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For many dermatologists, clinical practice guidelines are the easiest way to access evidence-based 

medicine.1 This statement outlines three major changes to how guidelines will now be developed by the 

American Academy of Dermatology (AAD): (1) Guidelines will use GRADE instead of SORT to rate 

evidence, (2) Guideline generation will be streamlined, and (3) Guideline committees will have new 

conflicts of interest requirements.  

 

The transition from SORT to GRADE  

There are numerous systems for the development of clinical practice guidelines, creating substantial 

confusion in interpreting recommendations. Since the mid-2000s, the AAD has been using Strength of 

Recommendation Taxonomy (SORT).2 The benefit of SORT is that it has a simple scale that emphasizes 

patient-oriented evidence (Table 1).3 However, Grading of Recommendations Assessment Development 

and Evaluation (GRADE) has since become the most widely used approach for guideline development by 

more than 100 organizations, including the World Health Organization and the Centers for Disease 

Control and Prevention. GRADE determines strength of recommendation based on the certainty of 

evidence and the balance of benefits and harms (Supplement 1).4 We believe the tranision from SORT to 

GRADE will ease the synthesis of guideline generation across organizations and allow recommendations 

to be more easily understood.  

 

Streamlining the guideline development process 

In order to make the guideline generation process more efficient, the AAD will: i) Create living 

guidelines, which will allow for continuous updates based on changing evidence. ii) Shorten time for 

development and review of guidelines by reducing work group size and expediting the approvals process. 

iii) Build innovative strategies for moving guidelines into practices, including derivative products and 

machine readable files, assessing the need and value of new clinical guidance formats, and building 

processes for their production.  
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Changes to the conflicts of interest policy  

Widespread conflicts of interest among the authors of clinical practice guidelines are a threat to their 

integrity.5 To combat this issue, moving forward at least 51% of AAD clinical guidelines work group 

members must not have a relevant financial conflict of interest. A non-conflicted member acquiring new 

relevant conflicts during the course of guideline development will be removed and replaced by a non-

conflicted member. The appointee removed for this reason will forfeit the authorship role, even if this 

member contributed significantly in developing the guideline. Additionally, the chair of the work group is 

prohibited from having any relevant financial conflict of interest, unless the expertise and leadership is 

deemed necessary by the Clinical Guidelines Committee. In this instance, a co-chair with no relevant 

financial conflict of interest will be appointed. The chair or co-chair must also remain free of relevant 

conflict of interest for at least one year after guideline publication.  

 

Conclusion: 

The AAD is implementing a number of changes to modernize its clinical practice guidelines. The next 

steps for modernizing the AAD’s guidelines include converting the guidelines into a user-friendly 

electronic format that is constantly updated, as well as integrating the guidelines into the electronic 

medical record system to aid in patient decision making. 
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Table 1: A comparison of rating quality of evidence and strength of recommendation in SORT vs. 

GRADE. 

 SORT GRADE 

Certainty of 
Evidence  Level 1, Level 2, or Level 3 High, Moderate, Low, or Very low  

Certainty of 
Evidence 
Determined by: 

Level 1: Good-quality patient-
oriented evidence 
Level 2: Limited-quality patient-
oriented evidence, based on risk of 
bias, inconsistency, or inadequate 
statistical power 
Level 3: Other evidence 
 

 
Generally randomized controlled trials 
(RCTs) are most highly rated, followed 
by observational studies, then case 
series. 
Quality of evidence is downgraded for: 

• Risk of bias 
• Imprecision 
• Inconsistency 
• Indirectness  
• Publication bias 

Quality of evidence upgraded for: 
• Large Effect 
• Dose Reponse 
• Opposing confounding 

 

Strength of 
Recommendation  A, B, or C Strong or Conditional 

Strength of 
Recommendation 
Determined by: 

 
A: Recommendation based on 
consistent and good quality patient-
oriented evidence 
B: Recommendation based on 
inconsistent or limited quality 
patient-oriented evidence 
C: Recommendation based on 
consensus, usual practice, opinion, 
disease-oriented evidence, and case 
series OR is not based on patient-
oriented evidence 
 

• Balance between benefits and 
harms 

• Patient values and preferences 
• Cost 

 

  

 

 

 


