
REVIEW
Quality and consistency of clinical practice guidelines for 
diagnosis and management of osteoarthritis of the hip and knee: 

a descriptive overview of published guidelines
Marie L Misso, Veronica J Pitt, Kay M Jones, Hayley N Barnes, Leon Piterman and Sally E Green
The Medical Journal of Australia ISSN:
0025-729X 6 October 2008 189 7 394-
399
©The Medical Journal of Australia 2008
www.mja.com.au
Review

dance of evidence available to guide diagno-
sis and management, and many clinical
practice guidelines (CPGs) exist at the local,
national and international level.

The use of evidence-based CPGs to
inform clinical practice is increasing
throughout the world.4 Evidence-based
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ABSTRACT

Objective:  To present a descriptive overview of the quality and recommendations of 
clinical practice guidelines (CPGs) on diagnosis or management of osteoarthritis (OA) 
of the hip and/or knee.
Data sources:  CPGs were identified from several research databases (MEDLINE, 
EMBASE and The Cochrane Library) and guideline-specific databases from 1966 to 
August 2005.
Guideline retrieval:  Thirty-four relevant CPGs were identified.
Data extraction:  Recommendations were extracted from CPGs and categorised 
into: assessment and diagnosis, pharmacological management, nonpharmacological 
management, complementary/alternative therapy, or surgery. The quality of the CPGs 
were assessed by two appraisers using the Appraisal of Guidelines Research and 

ation (AGREE) instrument.
 synthesis:  Most recommendations for aspects of diagnosis and treatment of OA 
 hip and/or knee were consistent among the CPGs included in this study. However, 

ty varied considerably, with few CPGs being “strongly recommended” according to 
GREE quality appraisal instrument.
lusions:  Given the number of CPGs available relevant to OA, and the consistency 

of recommendations within them, and considering the time and resources required 
for CPG development, future efforts to guide management of OA of the hip and/or 
knee may be better directed towards adapting existing CPGs to the local context, 
implementing practices known to be effective, and facilitating research to answer 
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important questions where there is little evidence.
ste
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 oarthritis (OA) is a degenerative

nt disease and is one of the 10
st disabling diseases in devel-

oped countries.1 Self-report data suggest
that 15% of Australians have arthritis, and
much of this burden is OA.2 A major cause
of pain, disability and use of health care
resources among middle-aged and older
people, the costs associated with ongoing
care of patients with OA in terms of medica-
tions, days lost from work, and cost of long-
term care facilities are high.3 There is no
known cure for OA, but there is an abun-

CPGs have the potential to improve the
quality of health care by promoting inter-
ventions of proven benefit and discouraging
unnecessary, ineffective or harmful interven-
tions.5 CPG developers are encouraged to
employ evidence-based principles6,7 and
undertake consultation with relevant stake-
holders, and peer review, dissemination and
implementation, and review and updating
of the resultant CPG.6,7 CPG development
groups should include consumer represent-
atives as well as relevant clinical and meth-
odological experts. The comprehensive
nature of this process means that developing
evidence-based CPGs can take time and be
costly.

Despite this, national and international
organisations are increasingly developing
their own CPGs, potentially leading to mul-
tiple CPGs on the same topic, which may
not be consistent in their recommendations
or quality.7 Duplication of CPGs within the
same clinical area has been demonstrated in
type 2 diabetes,8 acute low back pain9 and
lower-limb OA,10-12 where the recommen-
dations are consistent among CPGs, but the
evidence underpinning these recommenda-
tions varies.8 Methodological quality of
CPGs is found to vary considerably. Overall
quality and transparency of CPG develop-
ment processes, and consistency in report-

ing is poor.9-12 While there have been
descriptive overviews of CPGs for OA of the
hip and/or knee, these reviews have not
performed comprehensive searches and
therefore only contain a subset of available
relevant CPGs, and often conclude with a
call for more CPGs.

Here, we present a comprehensive
descriptive overview and critical appraisal of
CPGs for diagnosis and management of OA
of the hip and/or knee identified through a
comprehensive search. We aim to encourage
future CPG development approaches in OA
(such as adapting existing CPGs) that con-
sider the time- and resource-intensive
nature of this process.

METHODS
This descriptive overview of CPGs for OA
was conducted within a larger study evaluat-
ing a collaborative method to promote best
practice in management of OA of the hip
and/or knee in Victorian general practices.13

One outcome of this larger study was a key
messages table (available at http://
www.cochrane.org.au/projects/osteo_guide-
lines.php) that comprised a summary of
CPG recommendations. This project was
funded by a grant from the Australian Gov-
ernment Arthritis and Musculoskeletal
Quality Improvement Program.

Identification of guidelines
A systematic search was conducted of rele-
vant databases and websites from 1966 to
August 2005 (Box 1). Search terms
included: osteoarthritis knee; osteoarthritis
hip; practice guideline/s; guideline/s; and
combinations of these terms.

Inclusion and exclusion criteria
CPGs were included if they dealt with diag-
nosis and/or management of OA of the hip
and/or knee in any setting. Original CPGs
and their corresponding updates were
included and assessed independently of
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each other. Narrative and systematic
reviews, primary research, economic model-
ling, editorials, letters and comment articles
were excluded.

Quality assessment
The quality of included CPGs was assessed
independently by two appraisers using the
Appraisal of Guidelines Research and Evalu-
ation (AGREE) instrument.14 This instru-
ment is a result of a collaboration of
international researchers and policymakers
from 13 countries which was formed in the
mid 1990s to develop an internationally
recognisable framework to assess the quality
of CPGs. The resultant AGREE instrument is
designed to assist guideline developers,
users and those wishing to critically appraise
CPGs, and consists of 23 items separated
into six domains according to a dimension
of guideline quality. We used the instrument
and accompanying user guide (containing

definitions and additional information for
each item) in this overview to score each
item in each domain. Using the AGREE
protocol, we scored items on a four-point
Likert scale with the following range: 4
(strongly agree); 3 (agree); 2 (disagree); 1
(strongly disagree). Domains were scored by
summing all the item scores in a domain
and standardising the total as a percentage
of the maximum possible score for that
domain. The AGREE instrument states that
it is not possible to set thresholds for the
domain scores to conclude that a guideline
is good or bad. Instead, the domain scores
can be used to help decide whether the
guideline should be strongly recommended
(if over half of the domains score > 60%),
recommended (most of the domains score
> 30%) or not recommended (most of the
domains score < 30%). The most positive
category was chosen in the case of a tie (ie,
CPGs were recommended if half of the
domains scored < 30% and half of the
domains scored > 30%). Disagreements
between appraisers were resolved through
discussion until consensus was reached.

Extraction and classification of 
recommendations
Recommendations were defined as evi-
dence-based statements that promote or
advocate a particular course of action in
clinical practice. From each CPG, recom-
mendations were extracted and categorised
as: assessment and diagnosis; pharmacolo-
gical management; nonpharmacological
management; complementary/alternative
therapy; or surgery.

RESULTS

Our search yielded a total of 291 potentially
relevant articles. Of these, 193 were
retrieved from databases and 98 from web-
sites that specifically publish CPGs. Of the
291 potentially relevant articles, 242 were
excluded after screening the titles and
abstracts, leaving 49 to be assessed based on
the full text version of the article. Of those
49 articles, 34 CPGs were identified for
management of OA of the hip and/or knee
and were included in this overview (Box 2).

Of the 34 CPGs included in our overview,
17 originated from the United States, seven
from the United Kingdom, four from
Europe, two each from Australia and Can-
ada, and one each from South Africa and
Hong Kong; their publication dates ranged
from 1993 to 2005. There was a marked
increase in the number of CPGs developed

since 2000 (28 CPGs), with most being
published in the UK and US. Fourteen CPGs
were newly developed, three were adapted
from existing CPGs, and eight were updates
of existing CPGs. In the case of nine of the
CPGs, it was unclear whether they were
newly developed, adapted or updated.

CPGs varied considerably in format, cov-
erage and scope. For example, some CPGs
provided detailed information about indi-
cators for diagnosis, while other CPGs were
limited to a brief list of indicators only.
Similarly, the scope varied, with some CPGs
being limited to a specific management
modality (pharmacological management)
while  others included more than one or all
possible management modalities (pharma-
cological, nonpharmacological and surgery).
Irrespective of the organisation that devel-
oped the CPG, population, coverage or
scope, most CPGs had similar recommenda-
tions for aspects of diagnosis and treatment
of OA of the hip and/or knee.

Quality assessment
The evaluation of the methodological qual-
ity of the CPGs included in our overview, by
means of the AGREE instrument,14 is sum-
marised in Box 2. Disagreements between
appraisers were rare, and were only in the
order of one item score, where the disagree-
ment was between “agree” and “strongly
agree” or “disagree” and “strongly disagree”,
but not between “agree” and “disagree”.

The quality of CPGs was variable. The
scope and purpose domain was clearly
addressed in most of the CPGs (average
score, 76%), as was clarity and presentation
(77%). By contrast, the stakeholder involve-
ment (35%), rigour of development (47%),
applicability (18%) and editorial independ-
ence (30%) domains were frequently poorly
addressed or omitted. While CPG develop-
ment groups often comprised individuals
from relevant professional groups and the
target users were clearly described, only
three CPGs reported seeking patients’ views
and preferences, and only two CPGs were
piloted among target users. The rigour of the
development methods used was variable
across CPGs. Health benefits, side effects
and risks were frequently considered in
formulating recommendations, and links
were made between the recommendations
and the evidence. However, external review
was omitted in 21 CPGs, and updating
procedures were omitted in 31 CPGs; 14
CPGs failed to address dissemination and
implementation adequately, and 22 CPGs
did not address applicability. Furthermore,

1 Databases and websites that 
specifically publish clinical practice 
guidelines that were searched for 
this review

Databases

• EMBASE

• MEDLINE

• The Cochrane Library

Websites

• National Guideline Clearinghouse

• The National Electronic Library for Health 
Guidelines Finder

• Medical Journal of Australia Clinical 
Guidelines

• National Health and Medical Research 
Council Publications

• New South Wales Therapeutics 
Assessment Group

• Therapeutic Guidelines

• Therapeutic Goods Administration

• Canadian Medical Association Clinical 
Guidelines

• Centers for Disease Control and 
Prevention Guidelines

• Queensland University Clinical Practice 
Guidelines

• New Zealand Guidelines Group

• Primary Care Clinical Guidelines 
(United States)

• Scottish Intercollegiate Guidelines 
Network

• PRODIGY (now called NHS [National 
Health Service] Clinical Knowledge 
Summaries) ◆
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2 Description and quality assessment of clinical practice guidelines for the diagnosis and management of osteoarthritis (OA) of the 

Citation* Developers Published Region Type of OA Setting
New/ 

adapted
No. of 
pages

No. of
development 

group members

1 BSR/RURCP 1993 United Kingdom H & K GP NC 6 17

2 ACR 1995 United States H GP NC 8 8

3 ACR 1995 United States K GP NC 8 8

4 Altman & Lozada 1998 United States H & K GP NC 3 2

5 ACR 2000 United States H & K GP Update 11 5

6 EULAR 2000 Europe K GP New 9 23

7 ICSI 2000 United States K GP Update 5 NC

8 OPOT 2000 Canada OA GP New 24 NC

9 SCCC 2000 Canada OA GP New 13 > 28

10 AGSP–EO 2001 United States OA GP New 16 > 11

11 EULAR 2001 Europe K GP, MS New 10 25

12 NAHS 2001 Australia OA GP New 12 60

13 O’Reilly 2001 United Kingdom OA HP NC 3 1

14 O’Reilly & Doherty 2001 United Kingdom K GP NC 10 2

15 Philadelphia Panel 2001 United States K GP, MS New 20 20

16 AGSP–PPOP 2002 United States OA GP Update 20 13

17 APS 2002 United States OA GP, HP New 188 100

18 AAOS 2003 United States K GP Adapted 16 11

19 AAOS 2003 United States K GP, MS Adapted 16 11

20 Brigham & Women’s 2003 United States OA GP New 12 11

21 EULAR 2003 Europe K GP, MS Update 11 24

22 MQIC 2003 United States OA HP Adapted 11 NC

23 SAMA 2003 South Africa OA GP, MS, S New 19 31

24 CE&HSEU 2004 Australia H & K GP, MS, S New 90 16

25 CUHK 2004 Hong Kong H & K GP New 45 9

26 ICSI 2004 United States K GP Update 43 11

27 EULAR 2005 Europe H GP, MS New 13 23

28 MOVE 2005 United Kingdom H & K GP New 7 20

29 PRODIGY 2005 United Kingdom OA GP Update 74 NC

30 MQIC 2005 United States OA GP Update 1 NC

31 Snibbe & Gambardella 2005 United States OA GP NC 6 2

32 UMHS 2005 United States K GP Update 13 9

33 PCRS NC United Kingdom K GP NC 3 NC

34 PCRS NC United Kingdom OA GP NC 2 NC

AGREE = Appraisal of Guidelines Research and Evaluation instrument.14 BSR/RURCP = Joint Working Group of the British Society for Rheumatology and the Research Unit 
of the Royal College of Physicians. ACR = American College of Rheumatology. EULAR = European League Against Rheumatism. ICSI = Institute of Clinical Systems Improvement. 
OPOT = Ontario Program for Optimal Therapeutics. SCCC = The Second Canadian Consensus Conference. AGSP–EO = American Geriatrics Society Panel on Exercise and 
Osteoarthritis. NAHS = Northern Area Health Service. AGSP–PPOP = American Geriatric Society Panel on Persistent Pain in Older Persons. APS = American Pain Society. 
AAOS = American Academy of Orthopedic Surgeons. MQIC = Michigan Quality Improvement Consortium. SAMA = South African Medical Association.
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 hip and knee

Evidence/
consensus 

based

AGREE score (% of the maximum possible score for each domain)

Levels/grades used
Scope and 
purpose

Stakeholder 
Involvement

Rigour of 
development

Clarity and 
presentation Applicability

Editorial 
independence Recommended

NC NC 50% 17% 29% 75% 61% 25% R

NC EB 78% 8% 26% 50% 6% 8% NR

NC EB 78% 8% 24% 33% 11% 8% NR

NC NC 83% 25% 17% 50% 6% 0 NR

NC EB 67% 21% 36% 42% 28% 25% NR

USAHCP EB & CB 78% 42% 86% 50% 0 17% R

NC NC 56% 0 7% 79% 6% 0 NR

In-house EB & CB 100% 96% 74% 100% 50% 67% SR

NC EB & CB 67% 29% 52% 79% 0 0 R

In-house EB & CB 95% 50% 74% 96% 6% 92% SR

Eccles 199815 EB & CB 78% 33% 69% 58% 0 16% R

NHMRC 1995 EB & CB 89% 38% 24% 92% 17% 17% R

NC NC 83% 8% 11% 71% 6% 8% NR

NC NC 89% 17% 24% 83% 6% 0 NR

In-house EB & CB 89% 58% 86% 88% 27% 42% R

In-house EB & CB 100% 50% 79% 96% 67% 92% SR

In-house EB & CB 100% 58% 76% 100% 94% 100% SR

In-house EB & CB 50% 29% 64% 70% 0 8% R

In-house EB & CB 94% 54% 83% 96% 33% 0 R

NC EB 94% 50% 14% 96% 11% 0 NR

USAHCP EB & CB 89% 38% 83% 54% 6% 25% R

As per ACR 2000 56% 38% 50% 92% 17% 50% R

NC NC 100% 75% 45% 63% 6% 67% SR

NHMRC 1995 EB & CB 39% 42% 67% 83% 6% 0 R

USAHCP EB & CB 94% 45% 41% 100% 22% 25% R

In-house EB 83% 38% 71% 96% 39% 33% R

Shekelle 199916 EB & CB 83% 50% 81% 83% 22% 100% SR

Shekelle 199916 EB & CB 100% 25% 29% 79% 11% 0 NR

NC EB 50% 13% 20% 71% 0 25% NR

As per ACR 2000 50% 13% 20% 71% 0 25% NR

NC NC 94% 45% 50% 100% 22% 67% R

NC EB & CB 17% 0 2% 67% 0 0 NR

NC NC
17% 0 2% 67% 0 0 NR

NC NC

Mean AGREE score  (SD) 76% (22%) 35% (21%) 47% (27%) 77% (19%) 18% (22%) 30% (33%)

Median AGREE score 83% 38% 45% 79% 11% 17%

CE&HSEU = Clinical Epidemiology and Health Service Evaluation Unit. CUHK = Chinese University of Hong Kong. MOVE = The MOVE consensus. PRODIGY = National Health 
Service Clinical Knowledge Summaries. UMHS = University of Michigan Health System. PCRS = Primary Care Rheumatology Society. H = hip OA. K = knee OA. OA = all types of OA. 
GP = general practice. MS = musculoskeletal specialists. HP = health professionals. S = surgeons. NC = not clear. USAHCP = United States Agency for Health Care Policy and 
Research. NHMRC = National Health and Medical Research Council (Australia). EB = evidence based. CB = consensus based. SR = strongly recommended. R = recommended (with 
alterations). NR = not recommended. * Guideline citations are available at <http://www.cochrane.org.au/projects/osteo_guidelines.php>.  ◆
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declaration of financial support for the
development process and independence
from the funding body was poorly reported
(not declared in 25 CPGs). Domain item
scores for each CPG included in this over-
view are available from the authors on
request.

Despite the considerable variation in
quality among the CPGs, six CPGs were
appraised as “strongly recommended”: (i) an
Australian (Clinical Epidemiology and
Health Service Evaluation Unit) evidence-
based clinical pathway for best practice
management of OA of the hip and knee;17

(ii) the Ontario Program for Optimal Thera-
peutics guideline;18 (iii) the American Pain
Society guideline;19 (iv) the American Geri-
atric Society Panel on Persistent Pain in
Older Persons guideline;20 (v) the American
Geriatric Society Panel on Exercise and
Osteoarthris guideline;21 and (vi) the MOVE
consensus guideline.22

Extraction and classification of 
recommendations

A detailed list of recommendations for diag-
nosis and management with supporting evi-
dence in the form of reference lists for each
recommendation was compiled and is avail-
able at <http://www.cochrane.org.au/
projects/osteo_guidelines.php>.

In summary, 28 CPGs recommended
patient education as the mainstay of non-
pharmacological therapy, 27 recommended
strengthening exercises, and 25 recom-
mended weight loss for nonpharmacolo-
gical management of OA of the hip and/or
knee. Paracetamol was recommended for
initial pharmacological management and
for management of mild OA in 34 CPGs.
Nonsteroidal anti-inflammatory drugs were
recommended in 38 CPGs, of which 26
covered the potential adverse effects of this
pharmacological management option. Rec-
ommendations about surgical management
options were consistent across a smaller
number of CPGs (eg, osteotomy recom-
mended in 11 and arthroscopy in three
CPGs).

DISCUSSION

There is substantial investment in the devel-
opment and dissemination of CPGs to
inform clinical practice and promote effect-
ive health care.4 Multiple CPGs on the same
topic are being developed by various local,
national and international organisations,
and these CPGs are not necessarily consist-

ent in either their recommendations or their
quality.7 Where recommendations are con-
sistent, the duplication of effort is time- and
resource-intensive and potentially wasteful;
where inconsistent, they can provide con-
flicting treatment recommendations.23 Ide-
ally, the quality of CPGs, as assessed by a
validated framework, should be consistent
across CPGs regardless of topic or setting.

Our overview describes the number and
content of CPGs for the diagnosis and man-
agement of OA of the hip and/or knee at the
local, national and international level. Treat-
ment recommendations included in these
CPGs are consistent, but only a small
number of the CPGs included were adapted
from existing CPGs — most were newly
developed.

Given the consistency among recommen-
dations in existing CPGs, and the time-
intensive and resource-intensive nature of
CPG development, a possible approach for
future guidance in this setting is the adapta-
tion of existing high-quality CPGs to local
contexts. This could form one step in an
overall implementation strategy to ensure
sustainable quality of care for patients with
OA. Adaptating CPGs to local contexts,
facilitated by key local knowledge transla-
tion experts who have experience in apply-
ing evidence to a local setting, also has the
potential to lead to better uptake of CPGs.
Adaptation of CPGs should be systematic
and transparent, should involve stakehold-
ers, and should report the key factors that
influence decisions, including those in the
original CPG, and the reasons for any modi-
fications that are made.24 Steps often lacking
in the original development process, such as
piloting of CPGs among target users, patient
input and review, auditing, external review,
consideration of organisational barriers, cost
implications and updating plans can be
addressed in the adaptation process.

An example of a framework for identify-
ing CPGs for local adaptation is ADAPTE.25

ADAPTE is useful for determining whether
to adapt an existing CPG by means of a step-
by-step process that promotes the use of
evidence-based and rigorous development
principles, and introduces concepts for
adapting CPGs from their original setting to
different contexts, whether cultural or
organisational.25 Adaptation of CPGs is
addressed in varying levels of detail in hand-
books for preparing CPGs from the Council
of Europe, the National Health and Medical
Research Council (Australia), the National
Institute for Clinical Excellence (UK), the

New Zealand Guidelines Group and the
Scottish Intercollegiate Guidelines Net-
work.26

There have been cases where high-quality
CPGs have been adapted to the local context
and implemented successfully into clinical
practice. One such model is the Australian-
based Health for Kids (HFK) project that is
designed to improve health care for children
through best practice and partnerships
among medical, nursing and allied health
clinicians and consumers.27 The HFK model
involves key local CPG development spe-
cialists adapting existing high-quality CPGs
for local use, and has been implemented in
the care of asthma and diarrhoea.28

In this overview, we have shown an exam-
ple of a large number of CPGs addressing
the same clinical issue. These CPGs were of
varying quality, but consistent in the recom-
mendations given. Given the time and
resources required for evidence-based CPG
development, we encourage future develop-
ers to first determine whether a high-quality
evidence-based CPG already exists for the
clinical topic of interest, and then to assess
whether the CPG is suitable for adaptation
to the local context. If a high-quality evi-
dence-based CPG exists, it may be unneces-
sary to duplicate a search of the primary
research and instead focus on adapting
existing CPGs and addressing the poor
uptake of CPGs by designing well funded
and rigorous implementation and sustaina-
bility strategies for practices known to be
effective, and facilitating research to address
identified areas lacking evidence.
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