-quality evidence).

• In older adults with previous stroke or TIAs, consider treating to <140 mm Hg to lower risk for recurrence (weak 
recommendation, moderate-quality evidence).

• In older adults at high cardiovascular (CV) risk, consider treating to <140 mm Hg to lower risk for stroke or ad-
verse cardiac events (weak recommendation, low-quality evidence). Patients at high CV risk include those with 
known vascular disease, most patients with diabetes, patients with chronic kidney disease (CKD), patients with 
metabolic syndrome or 10-year CVD risk ≥15%, and older patients (age, ≥75).

http://jwatch.org
http://jwatch.org
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Qaseem A et al. Pharmacologic treatment of hypertension in adults aged 60 years or older to higher versus lower blood 
pressure targets: A clinical practice guideline from the American College of Physicians and the American Academy of 
Family Physicians. Ann Intern Med 2017 Jan 17; [e-pub]. (http://dx.doi.org/10.7326/M16-1785)

Weiss J et al. Benefits and harms of intensive blood pressure treatment in adults aged 60 years or older: A systematic re-
view and meta-analysis. Ann Intern Med 2017 Jan 17; [e-pub]. (http://dx.doi.org/10.7326/M16-1754)

Pignone M and Viera AJ. Blood pressure treatment targets in adults aged 60 years or older. Ann Intern Med 2017 Jan 
17; [e-pub]. (http://dx.doi.org/10.7326/M17-0034)

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

COMMENT
The Joint National Committee (JNC) 8 guideline caused controversy by recommending a higher systolic treat-
ment threshold for older patients than for younger patients and those with diabetes or CKD (<150 vs. <140 
mm Hg; NEJM JW Gen Med Jan 15 2014 and JAMA 2014; 311:507). This guideline takes a similar approach and 
advises a target SBP of <150 mm Hg for older patients (age, ≥60) and suggests that we consider additional low-
ering of SBP for patients with previous stroke or TIA, or for those at high CV risk. The authors acknowledge 
the influence of the SPRINT trial in making the latter recommendation for patients at high CV risk. However, 
note that in SPRINT, researchers compared SBP targets of 120 mm Hg and 140 mm Hg (although measured 
BPs probably were lower than typical office BPs, given the SPRINT protocol), and it excluded patients with 
previous stroke or diabetes (NEJM JW Gen Med Dec 15 2015 and N Engl J Med 2015; 373:2103). A recurring 
theme within the guideline was the need to individualize treatment goals for each patient.

http://jwatch.org
http://jwatch.org
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Surviving Sepsis Campaign Updates Guidelines for Management 
of Sepsis and Septic Shock
Daniel M. Lindberg, MD, reviewing Rhodes A et al. Intensive Care Med 2017 Jan 18. 

This revision of the 2012 guidelines focuses on early management in adults.

Sponsoring Organizations: Surviving Sepsis Campaign, Society of Critical Care Medicine, and European Society of 
Intensive Care Medicine

Target Population: Clinicians who care for adult patients with sepsis and septic shock in a hospital setting.

Background and Objective 
Sepsis remains incompletely understood, imperfectly defined, underrecognized, and exceptionally lethal. The Surviving 
Sepsis Campaign convened 55 experts from 25 organizations to undertake a systematic review and grading of evidence  
to update guidelines for the management of sepsis and septic shock in adult patients (NEJM JW Emerg Med Apr 2013 
and Crit Care Med 2013; 41:580). This revision was conducted before publication of the Sepsis-3 definitions and does 
not incorporate them (NEJM JW Gen Med Mar 15 2016 and JAMA 2016 Feb 23; 315:801).

Key Recommendations
• Patients with hypoperfusion should receive at least 30 mL/kg of IV crystalloid within 3 hours (strong recommen-

dation, low quality of evidence), and should be re-assessed frequently (best practice statement).

• For patients who require vasopressors, the initial target mean arterial pressure should be 65 mm Hg (strong rec-
ommendation, moderate quality of evidence).

• IV antibiotics should be started within 1 hour of sepsis recognition (strong recommendation, moderate quality of 
evidence), and should include combination therapy (at least two classes of antibiotics to cover a known or sus-
pected pathogen) for patients with septic shock. Combination therapy should not routinely be used for patients 
without shock.

• Norepinephrine is the first choice for patients who need vasopressors. Vasopressin or epinephrine can be added. 
For patients who remain unstable, dobutamine is recommended.

• IV hydrocortisone (200 mg/day) is suggested for patients who are hemodynamically unstable despite fluids and 
vasopressors.

• Blood transfusion should be reserved for patients with hemoglobin concentration <7.0 g/dL, except in special 
circumstances such as hemorrhage and myocardial ischemia (strong recommendation, high quality of evidence). 
Platelets should be given if the platelet count is <10,000/mm3 or <20,000/mm3 with bleeding.

• Sodium bicarbonate should not be used for most patients with pH ≥7.15.

What’s Changed
• With publication of the PROCESS and ARISE trials, these guidelines de-emphasize protocolization of care and 

invasive monitoring, instead suggesting that patients be re-evaluated frequently.

http://jwatch.org
http://jwatch.org
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Rhodes A et al. Surviving sepsis campaign: International guidelines for management of sepsis and septic shock: 2016.  
Intensive Care Med 2017 Jan 18; [e-pub]. (http://dx.doi.org/10.1007/s00134-017-4683-6)

Daniel M. Lindberg, MD, is Associate Professor, Department of Emergency Medicine and Kempe Center for  
the Prevention and Treatment of Child Abuse and Neglect, University of Colorado School of Medicine, Aurora, 
Colorado.

COMMENT
We continue to search for new definitions, diagnostic tests, antimicrobials, and treatments for patients with 
sepsis. However, improving outcomes probably has as much to do with increasing adherence to the practices 
we already know are effective and embedding automated passive alerting functions in the electronic medical 
record. For patients with sepsis, provide early, aggressive treatment with fluids and antibiotics, coupled with 
frequent re-assessment. 

http://jwatch.org
http://jwatch.org
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2017 U.S. Adult Immunization Schedule
Abigail Zuger, MD, reviewing Ann Intern Med 2017 Feb 7; 166:209.

Small changes have been made to human papillomavirus and meningococcal vaccination schedules.

Sponsoring Organization: Advisory Committee on Immunization Practices (ACIP)

Target Audience: All U.S. clinicians

Background 
The ACIP has released its 2017 recommendations for immunizing adults (age, ≥19). This year’s schedule includes 
changes, all relatively minor, in rules for administering influenza, human papillomavirus (HPV), and meningococcal 
vaccines (see graphic). We have reprinted the age-specific recommended immunization table.

What’s Changed?
• The live attenuated flu vaccine should not be given during the current influenza season. Even adults with severe 

egg allergy can receive the inactivated or recombinant preparations if suitable precautions are taken.

• The HPV vaccine schedule has been modified to reflect the new finding that adolescents who start the series be-
fore age 15 are fully immunized after two doses rather than three, as previously recommended.

• The serogroup B meningococcal vaccine MenB-FHbp (Trumenba) should be given in three doses (at 0, 1−2, and 
6 months) only when used during outbreaks or when given to adults at elevated risk for meningococcal disease. 
Otherwise, this vaccine can be given in two doses at 0 and 6 months. The other group B preparation, MenB-4C 
(Bexsero), still should be given in two doses at least 1 month apart. The guideline emphasizes that these two vac-
cines are not interchangeable, and all courses should consist of one preparation or the other, not both.

http://jwatch.org
http://jwatch.org
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Kim DK et al. Recommended immunization schedule for adults aged 19 years or older, United States, 2017. Ann Intern 
Med 2017 Feb 7; 166:209. (http://dx.doi.org/10.7326/M16-2936)

Abigail Zuger, MD, is Associate Clinical Professor of Medicine, Icahn School of Medicine at Mount Sinai; and 
Senior Attending Physician, Mount Sinai Roosevelt and Mount Sinai St. Luke’s Hospitals, New York.

COMMENT
The tables of recommended vaccines for healthy and immunocompromised adults that accompany this guide-
line (https://www.cdc.gov/vaccines/schedules/hcp/adult.html) can be downloaded and hung on a wall for 
easy reference; unfortunately, three pages of tiny-type explanatory footnotes must be posted as well. Clinicians 
also can access immunization schedules and footnotes on their tablets or smartphones using the CDC Vaccine 
Schedules app (https://www.cdc.gov/vaccines/schedules/hcp/schedule-app.html#download). More than 25% 
of surveyed physicians have found the adult immunization schedule to be “difficult to follow,” and the guide-
line’s authors voiced their hopes of making it more user-friendly in the future. 

http://jwatch.org
http://jwatch.org
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2017 Childhood and Adolescent Immunization Schedule
Deborah Lehman, MD, and Christine M. Judge, MS, reviewing AAP Committee on Infectious Diseases. Pediatrics 
2017 Mar; 139:e20164007.

The annual update of recommended immunizations from birth through age 18

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

Target Audience: Pediatric primary care providers

Background 
The 2017 schedule provides the latest guidance on routine vaccinations and appropriate doses by age group, a catch-up 
schedule, and a new table of vaccination indications for those with specific medical conditions.

Key Points
• Sixteen-year-olds are categorized separately this year because of their need for a booster dose of meningococcal 

conjugate vaccine.

• Live attenuated influenza vaccine, no longer recommended, has been removed from the influenza vaccination 
schedule.

• 7-valent pneumococcal conjugate vaccine (PCV7) is no longer included in the schedule (as it has been replaced 
by PCV13).

• Human papillomavirus vaccine series can be administered to children aged 9–10 years regardless of risk status; 
the number of doses required based on age of initiation is outlined.

• A monovalent dose of hepatitis B virus vaccine should be administered to all newborns within 24 hours of birth, 
and the timing for testing infants born to hepatitis B surface antigen–positive mothers is revised.

• Meningococcal B vaccine may be administered to people aged 16–23 years at the clinician’s discretion.

• A new table provides recommendations for immunization of children and adolescents with specific conditions 
including pregnancy, immunosuppression, cochlear implant, and diabetes.

AAP Committee on Infectious Diseases. Recommended childhood and adolescent immunization schedule — United 
States, 2017. Pediatrics 2017 Mar; 139:e20164007. (http://dx.doi.org/10.1542/peds.2016-4007)

Deborah Lehman, MD, is Clinical Professor of Pediatrics, David Geffen School of Medicine, University of  
California, Los Angeles; and Associate Director, Pediatric Infectious Diseases, Cedars-Sinai Medical Center,  
Los Angeles.

COMMENT
The 2017 childhood immunization schedule contains no dramatic changes but provides clarification  
on administration of some vaccines, particularly in adolescents, and features a new table dedicated  
to the immunization of special populations. The schedule can be found at  
https://www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html.  

http://jwatch.org
http://jwatch.org
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Arthroscopic Surgery for Degenerative Knee Disease Isn’t Better 
than Conservative Therapies
Jonathan S. Coblyn, MD, reviewing Siemieniuk RAC et al. BMJ 2017 May 10, and Brignardello-Petersen R et al. BMJ 
Open 2017 May 11.

An expert panel recommends against arthroscopic surgery in nearly all patients with degenerative knee disease.

Sponsoring Organization: BMJ Rapid Recommendations — a collaboration between the nonprofit MAGIC group 
(http://www.magicproject.org) and the BMJ

Target Audience: Clinicians who refer patients with degenerative knee pain and orthopedists

Background 
Many studies show that conservative therapy, including physical therapy, is not inferior to arthroscopy for patients 
with knee osteoarthritis (e.g., NEJM JW Gen Med Aug 1 2015 and BMJ 2015; 350:274). For this report, investigators  
reviewed 13 randomized, controlled trials and 12 observational studies in which arthroscopic surgery was compared 
with conservative management (including sham surgery) in patients with degenerative knee disease. Degenerative 
knee disease was defined as persistent knee pain, with or without osteoarthritis, that affects a patient’s quality of life. 
Arthroscopic procedures were defined as debridement, partial meniscectomy, or both.

Key Points
• Patients who undergo failed conservative therapies often erroneously attribute marked improvements after surgery 

to the procedure itself instead of to natural improvement over time or to placebo effects.

• In <15% of participants, arthroscopic surgery resulted in small or very small improvement in pain or function  
at 3 months after surgery — this benefit was not sustained at 1 year.

• During follow-up of at least 2 years, pain and function after arthroscopy was similar to pain and function after 
conservative therapy.

• The guideline panel strongly recommends against use of arthroscopy in nearly all patients who have degenera-
tive knee disease, with or without imaging evidence of osteoarthritis, mechanical symptoms, or sudden onset  
of symptoms.

Siemieniuk RAC et al. Arthroscopic surgery for degenerative knee arthritis and meniscal tears: A clinical practice guideline. 
BMJ 2017 May 10; 357:j1982. (http://dx.doi.org/10.1136/bmj.j1982)

Brignardello-Petersen R et al. Knee arthroscopy versus conservative management in patients with degenerative knee  
disease: A systematic review. BMJ Open 2017 May 11; 7:e016114. (http://dx.doi.org/10.1136/bmjopen-2017-016114)

Jonathan S. Coblyn, MD, is Associate Professor, Harvard Medical School, and Vice Chair of Medicine and  
Director of Clinical Rheumatology; Brigham and Women’s Hospital, Boston, Massachusetts.

COMMENT
These recommendations make one wonder why knee arthroscopy is the most common orthopedic procedure. 
The guideline reinforces that initial conservative management is best in almost all patients with knee pain. 

http://jwatch.org
http://jwatch.org
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Updated Colorectal Cancer Screening Recommendations
David J. Bjorkman, MD, MSPH (HSA), SM (Epid.), reviewing Rex DK et al. Am J Gastroenterol 2017 Jun 6.

Colonoscopy and fecal immunochemical test are first-tier screening modalities.

Sponsoring Organization: U.S. Multi-Society Task Force on Colorectal Cancer (MSTF)

Target Audience: Gastroenterologists, primary care providers

Background and Objective 
The previous guideline on screening for colorectal cancer (CRC) from the MSTF was published in 2008. Recent evi-
dence was identified, graded, and incorporated into the new document.

What’s Changed 
Older screening modalities like barium enema have been removed. Newer approaches, such as capsule colonoscopy 
have been incorporated. Screening tests have been divided into three tiers based upon their effectiveness. Timing  
of initial screening and intervals for different risk populations are suggested. The time to discontinue screening is  
discussed. Quality measures are also suggested.

Key Recommendations
Screening Test Tiers

Tier 1

• Colonoscopy every 10 years

• Annual fecal immunochemical test (FIT)

Tier 2

• Computed tomographic colonography every 5 years

• FIT–fecal DNA every 3 years

• Flexible sigmoidoscopy every 5–10 years

Tier 3

• Capsule colonoscopy every 5 years

Not Recommended

• Septin 9

Timing of Recommended Screening Test by Risk Level

• Patients at average risk: Tier 1 test beginning at age 50 for non–African-Americans and at age 45 for African- 
Americans

• Patients with one first-degree relative with CRC or advanced adenoma (AA) diagnosed at age <60 or two first- 
degree relatives with CRC or AA (diagnosed at any age): Colonoscopy at 10 years younger than the youngest age 
at diagnosis of a first-degree relative, or age 40, to be repeated every 5 years

• Patients with one first-degree relative with CRC, AA, or advanced serrated lesion at age ≥60: Tier 1 screening test 
at age 40 with same intervals as average-risk patients

• Patients aged ≥75 with prior negative screening tests or whose life expectancy is less than 10 years (or those aged 
≥85 without prior screening): Discontinue colonoscopy screening

http://jwatch.org
http://jwatch.org


15
Back to Table of Contents

Guideline Watch 2017 jwatch.org

Douglas K. Rex, MD, and David A. Johnson, MD, are co-authors of this update and members of the NEJM Journal Watch Gastroenterology 
board, but they had no role in selecting or summarizing this article.

Rex DK et al. Colorectal Cancer screening: Recommendations for physicians and patients from the U.S. Multi-Society 
Task Force on Colorectal Cancer. Am J Gastroenterol 2017 Jun 6; [e-pub]. (http://dx.doi.org/10.1038/ajg.2017.174)

David J. Bjorkman, MD, MSPH (HSA), SM (Epid.), is Professor in the Division of Gastroenterology, Hepatology 
and Nutrition at the University of Utah School of Medicine.

COMMENT
The data-driven recommendations in this guideline suggest that colonoscopy every 10 years or FIT testing  
annually should be the screening modality in most patients. Patients with an elevated risk for CRC should start 
screening earlier, and colonoscopy is the preferred approach in patients with a strong family history.

http://jwatch.org
http://jwatch.org
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2017 GOLD Guidelines for Diagnosing and Managing  
Chronic Obstructive Pulmonary Disease
Patricia Kritek, MD, reviewing Vogelmeier CF et al. Am J Respir Crit Care Med 2017 Mar 1; 195:557.

Revised guidelines emphasize symptoms and exacerbation frequency to guide treatment choices.

Sponsoring Organization: Global Initiative for Chronic Obstructive Lung Disease (GOLD)

Target Audience: Clinicians who treat patients with chronic obstructive pulmonary disease (COPD).

Background 
The World Health Organization (WHO) and NIH convened the original GOLD expert panel in 1998 to make recom-
mendations for managing COPD. Since the release of its first guidelines in 2001, GOLD has published several revisions, 
most recently in 2014.

Key Points
• Measurement of airflow limitation (by forced expiratory volume in 1 second [FEV1]) is recommended mainly  

to confirm diagnosis and establish prognosis, but not to guide treatment. Instead, two clinical parameters — 
symptom assessment and exacerbation history — are used to categorize patients into four progressively more 
symptomatic groups (A through D) for treating stable COPD. As COPD becomes more severe, recommended 
treatments range from simple short-acting inhaled bronchodilators (for some Group A patients) to combinations 
of two or three inhaled bronchodilators and inhaled corticosteroids (for some Group D patients).

• Although long-acting β-agonists (LABAs) and long-acting muscarinic antagonists (LAMAs) perform equally 
well for symptom control, LAMAs are preferred for patients with frequent exacerbations.

• Roflumilast and azithromycin can be considered for patients with frequent exacerbations, but neither is endorsed 
strongly.

• Oxygen therapy is recommended only for patients with severe resting hypoxemia.

• Exacerbations should be treated with short (5–7 days) courses of systemic corticosteroids. A similar course  
of antibiotics is recommended for patients with exacerbations who are on mechanical ventilation or who have  
increased sputum purulence plus increased dyspnea or sputum quantity or both.

• Pulmonary rehabilitation, regular exercise, and early palliative care involvement are recommended.

Vogelmeier CF et al. Global strategy for the diagnosis, management, and prevention of chronic obstructive lung disease 
2017 report. GOLD executive summary. Am J Respir Crit Care Med 2017 Mar 1; 195:557. (http://dx.doi.org/10.1164/
rccm.201701-0218PP)

Patricia Kritek, MD, EdM, is Associate Professor, Division of Pulmonary and Critical Care Medicine, University 
of Washington, Seattle, Washington.

COMMENT
Although not a lot is new in these guidelines, big “take homes” include less emphasis on inhaled steroids, 
shorter duration of systemic steroids for exacerbations, and more emphasis on symptoms and exacerbation  
history in guiding therapy choices. A 37-page “pocket guide” to the 2017 GOLD guidelines is available online.  

http://jwatch.org
http://jwatch.org
http://dx.doi.org/10.1164/rccm.201701-0218PP
http://dx.doi.org/10.1164/rccm.201701-0218PP
http://goldcopd.org
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Managing Low Bone Density and Osteoporosis
Allan S. Brett, MD, reviewing Qaseem A et al; Orwoll ES. Ann Intern Med 2017 Jun 6.

The updated guideline recommends a 5-year course of bisphosphonate or denosumab as initial therapy.

Sponsoring Organization: American College of Physicians (ACP)

Target Audience: All clinicians

Background and Objective 
For fracture prevention, decisions on whom to treat — and for how long — are not always straightforward. This guide-
line updates previous ACP recommendations for managing low bone density or osteoporosis to prevent fractures. Os-
teoporosis is defined as having sustained a fragility fracture or having a bone-mineral density (BMD) T-score ≤−2.5.

Key Recommendations
The authors make only two “strong” recommendations (based on high- or moderate-quality evidence):

• Clinicians should offer a bisphosphonate (alendronate, risedronate, or zoledronic acid) or denosumab (Prolia) to 
women with known osteoporosis.

• Clinicians should not prescribe postmenopausal estrogens or raloxifene to treat women with osteoporosis.

Four other recommendations are graded as “weak” (based on low-quality evidence):

• Drug therapy should be given for 5 years; the decision to continue beyond 5 years should reflect reassessment of 
risk and benefit.

• Bisphosphonate therapy should be offered to men with “clinically recognized” osteoporosis.

• Clinicians should not monitor BMD during the initial 5-year drug treatment period, because no studies have 
proven that such monitoring improves fracture outcomes.

• For older women (age, >65) with osteopenia (i.e., T-score between −1.0 and −2.5) who are at high risk for frac-
tures, treatment decisions should balance benefit and harm and be guided by patient preferences and fracture  
risk (according to clinical judgment or a risk-assessment tool such as FRAX (https://www.sheffield.ac.uk/FRAX/
tool.jsp)). Older women with osteopenia in the T-score range of −2.0 to −2.5 are most likely to benefit.

COMMENT
These guideline authors looked for evidence that an intervention lowers incidence of fractures (and does not 
simply bring about favorable change on the surrogate endpoint of BMD). Strong evidence results in strong 
treatment recommendations, whereas weak or inconclusive evidence generally leads the authors to err on the 
side of nonintervention. In my view, the guideline is reasonably balanced — but one must read beyond the brief 
bulleted list of six recommendations to appreciate it.

An editorialist who is a clinician–researcher with expertise in this area largely supports these recommen-
dations, noting that “they provide a solid basis for informed clinical decisions about individual patients.” How-
ever, he notes that treatment beyond 5 years is sometimes warranted, that BMD monitoring during therapy is 
sometimes useful (although he considers the recommendation against monitoring to be “generally appropriate”), 
and that the parathyroid hormone fragment teriparatide (Forteo) could have received more attention. 

http://jwatch.org
http://jwatch.org
http://www.sheffield.ac.uk/FRAX/tool.jsp
http://www.sheffield.ac.uk/FRAX/tool.jsp
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Qaseem A et al. Treatment of low bone density or osteoporosis to prevent fractures in men and women: A clinical  
practice guideline update from the American College of Physicians. Ann Intern Med 2017 Jun 6; 166:818.  
(http://dx.doi.org/10.7326/M15-1361)

Orwoll ES. Clinical practice guidelines for osteoporosis: Translating data to patients? Ann Intern Med 2017 Jun 6; 
166:852. (http://dx.doi.org/10.7326/M17-0957)

Allan S. Brett, MD, is Professor of Medicine and Director, Division of General Internal Medicine, University of 
South Carolina School of Medicine, Columbia, South Carolina.

http://jwatch.org
http://jwatch.org
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Food Allergy Guidelines Updated to Include Prevention  
of Peanut Allergy
David J. Amrol, MD, reviewing Togias A et al. J Allergy Clin Immunol 2017 Jan; 139:29.

Based on findings from the LEAP trial, the updated guidelines provide advice for preventing peanut allergy in 
infants at different risk levels.

Sponsoring Organization: National Institute of Allergy and Infectious Diseases (NIAID)

Target Audience: Primary care providers, obstetricians, allergists

Background and Objective 
The NIAID’s 2010 Guidelines for the Diagnosis and Management of Food Allergy in the United States did not provide 
recommendations for the prevention of food allergy, because data were lacking (NEJM JW Pediatr Adolesc Med Mar 
2011 and J Allergy Clin Immunol 2010; 126:S1). Since then, the LEAP trial (NEJM JW Pediatr Adolesc Med Apr 2015 
and N Engl J Med 2015; 372:803) and other studies have shown that early introduction of peanut can prevent food allergy 
in high-risk children, and the NIAID updated the guidelines to include prevention of peanut allergy.

Key Points
• Infants with severe eczema or egg allergy should undergo peanut specific IgE (sIgE) measurement, skin prick 

testing (SPT), or both prior to introduction of peanut at ages 4 to 6 months. Unless other foods are problematic, 
food panels should be avoided. 

• If the sIgE is <0.35 kU a /L or the SPT wheal diameter is 0–2 mm, the child may try peanut at home after  
trying a few other solid foods.

• If the sIgE is ≥0.35 kU a /L, the child should be evaluated by a specialist for possible SPT.

• If the SPT wheal diameter is 3–7 mm, peanut should be administered by a supervised feeding or graded challenge.

• If the SPT wheal diameter is ≥8mm, the child is likely allergic and should strictly avoid peanut and be managed 
by a specialist.

• Infants with mild-to-moderate eczema should start peanut-containing foods around age 6 months and may do 
so at home.

• Infants with no eczema or food allergy may start age-appropriate peanut-containing foods when desired.

• If peanut is introduced, the child should regularly consume 6 to 7 g of peanut protein weekly over 3 or more feedings 
(1 tablespoon of peanut butter has 4 grams of peanut protein).

Togias A et al. Addendum guidelines for the prevention of peanut allergy in the United States: Report of the National  
Institute of Allergy and Infectious Diseases–sponsored expert panel. J Allergy Clin Immunol 2017 Jan; 139:29.  
(http://dx.doi.org/10.1016/j.jaci.2016.10.010)

David J. Amrol, MD, is Assistant Professor of Clinical Internal Medicine, and Director of the Division of Allergy 
and Immunology, University of South Carolina School of Medicine, Columbia, South Carolina.

COMMENT
These guidelines offer concrete suggestions on the introduction of peanut in infants. In a nutshell, all low-risk 
infants can start peanut around age 6 months. Infants with severe eczema or egg allergy should be evaluated 
with skin testing by a specialist. If a specialist is not readily available and the primary care physician is com-
fortable managing these patients, the physician can order a peanut sIgE level. 

http://jwatch.org
http://jwatch.org
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Recommendations for Managing Stinging Insect Reactions
David J. Amrol, MD, reviewing Golden DBK et al. Ann Allergy Asthma Immunol 2017 Jan.

Patients with severe systemic reactions should be referred for testing and immunotherapy.

Sponsoring Organizations: American Academy of Allergy, Asthma & Immunology; American College of Allergy, 
Asthma & Immunology

Target Audience: Primary care providers, emergency department physicians, allergists

Background 
Stings by insects of the Hymenoptera order (i.e., hornets, wasps, yellow jackets, honeybees, and fire ants) cause  
systemic reactions in about 3% of U.S. adults. At least 40 patients die annually in the U.S. from these stings, and they  
account for 20% of all anaphylaxis-related deaths. In patients with severe systemic reactions, 50% will experience  
anaphylaxis to future stings; with venom immunotherapy (VIT), this risk is <5%.

Key Points
• More than 20% of adults are sensitized to insect venom but are not at substantially elevated risk for anaphylaxis, 

so screening asymptomatic patients is discouraged.

• About 10% of the general population experience large local reactions from insect stings and can be treated  
symptomatically, possibly with short-course oral corticosteroids for severe swelling; risk for anaphylaxis in these 
patients is <5%, so VIT is not generally indicated.

• Children and adults with cutaneous systemic reactions only (e.g., urticaria, peripheral angioedema) are at low 
risk for anaphylaxis and typically do not need VIT.

• Measuring baseline serum tryptase can identify patients at high risk for anaphylaxis and those with mastocytosis.

• All patients with severe systemic reactions should be referred for testing and, if positive, should receive VIT for  
5 years. Patients should carry self-injectable epinephrine and medical identification and should be instructed on 
insect avoidance.

• Consensus is lacking on whether low-risk patients (i.e., those with large local or cutaneous reactions, those  
receiving maintenance VIT, and those who have completed 5 years of VIT) should carry epinephrine, and the  
decision is left to physicians and patients.

• Because β-blockers and angiotensin-converting–enzyme inhibitors might heighten risk for serious adverse 
events from stings or VIT, they should be used concomitantly with VIT only if absolutely necessary.

What’s Changed
• Major changes from the previous version of this guideline (J Allergy Clin Immunol 2011; 127:852) include the  

recommendation not to offer VIT to patients with cutaneous systemic reactions and the emphasis on checking 
tryptase levels.

COMMENT
This update reaffirms that all patients with severe systemic reactions to insect stings should undergo venom 
testing and, if positive, should complete 5 years of VIT. 

http://jwatch.org
http://jwatch.org
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Golden DBK et al. Stinging insect hypersensitivity: A practice parameter update 2016. Ann Allergy Asthma Immunol 
2017 Jan; 118:28. (http://dx.doi.org/10.1016/j.anai.2016.10.031)

David J. Amrol, MD, is Assistant Professor of Clinical Internal Medicine, and Director of the Division of Allergy 
and Immunology, University of South Carolina School of Medicine, Columbia, South Carolina.

http://jwatch.org
http://jwatch.org
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Update on Dual Antiplatelet Therapy for Patients with Coronary 
Artery Disease
Howard C. Herrmann, MD, reviewing Levine GN et al. J Am Coll Cardiol 2016 Sep 6.

Recommendations on the safety of a shorter duration of DAPT and individualized assessment of risks and 
benefits

Sponsoring Organizations: American College of Cardiology and American Heart Association, in collaboration with 
other professional societies

Background and Objective 
This focused update accounts for 12 new studies on the optimal duration of dual antiplatelet therapy (DAPT)  
after coronary stenting, particularly later-generation drug-eluting stents (DES). The update affects parts of prior 
guidelines on percutaneous coronary intervention, coronary artery bypass grafting, stable ischemic heart disease 
(IHD), ST-segment elevation myocardial infarction (STEMI), non-ST-segment acute coronary syndromes 
(NSTEACS), and perioperative evaluation for noncardiac surgery. The class (strength) of recommendations  
is noted below in pertinent places; for levels of evidence, see the complete published update.

Key Points 
1. For most patients with coronary artery disease (CAD), decisions about the duration of DAPT require trade-offs 

between reduction in ischemic risk and increased bleeding risk. Clinicians should comprehensively assess both the 
ischemic- and bleeding-risk profiles of each patient, including newly available risk scoring (http://www.acc.org/ 
latest-in-cardiology/features/dual-antiplatelet-therapy-dapt-focused-update-hub/resources/ 
using-the-dapt-score-to-predict-stent-thrombosis-vs-bleeding) .

2. In patients with stable IHD, DAPT is recommended for 6 to 12 months after DES implantation and ≥1 month af-
ter bare-metal stent (BMS) implantation (class I); longer therapy (>12 months) “may be reasonable” (class IIb). 
In patients with high risk for bleeding or overt bleeding, a shorter DAPT duration (3 months) after DES implan-
tation may be reasonable (class IIb).

3. In ACS (both STEMI and NSTEACS), ≥12 months of DAPT is recommended (class I). Longer therapy may be 
reasonable (class IIb), particularly if the patient does not have overt bleeding or a high risk for it while on DAPT.

4. Lower-dose aspirin (75–100 mg) should be used in all DAPT regimens.

5. For ACS patients treated with DAPT after stenting, ticagrelor and prasugrel are reasonable P2Y12-inhibitor alter-
natives to clopidogrel (prasugrel only if the patient does not have a history of stroke or high bleeding risk). For 
medically treated patients, ticagrelor may be preferred to clopidogrel (class IIa).

6. In patients with stable CAD undergoing CABG, it may reasonable to start DAPT soon after surgery and continue 
it for 12 months to improve vein-graft patency (class IIb).

7. Elective noncardiac surgery should be delayed for 30 days after BMS implantation and, optimally, for 6 months 
after DES implantation (class I). If the surgery requires discontinuation of the P2Y12 inhibitor, aspirin should be 
continued (class I).

http://jwatch.org
http://jwatch.org
http://www.acc.org/latest-in-cardiology/features/dual-antiplatelet-therapy-dapt-focused-update-hub/resources/using-the-dapt-score-to-predict-stent-thrombosis-vs-bleeding
http://www.acc.org/latest-in-cardiology/features/dual-antiplatelet-therapy-dapt-focused-update-hub/resources/using-the-dapt-score-to-predict-stent-thrombosis-vs-bleeding
http://www.acc.org/latest-in-cardiology/features/dual-antiplatelet-therapy-dapt-focused-update-hub/resources/using-the-dapt-score-to-predict-stent-thrombosis-vs-bleeding
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Levine GN et al. 2016 ACC/AHA guideline focused update on duration of dual antiplatelet therapy in patients with coro-
nary artery disease: A report of the American College of Cardiology/American Heart Association Task Force on Clinical 
Practice Guidelines. J Am Coll Cardiol 2016 Sep 6; 68:1082. (http://dx.doi.org/10.1016/j.jacc.2016.03.513)

Howard C. Herrmann, MD, is John W. Bryfogle Professor of Medicine and Surgery, Perelman School of Medicine; 
Health System Director, Interventional Cardiology, and Director, Cardiac Catheterization Laboratories, Hospital 
of the University of Pennsylvania, Philadelphia, Pennsylvania.

COMMENT
Several prior guidelines on different patient groups with varied and earlier-generation stents had inconsistent 
recommendations on the duration of DAPT. This focused update attempts to harmonize recommendations for 
newer-generation devices across patient groups. In general, the new guidelines emphasize the safety of shorter 
DAPT regimens and the importance of individualizing the risks and benefits of DAPT and different antiplatelet 
agents based on the relative risks of ischemic events and bleeding. 

http://jwatch.org
http://jwatch.org
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Management of Pulmonary Nodules Found Incidentally  
on Computed Tomography Scans
Allan S. Brett, MD, reviewing MacMahon H et al. Radiology 2017 Feb 23.

A widely cited radiology guideline has been updated.

Sponsoring Organization: Fleischner Society (an international multidisciplinary society for thoracic radiology)

Target Audience: Clinicians who order chest computed tomography (CT) scans and radiologists who interpret them.

Background 
You might have seen CT scan reports in which “according to the Fleischner Society guidelines…” appears during dis-
cussion of an incidentally found small pulmonary nodule. These widely cited guidelines, published initially in 2005, 
give recommendations on follow-up intervals for repeat imaging. Now, the Society has published a revision.

Key points
• The guidelines address pulmonary nodules detected incidentally on CT scans ordered for other reasons. They do 

not apply to nodules found on CT scans ordered explicitly for lung cancer screening nor to immunosuppressed 
patients or patients with known cancer.

• The guidelines include two sets of recommendations, one for solid nodules and one for subsolid nodules (i.e., 
ground glass or partly solid). Nodules are classified by size (<6 mm, 6–8 mm, and >8 mm); by whether a single 
nodule or multiple nodules are detected; and by whether the nodule, the patient, or both are considered low-risk 
or high-risk. Risk factors include nodule morphology, nodule location, presence of emphysema or fibrosis, smok-
ing history, and family history.

• Nodules are divided into 18 categories that reflect various combinations of size, morphology, and risk factors. 
Follow-up recommendations vary from “no routine follow-up” (for single low-risk nodules smaller than 6 mm) 
to “consider CT at 3 months” (for selected larger nodules). Between these extremes, 6- or 12-month follow-up 
scans are recommended in specified categories. For some nodules larger than 8 mm, tissue sampling or combined 
positron emission tomography plus CT should be considered.

MacMahon H et al. Guidelines for management of incidental pulmonary nodules detected on CT images: From the 
Fleischner Society 2017. Radiology 2017 Feb 23; [e-pub]. (http://dx.doi.org/10.1148/radiol.2017161659)

Allan S. Brett, MD, is Professor of Medicine and Director, Division of General Internal Medicine, University of 
South Carolina School of Medicine, Columbia, South Carolina.

COMMENT
Inevitably, any clinician who orders chest CT scans will need to manage patients with incidental pulmonary 
nodules. Consulting these guidelines is a reasonable first step in these cases. 

http://jwatch.org
http://jwatch.org


25
Back to Table of Contents

Guideline Watch 2017 jwatch.org

We comb through 
hundreds of  
medical journals  
so you don’t have to.

Visit JWatch.org

Visit JWatch.org for objective, expert analysis from a source you can trust.

At NEJM Journal Watch, we bring you expert summaries and 
commentary on the most significant medical developments. 
Our team of physician-editors provides the information and 
perspective you need to be clinically prepared and practice 
with confidence.

Visit JWatch.org for:
• Expert summaries in 12 specialties and 19 topic areas
• The latest clinical guideline coverage
• Stimulating blogs, podcasts, and convenient e-mail alerts
• Breaking medical news from Physician’s First Watch

http://jwatch.org
http://jwatch.org

