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and topics of current Australian guidelines,
and documentation of evidence search and
appraisal processes on which they are based,
it is not possible to assess the degree to
which clinical practice in Australia matches
best practice recommendations in specific
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ABSTRACT

Objective:  To identify the number of Australian clinical practice guidelines, and their 
key characteristics.
Design, setting and participants:  Clinical practice guidelines that were produced or 
reviewed between 2003 and 2007 for use in Australia at a national or state level were 
identified by approaching health-related organisations and searching websites. Their 
characteristics were abstracted from the published guidelines and publicly accessible 
accompanying material.

 outcome measures:  Number of clinical practice guidelines, key health areas, 
mentation of evidence search and appraisal processes, numbers and types of 
eline producers and funders, presence of competing interest statements.
lts:  313 clinical practice guidelines were identified, of which 91 (29%) were 
nce-documented, either in the guideline itself or in an accessible accompanying 
ment. Over 80 guideline producers were identified. Federal or state government 

agencies produced or contributed funding to 53% of the guidelines (167/313); 28% of 
the guidelines supported by government agencies (46/167) were categorised as 
evidence-documented. A review date was specified in 52% of evidence-documented 
guidelines (47/91), but a third of these had passed the review date at the time of our 
study and no updated guidelines were found. Areas with a large burden of disease did 
not necessarily receive government support for guideline development. Most guidelines 
(246/313; 79%) made no mention of possible competing interests of members of the 
guideline development group.

Conclusions:  A more coordinated approach to identifying national priorities for 
developing and updating clinical practice guidelines may produce better returns on 
investment in Australian guidelines. In addition, more transparency in documenting the 
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guideline development process, including details on competing interests, is needed.
vid
lin
resE
 ence-based clinical practice guide-

es translate findings from health
earch into recommendations for

clinical practice1 and, when implemented,
can improve health outcomes.2-4 Currently,
Australian clinical practice guidelines are
produced by disparate groups, including
government agencies and professional socie-
ties. Without information on the number

areas, or to identify priorities for guideline
implementation.

A 1993 study of national and state clinical
practice guidelines identified 34 clinical
practice guidelines produced by 32 organi-
sations.5 None of these guidelines fully
described their methods for finding and
synthesising evidence, and 29 of the 34
guidelines gave no description of the meth-
ods used to identify evidence.

In 2006, the National Institute of Clinical
Studies (NICS) initiated a study of national
and state Australian clinical practice guide-
lines to identify priorities for future imple-
mentation programs. The study continued
after NICS became an institute of the
National Health and Medical Research
Council (NHMRC) in 2007. Here, we report
the study findings, including the extent to
which clinical practice guidelines produced
between 2003 and 2007 documented their
evidence search and appraisal processes.

METHODS

Identification of guidelines
In 2006, 179 Australian national and state
h ea l th - re l a t ed  organ i sa t i on s  w ere
approached to obtain clinical practice guide-
lines that they had produced or endorsed for
use within the previous 5 years. Non-
responding organisations received a follow-
up letter and telephone call. Organisations
that were identified as guideline producers
were contacted again in 2007 and 2008 to
ensure that new and updated guidelines had
been identified. This approach was supple-
mented by searching websites of the follow-
ing Australian sources: the Department of
Health and Ageing, the Department of Veter-

ans’ Affairs, the NHMRC, the Australian
Commission on Safety and Quality in
Health Care, all state and territory health
departments, and The Medical Journal of
Australia. The United States National Guide-
line Clearinghouse and the New Zealand
Guidelines Group websites were also
searched for Australian guidelines.

Inclusion and exclusion criteria
Clinical practice guidelines were defined as
documents containing recommendations to
assist practitioner and patient decisions
about appropriate health care for specific
clinical circumstances. A modified form of
the US National Guideline Clearinghouse
inclusion criteria was used.6 Included guide-
lines did not need to show evidence of
systematic development, but did need to
contain recommendations concerning indi-
vidual health care and be: produced or
reviewed between 2003 and 2007 (the most
recent version was assessed); produced by a
national medical specialty association, pro-

fessional society, government agency or
other health organisation; and intended for
use at national or state level. The following
were excluded: policy, procedural and pro-
tocol statements; ethics guidelines; formu-
laries; documents produced by a health
service or hospital (unless endorsed for
wider use by a national or state organisa-
tion); and guidelines produced before 2003
and reissued without review.

Assessment of guidelines
All identified documents were screened
against the inclusion criteria by two people
(K C C, plus one other person). Those that
met the inclusion criteria were assessed
independently by two people (K C C or
H A B, plus one other person); this involved
abstracting information about the key health
area (based on the primary topic of the
guideline), sources of funding, producers,
documentation of the evidence search and
appraisal process, citation of NHMRC guid-
ance for guideline development, competing
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interest declarations, and plans for review.
Documentation of the evidence appraisal
process was determined by reviewing the
information provided in the guideline or in
a publicly accessible accompanying docu-
ment. A guideline was classified as “evi-
dence-documented” if, as a minimum, a
brief description of a literature review that
contained some specific details of the search
and appraisal process was given. Guidelines
without mention of a literature review, and
those that stated that a literature review had
occurred but gave no specific details, were
classified as “not evidence-documented”,
even if references were listed in the guide-
line. A guideline producer was defined as
the group responsible for development of
the guideline. An organisation was classified
as a funder if the guideline explicitly stated
that the organisation had provided funding.
Disagreements between assessors were
resolved by discussion and recourse to a
third assessor if necessary (K C C or H A B).

RESULTS
Of the 1014 documents received from
national and state health-related organisa-
tions or identified through website searches,
313 met the inclusion criteria for clinical
practice guidelines produced or reviewed
between 2003 and 2007. The reduction
from 1014 to 313 documents resulted from

document duplications and documents that
were not related to clinical practice or were
public health guidelines. Ninety-one of the
313 clinical practice guidelines (29%) were
classified as evidence-documented, and 60
of these described their evidence search and
appraisal process in sufficient detail for it to
be replicated. Box 1 shows the numbers of
guidelines, with and without evidence doc-
umentation, by key health area.

Over 80% of the evidence-documented
guidelines (76/91) cited one or more of the
NHMRC “guidelines for guidelines” series of
publications.1,7-12 Twenty-three percent of
the guidelines without evidence documen-
tation (50/222) also cited one or more of the
publications from this series.

Box 2 shows numbers of guidelines, with
and without evidence documentation, by
category of guideline producer. More pro-
ducers than guidelines were identified,
because some guidelines had multiple pro-
ducers. Eighty-two separate organisations or
one-off collaborations were involved in pro-
ducing guidelines.

More than half of the guidelines (173/313)
did not include a statement about funding
sources. Box 3 shows the numbers of guide-
lines, with and without evidence documenta-
tion, by key health areas and federal or state
government agency support. Federal or state
government agencies produced or funded
53% of the guidelines (167/313). Twenty-
eight percent of government-supported
guidelines (46/167) were categorised as evi-
dence-documented. Almost all of the guide-
lines on drugs and alcohol received some
government support. In contrast, most of the
guidelines on cardiovascular and renal dis-
ease were funded by non-government
sources. Pharmaceutical companies were
identified as funders of 27 guidelines, 20 of
which were evidence-documented.

Box 4 shows the numbers of evidence-
documented guidelines produced or
reviewed between 2003 and 2007 that
would expire or require review if expiry
dates of 5 years and 3 years were applied.
Guideline producers specified a review date
for 52% (47/91) of the evidence-docu-
mented guidelines in our study. For 14 of
these guidelines, the guideline producer
specified that a review should happen in
2007 or earlier but the guideline had not
been reviewed by the specified date.

Most of the guidelines made no mention
of possible competing interests (Box 5), and
specific information on how any competing
interests were managed during guideline
development (eg, whether individuals with
financial ties to specific companies partici-

pated in formulating recommendations for
use of these companies’ products) was not
published in any of the guidelines. Of 22
organisations that produced or co-produced
five or more guidelines during the study
period, competing interest policies specific
to guideline development were available on
the websites of four, while eight had general
competing interest policies applying to com-
mittees, authorship or relationships with
pharmaceutical companies. No information
about competing interest policies was pub-
lished on the websites of the remaining 10
organisations.

DISCUSSION
We identified 313 Australian clinical prac-
tice guidelines, including 91 evidence-docu-
mented guidelines. About half of the
guidelines were funded or produced by
government agencies, of which 28% were
evidence-documented. Most of the guide-
lines made no mention of possible compet-
ing interests.

There has been a substantial growth in the
number of Australian clinical practice guide-
lines in the past 15 years. Our study identi-
fied nine times more guidelines than
identified in 1993,5 although our search was

1 Clinical practice guidelines by key 
health area

Key health 
area

Evidence-
documented 

(n=91)

Not evidence-
documented 

(n=222)

Asthma 2 11

Cardiovascular 
disease

3 15

Cancer 11 6

Diabetes 7 4

Drugs and 
alcohol

5 28

Infectious 
diseases

2 22

Injury 7 6

Mental health 7 15

Musculoskeletal 
disease

3 4

Obesity 2 1

Pregnancy and 
childbirth

4 16

Renal disease 19 3

Other 19 91

2 Clinical practice guidelines by 
category of guideline producer*

* As some guidelines had multiple producers, 
there are more producers than guidelines.
† National government includes the following 
agencies or an expert group appointed by them: 
the Department of Health and Ageing, Australian 
Health Ministers’ Advisory Council, Department of 
Veteran’s Affairs, National Blood Authority and 
National Health and Medical Research Council 
(NHMRC).
‡ State government includes state government-
funded groups such as the Western Australian 
Therapeutic Advisory Group, New South Wales 
Therapeutic Advisory Group and Motor Accidents 
Authority of NSW. ◆

Category of 
guideline 
producer

Evidence-
documented 

(n=91)

Not evidence-
documented 

(n=222)

National 
government†

12 22

State 
government‡

10 86

National 
condition-
specific group

30 29

Medical colleges 7 30

Specialty society 11 34

Other 25 47
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more extensive and not confined to guide-
lines for medical practitioners. In 1993,
15% of guidelines described the methods
used to identify evidence and none gave full
descriptions of these methods.5 In our study,
nearly a third of guidelines provided specific
details of the search and appraisal process,
and almost 20% fully described the process
in the guideline or an accompanying docu-
ment. Given the extent to which NHMRC
guidelines for guidelines1,7-12 (which have a
strong focus on review and use of evidence)
were cited by the guidelines identified in our
study, it is reasonable to conclude that the
NHMRC has been influential in improving
this aspect of the quality of Australian clini-
cal practice guidelines.

A 1997 study of 286 Australian general
practitioners showed that 88% of GPs
thought it was extremely or very important
that a guideline be evidence-based.13 Docu-
mentation of the evidence search and
appraisal process provides prospective
users with information about the evidence
basis for guideline recommendations. In
our study, if there was a guideline in a
clinical area where there was no evidence to
guide practice, the guideline would still
have been classified as evidence-docu-
mented if some details had been given
about a literature search, even if the search
proved fruitless. A majority of guidelines
produced in several key health areas —
such as asthma, cardiovascular disease,

drugs and alcohol, and infectious diseases
— did not document the evidence review
process. This may be because the guidelines
are based on consensus rather than evi-
dence, because a non-systematic approach
to evidence review was used, or because the
guideline producers feel it is unnecessary to
provide basic details about the process to
prospective guideline users. Although there
is little point in producing voluminous
information about guideline development
methods, if the information needed to guide
clinical practice is not easily identifiable or
accessible, it is important that guideline
users are able to reach informed judgements
about the basis for recommendations.
Transparency and conciseness are not
incompatible — many of the guidelines
classified as evidence-documented in our
study described their evidence-appraisal
process in less than a page or provided
information about the review in a separate,
publicly available document.

Our study had some limitations. Assessors
did not check whether the evidence search
and appraisal process described for guide-
lines categorised as evidence-documented
was the most appropriate for the topic under
review, so some guidelines included in this
category may be based on inappropriate or
poor-quality reviews. On the other hand,
some guidelines that were based on struc-
tured literature reviews may have been cate-
gorised as not evidence-documented because

no details of the process were provided in a
publicly available document. Similarly, data
on funding and competing interests were
derived from information provided in the
guidelines and accompanying material. Also,
despite extensive efforts to identify all
national and state guidelines produced dur-
ing the study period, some documents may
have been missed.

The need for transparency and appropriate
management of competing interests has been
highlighted recently in Australia and over-
seas.14-18 It is important that guidelines are
not biased, or perceived as biased, because of
financial or other competing interests of indi-
viduals or groups involved in the guideline
development process. Competing interests of
guideline developers were poorly recorded in
the guidelines that we assessed — they were
infrequently reported within the guidelines,
and policies on management of competing
interests were not clearly stated by many
organisations that produced multiple guide-
lines. This highlights the importance of clear
local guidance and the need for revised
NHMRC guidelines in this area.

The effort and resources needed to pro-
duce clinical practice guidelines are largely
wasted if guidelines are not easily available to
their target audience beyond the initial publi-
cation date. We found that there was no easy
way to find locally produced guidelines on
specific topics. For example, clinical guide-
lines on websites are hard to locate, particu-
larly if the documents do not have the term
“clinical guidelines” in their title or content.
To help improve access to current guidelines,
the NHMRC launched a Clinical Practice
Guidelines Portal in February 2010 (http://
www.clinicalguidelines.gov.au/) which pro-
vides information on current Australian
guidelines, with links to the websites of agen-
cies that publish guidelines. This should also
help identify gaps and duplications in the
pool of currently available guidelines.

4 Year of expiry or review for 
evidence-documented clinical 
practice guidelines (n = 91)

Year

Using 5-year 
expiry or 

review date

Using 3-year 
expiry or 

review date

2008 14 60

2009 18 17

2010 28 14

2011 17 —

2012 14 —

3 Clinical practice guidelines by key health area and federal and state 
government agency support

Funded or produced by 
government agencies (n = 167)

Not funded or produced by 
government agencies (n = 146)

Key health area

Evidence-
documented 

(n = 46)

Not evidence-
documented 

(n = 121)

Evidence-
documented 

(n = 45)

Not evidence-
documented 

(n = 101) 

Asthma 2 9 0 2

Cancer 8 3 3 3

Cardiovascular disease 2 1 1 14

Diabetes 5 0 2 4

Drugs and alcohol 5 27 0 1

Infectious diseases 1 16 1 6

Injury 2 4 5 2

Mental health 7 9 0 6

Musculoskeletal disease 1 1 2 3

Obesity 2 0 0 1

Pregnancy and childbirth 2 9 2 7

Renal disease 3 1 16 2

Other 6 41 13 50
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Government agencies produced or funded
just over half the clinical practice guidelines
identified in our study. Despite this, most
health departments had no central point of
reference for guidelines and were unable to
provide comprehensive information about
the guidelines they produced, commissioned
or helped fund. This probably reflects the
“bottom-up” way in which guideline activity
has grown in Australia, with government
support for guideline development occurring
as one of a range of activities within particular
departmental health program areas rather
than as a specifically identified function of
government. The benefits of a bottom-up
approach are that government health depart-
ments can be locally responsive to needs
expressed by clinicians, and that there may
be less clinical concern about bureaucratic
involvement in clinical practice issues. How-
ever, the lack of coordination associated with
this approach leads to gaps and duplications,
and an inconsistent approach to ensuring that
guidelines are of high methodological quality.

One key rationale for development of
clinical practice guidelines is the rapid
growth in research knowledge in some clini-
cal areas, which means that recommenda-
tions for best practice may change as the
results of important studies or new treat-
ments become available. The value of evi-
dence-based guidelines therefore depends
on the extent to which guideline recommen-
dations reflect current knowledge. However,
a sporadic one-off approach to guideline
funding means that there is no ongoing
commitment to ensuring that guidelines in
clinically important areas are kept up to

date. Also, little research on when and how
guidelines should be updated has been car-
ried out. The only empirical study on how
quickly good-quality guidelines become
outdated that has been published to date
showed that half of such guidelines were
outdated within 5.8 years of being pro-
duced.19 The authors recommended that, as
a rule, guidelines should be reassessed for
validity every 3 years. If a scheduled review
date of 3 years was applied to the group of
evidence-documented guidelines in our
study, 60 of the 91 guidelines would have
required reassessment by the end of 2008; if
a scheduled review date of 5 years was
applied, 32 would have required review by
the end of 2009. Within the study period,
15% (14/91) of the evidence-documented
guidelines had already passed the review
dates recommended by their authors.

High-quality clinical practice guidelines
provide an opportunity to close the gaps
between current clinical practice and best
available evidence. Given the large number
of clinical practice guidelines being pro-
duced in Australia, a substantial amount of
money and effort is being spent on guideline
production, with federal and state govern-
ments supporting much of this activity.
However, there are deficiencies in the docu-
mentation of basic information that could
help users assess guideline quality, such as
information about literature searches and
review processes and management of com-
peting interests. A requirement that govern-
men t- funded guide l ines under take
systematic literature reviews and document
these processes may result in the production

of fewer high-quality guidelines, but would
help assure potential users that guideline
recommendations reflect the best available
research knowledge. There would be similar
value in a requirement for a transparent
approach to identifying and managing com-
peting interests. In addition, although a
large number of the guidelines that we
identified were government-funded, some
health areas with heavy disease burden do
not appear to have received government
support for guideline production.

A coordinated national approach to fund-
ing, producing and updating high-quality
guidelines in priority health areas may pro-
vide opportunities to gain greater returns on
the current investment in clinical practice
guidelines.

ACKNOWLEDGEMENTS
We thank Therapeutic Guidelines Limited for pro-
viding NICS with free access to their guidelines,
the Joanna Briggs Institute for providing NICS with
free access to literature reviews referenced in their
best practice series, Lauren Wisniewski for helping
to build the guideline database, Vivienne Bernath
for assisting with the literature and website
searches, Natasha Gayfer for assisting with screen-
ing the guidelines, and Annette Lenstra and Agnes
Wilson for assisting with assessing the guidelines. 
This study was funded by the NHMRC.

COMPETING INTERESTS
The authors are employed by the NHMRC.
Heather Buchan has chaired a panel that reviewed
the CARI (Caring for Australasians with Renal
Impairment) guideline program.

AUTHOR DETAILS
Heather A Buchan, MB ChB, MSc, FAFPHM, 
Executive Knowledge and Development Officer
Kay C Currie, BA, GradDipAppPsych, MPH, 
Director, Guidelines Research Program
Emma J Lourey, BA(Hons), Senior Project 
Officer
Geraint R Duggan, BA(Hons), RN, MBioethics, 
Assistant Director, Guidelines Research 
Program
National Institute of Clinical Studies, National 
Health and Medical Research Council, 
Melbourne, VIC.
Correspondence: emma.lourey@nhmrc.gov.au

REFERENCES
1 National Health and Medical Research Council.

A guide to the development, implementation
and evaluation of clinical practice guidelines.
Canberra: NHMRC, 1999.

2 Menendez R, Torres A, Zalacain R, et al. Guide-
lines for the treatment of community-acquired
pneumonia: predictors of adherence and out-
come. Am J Respir Crit Care Med 2005; 172:
757-762.

5 Clinical practice guidelines by inclusion and type of competing interest statement

* A distinction was made between these categories as the statement “none declared” does not make it clear 
whether a specific statement about the absence of any competing interests was obtained from each member 
of the guideline development group.
† For example, “Some members of the working party have received sponsorship to attend scientific meetings; 
been supported in the conducting of clinical trials; or been involved in an advisory capacity by pharmaceutical 
and biochemical companies”. ◆

Competing interest statement

Evidence-
documented 

(n = 91)

Not evidence-
documented 

(n = 222)

Statement not included 59 187

Statement included

None* 0 1

None declared* 7 10

Declared

Recorded during guideline development but not published 15 17

Published using a non-specific statement† 2 2

Published using a specific statement 8 5
MJA • Volume 192 Number 9 • 3 May 2010 493



R ESEARCH
3 Fonarow GC, Abraham WT, Albert NM, et al.
Association between performance measures
and clinical outcomes for patients hospitalized
with heart failure. JAMA 2007; 297: 61-70.

4 Du Pen SL, Du Pen AR, Polissar N, et al.
Implementing guidelines for cancer pain man-
agement: results of a randomized controlled
clinical trial. J Clin Oncol 1999; 17: 361-370.

5 Ward JE, Grieco V. Why we need guidelines for
guidelines: a study of the quality of clinical
practice guidelines in Australia. Med J Aust
1996; 165: 574-576.

6 National Guideline Clearinghouse. Inclusion
Criteria. http://www.guideline.gov/submit/
inclusion.aspx (accessed Dec 2008).

7 National Health and Medical Research Council.
How to review the evidence: systematic identi-
fication and review of scientific literature. Can-
berra: NHMRC, 2000.

8 National Health and Medical Research Council.
How to present the evidence for consumers:
preparation of consumer publications. Can-
berra: NHMRC, 2000.

9 National Health and Medical Research Council.
How to put evidence into practice: implemen-
tation and dissemination strategies. Canberra:
NHMRC, 2000.

10 National Health and Medical Research Council.
How to use the evidence: assessment and
application of scientific evidence. Canberra:
NHMRC, 2000.

11 National Health and Medical Research Council.
How to compare the costs and benefits: evalu-
ation of the economic evidence. Canberra:
NHMRC, 2001.

12 National Health and Medical Research Council.
Using socioeconomic evidence in clinical prac-
tice guidelines. Canberra: NHMRC, 2003.

13 Gupta L, Ward JE, Hayward RS. Clinical prac-
tice guidelines in general practice: a national
survey of recall, attitudes and impact. Med J
Aust 1997; 166: 69-72.

14 Boyd EA, Bero LA. Improving the use of
research evidence in guideline development: 4.
Managing conflicts of interests. Health Res Pol-
icy Syst 2006; 4: 16.

15 Van Der Weyden MB. Doctors and the pharma-
ceutical industry: time for a national policy
[editorial]? Med J Aust 2009; 190: 407-408. 

16 Choudhry NK, Stelfox HT, Detsky AS. Relation-
ships between authors of clinical practice
guidelines and the pharmaceutical industry.
JAMA 2002; 287: 612-617.

17 Van Der Weyden MB. Clinical practice guidelines:
time to move the debate from the how to the
who [editorial]. Med J Aust 2002; 176: 304-305.

18 Lo B, Field MJ, editors. Conflict of interest in
medical research, education, and practice.
Washington: National Academies Press, 2009.
http://www.nap.edu/openbook.php?record_
id=12598&page=R1 (accessed Mar 2010).

19 Shekelle PG, Ortiz E, Rhodes S, et al. Validity of
the Agency for Healthcare Research and Qual-
ity clinical practice guidelines: how quickly do
guidelines become outdated? JAMA 2001;
286: 1461-1467.

(Received 14 Sep 2009, accepted 11 Feb 2010) ❏
494 MJA • Volume 192 Number 9 • 3 May 2010


	Identification of guidelines
	Inclusion and exclusion criteria
	Assessment of guidelines



