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Description: Recommendation on screening for urinary incon-
tinence in women by the Women's Preventive Services Initiative
(WPSI), a national coalition of women's health professional orga-
nizations and patient representatives. The WPSI's recommenda-
tions are intended to guide clinical practice and coverage of ser-
vices for the Health Resources and Services Administration and
other stakeholders. The target audience for this recommenda-
tion includes all clinicians providing preventive health care for
women, particularly in primary care settings. This recommenda-
tion applies to women of all ages, as well as adolescents.

Methods: The WPSI developed this recommendation after eval-
uating evidence regarding the benefits and harms of screening
for urinary incontinence in women. The evaluation included a
systematic review of the accuracy of screening instruments and
the benefits and harms of treatments. Indirect evidence was

used to link screening and health outcomes in the chain of evi-
dence that might support screening in the absence of direct ev-
idence. The WPSI also considered the effect of screening on
symptom progression and avoidance of costly and complex
treatments, as well as implementation factors.

Recommendation: The WPSI recommends screening women for
urinary incontinence annually. Screening ideally should assess
whether women experience urinary incontinence and whether it af-
fects their activities and quality of life. The WPSI recommends refer-
ring women for further evaluation and treatment if indicated.
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Urinary incontinence, the involuntary loss of urine, is
characterized by 3 main types: urgency, stress, and

mixed (1). Affecting an estimated 51% of women over-
all, urinary incontinence increases in prevalence with
age, ranging from 13% in young, nulligravid women to
25% in reproductive-age, 47% in middle-age, 55% in
postmenopausal, and 75% in older women (2–4). These
rates are twice those reported in men (3). Of women
with symptoms, 32% to 51% have episodes daily and
20% to 32% weekly (5). In a national survey, symptoms
of incontinence were reported by 44% of white, 29% of
African American, and 35% of Hispanic women (5). Uri-
nary incontinence adversely affects a woman's physical,
psychological, and social well-being by limiting partici-
pation in social gatherings and work activities, interfer-
ing with sexual function, and reducing independence
(6). Associated medical conditions include urinary tract
infections, skin ulceration, and fractures resulting from
falls occurring at night or while rushing to avoid urge
incontinence episodes.

Obesity (7–9) and a history of vaginal delivery (10)
are important risk factors for urinary incontinence.
Symptoms also are associated with potentially modifi-
able factors, such as smoking, caffeine consumption,
diabetes, depression, vaginal atrophy, and constipation
(11), as well as other factors, including menopausal sta-
tus, hysterectomy, cognitive and functional impairment,

and chronic medical conditions (12). In the United
States, the direct cost of urinary incontinence care is
approximately $19.5 billion (13), with direct medical
and nonmedical costs of $51.4 billion (14). Approxi-
mately 6% of nursing home admissions of older women
are attributed to urinary incontinence (15), costing $3
billion per year (15).

Despite its high rates and adverse effects on
health, well-being, and function, urinary incontinence is
underreported by women and therefore infrequently
recognized by clinicians. In a survey, approximately
55% of women with urinary incontinence did not report
symptoms to their health care providers (6) because of
embarrassment, stigma, or acceptance as normal. How-
ever, symptoms may be treated by behavioral, non-
pharmacologic (16), pharmacologic (16–18), and surgi-
cal interventions, depending on the type and severity
of incontinence and patient preferences. Early interven-
tion may reduce symptom progression, improve imme-
diate and long-term quality of life, and limit the need
for more complex and costly treatment (19).

WOMEN'S PREVENTIVE SERVICES INITIATIVE
The Women's Preventive Services Initiative (WPSI)

is a national coalition of 21 health professional organi-
zations and patient representatives that develops, re-
views, updates, and disseminates evidence-based clin-
ical recommendations for women's preventive health
care services in the United States (20).

The WPSI is supported by the U.S. Department of
Health and Human Services, Health Resources and Ser-
vices Administration (HRSA), and is led by the American
College of Obstetricians and Gynecologists (ACOG). It
was launched in 2016 to continue the work of the for-
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mer Institute of Medicine (IOM) (now the Academy of
Medicine) Panel on Preventive Services for Women
(21), which issued 8 clinical recommendations in 2011
that were accepted for coverage and implementation
under the Patient Protection and Affordable Care Act
(22). The prevention services mandate of the Afford-
able Care Act requires covered services to be incorpo-
rated into private and public insurance benefits, with
no cost sharing or deductible charges to patients (22).
Similar to the IOM panel's guidelines, WPSI recommen-
dations are intended to guide clinical practice and cov-
erage of services for the HRSA and other stakeholders.
Initial WPSI work focused on reviewing and updating
the IOM recommendations, and these updates were
adopted by the HRSA in December 2016 (23). The
WPSI will review its recommendations every 5 years
and at any time relevant new evidence becomes
available.

The WPSI focuses on gaps in current prevention
recommendations for women. These include services
that the U.S. Preventive Services Task Force (USPSTF)
considered but for which it provided indeterminate rec-
ommendations, such as grade C (provide service for
selected patients depending on individual circum-
stances) and I (insufficient evidence to assess benefits
and harms) (24). Additional gaps include existing rec-
ommendations with a narrow scope, areas with new re-
search, and topics not addressed by other guideline
groups.

The WPSI bases its recommendations on evidence
of both benefits and harms of an intervention or service
and an assessment of the balance between the two
(25). Cost is not considered in assessing a service. The
WPSI recognizes that many of the most important
clinical questions regarding effective use of preventive
services are not addressed by research studies, partic-
ularly those involving adolescents, pregnant and post-
partum women, or elderly women. In these cases, com-
pelling indirect data also are considered to determine
benefits and harms.

The WPSI based its rationale for urinary inconti-
nence screening on several considerations. Screening

has the potential to identify urinary incontinence in
many women who silently experience its adverse ef-
fects but may benefit from appropriate evaluation and
treatment. Effective screening may lead to earlier or
more timely treatment, including behavioral, medical,
and surgical interventions, depending on the patient's
age and the type and severity of symptoms.

RECOMMENDATION FOCUS AND TARGET

POPULATION
This is a new recommendation based on evidence

of the benefits and harms of screening for urinary in-
continence in women, including a new systematic re-
view of the accuracy of screening instruments (26) and
recently published systematic reviews on the benefits
and harms of treatments. The evidence on urinary in-
continence screening was not evaluated previously in a
scientific review, and no clinical practice guidelines ex-
ist for screening. Previous guidelines developed by dif-
ferent professional organizations (12, 16, 18, 27, 28)
addressed women with symptoms who are referred for
diagnostic evaluation and treatment, not screening.
The target audience for this recommendation includes
all clinicians providing preventive health care for
women, particularly in primary care settings. This rec-
ommendation applies to women of all ages, as well as
adolescents.

METHODS
WPSI Topic Selection and Recommendation
Development

The Evidence-based Practice Center methods of
evidence review (25) are adapted from the USPSTF (29)
and the previous IOM Panel on Preventive Services for
Women (21). Details on methods, processes, and fund-
ing are available on a public Web site (20).

The WPSI is overseen by an advisory panel of rep-
resentatives from ACOG, the American Academy of
Family Physicians, the American College of Physicians,
and the National Association of Nurse Practitioners in

Figure. Organizational structure of the WPSI.

Advisory Panel 

ACOG, ACP, AAFP, NPWH, previous IOM members,
and Pacific Northwest EPC 

 

Multidisciplinary Steering Committee

Coalition of national provider organizations,
public health professionals, consumer organizations,

patients, methodologists, content experts, and
 providers with expertise across a woman’s lifespan   

Implementation Steering Committee 

Coalition of national and local provider and
consumer organizations and patient representatives
that implements and disseminates preventive care
recommendations from WPSI adopted by HRSA  

AAFP = American Academy of Family Physicians; ACOG = American College of Obstetricians and Gynecologists; ACP = American College of
Physicians; EPC = Evidence-based Practice Center; HRSA = Health Resources and Services Administration; IOM = Institute of Medicine; NPWH =
National Association of Nurse Practitioners in Women's Health; WPSI = Women's Preventive Services Initiative.
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Women's Health, representing most women's health
care providers in the United States (Figure). In addition,
3 experts in women's preventive health care and evi-
dence review serve on the advisory panel. Members of
the Multidisciplinary Steering Committee are invited
representatives of 21 women's health professional or-
ganizations and patients who select topics and develop
and vote on recommendations. A separate Implemen-
tation Steering Committee plans dissemination. Scien-
tific review of evidence is conducted by the Pacific
Northwest Evidence-based Practice Center Committee,
and conflicts of interest are evaluated before ap-
pointment and annually by the advisory panel, which
determines eligibility for participation after an ACOG
process.

The WPSI selects topics that fill gaps in existing
screening and prevention guidelines and that meet el-
igibility criteria. Criteria include conditions that affect a
broad population of women; that are specific, more
common, more serious, or differ in women; and for
which prevention would have a large potential effect on
women's health and well-being. Additional criteria re-
quire that the health service be a primary or secondary
prevention service feasible for practice in the United
States, including screening, counseling, immunization,
and preventive medication or therapy, and that the
quality and strength of evidence directly or indirectly
support its effectiveness.

The topic of urinary incontinence screening was se-
lected by a vote of the Multidisciplinary Steering Com-
mittee members. The scope and key questions were
developed by the advisory panel with additional input
from subject experts. A systematic review addressing
the key questions was conducted by the Pacific North-
west Evidence-based Practice Center and presented to
the WPSI Multidisciplinary Steering Committee at an in-
person meeting (26, 29).

Members discussed the strengths and limitations of
the evidence for urinary incontinence screening, in-

cluding weighing the benefits and harms. The commit-
tee considered the quality and applicability of direct
evidence indicating benefits and harms of screening on
health outcomes, indirect evidence of the validity of
screening instruments, and the effectiveness and ad-
verse effects of treatments for urinary incontinence.
Health outcomes included improved symptoms, func-
tion, and quality of life. Indirect evidence was used to
link screening and health outcomes in the chain of ev-
idence that might support screening in the absence of
direct evidence. The committee also considered the ef-
fect of screening on symptom progression and avoid-
ance of costly and complex treatments, as well as im-
plementation factors.

The WPSI recommendations are based on reaching
a threshold of supportive evidence, similar to the pre-
vious IOM panel (21). Once the draft recommendation
was developed, it was made available online to the
public for a 6-week comment period. The committee
reviewed and considered all submitted comments be-
fore voting on the final recommendation. At least 75%
agreement from all voting committee members was re-
quired for adoption. The recommendation for annual
urinary incontinence screening in women was adopted
by HRSA in December 2017 and will be incorporated
into the summary of covered benefits for preventive
services without cost sharing, as required by the Af-
fordable Care Act. Covered benefits apply to non-
grandfathered group health plans and issuers of non-
grandfathered group and individual health insurance
coverage.

Evidence Review
The systematic review focused on key questions

about urinary incontinence screening in women not
previously diagnosed and not currently pregnant. Key
questions included the effectiveness of urinary inconti-
nence screening in improving symptoms, quality of life,
and function and the accuracy and adverse effects of
screening methods, including differences across popu-
lation subgroups. Two contextual questions regarding
the effectiveness and adverse effects of urinary in-
continence treatments were addressed by recently
published systematic reviews (17, 30 –39). Details of
the systematic review and contextual questions are
summarized in a technical report and accompanying
article (26).

The systematic review identified no studies di-
rectly evaluating the effectiveness or adverse effects
of screening. Consequently, the review focused
on indirect evidence of the diagnostic accuracy of
screening tests and the effectiveness and adverse ef-
fects of treatment.

Accuracy of Screening Methods
Seventeen studies evaluated the accuracy of 18

screening methods against a clinical diagnosis of in-
continence or diagnostic test results (Table 1) (26, 40–
56). Screening methods included brief clinician- or
self-administered questionnaires describing symptoms.
Responses typically were scored by using a Likert scale
or other point system. Diagnostic cut points were de-

Table 1. Screening Instruments for Urinary Incontinence*

Instrument Reference

Actionable Bladder Symptom Screening Tool 45
Bladder Control Self-Assessment Questionnaire 40
Bristol Female Lower Urinary Tract Symptoms

questionnaire
67

Detrusor instability score 68
Gaudenz–Incontinence–Questionnaire 48
Incontinence screening questionnaire 47

Michigan Incontinence Symptom Index 55
1 question 56

Overactive Bladder Awareness Tool 69
Questionnaire for Urinary Incontinence Diagnosis 43
Questionnaire 41
3 Incontinence Questions 44
Self-report 42, 46, 50
Symptoms 54
Urgency score 52
6-item Urogenital Distress Inventory 70, 71

* Boldface indicates studies that are most applicable to screening in
primary care settings.
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Table 2. Strength of Evidence

Question Number of Studies
and Designs

Summary of Findings Limitations Strength of
Evidence*

Overall
Applicability†

KQ 1. Effectiveness of
screening for urinary
incontinence in
improving
symptoms, quality of
life, and function

No studies Not applicable Not applicable Insufficient Insufficient

KQ 2a. Accuracy of
methods to screen
for urinary
incontinence;
differences between
subgroups

17 diagnostic accuracy
studies of 18
different methods
(n = 4542)

Accuracy measures varied across
methods. Of studies most
applicable to screening,
AUROC estimates ranged from
0.68 to 0.88 (MISI, B-SAQ, and
OAB-V8).

Narrow patient spectrum
(symptomatic referral
population), the
reference standard
was not credible or
replicable, nonblinded
outcome assessment
was used, and each
method was tested in
only 1 small study

Low Low

KQ 2b. Adverse effects
of screening

No studies Not applicable Not applicable Insufficient Insufficient

KQ 3a. Accuracy of
diagnostic methods
in women with
urinary incontinence
detected by
screening

No studies Not applicable Not applicable Insufficient Insufficient

KQ 3b. Adverse effects
of diagnostic
methods in women
with urinary
incontinence
detected by
screening

No studies Not applicable Not applicable Insufficient Insufficient

CQ 1. Effectiveness of
treatments for
urinary incontinence
in improving
symptoms, quality of
life, and function

10 systematic reviews
and 1 narrative
review

Effective treatments include
weight loss, pelvic floor muscle
training, medications
(duloxetine, tolterodine,
darifenacin, solifenacin, and
fesoterodine), and surgical
interventions (synthetic
midurethral mesh slings,
urethral bulking agents,
retropubic suspension, and
fascial slings) for selected
cases of stress incontinence.
Ineffective treatments include
fluid restriction, bladder
training, and intravaginal or
intraurethral devices.

Number and quality of
trials vary by
treatment; the
magnitude of effect for
medications is low
(absolute risk
difference <20% for all
drugs)

Low to moderate
depending on
treatment

Moderate

CQ 2. Adverse effects
of treatments for
urinary incontinence

10 systematic reviews
and 1 narrative
review

Discontinuation rates and
adverse effects, including dry
mouth, constipation,
heartburn, and urinary
retention, are more common
with medications; information
on long-term safety is
unavailable. Adverse effects
with nonpharmacologic/
nonsurgical treatments are
uncommon. Surgical
complications include direct
injury to the lower urinary tract
and hemorrhage, infection,
bowel injury, or wound
complications.

Information on long-term
medication safety is
unavailable

Low to moderate
depending on
treatment

Moderate

AUROC = area under the receiver-operating characteristic curve; B-SAQ = Bladder Control Self-Assessment Questionnaire; CQ = clinical question;
KQ = key question; MISI = Michigan Incontinence Symptom Index; OAB-V8 = Overactive Bladder Awareness Tool.
* “High” indicates high confidence that the evidence reflects the true effect; further research is very unlikely to change confidence in the estimate
of effect. “Moderate” indicates moderate confidence that the evidence reflects the true effect; further research may change confidence in the
estimate of effect and may change the estimate. “Low” indicates low confidence that the evidence reflects the true effect; further research is likely
to change confidence in the estimate of effect and is likely to change the estimate. “Insufficient” indicates that evidence is either unavailable or does
not permit a conclusion.
† Describes how well the overall body of evidence would apply to the U.S. population on the basis of settings, populations, and intervention
characteristics (high, moderate, low, and insufficient).
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termined by comparing scores against reference stan-
dards that differed across studies, including clinical di-
agnosis based on physical examinations, tests, and
urodynamic testing. Several studies reported results
specifically for stress and urge (or overactive bladder)
incontinence, as well as general or mixed incontinence.
Results were expressed as the area under the receiver-
operating characteristic curve (AUROC) concordance
statistics, sensitivity and specificity values, and positive
and negative predictive values or likelihood ratios.
Studies did not provide information to assess differ-
ences across population subgroups based on age, so-
ciodemographic, and cultural groups or among women
with comorbid conditions or those using additional
medications.

Although all studies generally were designed to
determine the accuracy of patient reports before diag-
nostic evaluations by specialists, most were based in
referral clinics and enrolled women with incontinence
symptoms. Two studies meeting criteria for good or fair
quality did not recruit participants on the basis of incon-
tinence symptoms and more closely reflected the pop-
ulation of women expected to be screened in routine
clinical practice. Screening instruments evaluated in
these 2 studies included 8 to 10 items that were easily
scored and interpreted in primary care settings. In
these studies, the instruments demonstrated fairly high
levels of accuracy—most AUROC values were 0.80 or
higher for stress, urge, and mixed incontinence (Michi-
gan Incontinence Symptom Index, Bladder Control
Self-Assessment Questionnaire, and Overactive Blad-
der Awareness Tool).

Effectiveness of Treatment
The effectiveness of treatments for urinary inconti-

nence has been evaluated in systematic reviews of sur-
gical (30, 32, 33, 57) and nonsurgical (17, 34, 36, 37,
58, 59) interventions. In addition, a narrative review re-
cently summarized some of the most commonly used
treatments and highlighted an approach to initiate con-
servative and medical therapy while incorporating pa-
tient preference into evaluation and treatment (11).

Randomized trials and observational studies indi-
cate that weight loss improves urinary incontinence
symptoms in women who are obese, particularly those
with stress versus urge incontinence (34, 58, 59).
Women who received pelvic floor muscle training were
more likely than control participants to report cure or
symptom improvement and had better satisfaction and
quality of life (36). In these studies, pelvic floor muscle
training was defined as a program of repeated volun-
tary pelvic floor muscle contractions taught and super-
vised by a health care professional. Intravaginal or in-
traurethral devices for treating incontinence were not
effective in trials, although studies enrolled few partici-
pants, had short follow-ups, and were otherwise meth-
odologically limited (17, 39).

In randomized trials, medications were more effec-
tive than placebo in improving continence, but the
magnitude of the effect was low (absolute risk differ-
ence, <20% for all medications) (17, 37). Two agents

(solifenacin and fesoterodine) demonstrated dose–
response effects on symptom improvement in treat-
ment versus control groups (17).

Surgical interventions generally are reserved for
women whose symptoms do not improve sufficiently
with more conservative therapies but may be the first
treatment choice depending on the severity and cause
of symptoms (57). Synthetic midurethral mesh slings
are the most common primary surgical treatment for
stress incontinence (16). Other surgical options include
urethral bulking agents, retropubic suspension, and
fascial slings, although trials using these approaches
were methodologically limited (60–62).

Adverse Effects of Treatment
No harms were identified in studies of behavioral

interventions, such as pelvic floor muscle training or
weight loss programs (34, 58, 59). In a large system-
atic review of nonsurgical treatments for urinary in-
continence (17, 39), discontinuation rates and ad-
verse effects were more common among patients
who received pharmacologic treatment. Common
adverse effects included dry mouth, constipation,
heartburn, and urinary retention (17, 37). Information
on long-term safety of medications is generally un-
available. Surgical complications included direct in-
jury to the lower urinary tract and general surgical
problems, such as hemorrhage, infection, bowel in-
jury, and wound complications (60 – 62).

Assessment of Benefits and Harms
In the absence of direct evidence of the benefits

and harms of screening, the WPSI based its recommen-
dation on the high prevalence of urinary incontinence
in women; its effect on health, quality of life, and func-
tion; and indirect evidence on the accuracy of tests that
may be used for screening in primary care settings and
the effectiveness and harms of treatment.

A summary of evidence is presented in Table 2. On
the basis of 17 studies of 18 screening methods that
might be used in clinical settings, the WPSI determined
that the strength of evidence is low regarding the accu-
racy of brief clinician- or self-administered question-
naires in identifying women with urinary incontinence.
Methods used in studies that did not recruit partici-
pants on the basis of incontinence symptoms are more
applicable to population screening than those investi-
gated in trials recruiting patients from specialty clinics.

The WPSI determined that the strength of evidence
ranges from low to moderate for the effectiveness of
treatment and low to moderate for adverse effects, de-
pending on specific treatments. How participants in the
treatment trials were identified and diagnosed with uri-
nary incontinence is unclear, but the applicability of the
studies is probably moderate overall. Although the
magnitude of treatment effects was modest in the trials,
any improvement in symptoms might have an impor-
tant effect on a woman's life. Adverse effects varied
from none with behavioral interventions to serious
complications from surgical interventions. The adverse
effects of pharmaceutical treatments are common and
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often lead to discontinuation rather than unfavorable
health outcomes. Assessing the balance between treat-
ment benefits and harms is difficult because of the dif-
ferent types of urinary incontinence and their degrees
of severity, requiring an individualized approach to
treatment.

Overall, the WPSI determined that the benefit–
harm balance would probably be favorable for many
women, although more definitive studies are needed
to improve and strengthen current evidence. Although,
like the previous IOM panel, the WPSI bases its guid-
ance on a certain threshold of supportive evidence, the
recommendation presented here could be translated
to a weak-level recommendation on the basis of the
American College of Physicians guideline grading sys-
tem, adopted from the GRADE (Grading of Recommen-
dations Assessment, Development and Evaluation)
work group (Table 3) (63, 64).

RECOMMENDATION
The WPSI recommends screening women for uri-

nary incontinence annually. Screening ideally should as-
sess whether women experience urinary incontinence
and whether it affects their activities and quality of life.
The WPSI recommends referring women for further
evaluation and treatment if indicated.

The WPSI provides additional guidance regarding
the decision to implement screening. It recommends
that although increasing parity, advancing age, and
obesity are associated with an increased risk for urinary
incontinence, these factors should not be used to limit
screening. Screening tools demonstrate fair to high ac-
curacy in identifying urinary incontinence in women. Al-
though minimum screening intervals are unknown,
given the prevalence of urinary incontinence, that many
women do not volunteer symptoms, and the multiple,
frequently changing risk factors associated with incon-
tinence, annual testing is reasonable.

Screening should include the use of validated as-
sessment instruments that include questions about
whether a woman has symptoms of urinary inconti-
nence; the type and degree of incontinence; and how
symptoms affect her health, function, and quality of life.
Several brief clinician- or self-administered question-
naires for primary care settings identify women with
stress, urge, or mixed incontinence and may be used to
guide diagnostic evaluations and management.

In a previous recommendation adopted by HRSA,
the WPSI advised that women receive at least 1 preven-
tive health care visit each year beginning in adoles-
cence and continuing across the lifespan (65). The
primary purpose of this visit is the delivery and coordi-
nation of recommended preventive services as deter-
mined by age and risk factors. The preventive health
visit may be an opportunity to screen for urinary incon-
tinence, potentially including the questions on an in-
take form or in a check-in process.

FUTURE RESEARCH
So far, no trials have been conducted on the effec-

tiveness and harms of urinary incontinence screening
to improve symptoms, quality of life, and function. Al-
though screening recommendations for other condi-
tions, such as osteoporosis (66), also lack screening ef-
fectiveness trials, this research would strengthen the
evidence base. In addition, studies on the incidence
and prevalence of urinary incontinence are needed to
better identify risk factors over the life course, as well as
factors related to progression, and to assess differ-
ences among women on the basis of sociodemo-
graphic and other characteristics. This information
would help target screening efforts. Additional re-
search on the feasibility, accuracy, and effectiveness of
screening instruments in larger, more diverse screen-
ing populations is needed to establish a standardized
screening method and reference standards that could
be widely implemented in routine practice. More stud-
ies, including head-to-head trials comparing the effec-
tiveness and adverse effects of various treatments, as
well as combinations and sequences of treatments, are
needed to improve patient and clinician decision mak-
ing. Information on long-term drug safety is currently
unavailable but necessary to more accurately weigh the
benefits and harms of screening.

CONCLUSION
Urinary incontinence adversely affects health, qual-

ity of life, and function for most women at some point in
their lives, yet it is underdiagnosed and undertreated in
the United States. Standardized screening in routine
clinical practice, particularly as part of a preventive
health care visit, has the potential to identify affected
women and initiate diagnostic evaluations and treat-
ment. No clinical recommendations addressing routine
screening for urinary incontinence have been issued
from guideline groups, although recommendations for
diagnostic evaluations and treatment are available and
have generally been accepted as standards of care.
The implementation of universal screening through the
use of a brief questionnaire might identify symptoms of
urinary incontinence before they further affect women's
lives.

Table 3. The American College of Physicians' Guideline
Grading System*

Quality of
Evidence

Strength of Recommendation

Benefits Clearly Outweigh Risks
and Burden or Risks and Burden
Clearly Outweigh Benefits

Benefits Finely Balanced
With Risks and Burden

High Strong Weak
Moderate Strong Weak
Low Strong Weak

Insufficient evidence to determine net benefits or risks

* Adopted from the classification developed by the GRADE (Grading
of Recommendations Assessment, Development and Evaluation)
workgroup.
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