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ABSTRACT
Clinical practice guidelines (CPGs) 
are systematically developed state-
ments to assist practitioners and pa-
tients on healthcare decisions. They 
provide recommendations for the av-
erage patient, which should take into 
account individual clinical judgment 
and the patient’s values and expecta-
tions. Quality benchmarks differ from 
CPGs in that they are best practices 
that are medically necessary under al-
most all circumstances, and constitute 
a standard by which quality of care can 
be measured.
Scientifi cally rigorous CPGs should be 
evidence-based and evolve from multi-
disciplinary and systematic develop-
ment processes. To maximize their va-
lidity, the available evidence must be 
graded according to its methodological 
quality and the strength of the recom-
mendations should be based on these 
ratings.
We conducted a systematic review of the 
literature and relevant websites, which 
identifi ed 276 CPGs for the diagnosis 
and/or treatment of musculoskeletal dis-
orders. Of these, 61 were retrieved from 
3 sources: 1) the American College of 
Rheumatology (ACR); 2) the European 
League against Rheumatism (EULAR); 
and 3) musculoskeletal CPGs retrieved 
from the National Guideline Clearing-
house. While use of scientifi c evidence 
was commonly cited in the discussion, 
methodological information was of-
ten lacking, without specifi cation as to 
whether the evidence had been system-
atically reviewed and graded. We also 
observed substantial overlap between 
organizations in the development of 
CPGs for a given disease.
CPGs can improve quality of care 
by providing evidence-based recom-
mendations. However, it is imperative 
that they be developed with the utmost 
transparency, and using a careful and 
systematic appraisal of the totality of 
evidence, with recommendations grad-
ed according a systematic approach to 

avoid bias. While many CPGs exist in 
the rheumatology fi eld, the consensus 
processes followed in their develop-
ment is not always explicit, leading to 
limitations in their interpretations that 
can hamper broader acceptance and 
adoption. 

Introduction
While understanding the pathophysiol-
ogy of any given condition helps to en-
hance our understanding about disease, 
health improvements are ultimately de-
pendent on the translation of scientifi c 
fi ndings into clinical practice, through 
the testing of effectiveness in clinical 
trials and outcomes research, and the 
adequate dissemination of evidence. 
With ever-increasing new developments 
in medical knowledge and technology, it 
is a challenge for individual healthcare 
providers, administrators and policy-
makers to keep abreast of the best and 
most current evidence. Furthermore, the 
growing number of technologies and in-
terventions has led to large variations in 
practice, with both the over- and under-
utilization of effective therapies. Con-
sequently, clinical practice guidelines 
(CPGs) are being increasingly promoted 
to guide individual decision-makers in 
their choices regarding health interven-
tions while ensuring a standard of high-
quality evidence-based healthcare. Sys-
tematically developed, evidence-based 
CPGs can provide important guidance 
to improve best practices and the quality 
of healthcare (1). In this review we aim 
to: 1) describe the methods for guideline 
development and quality assessment; 
and 2) identify CPGs currently availa-
ble for the most common rheumatologic 
diseases.

Clinical practice guidelines (CPGs)
The Institute of Medicine has defi ned 
CPGs as “systematically developed 
statements to assist practitioner and 
patient decisions about appropriate 
healthcare for specifi c clinical circum-
stances” (2), fostering better relations 
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between research and practice, and em-
phasizing quality in healthcare. While 
an examination of the causes and con-
sequences of practice variation is be-
yond the scope of our review, it is clear 
that variations in the diagnosis or treat-
ment of a condition frequently occur, 
even in common clinical scenarios (3). 
Guidelines can improve the consistency 
of care and health outcomes by recom-
mending benefi cial therapies, discour-
aging ineffective ones, and ensuring 
that patients will be appropriately cared 
for, in a similar manner, regardless of 
where or by whom they are treated. The 
ultimate goal of CPGs is to reduce mor-
bidity and mortality from disease and 
its treatment, and improve the quality 
of life and survival, through the most 
effi cient use of healthcare resources 
(1). In this quest, by using a more user-
friendly format, guidelines become a 
more convenient tool, proposing ex-
plicit recommendations that can guide 
the day-to-day care of most patients 
with a given disorder. Guidelines are 
often developed by professional health 
organizations with the goal of improv-
ing health decision-making and quality 
of care for specifi c disciplines. 
Guidelines can also infl uence public 
policy by promoting distributive justice, 
and advocating better delivery of serv-
ices (1). In the current climate of health 
budget cuts, resource allocation needs 
physician involvement; guidelines that 
improve the effi ciency of healthcare 
help avoid unnecessary expenses (4).
Physicians have occasionally op-
posed guidelines by perceiving them 
as “cookbook medicine.” Yet the pri-
mary objective of CPGs is to identify 
all possible decisions, and use evidence 
to improve decision-making in the con-
text of individual clinical judgment and 
the patient’s values. Clinical guidelines 
can therefore improve the quality of 
individual health decision-making 
while making the best possible use of 
resources, combining quality-of-care 
objectives with the fi nancial aims of 
providers and payers (5).  
The fi rst attempt to implement clinical 
guidelines was made in the 1950s, with 
the use of “critical pathways,” includ-
ing multidisciplinary recommendations 
to set the clinical goals that patients 

should aim for during hospitalization, 
along with the optimal sequence and 
timing of interventions by hospital staff 
to attain those goals (5, 6). In the 1970s, 
the need to further develop methodical 
clinical guidance arose, as outcome 
studies identifi ed extensive differences 
among practitioner management strate-
gies for patients with the same health-
care problem (5). The development 
of CPGs assisted in standardizing the 
management of certain diseases. Tra-
ditionally, guidelines originated from 
panels of experts, where agreements 
were reached through open discussion 
without using formal analytical meth-
ods (5). Nowadays, guideline devel-
opment is more structured, including 
a systematic approach and requiring 
formal consensus, usually conducted 
by professional organizations and gov-
ernmental agencies (7).  
As clinical decisions become more com-
plex, often with multiple alternatives, 
there is a growing need to review the 
main options and provide guidance to 
improve health decisions. Many profes-
sional societies and corporations have 
established programs to develop more 
explicit linkages between recommenda-
tions and the supporting evidence (8). 
Since the 1990s, several methods of 
guideline development have been de-
scribed, that involve different aspects 
of treatments such as the assessment of 
safety, economic implications, and pa-
tients’ preferences (9, 10).   
In the late 1990s the Emergency Care 
Research Institute, in collaboration 
with the US Agency for Healthcare 
Research and Quality (AHRQ) and the 
American Medical Association, devel-
oped the National Guideline Clearing-
house, a comprehensive database of 
evidence-based CPGs (11). Since then, 
similar organizations have been created 
in other countries to ensure guideline 
quality (12).   

Guidelines, quality improvement 
and quality indicators 
Demands for higher quality have driv-
en healthcare organizations to strive 
towards achieving benchmarks for 
best practices. Benchmarking is one 
form of measuring quality improve-
ment by identifying quality indicators 

of best practice (13). While CPGs pro-
vide recommendations to be applied 
(sometimes with modifi cations) to the 
average patient, benchmarking stipu-
lates the minimum necessary practices 
required to provide optimal quality of 
care. Benchmarks can serve as a com-
mon tool for healthcare improvement 
by standardizing the level of perform-
ance to be achieved by providers (14). 
Pantall and McGeehan defi ne bench-
marking as: “the continuous, system-
atic search for, and implementation of, 
best practices which lead to superior 
performance” (15). Benchmarking is a 
serial process that gathers information 
for learning purposes, helping to select 
the best practices. The benchmarking 
process involves strategies that cover 
most operational levels such as service 
delivery, management and professional 
operations, and must be based on evi-
dence (13).    
Benchmarks of care are different from 
CPGs in that they are used to set con-
cise, achievable goals for improving 
care, have well defi ned numerators 
and denominators, and are easily and 
reproducibly calculated from existing 
performance data. CPGs nevertheless 
retain a key role in quality of care by 
providing the best available evidence, 
incorporating expert and patient val-
ues, and thereby aiding in the develop-
ment of quality indicators.
Finally, CPGs have broadened their pri-
mary goal of improving quality of care 
to include issues related to legal de-
fence, accounting and insurance terms 
(16). They bridge professionalism and 
regulatory approaches to improve phy-
sician accountability and effi ciency. 
While each institution or provider de-
fi nes its own standard of quality and its 
own performance measures, CPGs can 
provide important consensus regarding 
which “best practices” can be consid-
ered as quality indicators.

Methods in the development of 
clinical practice guidelines
CPGs are being used in many coun-
tries in an effort to improve the qual-
ity of patient care (5). Yet, there are 
increasing concerns about the lack of 
methodological rigor of some guide-
lines, and the coexistence of guidelines 
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with confl icting recommendations (3). 
Different methods have been used in 
guideline development: a) informal 
consensus development, where agree-
ments are reached through open dis-
cussion (unstructured, subjective group 
judgment); b) formal consensus devel-
opment that includes explicit criteria 
to reach consensus, such as structured 
expert panel discussions in closed ses-
sions (standardized opinion gathering); 
c) evidence-based guidelines, where 
there is a direct linkage of recommen-
dations to the quality of the underly-
ing scientifi c evidence; and d) explicit 
guideline development that combines 
scientifi c evidence and formal analytic 
methods with explicit approaches or 
projections of likely benefi ts, harms 
and costs (7).  
These methods help to deal with situa-
tions requiring decision-making when 
the evidence is uncertain. For example, 
expert opinion collaterally with fi rst-
hand experience can play a legitimate 
role in fi lling gaps where there is no 
evidence (4). Overall, to achieve their 
potential as effective tools for improv-
ing healthcare, CPGs need to maximize 
their validity, using a multidisciplinary 
systematic development process in-
formed by evidence (17). Recommend-
ed attributes in evidence-based CPGs 
are presented in Table I. A “standard 
classifi cation scheme” has also been 
proposed to identify and describe the 
most important characteristics of guide-
lines in order to facilitate their review 
(12). Table II shows the classifi cation 
scheme with relevant examples.
To ensure methodological rigor and 
quality, guidelines should be developed 
systematically and fulfi l recommended 
criteria (17). The steps in guideline de-
velopment include: 1) preparatory de-
cisions (selection of the question and 
panel members, justifi cation); 2) as-
sessments of appropriateness (review 
of evidence and expert opinion); 3) ap-
praisal of public policy issues (organi-
zational changes, implications); and 4) 
document development and evaluation 
(drafting of the document, peer review, 
and pre-testing). Figure 1 shows a more 
detailed recommended approach.
One important point to consider in 
guideline development is that recom-

mendations can be based on evidence 
of varying quality, ranging from rand-
omized controlled trials (RCT) to ex-
pert opinion. Therefore, a systematic 
approach that classifi es the type of evi-
dence available and grades the strength 

of the recommendations can minimize 
bias and facilitate the interpretation of 
CPGs (18). Since 1979, when the Ca-
nadian Task Force issued recommen-
dations whose strength was graded, a 
growing number of organizations have 

Table I. Attributes of Clinical Practice Guidelines (CPGs) (12, 18, 20). 

Criteria
• CPGs should contain systematically developed statements that include recommendations, strate-

gies or information that can assist physicians and/or other healthcare practitioners and patients in 
making decisions about appropriate healthcare for specifi c clinical circumstances. 

• CPGs should be produced under the auspices of medical specialty associations; relevant profes-
sional societies, public or private organizations, government agencies at the federal, state, or local 
level; or healthcare organizations or plans. 

• During guideline development, a systematic literature search and/or review of the existing scientifi c 
evidence published in peer-reviewed journals should be performed. 

• The full text guideline should be available upon request in print or electronic format (for free or for 
a fee) in the English language.

• Evidence that the guideline was developed, reviewed, or revised and updated should be docu-
mented.

Principles 
• The recommendations must be evidence-based
• They should be explicitly linked to the type and quality of evidence
• They should be developed by multidisciplinary stakeholder groups

Properties
• The recommendations should defi ne practice questions and explicitly identify all decision options 

and outcomes
• They should explicitly identify, appraise and summarize – in ways that are most relevant to deci-

sion-makers – the best evidence regarding prevention, diagnosis, prognosis, therapy, harm and 
cost-effectiveness

• They should explicitly identify the decision points at which this valid evidence needs to be inte-
grated with individual clinical experience in deciding on a course of action

Table II. Standard classifi cation scheme for clinical practice guidelines.

Example

Clinical specialty Allergy and immunology, rheumatology

Disease/condition Rheumatoid arthritis

Guideline category Assessment of therapeutic effectiveness, rehabilitation

Implementation tools Chart documentation/checklists/forms, quick reference  
 guides/physician guides, slide presentation 

Intended users Advanced practice nurses, managed care organizations

Method of guideline validation Clinical validation – pilot testing, external peer review

Methods used to analyze the evidence Decision analysis, meta-analysis, systematic review with 
 evidence tables

Methods used to assess the quality Expert consensus, subjective review, weighting according to
    and strength of the evidence a rating scheme 

Methods used to collect/select the  Searches by hand of the published literature, searches of
    evidence electronic databases, searches of unpublished data

Methods used to formulate the  Informal expert consensus, expert consensus, consensus
    recommendations development conference, balance sheets

Organization type Federal government agency, independent expert panel, 
 international agency, medical specialty society 

Target population Child, adult; male, female

Treatment/intervention Steroids, biologics
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employed various systems to grade the 
quality of evidence and the strength of 
recommendations (8). 
In an effort to establish standard meth-
ods for developing evidence-based 
practice guidelines, the Appraisal of 
Guidelines Research and Evaluation 
(AGREE) project was initiated in 1998 
(19). It originated from an international 
collaboration of researchers and policy 
makers who worked together to im-
prove the quality of CPGs by creating 
a shared framework for their develop-
ment, reporting and assessment (19). 
The AGREE collaboration has devel-
oped a validated, generic instrument 
that can be used to evaluate CPGs in 
any disease area (17). It focuses on the 
methods used for developing guide-
lines and ensuring the quality of re-
porting; it does not address the clinical 
content of the recommendations, nor 
the quality of the supporting evidence. 

This instrument consists of 23 items or-
ganized into 6 (17). domains; each do-
main is intended to capture a separate 
dimension of guideline quality (Table 
III) The AGREE instrument has been 
offi cially recommended by the Council 
of Europe and by the World Health Or-
ganization (WHO) to help both guide-
line developers and users assess the 
methodological quality of CPGs (19). 

Limitations of guidelines
While CPGs can be an important tool 
in clinical decision-making, there are 
also limitations to their development, 
application and implementation, some 
of which are briefl y discussed below. 

Development
In addition to issues related to qual-
ity, it is important to recognize that 
although well-conducted RCTs are the 
gold standard in clinical research, many 

relevant management questions cannot 
be addressed with this study design. 
Observational studies are often needed 
to evaluate long-term effectiveness and 
toxicity, but they are subject to lower 
ratings in terms of scientifi c rigor, and 
therefore recommendations based on 
observational studies are less defi nitive 
than those based on RCTs.

Applicability
Guidelines are recommendations based 
on the available evidence on how to 
achieve the best clinical management of 
“average” patients. Yet, many patients 
are not “average”, and there is a dan-
ger of using guidelines as “cookbook”
medicine. In addition, guidelines gener-
ally rely primarily on the results of clin-
ical trials, which are often conducted 
in highly selected populations that do 
not represent the “average” patient for 
whom the guidelines were presumably 
drawn up.

Implementation
To be useful, guidelines need to be dis-
seminated, implemented, endorsed and 
used by clinicians. The development 
and dissemination of CPGs is a labori-
ous, time-consuming, resource-inten-
sive process. Therefore, implementa-
tion is often delayed by months or years 
and as a consequence the adoption of 
effective therapies may be delayed. Of 
even greater concern is the fact that 
guidelines can become obsolete as new 
evidence is published. It is therefore 
imperative to review guidelines period-
ically. To avoid these potential pitfalls, 
CPGs must consider all the evidence 
available, including observational stud-
ies, and they need to be explicit about 
the evidence they are based on, includ-
ing specifi cation of the populations to 
which the evidence applies. To be clini-
cally relevant, CPGs must be timely 
and periodically updated.

Clinical practice guidelines in 
rheumatology
Many guidelines have been developed 
for the diagnosis and/or treatment of 
musculoskeletal conditions including 
osteoporosis, osteoarthritis, rheumatoid 
arthritis, vasculitis, systemic lupus ery-
thematosus, gout, and ankylosing spond-

Fig. 1. Steps in CPG development (adapted from ref. 82).
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ylitis (3). We searched MEDLINE®, 
CINAHL and guideline collections 
(AHRQ, Canadian Medical Association 
Infobase, National Guideline Clearing-
house, New Zealand Guidelines Group, 
NICE, Prodigy and the Scottish Inter-
collegiate Guidelines Network) in order 
to identify CPGs related to any of the 
listed conditions. The search criteria 
had neither language nor publication 
date restrictions. Our search identifi ed 
671 relevant citations: of these 266 were 
consensus development conferences and 
were excluded because they did not fulfi l 
the guideline inclusion criteria (12); 114 
CPGs were excluded because they were 
not specifi cally related to our topic; and 
15 additional citations were narrative 
reviews, comments, letters or editorials, 
leaving 276 CPGs in the fi eld of rheu-
matology. This shows the abundance 
and breadth of guidelines in our fi eld.
In order to provide a broad yet com-
prehensive perspective, we selected for 
this review CPGs from three sources: 
1) the American College of Rheuma-
tology (ACR); 2) the European League 

against Rheumatism (EULAR); and 3) 
musculoskeletal CPGs retrieved from 
the National Guideline Clearinghouse. 
We retrieved 61 guidelines pertinent to 
various rheumatic diseases. In Table IV, 
guidelines are listed by organization, 
topic, development type and whether or 
not a systematic review was conducted 
by the authors (defi ned as the inclu-
sion of an explicit statement detailing a 
comprehensive literature search). 
As reported previously by Homik (3), 
we found that the majority of guidelines 
published in rheumatology deal with 
the diagnosis and management of oste-
oporosis, perhaps because of the vari-
ous specialties that take care of patients 
with this disorder, with professional 
organizations that may feel compelled 
to provide their own guidelines. The 
most common approach for developing 
guidelines in rheumatology was expert 
opinion. The publication of the guide-
lines generally provided only the rec-
ommendations, with little background 
on the process by which they were 
developed. Scientifi c evidence was of-

ten cited in the discussion but, for the 
most part, the specifi c methodological 
information provided was insuffi cient 
to assure readers that the evidence was 
reviewed and graded without bias, and 
that the recommendations were in fact 
driven by the evidence.

Conclusions
CPGs in rheumatology have largely 
relied on expert opinion, rather than 
systematic evaluation of the published 
literature, as the basis for their recom-
mendations. This process can under-
mine the authority of guidelines and 
potentially result in contrasting or even 
inappropriate recommendations. With 
comprehensive systematic reviews of 
the literature and guidance by multidis-
ciplinary groups, the bias in evidence 
selection can be minimized; the preci-
sion and signifi cance of treatment ef-
fect estimates can be best evaluated by 
considering all the available evidence, 
with interpretation by various stake-
holders. To the lay public the term CPG 
may represent a high level of scientifi c 
authority, yet not all guidelines are cre-
ated equal. Authors of guidelines have 
the ultimate responsibility to provide 
adequate disclosure of the process by 
which they were developed, including 
statements of confl ict of interest. 
We observed a substantial overlap be-
tween organizations in the develop-
ment of guidelines for specifi c topics. 
Active cooperation between national 
and international organizations could 
yield considerable synergies and im-
prove the overall quality of the rec-
ommendations. The development and 
updating of CPGs require substantial 
resources. Many guideline programs 
throughout the world are using simi-
lar strategies to achieve similar goals, 
resulting in multiple guidelines on the 
same topic. To avoid the unnecessary 
duplication of efforts, guidelines, sys-
tematic reviews and evidence reports 
could be exchanged by the joint devel-
opment of methodologies, collabora-
tion in literature searches for the revi-
sion of guidelines, and organizing the 
joint peer review of draft guidelines. 
Finally, if clinical guidelines are to 
improve quality in practice, they must 
be effectively disseminated and imple-

Table III. The AGREE instrument (ref. 19).

Domain Items

Scope and purpose Overall aim of the guideline expressed in terms of expected health  
 benefi ts (e.g., preventing complications in patients with diabetes mellitus)

Specifi c clinical question covered by the guideline
Target population

Stakeholder involvement Professionals involved in guideline development
Patients involved in guideline development
Target users of the guideline
Pre-testing of the guideline

Rigor of development Search strategy
Rules for including or excluding evidence
Methods used to formulate recommendations
Description of how health benefi ts, side effects and risks of recommen- 

 dations were taken into account
Explanation of which evidence supports each recommendation
Description of external review process
Description of the procedure for updating the guideline

Clarity and presentation Clarity and precision of the recommendations
Degree to which the guideline considers all possible alternatives for action
Ease of use of the guideline
Quality of the strategy for disseminating and fostering implementation of  

 the guideline

Applicability Potential impact of the guideline on organizational structure and 
 practices

Potential impact of the guideline on costs
Criteria for measuring adherence to the guideline

Editorial independence External funding for guideline development
Confl icts of interest of development group members
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Table IV. Guidelines in rheumatology published by various international organizations*.

Organization Year Topic Graded evidence and 
    recommendations

General
American College of Rheumatology                                   2002 (21)                                 Immunologic laboratory testing No
American Pain Society                                                         2002 (22)                                       Pain in OA, RA, JIA Yes
Brigham & Women’s Hospital                                            2003 (23)                         Lower extremity musculoskeletal disorders No
Institute for Clinical Systems Improvement                        2006 (24)                                             Low back pain                 Yes           
                                                                                                      
Rheumatoid arthritis
American College of Rheumatology                                   1994 (25)                                    Methotrexate liver toxicity No
American College of Rheumatology                                    1996 (26)                                              Management No
American College of Rheumatology                                    1996 (27)                                      Monitoring drug therapy No
American College of Rheumatology                                    2002 (28)                                             Management No
American College of Rheumatology                                    2002 (29)                                     Management (as above) No
National Institute for Health and Clinical Excellence         2003 (30)                                            Use of anakinra  No
Ottawa Panel                                                                        2004 (31)                                Electrotherapy and thermotherapy Yes
Ottawa Panel                                                                        2004 (32)                                         Therapeutic exercises Yes
European League against Rheumatism                               2007 (33)                                          Early RA treatment Yes

Juvenile rheumatoid arthritis
American Academy of Pediatrics                                       2006 (34)                                 Ophthalmological examinations  No

Osteoarthritis
American College of Rheumatology                                    2000 (35)                      Update on management of hip and knee OA No
European League against Rheumatism                              2000 (36)                                    Management of knee OA  Yes
American College of Rheumatology                                    2002 (37)                                        Update on treatment  No
European League against Rheumatism                               2003 (38)                                     Management of knee OA  Yes
American Academy of Orthopedic Surgeons                      2003 (39)                              Management of knee OA (phase 1)  Yes
American Academy of Orthopedic Surgeons                      2003 (40)                             Management of knee OA (phase 2)  Yes
American College of Radiology                                         2003 (41)                                          Chronic hip pain  No
Washington State Department of Labor and Industries       2003 (42)                                      Criteria for knee surgery            No                             
Institute for Clinical Systems Improvement                        2004 (43)                              Diagnosis and treatment of knee OA  Yes
National Institutes of Health                                                 2004 (44)                                       Total knee replacement  No
Ottawa Panel                                                                         2005 (45)                                        Therapeutic exercises  Yes
European League against Rheumatism                                2005 (46)                                      Management of hip OA  Yes
Michigan Quality Improvement Consortium                       2005 (47)                                        Medical management   Yes
University of Michigan Health System                               2005 (48)                                         Knee pain or swelling  Yes
European League against Rheumatism                               2007 (49)                                      Management of hand OA  Yes

Osteoporosis
American College of Rheumatology                                   1996 (50)                Prevention and treatment of glucocorticoid-induced OP No
American College of Rheumatology                                    1997 (51)                Prevention and treatment of glucocorticoid-induced OP No
American Association of Clinical Endocrinologists            2001 (52)                                     Prevention and treatment  Yes
American College of Rheumatology                                    2001 (53)                Prevention and treatment of glucocorticoid-induced OP No
American College of Obstetricians and Gynecologists       2002 (54)                           Selective estrogen-receptor treatment  Yes
Singapore Ministry of Health                                               2002 (55)                                           General management  Yes
American Gastroenterological Association                         2003 (56)                         Osteoporosis in gastrointestinal disorders Yes
American Gastroenterological Association                         2003 (57)                                  Osteoporosis  in hepatic disorders Yes
American Medical Directors Association                            2003 (58)                                            General management  No
American Society of Clinical Oncology                              2003 (59)                                    Treatment in breast cancer  No
National Osteoporosis Foundation                                       2003 (60)                                     Prevention and treatment   No
National Osteoporosis Foundation                                       2003 (61)                                              Rehabilitation  No
Scottish Intercollegiate Guidelines Network                       2003 (62)                                                Management  Yes
U.S. Preventive Services Task Force                                   2003 (63)                                                  Diagnosis   Yes
International Society for Clinical Densitometry                  2004 (64)                                                  Diagnosis  No
National Institute for Health and Clinical Excellence         2005 (65)                                                  Treatment  No
University of Michigan Health System                               2005 (66)                                      Prevention and treatment  Yes
North American Menopause Society                                   2006 (67)                                                 Management  No
North American Menopause Society                                   2006 (68)                                       Prevention and treatment  No
Institute for Clinical Systems Improvement                        2006 (69)                                       Diagnosis and treatment  Yes
Michigan Quality Improvement Consortium                       2006 (70)                                    Management and prevention  Yes

(Table IV continues)
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mented. By addressing the limitations 
of current guidelines, rheumatologists 
can play a cardinal role in improving 
the quality, effi ciency, and cost-effec-
tiveness of clinical practice related to 
rheumatic disorders. 
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