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Objective: Workers” compensation systems increasingly use manda-
tory treatment guidelines to guide clinicians and for utilization man-
agement. This article describes the steps for selecting such guidelines.
Methods: On the basis of experience with the RAND/University of
California, Los Angeles project to help California select guidelines, we
identified the necessary choices and processes for guideline selection and
evaluation. Results: Major steps in guideline selection include: 1)
define purpose; 2) assign decision-making authority; 3) decide whether
to use existing guidelines or develop new ones; 4) choose whether to use
one or multiple existing guidelines; 5) specify clinical topics that
guidelines should address; 6) identify and screen guidelines; 7) evaluate
guidelines; 8) consider implications of results; 9) select guideline(s); 10)
disseminalte selection; and 11) assess long-term effectiveness. Conclu-
stons: Given the many choices required, selecting mandatory workers’
compensation guidelines should involve careful planning and a
transparent, well-defined process. (J] Occup Environ Med. 2008;50:
1282-1292)
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orkers’ compensation (WC) costs
have risen substantially over the past
decade, particularly the proportion of
total WC costs expended on medical
care. In California, which has the
largest state WC system in the
United States, medical costs for in-
jured workers grew by 111% be-
tween 1997 and 2002, when they
came to represent more than half of
total WC costs.! The cost increases
were primarily driven by greater uti-
lization rather than higher costs per
service or other factors.”

In 2004, these increases prompted a
critical evaluation of WC care in Cal-
ifornia. Throughout medicine, there
has been growing reliance on explicit
evidence of effectiveness, often em-
bodied in clinical guidelines, to deter-
mine appropriate use of medical
services. In this context, California
legislators, seeking to control WC
medical costs while maintaining qual-
ity, mandated the use of evidence-
based treatment guidelines. Payers are
now required to use these guidelines in
utilization management (UM). The
guidelines are also used in legal dis-
putes over care, where they are consid-
ered “presumptively correct,” that is
the guidelines carry more weight than
do the unsupported opinions of treating
providers, although evidence can be pre-
sented to rebut the guidelines.* Thus,
the State’s choice of guidelines has enor-
mous implications for injured workers,
treating providers, and payers.

California legislators initially se-
lected the American College of
Occupational and Environmental
Medicine (ACOEM) guidelines on an
interim basis,® but simultaneously
mandated a systematic evaluation of
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TABLE 1
Five Guideline Sets Meeting All Screening Criteria
Guideline Name Abbreviation Developer Last Review Reference
Clinical Guidelines by the American AAOS American Academy of Orthopedic 2001-2002 6
Academy of Orthopedic Surgeons Surgeons*
American College of Occupational ACOEM American College of Occupational 2003 8
and Environmental Medicine and Environmental Medicine*
Occupational Medicine Practice
Guidelines
Optimal Treatment Guidelines, part of IntraCorp Intracorpt 2004 9
Intracorp Clinical Guidelines Tool(R)
McKesson/Interqual Care Management McKesson McKesson Corporationt 2004 10
Criteria and Clinical Evidence
Summary
Official Disability Guidelines OoDG Work Loss Data Institutet 2004 1M

(ODG)—Treatment in Workers Comp

*Medical specialty society developed guideline for use by treating providers.
tCorporation developed guideline for utilization management applications.

existing guidelines so that a more per-
manent choice could be made quick-
ly.> The State contracted with the
RAND Corporation (and its University
of California, Los Angeles [UCLA]
affiliates) to conduct a study that
would develop a rational approach to
identifying, screening, and evaluating
existing treatment guidelines.
California is not alone in the pro-
cess of selecting WC guidelines.
Since 2004, several additional states
have implemented mandatory treat-
ment guidelines in their WC systems
and others are considering doing so.
There are many relevant guidelines
from which to choose. Guidelines
differ according to purpose, and cer-
tain selection criteria may be more
appropriate for certain purposes. A
systematic and transparent approach
to guidelines selection should facili-
tate acceptance among WC stake-
holders and may reduce potential
legal challenges. Conversely, arbi-
trary selection or choosing inaccu-
rate guidelines may lead to poor
quality care or promote litigation.
In this article, we describe the
guideline selection process used in
California, highlighting the many
considerations involved at each step.
In addition to summarizing the ap-
proach used in California, we outline
alternatives that were considered.
We believe that future policymakers
and others can use the study results

to inform their attempts to develop a
rational and publicly acceptable ap-
proach to selecting mandatory treat-
ment guidelines for use in WC, and
possibly other settings.

Materials and Methods

Identifying the steps of the Cali-
fornia guideline selection process
and the considerations entailed are
the study’s “results.” Therefore, in
the current section, we describe how
these considerations were ap-
proached and provide an overview of
the RAND study.

The study was a collaborative ef-
fort of the RAND/UCLA research
team and California policymakers,
including representatives of the Cal-
ifornia Division of Workers’ Com-
pensation (DWC, which monitors the
administration of WC claims) and the
California Commission on Health and
Safety and Workers’ Compensation (a
joint labor-management body charged
with overseeing the WC system and
recommending administrative or legis-
lative modifications). The RAND
report to the State of California is
available on-line http://www.rand.org/
publications/MG/MG400/.”

The RAND/UCLA research team
began the project by conducting a
systematic search for guidelines ad-
dressing musculoskeletal disorders.
Together with California’s DWC and
California Commission on Health

and Safety and Workers” Compensa-
tion, we developed screening criteria
for selecting promising guidelines
identified in this search on the basis of
guideline quality, comprehensiveness,
and cost (see below). The criteria were
publicly posted on the DWC Web site
for comment. No comments were re-
ceived, but many organizations sub-
mitted guidelines and other documents
for consideration.

Applying the screening criteria left
us with five comprehensive guide-
line sets (Table 1).*~'" We used an
internationally accepted tool (the
Appraisal of Guidelines Research
and Evaluation [AGREE] Instru-
ment) to evaluate the technical qual-
ity of these guideline sets.'*™'> We
then convened a multidisciplinary
panel of national experts in the care
of patients with work-related muscu-
loskeletal disorders to assess the
perceived comprehensiveness and
validity of the five sets, adapting a
modified-Delphi panel method to
have panelists formally rate the
guidelines.'® We asked the panelists
to focus on 10 selected clinical top-
ics, any remaining material in each
guideline set, and the overall guide-
line set. We synthesized the results
of the AGREE and panel evalua-
tions, presented them to a selected
group of California stakeholders, and
obtained initial feedback. We also
conducted interviews with stake-



1284

Selection of Treatment Guidelines + Harber et al

TABLE 2
Steps for Selecting Mandatory Workers’ Compensation Treatment Guidelines

Steps

Considerations

1

Define the purpose of the
guidelines

Intended effects
Mandate or voluntary implementation
Needs of end users

2 Assign decision-making Internal or external to government agency
authority
3  Decide whether to use Cost
existing guidelines or Timeframe
develop new ones Influence of local politics
4  Choose whether to use Comprehensive: one “set” from one developer
one or multiple existing selected to cover all conditions/interventions
guidelines Patchwork: single guideline selected for each
condition/intervention, with multiple
developers
Library: more than one guideline selected per
condition/intervention
5  Specify clinical topics that Conditions or interventions (tests or treatments)
guidelines should of interest
address Frequency, effects on health and cost
For guideline sets, consider whether to examine
all conditions/interventions of interest or a
subset
6 Identify and screen Guideline availability and cost
guidelines Guideline quality
7  Evaluate guidelines Evaluators: internal or external, expertise required
Evaluation criteria: conceptual and practical
Evaluation process: formal or informal
8  Consider implications of Unexpected results, including no adequate
results guidelines or several good guidelines
Limitations of evaluation methods
Practical considerations in implementing the
selected guidelines
Stakeholders’ reactions
9  Select guideline(s) Satisfy original mandate
Attempt to resolve outstanding issues
Future plans to resolve any limitations to
selected guideline(s)
10  Disseminate selection To end users
11 Assess long-term effects Costs

Access to care
Quality of care
Other effects of interest to stakeholders

holder groups around the state to iden-
tify issues raised during the interim
implementation of the ACOEM guide-
line. Subsequently, RAND staff pre-
sented these findings at public forums.
During the course of this study, many
issues arose that had not been evident
when the study started.

Results

Major steps in the California
guidelines selection process are sum-
marized in Table 1; some involved
decisions by the California legisla-
ture and other policymakers rather

than the RAND/UCLA team. Below,
we discuss the considerations raised at
each step, describe the range of possi-
ble approaches, and summarize the
approach actually used in California.
These are summarized in Table 2.
Concrete examples are provided for
each step; abbreviations for guideline
sets are shown in Table 1.

Step 1: Define Purpose of the
Guidelines. Create a Mandate:
Regulatory or Voluntary?

Understanding why guidelines are
being selected, ie, creating the man-

date, is the first step and a critical
one. It is particularly important for
WC guidelines because, unlike the
typical use of guidelines in medicine,
WC care is governed by specific
regulations that differ from state to
state. Most practice guidelines are
promulgated “for the general good,”
but guidelines in WC systems are
often state specific and may impose
constraints on the care provided. Fur-
thermore, in some circumstances,
guidelines can be more than “volun-
tary.” Rather, they are implemented
as a requirement—although they
called “guidelines,” they can actually
be de facto legal regulations.

Several important questions
should be answered during this first
step. Are guidelines being selected
because there is an explicit legal
mandate, or was selection initiated
by providers? Will implementation
be voluntary or advisory? What pur-
pose(s) will the guidelines serve?
Who will be the principal end-user?
For example, will providers use the
guidelines to determine how to treat
individual patients, will payers use
them for UM, and will the judicial
system refer to them during litigation?

Clinicians need somewhat differ-
ent information from that needed by
utilization reviewers, and guidelines
are developed with these purposes in
mind. Clinicians primarily need in-
formation about what they should do
for individual patients; utilization re-
viewers primarily need information
about what should not be done (or at
least not paid for).'”'® For example,
the ACOEM guideline was devel-
oped to assist providers,’ whereas
several other guidelines are marketed
to payers for use in UM.” "

If guideline implementation is man-
datory, or if the guidelines are given
weight in litigation, then the stakes in
guideline selection increase substan-
tially. For example, if guidelines are
considered “presumptively correct” in
litigation, and treating providers’ opin-
ions carry less weight, then the specific
guideline recommendations can pro-
foundly affect a patient. No issues
arise when appropriate care for an
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individual patient is consistent with
guideline recommendations. Neverthe-
less, appropriate care can be odds with
guideline recommendations if the
guideline is of poor quality or if an
individual has unusual clinical charac-
teristics. Providers will then find it
challenging to ensure that appropriate
care is provided because they must pre-
pare for a legal challenge and assemble
evidence to support their point. Thus, if
guidelines are to be considered “pre-
sumptively correct” under the law, to the
degree possible, their recommendations
regarding appropriate care should be
valid for most relevant patients.

CA Solution. Based on the CA
legislation, the guidelines would be
mandatory and emphasized use for
utilization review. The state-selected
guidelines must be used for UM and
the same guidelines be “presump-
tively correct” in legal disputes.
Some guidelines were much more
UM oriented (eg, ODG) than others
(eg, ACOEM). Nevertheless, this
study sought the most valid guide-
line; none was excluded based on the
stated purpose of the guideline de-
velopers (ie, both clinical and UM
guidelines were evaluated).

Step 2: Assign
Decision-Making Authority

Assigning decision-making au-
thority means determining who is
ultimately responsible for deciding
which guideline will be implemented
to satisfy the mandate. Because
health and financial stakes are high
for the various stakeholder groups,
decision-making authority must be
unambiguous. Both those with final
decision-making authority and
those who will provide formal in-
put into the decision should be
clearly identified. Even for non-
mandatory situations, a detailed
definition of the evaluative process
before it begins will obviate accu-
sations of changing the rules to
favor certain guidelines.

Transparency in the overall guide-
line selection process and receptive-
ness to comments from all parties

should engender a sense of fairness
among stakeholders, even when their
interests are considered but not ulti-
mately satisfied. Nevertheless, when
frank discussions among experts are
needed, such as during evaluations of
guideline clinical content, closed
working sessions can shelter the ex-
perts from political influence. Simi-
larly, a mechanism to limit undue in-
fluence from lobbyists, special interest
groups, and product vendors is needed.

A second issue that requires clear
decision-making authority is whether
to conduct the process internally, or
to contract for all or part of it. In
some circumstances, governmental
agencies transfer complete decision-
making authority to an impartial out-
side organization. For example, in an
analogous situation, states may man-
date that impairments from work-
related injuries be rated according to
the American Medical Association
Guides,'? over which the state agen-
cies have no direct control. In other
instances, gathering and evaluation
of information can be delegated to an
outside organization, but the decision
about how to act on the information
is retained.

CA Solution. A hybrid approach
was used, in which responsibility
was shared between the government
agency and an external contractor.
The legislature gave ultimate respon-
sibility for the decision to the Ad-
ministrative Director of the Division
of Workers” Compensation (DWC),
a state agency. Nevertheless, the
guideline evaluation process was ex-
ternally contracted to the RAND/
UCLA team, which was charged
with making a specific recommenda-
tion to the DWC. Thus, although
authority remained vested with the
government agency, the selection
process was largely entrusted to a
contractor.

Step 3: Decide Whether to Use
Existing Guidelines or Develop
New Ones

A fundamental question is whether
new guidelines should be developed
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explicitly for the WC system, or
chosen from among existing guide-
lines? This is often termed, “Build it
or Buy it?”

Rather than selecting from existing
guidelines sets, it may be preferable to
develop guidelines de novo. This helps
to assure that the guidelines will re-
flect local practice patterns and
available health care resources. It
also increases the chances that the
guideline format will be optimized to
the intended purpose and ensures
that the guidelines are readily avail-
able to the public, which may be
challenging to guarantee if existing
guidelines are used. Examples of
states that have developed their
own WC guidelines include Wash-
ington State and Colorado.?*>!

Nevertheless, developing guide-
lines de novo also has several disad-
vantages. Guideline development
requires considerable time and fund-
ing. Developing evidence-based
guidelines entails an extensive liter-
ature review, and requires a system-
atic process by which experienced
clinicians synthesize the literature
and formulate recommendations
about appropriate care. Because WC
injuries include a wide range of ail-
ments, development would require
several expert committees. Finally,
in a highly contentious arena such as
WC, stakeholders may perceive state-
specific guidelines to be “tainted” by
local politics, creating a relative advan-
tage for guidelines developed by out-
of-state organizations.

CA Solution. CA elected to find
existing guidelines rather than develop
a new set. Several factors appear to
have motivated the California legisla-
ture to use existing guideline sets
rather than to develop new ones. Pre-
viously, the California WC system had
developed state-specific guidelines un-
der the aegis of the former Industrial
Medical Council of the Department of
Industrial Relations.”* These guide-
lines were advisory rather than manda-
tory, and they had failed to restrain
cost growth. In addition, there was not
sufficient time to develop new guide-
lines, which can take years.



1286

Step 4: Choose How to Cover
Multiple Conditions: Single
Comprehensive Set, Patchwork,
or Library

Individual guidelines often focus
on only one specific health condition
or treatment, whereas WC systems
need guidelines covering a wide va-
riety of conditions and treatments.
Thus, if one chooses to “buy rather
than build,” a basic decision about
handling this multiplicity is needed.
There are three major approaches:

i. Comprehensive set: This entails
selecting a single “set” of guide-
lines from a particular developer.
Each set contains many individ-
ual guidelines covering one or
more conditions and treatments
(eg, selecting guidelines from
only a single source, such as
ACOEM).

ii. Patchwork: In a patchwork ap-
proach, the single best available
guideline is selected for each
health condition or each treat-
ment; the final product is a
patchwork of component guide-
lines from different sources (eg,
using ACOEM for shoulder
problems but AAOS for lumbar
problems).

iii. Library: In this approach, the
WC system accepts multiple
high-quality guidelines for each
clinical topic (eg, allowing use of
both the ACOEM and AAOS
guidelines for back surgery, even
if they partially conflict).

Each approach has advantages and
disadvantages. The comprehensive
set approach streamlines the evalua-
tion process because fewer evalua-
tions and selections are involved. It
may produce greater consistency
across conditions in terminology,
general approach to evaluation and
treatment, etc. Nevertheless, guide-
line quality may vary from topic to
topic; in some cases, the guideline
selected may not be the best guide-
line available.

The patchwork approach entails
choosing the single best guideline for
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each topic. Nevertheless, a separate
guideline evaluation process may be
needed for each major organ system
or intervention, imposing increased
time and costs on the evaluation
process. A patchwork of guidelines
with few common elements may in-
clude inconsistent terminology or
approaches, a problem that is partic-
ularly important when individual pa-
tients have multiple types of injuries.
Inconsistencies may be quite discon-
certing to end-users and patients; for
example, a more aggressive attitude
toward the use of surgery for one
body part may conflict with a more
conservative approach used for an-
other body part.

The library approach best ac-
knowledges the complexity of medi-
cal care by offering several different
yet equally appropriate treatment ap-
proaches for each condition. Never-
theless, evaluation and dissemination
may be more complicated than with
other methods. Recommendations
for some topics may conflict, creat-
ing uncertainty when the guidelines
are used for UM or in legal disputes.
Problems due to conflicting recom-
mendations might be resolved by
allowing care so long as one of the
guidelines in the library supports its
appropriateness. The library ap-
proach may be less acceptable to
payers, but it might well be best for
patient care and most acceptable to
clinicians.

CA Solution. The California ap-
proach was to seek a single compre-
hensive set from a single developer if
possible. This approach was chosen
because there were several promis-
ing sets available and because a leg-
islated deadline provided less than 6
months for an evaluation. (This
proved to be only partially success-
ful, as discussed below.)

Step 5: Specify the Clinical
Topics That the Guidelines
Should Address

The breadth of WC care precludes

an in-depth evaluation of guidelines
for every condition and intervention;

it is necessary to focus on high pri-
ority issues to complete selection in a
reasonable time frame. Furthermore,
selection assumes that appropriate
guidelines actually exist for the con-
ditions and interventions considered;
this may not be the case for less
common conditions and interven-
tions. We found that focusing our
review on high priority issues re-
quired answering three questions.
Which health conditions should be
reviewed? Which interventions (ie,
treatments or diagnostic procedures)
should be reviewed? Should results
of evaluations for one condition or
intervention be extrapolated to other
topics covered by guidelines from
the same developer?

Possible criteria for choosing tar-
get conditions include frequency, se-
verity of health effects, costs, and
availability of data. The most com-
mon conditions are not necessarily
those for which guidelines are
needed. For example, minor skin ir-
ritation and simple lacerations are
frequent but have only small effect
on disability and health status, and
they can usually be managed with
acceptable outcomes. Health effects
and costs may each be measured as
the typical effect per worker with the
condition or as the total effect across
all workers with the condition. Pos-
sible health effect measures include
self-reported health status, mortality,
length of work disability, or residual
permanent disability after reaching
maximal medical improvement. Cost
measures may be based solely on
medical treatment costs or may in-
clude total cost for the case (includ-
ing medical care, salary replacement
indemnity, rehabilitation costs, and
operational transaction costs). To be
most comprehensive, costs should
probably even include effects on
worker productivity. The availability
of data can influence the approach
used. For example, financial data
may be more available than data
about frequency of disease, and as-
sessing disability per se is challeng-
ing for a variety of reasons.
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Other considerations are also rele-
vant, including the availability of the
intervention and the scope of the
professional disciplines providing it.
Some interventions have low per-
unit costs, but in aggregate contrib-
ute greatly to costs per patient or
overall. For example, chiropractic
and physical therapy sessions are
relatively inexpensive individually,
but each individual patient may use
many sessions. Conversely, certain
surgical interventions are individually
extremely expensive. The potential
health effects—risks and potential
benefits—should also be considered.
For example, some types of surgery
are associated with major complica-
tions. Focusing on treatment costs
requires considering the most com-
mon treatments actually provided
rather than those that are most tradi-
tionally accepted. For example, “al-
ternative medicine” approaches such
as chiropractic and acupuncture
should be considered because pa-
tients with work-related musculo-
skeletal injuries turn to them
frequently. The time course of care is
another consideration. Some guide-
lines emphasize the early aspects of
the care process, whereas others
place greater emphasis on the more
extensive therapy applied to individ-
uals with advanced or nonresponsive
disorders (eg, spinal surgery).

CA Solution. For this project, ag-
gregate cost was the primary selec-
tion criterion. Emphasizing ‘“cost
drivers” would satisfy the mandate
requiring guidelines that can be used
to manage utilization, with the ulti-
mate objective of curtailing costs by
reducing inappropriate care. We
identified interventions that were
cost drivers in California WC (Table
3). Taken together, these interven-
tions accounted for about 44% of the
payments for professional services
provided to California’s injured
workers, and associated surgeries ac-
counted for about 40% of payments
for inpatient hospital services.” The
cost-driving interventions are typi-
cally used in the subacute, chronic,
or late stages of treatment; interven-

TABLE 3

Interventions Identified as Important
Because They Were Cost-Drivers in
California Workers’” Compensation

MRI of the spine

Spinal injections

Spinal surgeries

Physical therapy

Chiropractic manipulation

Surgery for carpal tunnel and other nerve-
compression syndromes

Shoulder surgery

Knee surgery

tions commonly used in early visits
were not identified as significant cost
drivers.

Scope and time frame issues
prompted us to consider whether re-
sults should be extrapolated from
one topic within a guideline to oth-
ers. From the cost drivers in Table 3,
we chose several condition/interven-
tion pairs on which to focus our
clinical evaluation: physical therapy,
chiropractic manipulation and sur-
gery for shoulder problems, carpal
tunnel syndrome, and low back prob-
lems (with lumbar spinal decompres-
sion and fusion surgeries considered
separately). For each guideline set,
we assessed if the quality of the
recommendations for these specific
condition/therapy pairs could be
used to reflect the quality of the
guideline set as a whole. To test this,
we had the expert panelists provide
summary ratings for the remaining
(residual) content within each guide-
line (ie, content other than for the
selected condition/therapy pairs) and
summary ratings for each guideline
overall. Figure 1 shows the relation-
ships between ratings for residual
content and the average ratings for
each of the specific items according
to guideline set; this was done sepa-
rately for validity and for compre-
hensiveness as described in more
detail in Step 7 below. This empirical
assessment supports the approach of
generalizing from a limited number
of assessments to describe the over-
all set.

1287
9 Residual Content vs Specifics
@ 7 *
] o O e o
&
% 5 -
2 o
& 3 - © Validity
+ Compr
1 T T T
1 3 5 7 9
Specific Score Avg

Fig. 1. Correlation of ratings for specific
versus residual content. For each guideline
set, the figure shows the average for all of the
specific content items rated as well as the
rating of residual content. Ratings for validity
are shown by open circles and of comprehen-
sives by filled diamonds.

Step 6: Identify and Screen
Candidate Guidelines

A systematic guideline search
strategy will prevent promising
guidelines from being overlooked.
Nevertheless, practical constraints
preclude in-depth assessment of ev-
ery guideline identified, so a screen-
ing process is necessary to identify
guidelines that warrant detailed eval-
uation. Screening should be explicit
and follow predetermined proce-
dures to avoid concerns about possi-
ble bias. Subsequent steps evaluate
the “best” among those meeting the
screening criteria.

CA Solution. Because of the lim-
ited time for evaluation in California,
the RAND/UCLA team applied
screening criteria to eliminate all but
the most promising guidelines. Cri-
teria included (Table 4) 1) compre-
hensive guideline sets rather than
guidelines addressing single topics
(as explained above); 2) widely
accepted standards for guideline
quality; and 3) a cost ceiling for
individual users of $500 (because the
public might find greater costs to be
prohibitive).

We identified guidelines from
MEDLINE searches, National
Guideline Clearinghouse lists, and
internet searches. In addition, we
contacted professional societies,
state governments, and experts. This
approach yielded 72 guidelines; the
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TABLE 4

Screening Criteria for Guidelines Receiving Further Evaluation

Criterion

Definition

Source

A guideline

Evidence-based, peer-reviewed

Nationally recognized

Cover common and costly tests and
therapies for disorders of spine,
arm, and leg

Reviewed or updated at least every
3 yrs

Developed by a multidisciplinary
clinical team

Cost less than $500 per individual
user in California

Systematically developed statements that assist

practitioner and patient decisions about
appropriate health care for specific clinical
circumstances

Interpreted to mean based, at a minimum, on a

systematic review of literature published in
medical journals included in MEDLINE

Interpreted to mean accepted by the National

Guidelines Clearinghouse; published in a
peer-reviewed U.S. medical journal; developed,
endorsed, or disseminated by an organization
based in two or more U.S. states; currently used
by one or more U.S. state governments; or in
wide use in two or more U.S. states

Guidelines that covered several of the most

common and costly tests and therapies in the
California workers’ compensation system:
magnetic resonance imaging of the spine, spinal
injections, spinal surgery, physical therapy,
chiropractic manipulation, surgery for nerve
compression syndromes, shoulder surgery, and
knee surgery

Reviewed or updated between June 2001 and

June 2004, and we confirmed a plan for
updating at three year intervals or less

A clinical team including at least three major types

of providers that care for injured workers

Based on literature®®

Specified in legislation®™®

Specified in legislation®™®

Selected with CHSWC and DWC

Based on literature,®” selected with
CHSWC and DWC

12,36 gelected with

Based on literature
CHSWC and DWC

Developed with CHSWC and DWC

screening criteria narrowed the list to
five sets (Table 1).

Step 7: In-Depth Analysis of
Guidelines Passing Screening:
Identifying the “Best”

Choosing the guideline(s) that will
ultimately be implemented should
entail detailed analysis, with both
evaluation criteria and an evaluation
process that have been specified a
priori. Most importantly, the evalua-
tion should reflect the “mandate” and
be consistent with the choices made
in earlier steps. Ideally, the process
used should be transparent and min-
imize the potential for obtaining bi-
ased results. Possible evaluation cri-
teria include:

* Perceived expertise/status of de-
velopers: For example, some may
consider guidelines promulgated
by a highly reputed professional
organization (eg, a physician spe-
cialty society) as best.

e Development process: Guidelines
may be ranked according to the
degree to which their develop-
ment conformed to prescribed
methods for writing guidelines.
For example, the AGREE Instru-
ment and National Guidelines
Clearinghouse criteria define ac-
ceptable development methods.'>*?
The AGREE Instrument considers
issues such as whether systematic
methods were used to identify and
grade the evidence, and formulate
recommendations (see Table 5).'?

e Format and presentation: The ease
with which the intended end-users
can easily navigate within the
guidelines may be considered im-
portant. For example, clinicians
may prefer a different format from
utilization managers. Others may
value summaries of the empirical
studies supporting each guideline
recommendation. The AGREE In-
strument includes questions pertain-
ing to clarity and presentation.'”

* Content validity: Providers’ confi-
dence that the recommendations
are valid may be important.

* Content comprehensiveness: Whether
the guidelines pertain to most pa-
tients with the relevant conditions or
undergoing the interventions identi-
fied in Step 5 may also be judged
important.

e Acceptability to end-users: Is the
candidate guideline acceptable to
those who must ultimately use it,
such as treating physicians or uti-
lization managers?

Evaluation can be conducted in
several ways. Evaluators can include
staff of the organization conducting
the evaluation, a committee of inde-
pendent clinical experts, consultants,
or even a panel of stakeholders having
relevant expertise. They may use ad
hoc methods, unstructured consensus
methods, formal consensus techniques,
or quantitative votes.

The natural confidence that pro-
viders place in the efficacy of their
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TABLE 5
AGREE Instrument Domains
Domain and Definition

Scope and purpose: the overall aim of the
guideline, the specific clinical questions
and the target patient population

Stakeholder involvement: the extent to
which the guideline represents the views
of its intended users

Rigor of development: the process used to
gather and synthesize the evidence, the
methods to formulate the recommendations
and to update them

Clarity and presentation: the language and
format of the guideline

Applicability: the likely organizational,
behavioral and cost implications of
applying the guideline

Editorial independence: the independence
of the recommendations and
acknowledgement of possible conflict of
interest from the guideline development
group

From Ref. 12.

own specialty’s interventions must
be kept in mind when selecting a
detailed evaluation approach. Treat-
ment guidelines promulgated by one
discipline may have a subtle bias
favoring their approach and under-
valuing others. Similarly, profession-
als participating in the guideline
evaluation process have a vested in-
terest in promoting their specialty
and its interventions. For this reason,
a multidisciplinary evaluation pro-
cess is critical.

CA Solution. We used two assess-
ment methods. First, RAND staff
members used an explicitly defined
algorithm (the AGREE Instrument)
to the five selected guidelines (sum-
marized in Table 1). This represented
an efficient use of resources because
researchers with relevant expertise
were able to do these reviews with
only a few weeks of effort. This
contrasts with the much more exten-
sive effort and participation of an
expert panel process for the subse-
quent in-depth analyses.

In the second method, RAND
adapted a relevant modified-Delphi
panel method,'® creating a new
method in which expert clinicians
rated and compared the five guide-

lines on comprehensiveness and va-
lidity. We incorporated a clinical
panel evaluation because we were
not confident that the AGREE eval-
uation methods would adequately
distinguish among the guidelines,
and we wanted to ensure that the
guidelines were acceptable to pro-
viders with particular expertise in
caring for occupational injuries.

We selected panelists so as to min-
imize potential conflicts of interest
with evaluation outcomes. We in-
cluded a range of specialties includ-
ing occupational and environmental
medicine, orthopedic surgery, neuro-
surgery, physical medicine, physical
therapy, chiropractic, neurology, and
internal medicine. We asked panel-
ists to disclose any conflicts of inter-
est, including whether they had strong
a priori opinions against UM as a
practice, and we permitted only 20%
of panelists to be from California.

The mandate emphasizing guide-
lines for UM influenced our evalua-
tion process. We asked panelists to
rate the guidelines on how well they
defined appropriate care for each of
the 10 condition/therapy pairs above.
Care that was inappropriate was, by
definition, care that should not be
provided and would be restricted by
utilization managers after guideline
implementation. For each topic, we
asked panelists to rate how compre-
hensive were the recommendations
pertaining to appropriateness. That
is, did they apply to most patients
with the condition who would be
considered candidates for the ther-
apy? We also asked them to rate the
validity of the recommendations per-
taining to appropriateness, meaning
were they consistent with the panel-
ists’ perceptions of the literature or
their expert opinions. Using the same
approach, we asked panelists to rate
how well the guidelines specified the
quantity of care that should be pro-
vided, in those instances where the
frequency, intensity, or duration of
therapy can vary among patients.
Given this project’s time and resource
constraints, we were unable to review
the published research studies underly-
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ing each guideline. Nevertheless, the
expert panelists considered any litera-
ture cited within the guidelines.

To illustrate the approach, exam-
ples of ratings of validity related to
lumbar spine are shown in Fig. 2 for
chiropractic, physical therapy, fusion
surgery, and decompression surgery.

Step 8: Consider Implications of
Evaluation Process Results

The implications of the evaluation
findings must be considered carefully.
Results may differ from what was
expected, or reveal that no guidelines
or several guidelines are adequate for
implementation. The evaluation meth-
ods themselves may have important
limitations. For example, our evalua-
tion did not include systematic litera-
ture reviews. Stakeholders may have
strong negative reactions about guide-
lines that do not satisfy their health or
financial interests, and some guide-
lines may have practical limitations.
For example, a guideline developed
for UM may have a supporting elec-
tronic application tool, whereas a clin-
ical guideline may not.

CA Solution. The two evaluation
processes that we used produced
somewhat incongruent results. The
AGREE Instrument evaluation found
all five guidelines to be of relatively
high quality. In the evaluation by
clinical experts, the ACOEM guide-
line was the highest ranked guideline,
but panelists’ ratings showed that per-
ceived comprehensiveness and validity
were not high for any of the five
guideline sets examined and were
highly variable for all of them as ex-
emplified in Fig. 2. All of the guide-
lines were relatively weak for physical
therapy, chiropractic manipulation,
and lumbar spinal fusion; only
AAOS was rated valid for this last
topic. In addition, panel participants’
comments revealed a general con-
sensus that each of the five guide-
lines sets was barely satisfactory.
Many felt that California should de-
velop its own guidelines rather than
using existing guidelines. The
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Lumbar Spine Validity

o Chiro
gPT

[ Fusion

Decompr

AAQOS ACOBV

IntraCorp

McKesson

Fig. 2. Ratings of validity of lumbar spine guidelines. Ratings of the validity of each
guideline’s appropriateness recommendation are shown for four interventions for the lumbar
spine: Chiropractic manipulation (solid gray), physical therapy (horizontal lines), fusion surgery
(dots), and decompression surgery (diagonal lines).

RAND report describes evaluation
results in detail.”

Selected stakeholders provided
initial feedback on these results and
their implications. They identified
additional topics that they felt to be
relatively weak in the ACOEM
guideline, including chronic pain,
acupuncture, and others. In general,
they felt that the ACOEM guideline
should be implemented as the prin-
cipal guideline, but felt that switch-
ing to a “patchwork™ approach, as
described above, would be necessary
to overcome the limitations in the
ACOEM guideline.

Because the ACOEM guideline was
already being implemented on an in-
terim basis, we had an additional
ability to explore the implications of
continuing with this guideline. The
RAND/UCLA team interviewed vari-
ous groups of stakeholders around the
state and learned that payers were having
difficulty applying the ACOEM guide-
line consistently, possibly because it was
not developed for UM purposes and
lacked a tool supporting this application.

In our report to state policymakers,
we recommended that California im-
plement the ACOEM guideline as its
overall guideline set, that the AAOS
guideline be substituted solely for

back surgery, and that better guide-
lines be identified for chronic pain,
acupuncture, and certain other topics.

Step 9: Select Guideline(s) to
be Implemented

In this culminating step, the individ-
ual or organization with decision-
making authority selects the guideline(s)
or guideline set(s) satisfying the
original mandate and resolves as
many other remaining issues as pos-
sible. In addition, this step should
involve planning to address limita-
tions of the selected guideline(s).

CA Solution. In California, the Ad-
ministrative Director of DWC
elected to implement the ACOEM
guideline alone in 2005 and shortly
after that AAOS withdrew its guide-
line. ACOEM subsequently devel-
oped a tool that supports use of its
guideline for UM purposes.”* Addi-
tional guidelines are now allowed to
supplement the ACOEM guideline,
and some major payers have been
using ODG as a result (Phil Denniston,
Work Loss Data Institute, personal
communication, August 29, 2007). Re-
cently, California policymakers pro-
posed supplementary guidelines for
chronic pain and acupuncture.

Step 10: Disseminate and
Implement Selected Guideline(s)

In WC, guidelines are generally
mandated for a specific purpose rather
than simply published “for the general
good.” Even when guidelines are de-
veloped without a specific application
in mind, dissemination is still impor-
tant. For example, although the first
edition of the ACOEM guidelines was
published without any intent of direct
regulatory application, there was a
clear a priori plan for dissemination
(publication by a publisher with close
ties to the occupational health profes-
sional community).® When guidelines
will have direct regulatory effects,
there is increased need for effective
dissemination to the multiple classes
of users, which can include clinicians,
insurers, WC judges, lawyers, patient
representatives, etc.

CA Solution. In California, dis-
semination was conducted by state
policymakers, representatives of
ACOEM, and others. DWC provides
public access to the ACOEM guide-
line at its local offices, the guidelines
are available at many public librar-
ies, and claims administrators are
permitted to make copies for use in
internal reviews.?> Nevertheless, ac-
cessing guidelines on a public Web
site, as done in states that have de-
veloped their own guidelines, might
present fewer challenges to users.

Step 11: Assess
Long-Term Effects

Ultimately, guideline implementa-
tion should be evaluated to deter-
mine whether the new policy has met
the mandate defined in Step 1 and to
identify corollary effects. For exam-
ple, if cost reduction is a major goal,
then after several years of actual
utilization, it would be useful to eval-
uate whether medical costs were in-
deed reduced. Nevertheless, even if
costs are the exclusive focus, it is
also important to determine effects
on other stakeholders, most impor-
tantly, on injured workers. Imple-
mentation of guidelines has the
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potential to affect both access to WC
care and the quality of that care.

CA Solution. In California, costs
spent on WC medical care dropped
between 2004 and 2005 and remained
the same in 2005 and 2006.>°*’ Nev-
ertheless, because several other re-
forms influencing cost were passed at
the same time,>™ it is unclear the
degree to which implementing guide-
lines is responsible for these trends. A
systematic survey of providers and
workers commissioned by DWC con-
cluded that access to care was not a
problem for most workers after the
reforms. Effects on quality of care
were not examined directly. Neverthe-
less, 64% of providers perceive UM to
be a barrier to providing quality care
and health outcomes are not very
good; 1 year after their injuries oc-
curred, 55% of workers have not fully
recovered.”®

Discussion

State WC systems are increasingly
using treatment guidelines to limit the
utilization of medical care and thereby
curtail rising costs. When California
recently implemented a mandatory
guideline for this and related purposes,
there was no existing protocol to use in
the selection process. State policymak-
ers and a RAND/UCLA research team
found that many decisions arose in the
course of choosing an acceptable
guideline. In this report, we have de-
scribed 11 critical steps and the con-
siderations involved in each one. We
found that formulating a systematic
and transparent approach up front min-
imized the need to make ad hoc deci-
sions later on, and seemed to produce
results that stakeholders were more
likely to accept.

We assumed that the characteristics
of a good guideline are not specific to
WC or UM; therefore, to assess the
adequacy of guideline development,
we used an evaluation method that has
been applied in many other clinical
contexts, the AGREE Instrument.'>'3
To assess the guideline content itself,
we selected a well-established method
previously used to develop tools for
assessing the appropriateness of care,

and adapted it to the purpose of eval-
uating treatment guidelines.'® This af-
forded the advantages of both feasibil-
ity (it was not necessary to develop
and validate new processes) and of
credibility (because the technique has
been validated for its original applica-
tion). Consequently, however, we did
not directly address certain aspects of
care unique to WC, such as how well the
guideline recommendations addressed
the assessment of work ability status,
work preclusions, and causation.

The legislated mandate to curtail
inappropriate utilization led us to focus
on conditions and interventions that
are important drivers of medical costs,
and such conditions and interventions
generally pertain to later stages in the
clinical course of work-related injuries
rather than the first several visits. Nev-
ertheless, a large randomized con-
trolled trial has demonstrated that bet-
ter care during the initial stages of
musculoskeletal injuries, with careful
attention to returning patients to work
at the earliest appropriate opportunity,
can substantially reduce temporary and
permanent disability as well as total
costs, yielding a return of $11.00 for
each dollar invested.” Selecting only
guidelines that can be used to curtail
inappropriate utilization may, there-
fore, not be in the best long-term inter-
ests of either injured workers or WC
payers; it may also be beneficial for
states to select high-quality guidelines
that describe optimal care early on.

Indeed, a much more comprehen-
sive approach to improving the quality
of the medical care that injured work-
ers receive may be needed. Current
outcomes for injured workers, at least
in California, are far from optimal,
with over half not having recovered
after a year.?® Prior studies examining
quality of care across the US health
care system as a whole have found it to
be poor, with care that is consistent
with rigorously developed quality
measures only about half the time.*®
Similar studies examining the quality
of WC care, particularly for the criti-
cal, early phases of treatment, have yet
to be performed. Guidelines are one
tool for improving quality, but provid-
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ers often do not adhere to them, for a
variety of reasons.”’ > States can im-
plement mandatory guidelines for UM
relatively easily, but doing so for crit-
ical aspects of clinical care that are not
routinely subject to utilization review
would require a different oversight
system, such as quality of care report
cards or another mechanism. Given the
possibility that improving quality
might improve both clinical outcomes
and reduce total costs, it may represent
a unique opportunity to forge a con-
sensus between injured workers and
payers.

In summary, this study demon-
strated that it is feasible to rationally
select among guidelines even within
the time and resource constraints that
are common in the rapidly shifting
world of state policy construction. The
11-step process outlined here should
prove useful to other states that are
considering implementing mandatory
guidelines for use in UM and possibly
to any policymaker considering guide-
line use for any condition. Policymak-
ers should pay particular attention to
the initial step in this process, develop-
ing the “mandate,” meaning defining
the intended purpose for which guide-
lines will be used. For example, in
WC, implementing guidelines to limit
the utilization of costly services may
reduce medical expenditures, but the
long-term need to improve the quality
of medical care should also be consid-
ered because better care may improve
both the physical health of workers
and the fiscal health of WC payers.
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