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SORT: Strength of Recommendation Taxonomy

In February 2004, American Fam-
ily Physician (AFP), theJournal of
the American Board of Family
Practice(JABFP), and the Journal
of Family Practice(JFP) will simul-
taneoudy publish an article titled
“ Strength of Recommendation Tax-
onomy (SORT): A Patient-centered
Approach to Grading Evidence in
theMedical Literature.”** The pur-
pose of the article isto present the
SORT system, which was created
in acollaborative effort by the edi-
tors of multiple family medicine
journals and the Family Practice
Inquiries Network. SORT is in-
tended toprovide authorsand read-
ersof family medicinejournalswith
a ample user-friendly system for
grading the strength of diagnostic
and treatment recommendations
that appear in the articlesin those
journals.

With the advent of evidence-
based medicine, many researchers,
journals, and organi zations have de-
veloped sysems for grading the
srength of research evidence. In-
deed, in 2002, the Agency for
Health Care Quality and Research
reported that there were more than
100 such evidence-grading sys-
tems.* Many of these sysems are
too complicated for use by the cli-
nicianswhoneedtoapply evidence
to patient care, and thesystemsuse
such varied rating scales that re-
searchers and authors cannot keep
track of them. Infact, agivensource
of evidence will often beassigned
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a different strength rating, depend-
ing on which rating system isused.

Benefits of SORT

SORT providesauniformrecom-
mendation-réing systemthat canbe
applied throughout the family medi-
cine literature. SORT will be use-
ful to the clinicianswho read fam-
ily medicine journals because it is
smple and sraightforward, with
only threelevelsof evidence: A, B,
andC. SORT isalso relevent to cli-
nicians because its ranking system
is based on patient-oriented out-
comes. Thesystemwill alsobe use-
ful for authorswho prepare articles
for the family medicine journals
becauseit allowsrecommendations
to berated according to a dearly
defined set of rulesthat will apply
to multiplejournals.

A brief synopss of SORT is
showninTable 1. More detail about
the system, including an algorithm
to aid inassigning strength of rec-
ommendations, is available in the
articles published in the February
2004 issues of AFP, JABFR, and
JFP.

Limitations of SORT

While use of the SORT system
will add clinicd utility and unifor-
mity to clinical recommendations
that appear in thefamily medicine
literature, there are limitations and
exceptionsto the use of the system.
First, there will ill be the need to
use rating systemsother than SORT.
For example, the widely cited US
Preventive Services Task Force
(USPSTF) recommendations are
based on the USPSTF evidence-
grading system, and thereisnoin-
tent that SORT replace the USPSTF

system inthe pagesof family medi-
cine journals.

Second, theewill sometimesbe
the need to cite recommendations
based on evidencethat fallsoutsde
the scope of SORT. In particular,
SORT does nat take into account
the results of qualitative research
studies, even though such research
resultsmay be useful in guidingour
approech to patient care.

Third, once SORT is put into
widespread use, other limitations
may become apparent, and thesys-
tem will inevitably requirerevision
over time to meet the evolving
needs of readers and authors. To
learn how to deal with exceptions
toand changesin the SORT system,
authors should consult the instruc-
tionsfor authors from the journals
for whichthey are preparing manu-
cripts.

Despite these exceptions, estab-
lishing a uniform system for grad-
ing recommendationswill go along
way to bringing coheson to the
family medicineliterature. Readers
will learn toaccept anduseasingle
standardized rating systemthat they
can easly apply to practice, and
authors can benefit by the use of a
standardized taxonomy that will
apply to multiplejournals.

Relevance to Family Medicine:
Evidence-based Teaching

| should comment on the rel-
evance of SORT to Family Medi-
cine, ajournd that primarily pub-
lishes educational and clinical re-
search and does not publish clini-
cal reviews and recommendations.
It is for this reason that Family
Medicine is not publishing the
SORT aticleinitsentirey.
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Nonetheless, SORT isrelevant to
this journal for two reasons. The
fird is that the readers of Family
Medicine indude many of the au-
thorswhowritetheclinical reviews
published in other journals. SORT
is directly applicable to these au-
thors. Academic family medicine
faculty will likely lead the way in
using SORT for such publications,
and wewant to be sureour readers
know about the new grading sys
tem.

Thesecondreasonwhy SORTis
relevant to Family Medicineis be-

cause we do occasondly publish
review articles and recommenda-
tions. The only differenceisthat the
reviewsand recommendations pub-
lished in Family Medicine are
mostly about teaching methods and
other academic matters, raher than
about clinical care. Recatreviews,
for example, have focused on mal-
practicelidbility relatedtoresidents
obtaining “curbside” consultations
from speciali gts,® approaches for
eliminating racial and ethnic dis-
paritiesinimmunizations® how to
deal with closure of family medi-

Tablel

A Synopsis of SORT (Strength of Recommendation Taxonomy)

Srength of

Recommendation*  Definition

A Recommendation based on consistent and good-quality patient-oriented

evidence.**
Examples:

Systematic review or meta-andysis of high-quality studies
High-quality randomized controlled trial of treament’

Validated dinical dedision rule for diagnostic approach

« High-quality diagnostic cohort study +

AII—or—nonestudy§

B Recommendation based on incongistent or limited-quality patient-oriented

evidence.**
Examples:

* Systematic review or meta-andysis of lower-quality studies or studies with

inconsistent findings.

Case-control study

Lower-qudity clinical trials
Cohort study of treatment
Retrospedtive cohort study of prognosis

Cc Recommendationbased on consensus, usual practice, opinion, disease-oriented
evidence, or on caseseriesfor studies of diagnosis, treatment, prevention, or

screening.
Examples:
» Consensus guidelines

» Usual practiceor expert opinion
» Disease-oriented evidenceusing only intermediate or physiologic outcomes

Case series

* Recommendations should be based on the highest-qudity evidenceavailable For example, vitamin
E was found in some cohort studies (level-B study qudity) to have a benefit for cardiovascular
protection, but good-qudity randomized trials(levd A) have not confirmedthis effect. Therefore, it
is preferable to base dinical recommendationsin a manuscript on the level-A studies.

** Patient-oriented evidencemeasuresoutcomesthat matter to patients: morbidity, mortality, symptom

improvement, cost reduction, and qudlity of life.

T High-quality randomized controlled trial isdefined as one with dlocation conceded, blinding if
possible, intention-to-trea andysis, adequate statistical power, adequate follow-up (greater than

809%).

¥ High-quality diagnostic cohort study: cohort design, adequate size, adequate spectrum of paients,
blinding, and a consistent, well-defined ref erence standard.

§ Inan all-or-nonestudy, the treatment causes a dramatic change in outcomes, such as antibiotics for
meningitis or surgery for appendicitis, which predudes study in a controlled trial.

Family Medicine

cineresidency programs,” andarec-
ommended approach to best prac-
ticesresearch?

Unfortunately, we publish very
few of the review aticles submit-
ted to the journal, largely because
the recommendations and conclu-
sonsin these articles tend to be
based on common prectice, expert
opinion, andsometimesjust on the
authors own opinions and experi-
ence. | ndeed, although the articles
| just citedwere quite good and use-
ful to our readers, they nonetheless
contai ned such recommendations—
many of which would qualify as
grade-C evidence (the weakest
level) in the SORT system.

Wedrivetobaseour clinical care
decisions on grade-A evidence.
Why, then, shouldn’t recommenda-
tions regarding teaching methods
and other academic issues also be
based on grade-A evidence? Fam-
ily Medicinehas not yet adegpted a
SORT-type system for grading the
grength of research onwhichteach-
ing recommendations are based, but
the journal’s Editorial Board re-
cently began adiscuss on about the
possbility of doingso. Authorsare
advised, therefore, to carefully con-
sder the quality of the evidence
they cite when recommending ap-
proaches toteachi ng and other aca-
demic issues and to base those
recommendations on the highest-
quality evidence available Basing
our teaching methodson strong re-
search evidence would be benefi-
cia to our discipline and to our
learners, because it would assure
that trainees are being exposed to
teaching methods known to be ef-
fective Aswemovemoreand more
toward evidence-based clinical
care, it will be desirable for us to
teach about evidence-based care
using evidence-based teaching
methods.
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