Recommendation classes and levels of evidence
used in guidelines

Conversion of units

Cholesterol mg/aL x0.026 to mmoiL

Creatinine mg/aL X834 to pmoid

Digoxin ng/miL x128 to nmolL

Glucose mg/oL x0.055 to mmoiL

ESC

CLASSES OF RECOMMENDATIONS

Classes of recommendations Definition Suggested wording to use

LEVELS OF EVIDENCE

Level of evidence A Data derived from multipie randomized dinical
triais or meta-analyses.

Level of evidence B Data derived from a single randomized dinical
trial or large non-randomized studies.

Level of evidence C  Consensus of opinion of the experts and/or
small studies, retrospective studies, registries.




ACC/AHA

Applying Class of Recommendation and Level of Evidence to Clinical Strategies, Interventions,
Treatments, or Diagnostic Testing in Patient Care*

CLASS (STRENGTH) OF RECOMMENDATION LEVEL (QUALITY) OF EVIDENCEt

LEVELA

LEVEL B-R {Randomized)

Suggested phrases for writing recommendations:
= |3 reasonable
= Can be useful/effective/beneficial
= Comparative-Effectiveness Phrasest:
o Treatment, strategy A is probably recommended)/indicated in
preference to treatment B LEVEL C-LD
o |tis reasonable to choose treatment A
over treatment B

LEVEL B-NR (Nonrandomized)

=

LEVEL C-E0 {Expert Opinion)

E

CLASS III: No Benefit (MODERATE) Benefit = Risk COR and LOE are determined independently {any COR may be paired with any LOE),

impaostant chinical questions addressad in guidelines do nat lend themselves to clinical
trials. Although RCTs are unavailable, Shere may be a very clear cinical conzensus that
a particulas test or therapy s useful or effective.
*The autcame of result of the intervention should be specified (an Improved clinical
outcome or increased diaghostic accuracy or incremental prognestic information).
- isk > i

t For comparative-sffectiveness recommendations (COR | and lla; LOEA and B only),
studies thet support the use of comparatar verbs should invalve direct compansons
af the eatments of strategies being svaluated.

+ The method of assessing quality is evalving, including the application of standasdized,
widaly used, and preferably validzted evidence grading toole; and for systemaic reviews,
‘the incorparation of an Evidence Review Committse.

CLASS lll: Harm (STRONG) Risk > Benefit

SR, used as level of evidence, indicates systematic review




ACC/AHA/HRS 2017 VA/SCD guideline. Proposed Integration of Level of Value Into Clinical
Practice Guideline Recommendations*

High value: Better outcomes at lower cost or ICER <$50,000 per QALY gained

Intermediate value: $50,000 to <$150,000 per QALY gained Low value: >$150,000 per QALY
gained

Uncertain value: Value examined but data are insufficient to draw a conclusion because of no
studies, low-quality studies, conflicting studies, or prior studies that are no longer relevant

Not assessed: Value not assessed by the writing committee
Proposed abbreviations for each value recommendation: Level of Value: H to indicate high value; I,

intermediate value; L, low value; U, uncertain value; and NA, value not assessed

*Dollar amounts used in this table are based on U.S. GDP data from 2012 and were obtained from WHO-
CHOICE Cost-Effectiveness Thresholds.

GDP indicates gross domestic product; ICER, incremental cost-effectiveness ratio; QALY, quality-adjusted life-
years; and WHO-CHOICE, World Health Organization Choosing Interventions that are Cost-Effective.

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular Arrhythmias and the Prevention of Sudden
Cardiac Death. HeartRhythm 2017



