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	1. IMPACT, OPPORTUITY, EVIDENCE - Importance TO MEASURE AND REPORT

	Importance to Measure and Report is a threshold criterion that must be met in order to recommend a measure for endorsement. All three subcriteria must be met to pass this criterion. See guidance on evidence.
Measures must be judged to be important to measure and report in order to be evaluated against the remaining criteria. (evaluation criteria)

	1c.1 Structure-Process-Outcome Relationship (Briefly state the measure focus, e.g., health outcome, intermediate clinical outcome, process, structure; then identify the appropriate links, e.g., structure-process-health outcome; process- health outcome; intermediate clinical outcome-health outcome): 
This measure is intended to promote adult tobacco screening and tobacco cessation interventions for those who use tobacco products.  There is good evidence that tobacco screening and brief cessation intervention (including counseling and/or pharmacotherapy) is successful in helping tobacco users quit. Tobacco users who are able to stop smoking lower their risk for heart disease, lung disease, and stroke.
1c.2-3 Type of Evidence (Check all that apply):  
1c.4 Directness of Evidence to the Specified Measure (State the central topic, population, and outcomes addressed in the body of evidence and identify any differences from the measure focus and measure target population):  

The measure focuses on routine tobacco screening for all adults and tobacco cessation interventions for those who use tobacco products.  Tobacco use includes use of any type of tobacco.
Clinical practice guidelines from the U.S. Public Health Service (PHS) and recommendations statements from the U.S. Preventive Services Task Force (USPSTF) recommend that clinicians ask all adults about tobacco use and provide tobacco cessation interventions for those who use tobacco products.  The PHS guideline noted that the majority of clinician attention and research in the field has focused on the treatment and assessment of smoking.  Nevertheless, they indicated that "[t]he interventions found to be effective in this Guideline have been shown to be effective in a variety of populations. In addition, many of the studies supporting these interventions comprised diverse samples of tobacco users.  Therefore, interventions identified as effective in this Guideline are recommended for all individuals who use tobacco, except when medication use is contraindicated or with specific populations in which medication has not been shown to be effective (pregnant women, smokeless tobacco users, light smokers, and adolescents)."

As a basis for their recommendations, the USPSTF reviewed new evidence in the PHS guideline.

In 2015, the USPSTF published an update to its 2009 recommendation on counseling and interventions to prevent tobacco use and tobacco-related disease in adults, including pregnant women.  Because there were no plans to update the Public Health Service clinical practice guidelines on treating tobacco use and dependence which formed the basis for the original USPSTF recommendation (2003) and reaffirmation (2009), the Agency for Healthcare Research and Quality (AHRQ) commissioned a new evidence review to assess the benefits and harms of behavioral and pharmacologic interventions for tobacco cessation in adults, including pregnant women.  As a result, the 2015 USPSTF updated recommendation is based on the evaluation of evidence summarized in the 2015 review of reviews.  
1c.5 Quantity of Studies in the Body of Evidence (Total number of studies, not articles):  Since the measure essentially addresses three components (ie, (1) screening and cessation interventions comprising (2) brief counseling and/or (3) pharmacotherapy), the quantity of studies noted by the guideline are offered as they relate to each of the measure components.
For screening and assessment and its impact on clinical intervention, 9 studies met the selection criteria and were meta-analyzed.

For screening and assessment and its impact on tobacco cessation, 3 studies met the selection criteria and were meta analyzed.

For advice to quit smoking, 7 studies were included in the meta-analysis.  For specific information about the intensity of the intervention, namely the efficacy of minimal counseling interventions lasting less than 3 minutes in comparison to low-intensity or high-intensity counseling interventions, 43 studies met the selection criteria for comparison across various lengths. 

For combining counseling and medication, 18 studies met selection criteria.

For medication alone, a meta-analysis of 83 studies evaluated the effectiveness and abstinence rates for various medications and medication combinations compared to placebo at 6-months post-quit.

2015 Review of Reviews for the USPSTF
As described above, the evidence review published in 2015 focused on the benefits and harms of behavioral and pharmacologic interventions for tobacco cessation in adults, including pregnant women.  It relied primarily on a review of reviews method and included relevant reviews from January 2009 through August 1, 2014.

For behavioral interventions among adults, 26 systematic reviews were included in the analysis. 

For pharmacotherapy interventions among adults, 9 systematic reviews were included in the analysis.


For combined pharmacotherapy and behavioral interventions among adults, 1 systematic review was included in the analysis.

For behavioral interventions among pregnant women, 6 systematic reviews were included in the analysis. 

For pharmacotherapy interventions among pregnant women, 6 systematic reviews were included in the analysis.

1c.6 Quality of Body of Evidence (Summarize the certainty or confidence in the estimates of benefits and harms to patients across studies in the body of evidence resulting from study factors. Please address: a) study design/flaws; b) directness/indirectness of the evidence to this measure (e.g., interventions, comparisons, outcomes assessed, population included in the evidence); and c) imprecision/wide confidence intervals due to few patients or events):  The quality of the body of evidence supporting each of the PHS guideline recommendations is summarized according to the strength of evidence ratings as "A."  "A" evidence is described as "Multiple well-designed randomized clinical trials, directly relevant to the recommendation, yielded a consistent pattern of findings." 
Additionally, the medication meta-analysis included predominantly studies with “self-selected” populations. In addition, in medication studies both experimental and control subjects in the studies typically received substantial counseling. Both of these factors tend to produce higher abstinence rates than typically are observed among self-quitters.

As a basis for their recommendations, the USPSTF reviewed new evidence in the PHS guideline.
2015 Review of Reviews for the USPSTF
The quality of the evidence was rated by 2 independent reviewers using a slightly modified version of the AMSTAR (Assessment of Multiple Systematic Reviews) tool.  The reviewers then applied the typical USPSTF quality scores (i.e., good-quality, fair-quality, or poor-quality) as described below:  
· Good: Evidence includes consistent results from well-designed, well-conducted studies in representative populations that directly assess effects on health outcomes.

· Fair: Evidence is sufficient to determine effects on health outcomes, but the strength of the evidence is limited by the number, quality, or consistency of the individual studies, generalizability to routine practice, or indirect nature of the evidence on health outcomes.

· Poor: Evidence is insufficient to assess the effects on health outcomes because of limited number or power of studies, important flaws in their design or conduct, gaps in the chain of evidence, or lack of information on important health outcomes.
All poor quality studies were excluded from the analysis.  

For behavioral interventions among adults, 16 systematic reviews were rated as good quality, 10 were rated as fair quality.  

For pharmacotherapy interventions among adults, 5 systematic reviews were rated as good quality, 4 were rated as fair quality.  

For combined pharmacotherapy and behavioral interventions among adults, 1 systematic review was rated as good quality.

For behavioral interventions among pregnant women, 3 systematic reviews were rated as good quality, 3 were rated as fair quality.  

For pharmacotherapy interventions among pregnant women, 5 systematic reviews were rated as good quality, 1 was rated as fair quality.
1c.7 Consistency of Results across Studies (Summarize the consistency of the magnitude and direction of the effect): The consistency of results across studies is summarized according to the strength of evidence ratings as "A."  "A" evidence is described as "Multiple well-designed randomized clinical trials, directly relevant to the recommendation, yielded a consistent pattern of findings." 
As a basis for their recommendations, the USPSTF reviewed new evidence in the PHS guideline.

The magnitude and direction of the effect across studies is summarized below for each relevant component addressed by the PHS guideline.
2015 Review of Reviews for the USPSTF

In general, results across all included reviews were consistent within each population and intervention grouping.  Reviews rated as good, by definition, include “consistent results from well-designed, well-conducted studies in representative populations that directly assess effects on health outcomes.”  The magnitude and direction of the effect for each population and intervention grouping is summarized below.
1c.8 Net Benefit (Provide estimates of effect for benefit/outcome; identify harms addressed and estimates of effect; and net benefit - benefit over harms):  

For screening and assessment, the PHS panel looked at two different outcomes - the impact on clinical intervention and tobacco cessation.  They concluded that "having a clinic system in place that identifies smokers increases rates of clinician intervention but does not, by itself, produce significantly higher rates of smoking cessation."
Results of the meta-analysis for advice to quit smoking show that brief physician advice significantly increases long-term smoking abstinence rates. 

Results of the meta-analysis regarding the intensity of the counseling intervention revealed that all three session lengths (minimal counseling, low-intensity counseling, and higher intensity counseling) significantly increased abstinence rates over those produced by no-contact conditions.

However, there was a clear trend for abstinence rates to increase across these session lengths, with higher intensity counseling producing the highest rates.

For combining counseling and medication, the results of the meta-analysis indicate that providing counseling in addition to medication significantly enhances treatment outcomes. 

For medication alone, the PHS Panel identified seven first-line (FDA-approved) medications (bupropion SR, nicotine gum, nicotine inhaler, nicotine lozenge, nicotine nasal spray, nicotine patch, and varenicline) and two second-line (non-FDA-approved for tobacco use treatment) medications (clonidine and nortriptyline) as being effective for treating smokers. Each has been documented to increase significantly rates of long-term smoking abstinence.  These medications should be encouraged except where contraindicated or for specific populations for which there is insufficient evidence of effectiveness (i.e., pregnant women, smokeless tobacco users, light smokers, and adolescents).

As a basis for their recommendations, the USPSTF reviewed new evidence in the PHS guideline.

2015 Review of Reviews for the USPSTF

Where possible, the review examined the impact of behavioral and pharmacologic interventions on 3 different outcomes:  

· health outcomes including mortality and morbidity

· tobacco cessation

· adverse events associated with tobacco cessation interventions

For behavioral interventions among adults:
· Health Outcome:  1 trial found favorable effects on all-cause and coronary disease mortality and lung cancer incidence and mortality 20 years after an intensive behavioral intervention, although results were not statistically significant.
· Cessation Outcome:  Health provider advice and counseling, tailored self-help materials, and telephone counseling showed modest but significant increased smoking cessation at ≥6 months relative to control participants (18%–96%). Providing more intense adjunctive behavioral support to smokers receiving pharmacotherapy may increase cessation by 9%–24%. Evidence on the use of mobile phone support, Internet-based interventions, and complementary and alternative therapies was limited and not definitive

· Adverse Event (AE):  Minor AEs related to ear acupuncture, ear acupressure, and other auriculotherapy have been reported. AEs related to other behavioral or complementary and alternative therapies have not been documented.
For pharmacotherapy interventions among adults:
· Cessation Outcome:  NRT, bupropion SR, and varenicline improve the chances of smoking cessation. Reviews suggested that NRT might increase smoking abstinence at ≥6 mo by 53%–68%, bupropion SR by 49%–76%, and varenicline by 102%–155%. Absolute cessation differences averaged 7% for NRT, 8.2% for bupropion SR, and 26% for varenicline. There were no significant differences among different NRT products, and relative rates of abstinence were similar across settings. Use of a combination of NRT products increases cessation rates more than the use of a single NRT product. In general, there were no significant differences among different classes of medications in direct comparisons.

· Adverse Event:  NRT, bupropion SR, and varenicline are not associated with an increased risk for major CV AEs. NRT is associated with a higher rate of any CV AE largely driven by low-risk events, typically tachycardia. There was a marginal, nonsignificant increase in serious AEs in participants receiving bupropion SR but no difference for serious psychiatric AEs. The evidence for the safety of varenicline is still under investigation; 1 review suggested a 36% increased risk for nonfatal serious AEs among those receiving varenicline vs. a control intervention.
For combined pharmacotherapy and behavioral interventions among adults, 

· Cessation Outcome:  Combined pharmacotherapy and behavioral interventions increase cessation rates by 70%–100% compared with no or minimal treatment.

For behavioral interventions among pregnant women:

· Health Outcome:  Statistically significant benefit of behavioral interventions on mean birthweight, low birthweight, and preterm birth vs. usual care or control.

· Cessation Outcome:  Pooled estimates of a range of behavioral interventions from 70 studies suggested benefits for validated smoking cessation, with a similar benefit when limited to the most common intervention (counseling). Heterogeneity was moderate for the pooled effect, but there was no evidence of subgroup effects by intervention type, number of intervention components, or outcome ascertainment approach.

· Adverse Event:  No serious AEs reported.
For pharmacotherapy interventions among pregnant women

· Health Outcome:  Limited evidence of NRT on perinatal and child health benefits. 3 of 4 NRT trials reported fewer preterm births in the intervention group, but only 1 was statistically less than placebo. 2 trials reported higher birthweight in the NRT group; 2 larger trials found no difference. Follow-up data from the largest NRT trial found a higher rate of "survival with no impairment" at 2 y among children of women assigned to the NRT intervention vs. placebo (73% vs. 65%). No trials of bupropion SR or varenicline among pregnant women.
· Cessation Outcome No statistical evidence of NRT efficacy for validated smoking cessation in late pregnancy, but power was limited and all trials were in the direction of benefit (pooled analysis based on 5 placebo-controlled trials). No trials of bupropion SR or varenicline among pregnant women.

· Adverse Event:  No evidence of perinatal harms from NRT. 1 trial found a higher rate of cesarean section for women assigned to NRT; follow-up from the same trial was reassuring for child health outcomes. No trials of bupropion SR or varenicline among pregnant women.
1c.9 Grading of Strength/Quality of the Body of Evidence. Has the body of evidence been graded?  Yes
2015 Review of Reviews for the USPSTF

Yes

1c.10 If body of evidence graded, identify the entity that graded the evidence including balance of representation and any disclosures regarding bias:  The PHS guideline is the product of a private-sector panel of experts
(“the Panel”), representatives of a consortium of several Federal Government and nonprofit organizations, and staff.  The panel membership included:  Michael C. Fiore, MD, MPH (Panel Chair); Carlos Roberto Jaén, MD, PhD, FAAFP (Panel Vice Chair); Timothy B. Baker, PhD (Senior Scientist); William C. Bailey, MD, FACP, FCCP; Neal L. Benowitz, MD; Susan J. Curry, PhD; Sally Faith Dorfman, MD, MSHSA; Erika S. Froelicher, PhD, RN, MA, MPH;

Michael G. Goldstein, MD; Cheryl G. Healton, DrPH; Patricia Nez Henderson, MD, MPH; Richard B. Heyman, MD; Howard K. Koh, MD, MPH, FACP; Thomas E. Kottke, MD, MSPH; Harry A. Lando, PhD; Robert E. Mecklenburg, DDS, MPH; Robin J. Mermelstein, PhD; Patricia Dolan Mullen, DrPH; C. Tracy Orleans, PhD; Lawrence Robinson, MD, MPH; Maxine L. Stitzer, PhD; Anthony C. Tommasello, PhD, MS; Louise Villejo, MPH, CHES; Mary Ellen Wewers, PhD, MPH, RN.

The evaluation of conflict for the 2008 Guideline Update comprised a two-stage procedure designed to obtain increasingly detailed and informative data on potential conflicts over the course of the Guideline development process.  Of the Panel members listed in this document, 21 of 24 had no significant financial interests as defined by the PHS-based criteria.  In addition to these mandatory disclosures regarding compensation, leadership, and ownership, members were asked to disclose any other information that might be disclosed in a professional publication.  Three Panel members whose disclosures exceeded the PHS criteria for significant financial interest were recused from Panel deliberations relating to their areas of conflict; one additional Panel member voluntarily recused himself.

2015 Review of Reviews for the USPSTF

At least 2 independent reviewers rated the quality of all included systematic review.  Discrepancies were resolved through discussion.  Additional information regarding disclosures is included in Section 1C.20 below
1c.11 System Used for Grading the Body of Evidence:  Other  
2015 Review of Reviews for the USPSTF:  USPSTF (described in 1c.6.)
1c.12 If other, identify and describe the grading scale with definitions:  Every recommendation made by the PHS Panel bears a strength-of-evidence rating that indicates the quality and quantity of empirical support for the recommendation. Each recommendation and its strength of evidence reflects consensus of the Guideline Panel.
The three strength-of-evidence ratings are described as follows:

A. Multiple well-designed randomized clinical trials, directly relevant to

the recommendation, yielded a consistent pattern of findings.

B. Some evidence from randomized clinical trials supported the recommendation, but the scientific support was not optimal. For instance, few randomized trials existed, the trials that did exist were somewhat inconsistent, or the trials were not directly relevant to the recommendation.

C. Reserved for important clinical situations in which the Panel achieved consensus on the recommendation in the absence of relevant randomized controlled trials.

1c.13 Grade Assigned to the Body of Evidence:  PHS: A; USPSTF does not separately grade the body of evidence
1c.14 Summary of Controversy/Contradictory Evidence:  No controversy or contradictory evidence reported.
1c.15 Citations for Evidence other than Guidelines(Guidelines addressed below):  


	1c.16 Quote verbatim, the specific guideline recommendation (Including guideline # and/or page #):  

PHS Guideline (1):
All patients should be asked if they use tobacco and should have their tobacco use status documented on a regular basis.  Evidence has shown that clinic screening systems, such as expanding the vital signs to include tobacco use status or the use of other reminder systems such as chart stickers or computer prompts, significantly increase rates of clinician intervention. (Strength of Evidence = A)

All physicians should strongly advise every patient who smokes to quit because evidence shows that physician advice to quit smoking increases abstinence rates. (Strength of Evidence = A)

Minimal interventions lasting less than 3 minutes increase overall tobacco abstinence rates. Every tobacco user should be offered at least a minimal intervention, whether or not he or she is referred to an intensive intervention. (Strength of Evidence = A)

The combination of counseling and medication is more effective for smoking cessation than either medication or counseling alone. Therefore, whenever feasible and appropriate, both counseling and medication should be provided to patients trying to quit smoking. (Strength of Evidence = A)

Clinicians should encourage all patients attempting to quit to use effective medications for tobacco dependence treatment, except where contraindicated or for specific populations for which there is insufficient evidence of effectiveness (i.e., pregnant women, smokeless tobacco users, light smokers, and adolescents). (Strength of Evidence = A)

USPSTF Recommendation (2):

The USPSTF recommends that clinicians ask all adults about tobacco use and provide tobacco cessation interventions for those who use tobacco products. This is a grade A recommendation. 
USPSTF Recommendation (3):

The USPSTF recommends that clinicians ask all adults about tobacco use, advise them to stop using tobacco, and provide behavioral interventions and U.S. Food and Drug Administration (FDA)–approved pharmacotherapy for cessation to adults who use tobacco. (A recommendation) 

The USPSTF recommends that clinicians ask all pregnant women about tobacco use, advise them to stop using tobacco, and provide behavioral interventions for cessation to pregnant women who use tobacco. (A recommendation) 

1c.17 Clinical Practice Guideline Citation:  1.  Fiore MC, Jaen CR, Baker TB, et al. Treating tobacco use and dependence: 2008 update. Clinical practice guideline. Rockville, MD: U.S. Department of Health and Human Services. Public Health Service. May 2008.

2.  U.S. Preventive Services Task Force. Counseling and interventions to prevent tobacco use and tobacco-caused disease in adults and pregnant women: U.S. Preventive Services Task Force reaffirmation recommendation statement. Ann Intern Med 2009 Apr 21;150(8):551-5. 
3.  Siu AL; U.S. Preventive Services Task Force. Behavioral and Pharmacotherapy Interventions for Tobacco Smoking Cessation in Adults, Including Pregnant Women: U.S. Preventive Services Task Force Recommendation Statement.  Ann Intern Med. 2015 Oct 20;163(8):622-34. doi: 10.7326/M15-2023. Epub 2015 Sep 22.

1c.18 National Guideline Clearinghouse or other URL:  www.surgeongeneral.gov/tobacco; www.uspreventiveservicestaskforce.org/uspstf/uspstbac2.htm
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
1c.19 Grading of Strength of Guideline Recommendation. Has the recommendation been graded?  Yes
1c.20 If guideline recommendation graded, identify the entity that graded the evidence including balance of representation and any disclosures regarding bias:  The Members of the U.S. Preventive Services Task Force members at the time the 2009 recommendation was finalized represented an array of health-related disciplines including internal medicine, family medicine, behavioral medicine, pediatrics, obstetrics/gynecology and nursing.  The task force membership comprised the following individuals:  Ned Calonge, MD, MPH, Chair (Colorado Department of Public Health and Environment, Denver, Colorado); Diana B. Petitti, MD, MPH, Vice-Chair (Arizona State University, Phoenix, Arizona); Thomas G. DeWitt, MD (Children´s Hospital Medical Center, Cincinnati, Ohio); Allen J. Dietrich, MD (Dartmouth Medical School, Hanover, New Hampshire); Kimberly D. Gregory, MD, MPH (Cedars-Sinai Medical Center, Los Angeles, California); David Grossman, MD (Group Health Cooperative, Seattle, Washington); George Isham, MD, MS (HealthPartners Inc., Minneapolis, Minnesota); Michael L. LeFevre, MD, MSPH (University of Missouri School of Medicine, Columbia, Missouri); Rosanne M. Leipzig, MD, PhD (Mount Sinai School of Medicine, New York, New York): Lucy N. Marion, PhD, RN (School of Nursing, Medical College of Georgia, Augusta, Georgia); Bernadette Melnyk, PhD, RN (Arizona State University College of Nursing & Healthcare Innovation, Phoenix, Arizona); Virginia A. Moyer, MD, MPH (Baylor College of Medicine, Houston, Texas); Judith K. Ockene, PhD (University of Massachusetts Medical School, Worcester, Massachusetts); George F. Sawaya, MD (University of California, San Francisco, San Francisco, California); J. Sanford Schwartz, MD (University of Pennsylvania Medical School and the Wharton School, Philadelphia, Pennsylvania); and Timothy Wilt, MD, MPH (University of Minnesota Department of Medicine and Minneapolis Veteran Affairs Medical Center, Minneapolis, Minnesota).   Prior to each meeting, Task Force members are asked to disclose any information that may interfere with their abilities to discuss and/or vote on a specific topic. Conflicts may arise, for example, if a member has a financial, business/professional, and/or intellectual interest in areas related to a particular topic. All members are expected to provide full disclosure of their interests related to all topics that will be discussed at each meeting. A committee comprised of AHRQ staff and the USPSTF Chair and Vice Chair review each member´s disclosures and issue a recommendation on the member´s eligibility to participate on a specific topic(s). Each member is notified by AHRQ staff of the recommendation prior to each meeting. Members are free to recuse themselves voluntarily from participation in the processes for specific topics; however, a voluntary recusal does not free a member from the obligation to disclose a conflict.
USPSTF 2015 Recommendation Statement

Members of the USPSTF at the time this recommendation was finalized are Albert L. Siu, MD, MSPH, Chair (Mount Sinai School of Medicine, New York, and James J. Peters Veterans Affairs Medical Center, Bronx, New York); Kirsten Bibbins-Domingo, PhD, MD, MAS, Co-Vice Chair (University of California, San Francisco, San Francisco, California); David Grossman, MD, MPH, Co-Vice Chair (Group Health, Seattle, Washington); Linda Ciofu Baumann, PhD, RN, APRN (University of Wisconsin, Madison, Wisconsin); Karina W. Davidson, PhD, MASc (Columbia University, New York, New York); Mark Ebell, MD, MS (University of Georgia, Athens, Georgia); Francisco A.R. García, MD, MPH (Pima County Department of Health, Tucson, Arizona); Matthew Gillman, MD, SM (Harvard Medical School and Harvard Pilgrim Health Care Institute, Boston, Massachusetts); Jessica Herzstein, MD, MPH (Independent Consultant, Washington, DC); Alex R. Kemper, MD, MPH, MS (Duke University, Durham, North Carolina); Alex H. Krist, MD, MPH (Fairfax Family Practice, Fairfax, and Virginia Commonwealth University, Richmond, Virginia); Ann E. Kurth, PhD, RN, MSN, MPH (New York University, New York, New York); Douglas K. Owens, MD, MS (Veterans Affairs Palo Alto Health Care System, Palo Alto, and Stanford University, Stanford, California); William R. Phillips, MD, MPH (University of Washington, Seattle, Washington); Maureen G. Phipps, MD, MPH (Brown University, Providence, Rhode Island); and Michael P. Pignone, MD, MPH (University of North Carolina, Chapel Hill, North Carolina). Former USPSTF member Susan Curry, PhD, also contributed to the development of this recommendation.

The USPSTF requires each member to disclose all information regarding any possible financial and nonfinancial conflicts of interest prior to each meeting for all topics under development or that will be discussed at each meeting. Previous disclosures for continuing topics must also be updated to reflect changes in a member’s situation since the form was last completed.

Prior to each meeting or to new member appointment, all disclosures are reviewed by the Task Force Chairs according to the criteria specified in the USPSTF Procedure Manual and determined to be either Level 1, 2, or 3. The Task Force Chairs determine the final action on the member's eligibility to participate on a specific topic based on the nature and significance of the potential conflict.

· Level 1 disclosures include nonfinancial disclosures that would not affect the judgment of a Task Force member. These disclosures do not require any action.

· Level 2 disclosures include financial disclosures of $1,000 or less and nonfinancial disclosures that are relevant to a topic but not anticipated to affect the judgment of the Task Force member for that topic. These disclosures are announced at the Task Force meeting, but do not limit the Task Force member’s participation in the topic process.

· Level 3 disclosures include financial disclosures of a larger amount and significant nonfinancial disclosures that may affect the Task Force member's view on the topic. Actions for Level 3 disclosures vary according to the nature of the conflict, and may include preventing the member from serving as lead of a topic or on the workgroup of a topic, preventing the member from serving as a primary spokesperson for a topic, or preventing the member from taking part in all topic activities. As all new Task Force members are reviewed for conflicts prior to joining the Task Force, Level 3 disclosures are extremely rare. 

1c.21 System Used for Grading the Strength of Guideline Recommendation:  USPSTF
1c.22 If other, identify and describe the grading scale with definitions:  
1c.23 Grade Assigned to the Recommendation:  PHS does not separately grade the strength of the recommendation; USPSTF Grade A
USPSTF 2015 Recommendation Statement

Grade A
1c.24 Rationale for Using this Guideline Over Others:  It is the PCPI policy to use guidelines, which are evidence-based, applicable to physicians and other health-care providers, and developed by a national specialty organization or government agency.  In addition, the PCPI has now expanded what is acceptable as the evidence base for measures to include documented quality improvement (QI) initiatives or implementation projects that have demonstrated improvement in quality of care.
Recommendations from the USPSTF are considered the gold standard for clinical preventive services.   The USPSTF is an independent panel of nonfederal experts in prevention and evidence-based medicine. The Task Force carefully assesses the evidence and makes recommendations about preventive services such as screening tests, counseling services, or preventive medications that are provided in clinical settings, and are intended to prevent disease or improve health outcomes from heart disease, cancer, infectious diseases, and other conditions and events that affect the health of children, adolescents, adults, older adults, and pregnant women. 

	Based on the NQF descriptions for rating the evidence, what was the developer’s assessment of the quantity, quality, and consistency of the body of evidence? 
1c.25 Quantity: High    1c.26 Quality: High1c.27 Consistency:  High   



See Guidance for Definitions of Rating Scale: H=High; M=Moderate; L=Low; I=Insufficient; NA=Not Applicable
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