
2410  |  	﻿�  Int J Rheum Dis. 2023;26:2410–2418.wileyonlinelibrary.com/journal/apl

Received: 13 June 2023 | Revised: 5 September 2023 | Accepted: 11 September 2023

DOI: 10.1111/1756-185X.14926  

O R I G I N A L  A R T I C L E

Prioritization of clinical questions for the Australian 
Living Guideline for the Pharmacological Management of 
Inflammatory Arthritis

Samuel L. Whittle1,2  |   Vanessa Glennon1 |   Rachelle Buchbinder1

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited.
© 2023 The Authors. International Journal of Rheumatic Diseases published by Asia Pacific League of Associations for Rheumatology and John Wiley & Sons 
Australia, Ltd.

1School of Public Health and Preventive 
Medicine, Monash University, Melbourne, 
Victoria, Australia
2Rheumatology Unit, Queen Elizabeth 
Hospital, Adelaide, South Australia, 
Australia

Correspondence
Samuel L. Whittle, The Queen Elizabeth 
Hospital Rheumatology Unit, Woodville 
South, SA, Australia.
Email: sam@whit.tl

Funding information
Hospital Research Foundation; National 
Health and Medical Research Council, 
Grant/Award Number: APP1194483; New 
Zealand Musculoskeletal (ANZMUSC) 
Clinical Trials Network Centre of Research 
Excellence, Grant/Award Number: 
APP1134856

Abstract
Aim: Living guidelines aim to reduce delays in translating new knowledge into practice 
by updating individual recommendations as soon as relevant new evidence emerges. 
We surveyed members of the Australian Rheumatology Association (ARA) to develop 
a list of priority questions for the Australian Living Guideline for the Pharmacological 
Management of Inflammatory Arthritis (ALG) and to explore clinicians' use of clinical 
practice guidelines.
Methods: An electronic survey of ARA members was performed in two phases. 
The first survey contained questions about current guideline use and beliefs and 
invited participants to submit at least three questions relevant to the management 
of rheumatoid arthritis (RA). In the second round, participants selected 10 questions 
they considered to be the highest priority from the collated list and ranked them in 
priority order. The sum of ranks was used to generate a final priority list.
Results: There were 115 (21%) and 78 (14%) responses to the first and second survey 
rounds respectively. 87% of respondents use existing rheumatology guidelines 
in their usual practice, primarily EULAR guidelines. Most respondents favored 
the development of Australian rheumatology guidelines. In total, 34 potential 
recommendation topics were identified and ranked in order of priority.
Conclusion: A list of 34 clinical questions about RA management, ranked in order 
of importance by clinicians, has informed the development of the ALG. Similar 
prioritization exercises in other contexts may permit guidelines to be tailored to the 
needs of guideline users in their specific context, which may facilitate international 
collaboration and promote efficient translation of evidence to practice.
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1  |  BACKGROUND

Clinical practice guidelines are an important tool for improving the 
translation of research into practice, reducing unwanted variation 
in care, and facilitating shared clinical decision-making.1 The re-
cent emergence of living evidence methodology has been a major 
advance in guideline development. Living systematic reviews are 
performed with the same methods and rigor as standard systematic 
literature reviews, but are designed a priori to enable ongoing con-
tinuous surveillance of the literature so that relevant new evidence 
can be incorporated and the review updated in near real-time.2

Similarly, living guidelines are designed to be updated whenever 
relevant new evidence becomes available so that clinicians, consum-
ers, and other guideline users can be confident that the guideline 
recommendations are based on a synthesis of all available evidence. 
A key difference from traditional “static” guidelines is that updates 
to living guidelines occur at the level of the individual recommenda-
tion, whenever new information relevant to the specific recommen-
dation emerges, rather than the guideline as a whole.3 Furthermore, 
living methodology allows guidelines to be developed one recom-
mendation at a time, as resources permit.

Recommendations that are particularly suited to a living ap-
proach focus on topics for which the evidence base remains uncer-
tain, where new evidence is emerging, and that are considered to be 
of high clinical importance.3 A formal process for determining the 
questions of highest relevance to clinicians is an important step in 
developing a guideline that is best suited to a living approach, makes 
efficient use of scarce resources, and is likely to be of value in clinical 
practice.

A variety of methods for priority-setting in guideline develop-
ment have been used, although many have focused on identifying 
which guidelines to develop rather than individual recommendations 
within a guideline.4 A review of prioritization exercises used in the 
development of new health practice guidelines found that most fo-
cused on guideline topics rather than specific clinical questions.5 A 
focus on the questions of highest importance to clinicians has been 
used to develop high-impact international rheumatology guidelines 
by the 3e (Evidence, Expertise, Exchange) Initiative on topics includ-
ing gout,6 undifferentiated peripheral inflammatory arthritis,7 and 
pain management in inflammatory arthritis.8

The Australia and New Zealand Musculoskeletal (ANZMUSC) 
Clinical Trials Network, in conjunction with the Australian Rheuma-
tology Association (ARA), has commenced the development of an 
Australian Living Guideline for the Pharmacological Management of 
Inflammatory Arthritis (ALG).9 The ALG is the world's first rheuma-
tology clinical guideline to be developed using the living methodol-
ogy. It incorporates living systematic literature reviews and GRADE 
methodology to develop recommendations that are based on the 
latest evidence and are tailored to the Australian rheumatology con-
text.10 Involvement of guideline users from the start of the guideline 
development process increases the relevance of the recommenda-
tions to local practice needs and may improve the translation of ev-
idence into practice.11

In order to facilitate the development of the ALG, we undertook 
a survey of members of the ARA with two aims: (1) To systemati-
cally identify and rank in order of priority a set of clinical questions 
regarding the pharmacological management of rheumatoid arthritis 
(RA) and (2) To identify Australian rheumatology clinicians' attitudes 
toward clinical practice guidelines, including their current use, po-
tential barriers, and opinions on the need for an Australian rheuma-
tology guideline.

2  |  MATERIAL S AND METHODS

2.1  |  Design and participants

The prioritization procedure consisted of two consecutive electronic 
surveys of members of the ARA. The process was designed to incor-
porate some of the features of the Delphi methodology, including 
anonymous participation and iteration of responses based on sum-
mary and feedback, in order to generate a consensus output that is 
not dominated by an individual or small group of participants.12 The 
ARA is the professional association for rheumatologists, rheumatol-
ogy trainees, and rheumatology health professionals in Australia. At 
the time of the study, ARA membership comprised 377 rheumatolo-
gists, 112 advanced trainees in rheumatology, and 61 other health 
professionals (including nurses, physiotherapists, occupational ther-
apists, podiatrists, scientists, and other health professionals with an 
interest in rheumatic disease). An email was sent to all 550 members 
of the ARA on 24 January 2020 and 28 April 2020 inviting them to 
participate in each round of the survey, respectively.

Plain Language Summary

•	 Clinical questions that are most suited to living guidelines 
are those for which there is uncertainty in the evidence, 
new evidence is emerging, and which are considered by 
clinicians to be the most important questions. However, 
few guidelines have surveyed potential guideline 
users to identify the clinical questions of the highest 
importance.

•	 As part of the development of the Australian Living 
Guideline for the Pharmacological Management of 
Inflammatory Arthritis, the first rheumatology guideline 
to use living evidence methodology, 34 potential recom-
mendation topics were identified and ranked in order of 
priority by rheumatologists and rheumatology health 
professionals.

•	 Replication of the prioritization exercise in other health-
care settings may help to further define the questions 
most suited to international collaboration and permit 
resources to be directed to a global living evidence syn-
thesis for the most important questions.
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All ARA members were invited to participate in the second round 
of the survey regardless of their participation in the first round. A 
reminder email was sent 2 weeks after the initial invitation for each 
round of the survey. Each survey was closed 6 weeks after the initial 
email. All responses were anonymous.

Ethics approval was granted by the Central Adelaide Local 
Health Network Human Research Ethics Committee (CALHN refer-
ence number 12728).

2.2  |  Patient and public involvement

Patients and/or the public were not directly involved in the design, 
conduct, reporting, or dissemination plans of this research. Patients 
are involved in the production of the ALG, including guideline panel 
membership and authorship of recommendations.

2.3  |  Survey procedure

An online platform (SurveyMonkey, Momentive Inc.) was used to 
collect the data. The survey questions used in each round are in-
cluded in Appendices S1 and S2.

The first survey round introduced the living guideline project 
and invited participants to nominate at least three (and up to 10) 
questions that they thought ought to be addressed in a guideline for 
the pharmacological management of RA. Potential questions were 
entered by participants as free text. Participants were encouraged 
to choose brief questions related to a specific aspect of their daily 
practice, rather than broad topics, and were provided with two ex-
ample questions.

The complete set of questions submitted by participants in the 
first survey round was collated, duplicates were removed, and, 
where appropriate, similar or overlapping questions were merged. 
The remaining questions were further refined and collated to facil-
itate the final ranking survey. Submitted responses that contained 
only broad topics rather than clinical questions, those that did not 
relate to the pharmacological management of RA, and questions 
that were not directly related to clinical practice, were also removed. 
Where necessary, the wording of individual questions was edited 
for clarity, to incorporate overlapping themes, or to ensure that they 
were phrased as a clinical question.

The refined set of questions formed the basis for the second 
survey round. The questions were presented to participants in 
random order. Participants were instructed to choose 10 ques-
tions that they considered to be the highest priority and then rank 
them in order of importance from 10 (most important) to 1 (least 
important).

In addition, the first survey collected demographic information, 
including gender, number of years in clinical practice, and the loca-
tion and type of practice (public hospital vs. private practice, urban 
vs. rural or regional). Participants were also asked about their current 
use of clinical practice guidelines, barriers to their use of guidelines, 

and whether they thought that Australian rheumatology guidelines 
were necessary.

2.4  |  Analysis

A final priority list was generated according to the sum of ranks. For 
each respondent, the highest-ranked question received 10 points, 
decreasing by 1 point for each lower rank to a score of 1 point for the 
tenth-ranked question. The sum of points allocated by all respond-
ents for each question provided the total ranking score. The final set 
of questions in order from the highest to lowest total ranking score, 
the total score, and the number of respondents who included each 
question in their top 10 are reported. All other data are presented 
descriptively.

3  |  RESULTS

There were 115 (21%) and 78 (14%) responses to the first and second 
survey rounds respectively (see Table 1). 95% of participants in both 
survey rounds were rheumatologists, representing 29% and 20% of 
all Australian rheumatologists in the two surveys respectively. Only 
two rheumatology trainees participated in each round of the survey. 
The rheumatologists who participated in each round of the survey 
were representative of the Australian rheumatology workforce in 
terms of gender, years of experience, practice setting (private prac-
tice vs. public hospital), and practice location (urban vs. regional or 
rural).13 43% of participants in the first survey and 51% of partici-
pants in the second survey were female, which is consistent with the 
proportion of female rheumatologists in Australia (47%). The gender 
distribution of respondents was also consistent with the Australian 
rheumatology workforce composition across all strata of age, prac-
tice type, and location. Hospital-based rheumatologists and private 
practitioners were equally represented among survey respondents, 
and there was a broad range of clinical experience. Most participants 
reported working primarily in an urban setting, consistent with the 
Australian rheumatology workforce distribution.

A majority of respondents to the first survey (51%) indicated 
that they believed that Australian rheumatology guidelines are 
necessary, 19% indicated that they were not and a further 30% 
were unsure (Table 1). 87% reported using existing rheumatology 
clinical guidelines in their usual practice either “sometimes” (59%) 
or “often” (28%); the most commonly used guidelines were those 
produced by the European Alliance of Associations for Rheuma-
tology (EULAR) (46%) and the American College of Rheumatology 
(ACR) (36%).

A variety of barriers to greater use of clinical guidelines were 
reported. The most common were concerns that guideline rec-
ommendations may not be applicable to individual patients (35% 
of respondents to this question), interrupt the clinical interaction 
(35%), and may be difficult to access (31%). The majority of re-
spondents who currently use clinical guidelines, and a quarter of 
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    |  2413WHITTLE et al.

those who do not use guidelines, reported that they would use 
guidelines more frequently if they were integrated into their clin-
ical practice software.

A total of 443 potential guideline questions were submitted by 
respondents to the first survey. After grouping and merging redun-
dant and overlapping questions, 69 unique questions remained. This 

list of questions was further refined to remove questions that were 
outside the scope of the guideline (e.g., questions that were not re-
lated to pharmacotherapy). Where appropriate, questions with over-
lapping themes were further combined into a single question. For 
example, several questions relating to the use of disease-modifying 
anti-rheumatic drugs (DMARDs) in the setting of a specific comor-
bidity (e.g., liver disease or renal impairment) were combined into a 
broader question regarding DMARDs and comorbidity. The wording 
of the remaining questions was adjusted where necessary to retain 
the format of a clinical question. This resulted in a final set of 34 
unique clinical questions which formed the basis for the second 
round of the survey. Table 2 lists these questions in order of their 
final ranking.

All 34 questions in the second survey were included in the top 
10 by at least two respondents (Table 2). The question with the high-
est ranking score, selected in the top 10 by 47% of respondents, 
related to the best approach to individualizing the choice of DMARD 
in people with RA. Eighteen percent of all participants selected this 
question as the most important. The second highest-ranked ques-
tion, regarding the management of RA in the setting of important 
comorbidity, was selected in the top 10 by the highest proportion of 
respondents (53%) but had a lower total ranking score. Other ques-
tions ranked in the top five related to the best choice of DMARD in 
people with RA who have had an inadequate response to a biologic 
or targeted synthetic DMARD (b/tsDMARD), the use of DMARDs in 
women who are pregnant or breastfeeding, and the best approach 
to tapering or discontinuation of DMARDs.

4  |  DISCUSSION

Our study has identified and ranked 34 clinical questions regard-
ing the pharmacological management of RA in order of importance 
to clinicians. This priority list is directly relevant to the develop-
ment of a living guideline for several reasons. First, it enables the 
guideline recommendations to be developed in order of importance 
to users of the guidelines; less important questions may not need 
to be addressed at all, allowing resources to be allocated to topics 
identified as most important by guideline users. Second, guideline 
recommendations most suited to living methodology are those that 
are of high importance and for which there is existing uncertainty 
in the evidence base.3 In nominating the questions of most impor-
tance to them, survey respondents tended to identify questions for 
which the evidence base is currently sparse, and which are therefore 
potentially ideal for a living guideline if new evidence is expected to 
emerge. Third, the simple online survey methodology permits the 
process to be repeated intermittently in order to ensure that the pri-
ority list itself is a living entity.

Several of the highest-ranked questions related to the best 
choice of DMARD therapy in people with RA. The introduction of 
b/tsDMARDs over the last two decades has led to a rapid expansion 
of therapeutic options and a consequent increase in the complexity 
of therapeutic decision-making. The two highest-ranked questions 

TA B L E  1  Characteristics of survey respondents and their 
guideline use.

Survey 1 
(n = 115)

Survey 2 
(n = 78)

N (%) N (%)

Female 50 (43) 40 (51)

Discipline

Rheumatologist 109 (95) 74 (95)

Rheumatology trainee 2 (2) 2 (3)

Rheumatology nurse 3 (3) 0 (0)

Other health professional 0 (0) 1 (1)

Other 1 (1) 1 (1)

Years involved in rheumatology

0–5 16 (14) 9 (12)

6–10 21 (18) 18 (23)

11–20 25 (22) 18 (23)

>20 53 (46) 33 (42)

Location of practice

Urban 85 (74) 59 (76)

Rural/Regional 14 (12) 9 (12)

Both urban and regional 14 (12) 8 (10)

Not practising 2 (2) 2 (3)

Are Australian rheumatology guidelines necessary?

Yes 59 (51)

No 22 (19)

Unsure 34 (30)

Use of rheumatology guidelines in usual practice

Never 15 (13)

Sometimes 68 (59)

Often 32 (28)

Guideline used most commonly (n = 99)

EULAR 46 (46)

ACR 36 (36)

APLAR 0 (0)

Other 17 (17)

Barriers to guideline use (n = 77)

Not representative of my patients 27 (35)

Interrupt clinical interaction 27 (35)

Personal preference 26 (34)

Difficult to access 24 (31)

Unnecessary with experience 23 (30)

Interfere with autonomy 11 (14)
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2414  |    WHITTLE et al.

TA B L E  2  Clinical questions ranked by survey participants.

Rank
Ranking 
score Question

Number of 
respondents 
who included 
question in their 
top 10

N (%)

1 287 What is the best approach to choosing a DMARD treatment strategy based on individual 
factors including disease severity, serological status, co-morbidities, prognostic factors, 
and other predictors?

37 (47)

2 268 What is the best approach to management of RA in patients with important comorbidity (e.g., 
current or previous cancer, liver disease, lung disease, kidney disease, chronic infection, 
immunodeficiency)?

41 (53)

3 199 What is the best DMARD choice in patients with RA who have failed to respond to treatment 
with a first or multiple biologic or targeted synthetic DMARDs (b/tsDMARDs)?

31 (40)

4 194 How should DMARD therapy be used in women with RA who are pregnant or breastfeeding, 
and in women and men who are planning a pregnancy?

39 (50)

5 189 When and how should b/tsDMARDs and csDMARDs be tapered or discontinued in patients 
with RA who have responded well to treatment?

39 (50)

6 177 Which vaccinations should be offered to patients receiving treatment for RA, and when? 32 (41)

7 158 What is the best approach to the assessment and management of persistent or amplified pain 
in patients with RA?

29 (37)

8 152 What is the best approach to switching DMARD therapy in patients with RA? 28 (36)

9 143 What is the best approach to management of undifferentiated early inflammatory arthritis, 
including asymptomatic seropositive patients?

31 (40)

10 140 What is the best approach to the use of glucocorticoids in patients with RA? 28 (36)

11 137 What is the best DMARD choice in patients with RA who have failed to respond to, or are 
intolerant of, conventional synthetic DMARDs (csDMARDs)?

18 (23)

12 130 What are the best outcome measures and the treatment target in RA? 18 (23)

13 115 What is the best approach to monitoring for the adverse effects of csDMARDs? 21 (27)

14 108 How should DMARDs be used in the perioperative period? 22 (28)

15 95 What is the role of MTX monotherapy versus csDMARD combination therapy in patients 
with RA; and which method of combination of csDMARDs is best?

15 (19)

16 89 What is the best initial DMARD treatment in patients with RA who have not previously 
received DMARDs?

12 (15)

17 86 How should we optimize patient adherence to RA therapy? 15 (19)

18 82 When should b/tsDMARDs be used in combination with csDMARDs or with other b/
tsDMARDs?

15 (19)

19 80 What is the optimal timing for the introduction of DMARDs in patients with early RA? 11 (14)

20 72 Which investigations should be performed before commencing csDMARDs or b/tsDMARDs? 11 (14)

20 72 What is the best treatment for extra-articular manifestations of RA? 18 (23)

22 71 What is the best starting dose, target dose, and route of administration of methotrexate in 
patients with RA?

11 (14)

23 68 What is the role of imaging in aiding management decisions in RA? 16 (21)

23 68 What is the best DMARD therapy in elderly patients with RA? 14 (18)

25 64 How should we define remission in RA? 10 (13)

26 59 What is the best approach to the identification and management of cardiovascular risk in 
patients with RA?

16 (21)

27 43 What is the optimal frequency of clinical assessment in patients with RA? 11 (14)

28 33 How and when should biosimilar drugs be used in RA? 11 (14)

29 28 What is the best approach to monitoring for immunological adverse effects in patients 
treated with rituximab?

7 (9)
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    |  2415WHITTLE et al.

were both related to the individualization of treatment strategies, 
based either on individual predictors of response or major comorbid-
ity. This may reflect the clinical observation that despite the overall 
improvement in RA management in recent years, individual disease 
responses may vary considerably, and reliable predictive biomarkers 
are lacking.14

Many other highly-ranked questions are also related to clin-
ical decisions that are specific to the modern era of rheumatol-
ogy practice. For example, questions related to the best choice 
of DMARD in patients who have had an inadequate response to 
either conventional synthetic or b/tsDMARDs were ranked higher 
than those regarding initial treatment in patients with a new diag-
nosis of RA. In addition, decisions regarding the use of DMARDs 
during pregnancy, breastfeeding, or at the time of elective surgery 
may be more complex in the modern era and, as a result, ques-
tions on these topics were ranked highly. The question of how 
best to reduce or discontinue DMARDs in people with RA who 
have achieved a state of clinical remission was ranked in the top 
five and likely reflects the increasing proportion of patients for 
whom this is a possibility since the emergence of modern treat-
ment strategies.

Several questions identified other important aspects of RA 
treatment, including the use of glucocorticoids, management of 
persistent pain, and monitoring for adverse effects of medications. 
Questions relating to more established interventions, including 
methotrexate monotherapy, hydroxychloroquine, NSAIDs, and sup-
plemental folic acid, received much lower rankings, although even 
the lowest ranked questions (regarding dental care in RA and reti-
nopathy associated with hydroxychloroquine use) were included in 
the top 10 priority list of at least two respondents.

There have been a few similar studies aimed at prioritizing 
questions for clinical guidelines in rheumatology. The 3e initiative 
used similar methodology to ascertain the questions of highest 
importance to clinicians as the basis for developing recommen-
dations, but focused on a series of specific topics related to the 
management of inflammatory arthritis that were determined by 
a steering committee. Several of the questions identified in the 
3e recommendations on the use of methotrexate in RA were also 

identified in our survey, including pre-treatment investigations, 
starting dose, route of administration, use in combination with 
other DMARDs, and use during pregnancy, breastfeeding, and 
elective surgery.15

We have performed a similar prioritization exercise to inform the 
development of an Australian Living Guideline for the Management 
of Juvenile Idiopathic Arthritis (JIA).16 Several questions that are rel-
evant to the management of both adult and juvenile inflammatory 
arthritis were identified in both surveys, including questions regard-
ing DMARD tapering and discontinuation, switching DMARDs in 
those who have not responded adequately to treatment, the best 
investigations before instituting DMARDs, and the choice of out-
come measures.17 Questions regarding pain management, vaccina-
tions, and the best approach to the use of glucocorticoids were also 
identified in both studies.

Our study has also provided important insights into the current 
use of clinical practice guidelines by Australian rheumatologists, po-
tential barriers to greater uptake of guidelines, and the questions 
of the highest importance in the clinic. There was strong support 
from respondents for the development of an Australian rheumatol-
ogy guideline, with fewer than one in five considering an Austra-
lian guideline to be unnecessary. Prior to the recent development of 
the ALG, there have been no Australian guidelines on inflammatory 
arthritis in active development. The most recent local guideline on 
RA was published by the Royal Australian College of General Practi-
tioners in 2009.18 As a result, despite 87% of our survey respondents 
reporting that they use guidelines at least some of the time, Aus-
tralians have needed to use international guidelines, primarily those 
produced by EULAR and the ACR. While these are comprehensive 
and produced in accordance with rigorous methodology, neither the 
EULAR nor the ACR guidelines use living methods and they may not 
necessarily apply to the circumstances or needs of Australian clini-
cians and patients.

An additional barrier to guideline use identified in the first survey 
round was difficulty in accessing guidelines and interruption of the 
clinical interaction. A large proportion of survey respondents indi-
cated that they would use guidelines more frequently if they were 
integrated into their electronic practice software, including those 

Rank
Ranking 
score Question

Number of 
respondents 
who included 
question in their 
top 10

N (%)

30 18 How should osteoporosis be managed in patients with RA? 7 (9)

31 17 What is the best approach to folate supplementation in patients treated with MTX for RA? 5 (6)

32 10 What is the role of NSAIDs in the management of RA? 4 (5)

33 8 What is the best approach to reducing the risk of retinopathy in patients with RA treated 
with hydroxychloroquine?

5 (6)

34 5 What is the role of dental health care in the management of RA 2 (3)

TA B L E  2  (Continued)
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2416  |    WHITTLE et al.

who do not currently use guidelines at all. The ALG is developed and 
hosted on an interactive web application (MAGICapp) that can be 
readily accessed at the point of care and includes relevant additional 
information including practical tips on the implementation of recom-
mendations and patient decision aids.19

Optimization of uptake by clinicians is an important goal of 
guideline developers, in order to best achieve the overarching 
aims of clinical guidelines, namely better evidence-based care 
and improved health outcomes. A number of factors have been 
identified that may improve the implementability of guidelines, 
including those related to both the content and the format of 
the guideline.11,20 It is likely that guidelines that include potential 
users from the beginning of the development process will optimize 
the relevance of the guideline content and may further enhance 
implementability by increasing the credibility and awareness of 
the guideline among potential users.11

An important objective of the living evidence approach is to pro-
mote efficient synthesis and translation of existing and emerging 
evidence. Living systematic reviews are a key driver of efficiency by 
providing a single global summary of evidence for a particular ques-
tion that is continuously updated in near real-time as new evidence 
emerges. This obviates the need for guideline developers to generate 
de novo evidence syntheses on existing topics when new guidelines 
are developed, substantially reducing redundant work and waste of 
scarce financial and human resources.21 Ideally, guideline developers 
working in diverse geographic regions and practice contexts could 
contribute to the development and maintenance of a single living 
evidence synthesis for important clinical questions, which could in 
turn be used as a shared primary evidence source for guideline rec-
ommendations that are developed within the local context. Identifi-
cation of the clinical questions that are most important to guideline 
users may allow limited resources to be directed to such a global evi-
dence synthesis for the most important questions. Replication of the 
current survey in other healthcare settings may help to further define 
the questions most suited to international collaboration.

Our study has several strengths. Survey respondents were a 
broadly representative sample of Australian rheumatologists who 
will be the primary users of the ALG. The anonymous online ranking 
method allowed for questions to be submitted and ranked by all par-
ticipants without influence from opinion leaders and free from any 
agenda or framework that might be influenced by external stake-
holders including policymakers or the pharmaceutical industry. Im-
portantly, although the questions have been identified by Australian 
rheumatologists in order to develop a guideline that will meet the 
specific needs of clinicians working in the Australian context, the list 
of questions is likely to be applicable to other healthcare settings 
and may help to inform prioritization in other countries.

There are some limitations to this study. The response rate (21% 
and 14% for the first and second survey respectively) was relatively 
small, however, response rate has been shown to be a poor predictor 
of response bias in survey research, particularly among relatively ho-
mogeneous professional groups.22,23 The proportion of respondents 
in each of our survey rounds is broadly consistent with other similar 

surveys of professional groups, including response rates of 3.7% and 
9.7% in a guideline prioritization survey undertaken among derma-
tologists.24 Given that respondents to our survey were representa-
tive of Australian rheumatologists in terms of gender, age, and type 
and location of practice, and over 400 questions were submitted in 
the first round of the survey, we consider our findings to be valid. 
Almost all participants were rheumatologists, despite membership 
of the ARA including rheumatology advanced trainees, allied health 
professionals, rheumatology nurses, and scientists. While rheuma-
tologists are likely to be the primary users of the ALG, the relative 
lack of other participants may have limited the breadth or applicabil-
ity of the findings. Further, we did not include healthcare consumers 
or other stakeholders (such as policymakers) in this survey. Inclusion 
of consumers, in particular, is an important component of guideline 
development and, although consumers have been included in all 
other steps in the development of the ALG, consumer participation 
in the prioritization survey is likely to have led to some differences in 
the priority list.25 We aim to include consumers in future iterations 
of our prioritization work.

Development of the ALG has begun, based in part on the high-
priority questions identified in this study pertaining to RA. A multi-
disciplinary guideline panel comprising rheumatologists, consumers, 
immunologists, allied health professionals, and general practitioners 
has developed several living recommendations relating to the use of 
DMARDs, opioids, and glucocorticoids in patients with RA, tapering 
of b/tsDMARDs, and the use of DMARDs in the perioperative pe-
riod. The current set of living recommendations within the guideline 
has been approved by the Australian National Health and Medical 
Research Council (NHMRC). Further recommendations continue 
to be added and the existing recommendations are maintained in 
a living mode where appropriate. The priority list has been a key 
determinant of the choice of each recommendation developed so 
far, however, it has been our experience that other factors have also 
influenced the stepwise development of this living guideline, includ-
ing the specificity of the clinical question, the volume of available 
evidence regarding each question, human and financial resources, 
and the emergence of new and unexpected high-priority topics. The 
latter is exemplified by the urgent need for Australian recommenda-
tions on the use of COVID-19 vaccines in patients on immunomod-
ulatory medications for autoimmune and inflammatory rheumatic 
diseases, a question that could not have been foreseen when the 
first survey was performed in January 2020.26

5  |  CONCLUSION

Our study has identified 34 questions considered by Australian 
rheumatologists to be important in the management of RA, ranked 
in order of importance, that have informed the development of the 
world's first living guideline in rheumatology. Australian rheumatol-
ogists and rheumatology health professionals broadly support the 
development of Australian rheumatology guidelines. Involvement 
of guideline users from the beginning of the guideline development 
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process allows scarce resources to be efficiently allocated to topics 
that are likely to be of the highest value in clinical practice, in order 
to enhance the use of guidelines at the point of care.
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