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Methodology for development of the Allergic Rhinitis and its

Impact on Asthma Guideline 2008 update

A variety of approaches exist to grade levels of evidence
and the strength of recommendations (1, 2). The large
number of systems for measuring the quality of
evidence and recommendations is confusing (3) and the
approaches often have important shortcomings (1). In
particular, the vast majority of guidelines such as the first
Allergic Rhinitis and its Impact on Asthma (ARIA)

report (4), when moving from evidence to recommenda-
tions, focused solely on the quality of evidence for efficacy
without considering other factors that influence the
strength of recommendations explicitly (5).

An evidence-based approach to make health care
decisions acknowledges that evidence alone is insufficient,
and that values and preferences, clinical circumstances as
well as clinical expertise inevitably influence decisions (6).
The Grading of Recommendations Assessment, Develop-
ment and Evaluation (GRADE) approach to developing
clinical practice guidelines suggests that panels follow the
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sequential steps including explicitly defining the question
that the recommendation is addressing, determining all
important outcomes and their relative weight deciding on
the eligibility criteria for the evidence to be considered and
conducting a comprehensive search for evidence, evaluat-
ing the quality of evidence, summarizing the findings of
the studies, balancing the desirable and undesirable
consequences of the alternative management strategies,
and finally, acknowledging the values and preferences
underlying the recommendations. This process ends with
formulating a recommendation for or against an action,
and a grading of the strength of that recommendation
based on the balance of desirable (benefits) and undesir-
able (harms and burden) consequences, and the method-
ological quality of the supporting evidence (7, 8).
The �Guidelines for WHO guidelines� recommend using

a specific, uniform grading system developed by the
GRADE Working Group (9). The GRADE approach
has been evaluated favourably by respected organizations
(2) and is being used increasingly by many organizations,
including the World Health Organization (WHO), Amer-
ican Thoracic Society, American College of Chest Physi-
cians and theUKNational Institute of Health and Clinical
Excellence and other organizations around the globe (8).
In this article, we describe the methodology for the

2008 update of the ARIA guidelines using the GRADE
approach. Factors that ideally would not, but often
influence recommendations are resource utilization and
conflicts of interest (10). To maintain transparency of this
update of the ARIA guidelines we also considered
resource utilization implicitly and we explicitly declared
the potential conflicts of interest of the authors, listing
them in the guideline document following the WHO
criteria for declaring potential conflicts of interest (11).

Preparatory steps

The ARIA guideline panel prepared a draft manuscript
containing specific recommendations and statements about
the management of allergic rhinitis and its impact on
asthma.These recommendations resulted from theprevious
edition of ARIA guidelines (4) and the subsequent updates
of the selected topics that the ARIA guideline panel
published (12–16). This work was supplemented by efforts
of an independent team of GRADE Working Group
representatives (JLB and HJS). The panel ended with an
assessment of the quality of underlying evidence and the
judgement on its strength according to theGRADE system
for each recommendation (7, 8). To achieve this, the panel
applied the following detailed steps (8).

Defining the clinical question

An evidence-based guideline should include clear health
care questions followed by an evaluation of the evidence,

transparent judgements about the quality of evidence,
and an unambiguous recommendation that answers each
clinical question. Any clinical management question has
four components that include the population of patients
it refers to, the management strategy, alternative man-
agement strategies, and the outcomes of interest (17). For
the ARIA guideline update, we asked a specific, struc-
tured clinical question for each recommendation about
the prevention and treatment of allergic rhinitis as well as
for the treatment of rhinitis and asthma in the same
patient.

When two recommendations concerned the same pop-
ulation and the same intervention, but the outcomes of
interest were different, we combined these recommenda-
tions into one that explicitly advises the clinician or patient
what is the preferred course of action in certain population
considering all the important outcomes (e.g. use of
subcutaneous allergen-specific immunotherapy for the
treatment of rhinitis symptoms and for the prevention of
asthma in children with allergic rhinitis (weak recommen-
dation based on very low quality evidence).

On occasion, when the same recommended course of
action concerned different populations (e.g. children and
adults), or there were specific circumstances in which the
recommendation might not apply, the recommendation
was composed of more than one statement. For example,
a clinical question �should immediate and total cessation
of exposure or occupational allergen control be used in
patients sensitive to occupational allergens?� is answered
by the corresponding recommendation, that in patients
sensitive to occupational allergens, we recommend imme-
diate and total cessation of exposure and when total
cessation of exposure is not possible, we suggest specific
strategies aimed on minimizing occupational allergen
exposure. In the following paragraphs we will describe
the intermediate steps that were required to link a
question like the one described to the corresponding
recommendation.

Identifying and summarizing evidence

The GRADE approach to developing guidelines postu-
lates that before grading the quality of evidence and
strength of each recommendation, guideline developers
should first identify a recently well-done systematic
review of the appropriate evidence answering the relevant
clinical questions, or conduct one when there is none
available. This should be followed by a transparent
evidence summary, such as creation of GRADE evidence
profiles, on which to base judgements (18).

For the ARIA guideline 2008 update, this postulate is
partially fulfilled. Members of the ARIA guideline panel,
including the GRADE representatives, performed exten-
sive literature searches (12–14, 16) addressing the clinical
questions covered by the guideline. In addition, we
identified up-to-date valid systematic reviews by searching
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the MEDLINE database, Cochrane Library, and in
selected cases also reference lists of the most recent
narrative reviews, related systematic reviews, or studies on
the topic. We based our judgements on these systematic
reviews and, if applicable, on additional randomized trials
published afterwards. We developed GRADE evidence
profiles (Fig. 1) for most of the clinical questions based on
the systematic reviews. These concise evidence profiles
allowed panel members to base their judgements on the
same and concisely summarized evidence (19).
When there was no recent systematic review available,

we did not perform our own systematic reviews, but
followed a pragmatic approach and searched MEDLINE,
Cochrane Central Register of Controlled Trials (CEN-
TRAL), and Google Scholar for relevant randomized
trials.
For many questions randomized trials were not avail-

able and we relied on available observational studies that
were identified for a prior ARIA guideline edition (4), its
subsequent updates (12–14, 16), or additional nonstruc-
tured searches for observational studies. We evaluated the
original observational studies to inform judgements
about the quality of the underlying evidence. In such
situations, we based the judgements about the quality of
evidence on a crude examination of the most important
studies.

Judgements about the quality of the evidence

The decision to follow or not to follow a certain
management approach depends not only on the best
estimates of its anticipated desirable and undesirable
consequences, but also on the degree of confidence in
these estimates. In the GRADE system the quality of
evidence reflects the extent to which a guideline panel�s
confidence in an estimate of the effect is adequate to
support a particular recommendation (7).

The GRADE system classifies the quality of evidence
into four categories: high, moderate, low, and very low
(Table 1) (7, 8). As in most other systems, in the GRADE
system basic study design remains crucial in determining
the confidence in the estimates of the effects of an
intervention, but certain limitations or merits can change
the quality of the evidence. For recommendations
regarding therapeutic strategies, randomized trials gen-
erally provide higher quality evidence than observational
studies. Rigorously designed and executed observational
studies, correspondingly, provide higher quality evidence
than case series and individual observations. In the
GRADE system randomized trials without important
limitations constitute high quality evidence, observa-
tional studies without important limitations or special
merits make up low quality evidence, and unsystematic

1  no relative effect 
2  1 trial with no events 
3  one trial with 163 patients and 3 events 
4  only one trial with 163 patients 45 events 
5  two small trials, one with no events and another with 3 events in experimental group 

Summary of findings 
Quality assessment 

No of patients Effect
No of 

studies
Design Limitations Inconsistency Indirectness Imprecision Other

considerations
antigen

avoidance diet
control Relative

(95% CI) 
Absolute

Quality
Importance

Atopic eczema in first 12-18 months (follow-up 12-18 months)

2
randomized

trial 
serious8 no serious 

inconsistency 
no serious 

indirectness
serious9 none 35/157 39/177

RR 1.01 (0.57 
to 1.79) 

2 more per 
100011 LOW

CRITICAL

Asthma in first 18 months (follow-up 18 months)

2
randomized

trial serious8 no serious 
inconsistency 

no serious 
indirectness serious10 none 4/157 2/177

RR 2.22 (0.39 
to 12.67) 

13 more per 
100011 LOW

CRITICAL

Allergic rhinitis/conjunctivitis in first 18 months (follow-up 18 months)

1
randomized

trial serious8 no serious 
inconsistency 

no serious 
indirectness very serious2 none 0/81 0/82 RR 0 (0 to 0) 

0 fewer per 
1000 VERY 

LOW
CRITICAL

Allergic urticaria in first 18 months (follow-up 18 months)

1
randomized

trial serious8 no serious 
inconsistency 

no serious 
indirectness serious3,10 none 3/81 3/82 

RR 1.01 (0.21 
to 4.87) 

0 more per 
1000 LOW

CRITICAL

Any atopic condition in first 18 months (follow-up 18 months)

1
randomized

trial 
serious8 no serious 

inconsistency 
no serious 

indirectness
serious4 none 15/81 20/82

RR 0.76 (0.42 
to 1.38) 

59 fewer per 
100011 LOW

CRITICAL

preterm birth

2
randomized

trial serious
no serious 

inconsistency 
no serious 

indirectness very serious5 none 3/98 0/138
RR 10.06 (0.53 

to 192.26) 
0 more per 

1000 VERY 
LOW

CRITICAL

birth weight (measured with: grams11; Better indicated by more)

2
randomized

trial serious6 no serious 
inconsistency serious7 no serious 

imprecision none 98 138 - 
WMD -83 

(-221 to 55) LOW
IMPORTANT

6  method of randomization not described, no information on concealment, serious uncertainty about adherence to the intention-to-treat principle. 
7  uncertainty if birth weight is a reliable indicator of malnutrition 
8  in one trial concealment not adequate, randomization not described, number of randomized women not reported 
9  Wide confidence intervals with conceivable considerable benefits and harms  
10 Wide confidence intervals with conceivable considerable benefits and harms and few events in both groups 
11 Not significant 

Figure 1. Example of an evidence profile.
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clinical observations constitute evidence of a very low
quality.
Separation of the strength of a recommendation from

the quality of supporting evidence is critical when making
recommendations. The GRADE system permits strong
recommendations supported by low-quality evidence
from observational studies, at the same time allowing
weak recommendations based on high-quality evidence.
While the former is a rare occurrence in the unusual case
where factors determining the strength of a recommen-
dation (see below) are suggesting this as the best course of
action, weak recommendations in the face high quality
evidence are frequent. For example, if the ARIA panel
was uncertain about the actual magnitude of the desirable
and undesirable effects of an intervention it was more
likely to make a weak recommendation (eg. use of
sublingual allergen-specific immunotherapy in children).
When there was an apparent large difference between
advantages and disadvantages, the panel was appropri-
ately reluctant to offer a strong recommendation in the
face of low-quality evidence.

Decisions about the strength of recommendation

The strength of a recommendation reflects the extent to
which a guideline panel can be confident that desirable
effects of an intervention outweigh undesirable effects, or
vice versa, across the range of patients for whom the
recommendation is intended. Desirable effects can include
favourable health outcomes and an improved quality of
life, and undesirable effects – harms, burden and costs.

Although the balance between desirable and undesir-
able effects, and thus the strength of a recommendation,
is a continuum, the GRADE system classifies recommen-
dations for or against an intervention into two categories:
strong or weak. Categorizing recommendations as
�strong� or �weak� is inevitably arbitrary. The GRADE
Working Group believes that the simplicity and behavio-
ural implications of this explicit grading outweigh the
disadvantages. It reflects the way clinicians think or
behave: in many situations clinicians are very certain
about what to do and apply or recommend a given
management option (corresponding to a strong recom-
mendation for or against an action) or they consider a
management option in more detail, balancing the pros
and cons, before they undertake an action (corresponding
to a weak recommendation for or against an action). This
simple classification also aids interpretation (7, 20). The
GRADE Working Group suggests specific implications
of strong or weak recommendations (Table 2) to aid their
interpretation.

Factors that influence the strength of a recommendation

The balance between desirable and undesirable effects

The balance between the desirable and undesirable effects
of the alternative health interventions is based on the best
estimates of these effects (Table 3). The larger the
difference between the desirable and undesirable effects
of the alternative interventions, the more appropriate is a
strong recommendation for or against one of the consid-
ered interventions. When desirable and undesirable effects
are closely balanced, a weak recommendation is more
appropriate. If ARIA guideline panel members were
confident that the desirable effects of adherence to a
recommendation outweigh the undesirable effects, or
vice versa, they made a strong recommendation for or
against an intervention. When they were not confident,
they concluded that a weak recommended is more
appropriate.

Quality of evidence

The quality of evidence determines our confidence in the
estimates of the effects. Lower quality evidence (i.e.
evidence that is at increased risk of leading to biased
results) decreases a guideline panel�s confidence in the
results of research and the estimates of the effects. If panel
members are uncertain of the magnitude of the benefits or
downsides of alternative interventions, it is unlikely that
they make a strong recommendation for or against that
intervention. Thus, even when there is an apparent large
difference in the balance of advantages and disadvan-
tages, guideline panel members will be appropriately
reluctant to make a strong recommendation in the face of
a low quality of the evidence. In general the higher the
quality of the evidence, the more likely it is for the

Table 1. Key quality criteria and the grades of the quality of evidence

The quality of evidence for each important or critical outcome is based on
The overall study design
Factors that decrease quality of evidence

Limitations of the studies (including the detailed study design and their
execution)

Inconsistency of the evidence across studies
Indirectness (uncertainty about generalizability) of the evidence because of

differing population, intervention, comparison, and/or outcomes
Imprecision of the estimate
High likelihood of reporting bias

Factors that increase quality of evidence
Strong or very strong associations
Dose–response effects
Likelihood that all plausible residual confounding would decrease the

observed effect

Evidence was classified as �high�, �moderate�, �low� or �very low� based on the above
criteria and on the following definitions:
High: further research is very unlikely to change the confidence in the estimate of
effect.
Moderate: further research is likely to have an important impact on the confidence
in the estimate of effect and may change the estimate.
Low: further research is very likely to have an important impact on the confidence in
the estimate of effect and is likely to change the estimate.
Very low: any estimate of effect is very uncertain.
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recommendation to be strong. Conversely, if the quality is
low or very low a weak recommendation is likely to
follow. Strong recommendations based on low or very
low quality evidence are rare (Table 4).

Variability of or uncertainty about patient values and preferences

There always is a trade-off between advantages and
disadvantages of alternative health interventions. Thus,
wording and the strength of any recommendation
heavily depends on how guideline panel members value
related benefits, risks, or inconvenience. Uncertainty or
variability of values and preferences may weaken the
strength of a recommendation. Although it would be
ideal to elicit the estimates of patient values and

preferences associated with a recommended management
strategy directly from large scale population studies,
such studies are usually not available. When the ARIA
guideline panel felt that a judgement about values or
preferences was particularly important for the formula-
tion or interpretation of a recommendation, they
described the key values they have attributed in making
this recommendation. These values, therefore, reflect the
values of the panel.

Costs

The panel could have considered cost or resource
expenditure as one of the outcomes when weighing up
desirable (less resource expenditure) and undesirable
(more resource expenditure) consequences of competing
interventions for each recommendation. Resource
expenditure, however, is much more variable over
jurisdictions, time, and availability of the over-
the-counter medications (21, 22). In addition, the
resource implications also vary widely. Thus, while
higher costs will reduce the likelihood of a strong
recommendation in favour of a particular intervention,
the context of the recommendation can be critical. In
considering resource allocation issues, guideline panels
must thus be very specific about the setting to which a
recommendation applies and the perspective that they
had chosen, i.e. which costs were considered and
whether resource expenditure was considered from the
perspective of the patient (depending on insurance
status these cost differ) or society within a given health
care system (this includes indirect or opportunity cost
saved or incurred by following a recommendation).
Furthermore, recommendations that are heavily influenced
by costs are likely to change over time as resource

Table 3. Determinants of strength of recommendation

Factors that influence the
strength of a recommendation Comment

Balance between desirable
and undesirable effects

A strong recommendation is more likely as the
difference between the desirable
and undesirable consequences becomes larger.
A weak recommendation is more
likely as the net benefit becomes smaller and
the certainty around that net benefit decreases

Quality of the evidence A strong recommendation becomes more likely
with higher quality of evidence

Values and preferences A strong recommendation is more likely as the
variability of or uncertainty about
patient values and preferences decreases.
A weak recommendation is more
likely as the variability or uncertainty about
patient values and preferences increases

Costs (resource allocation) A weak recommendation is more likely as the
incremental costs of an intervention
(more resources consumed) increase

Table 2. Implications of strong and weak recommendations

Strong recommendation Weak recommendation

Implications
For patients Most individuals in this situation would want the recommended

course of action and only a small proportion would not. Formal
decision aids are not likely to be needed to help individuals
make decisions consistent with their values and preferences

The majority of individuals in this situation would want the
suggested course of action, but many would not

For clinicians Most individuals should receive the intervention. Adherence to
this recommendation according to the guideline could be used
as a quality criterion or performance indicator

Recognize that different choices will be appropriate for
different patients, and that you must help each patient arrive
at a management decision consistent with her or his values
and preferences. Decision aids may well be useful helping
individuals making decisions consistent with their values and
preferences

For policy
makers

The recommendation can be adapted as policy in most situations Policy making will require substantial debates and involvement
of many stakeholders

Example We recommend intranasal glucocorticosteroids for treatment of
allergic rhinitis in adults and children

(strong recommendation based on high quality evidence)

Question
Should antigen avoidance diet be used in pregnant or breastfeeding

women to prevent development of allergy in children?
Recommendation
For pregnant or breastfeeding women, we suggest no antigen avoidance diet
(weak recommendation based on very low quality evidence)
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implications evolve. The ARIA guideline panel consid-
ered cost implicitly and not in detail, mostly because
ARIA guidelines are intended for users around the
world and drug costs are highly variable between

different regions. However, when resource utilization
was likely to play a role and influenced a recommen-
dation, this was labelled in the values and preferences
section.

Table 4. Grading the strength of recommendations and quality of evidence in the ARIA guidelines according to the GRADE system [adapted from Sch�nemann et al. (8)]

Notation*

Strength of
recommendation and
quality of evidence

Clarity of balance between
desirable and undesirable
effects Quality of supporting evidence Implications

1A Strong recommendation
High-quality evidence

Desirable effects clearly outweigh
undesirable effects, or vice versa

Consistent evidence from well-performed
RCTs or exceptionally strong evidence
from unbiased observational studies

Recommendation can apply to most
patients in most circumstances.

Further research is unlikely to change
our confidence in the estimate of
effect

1B Strong recommendation
Moderate-quality evidence

Desirable effects clearly outweigh
undesirable effects, or vice versa

Evidence from RCTs with important
limitations (inconsistent results,
methodological flaws, indirect or
imprecise) or unusually strong evidence
from unbiased observational studies

Recommendation can apply to most
patients in most circumstances.

Further research (if performed) is
likely to have an important impact
on our confidence in the estimate
of effect and may change the
estimate

1C Strong recommendation
Low-quality evidence

Desirable effects clearly outweigh
undesirable effects, or vice versa

Evidence for at least one critical outcome
from RCTs with serious flaws,
observational studies, or indirect
evidence

Recommendation may change when
higher quality evidence becomes
available.

Further research (if performed) is
likely to have an important impact
on our confidence in the estimate
of effect and is likely to change
the estimate

1D Strong recommendation
Very low-quality evidence

(very rarely applicable)

Desirable effects clearly outweigh
undesirable effects, or vice versa

Evidence for at least one of the critical
outcomes from unsystematic clinical
observation or very indirect evidence

Recommendation may change when
higher quality evidence becomes
available.

Any estimate of the effect for at
least one critical outcome is very
uncertain

2A Weak recommendation
High-quality evidence

Desirable effects closely balanced
with undesirable effects

Consistent evidence from well-performed
RCTs or exceptionally strong evidence
from unbiased observational studies

The best action may differ depending
on circumstances or patients� or
societal views.

Further research is very unlikely to
change our confidence in the
estimate of the effect

2B Weak recommendation
Moderate-quality evidence

Desirable effects closely balanced
with undesirable effects

Evidence from RCTs with important
limitations (inconsistent results,
methodological flaws, indirect or
imprecise) or unusually strong evidence
from unbiased observational studies

Alternative approach likely to be
better for some patients under
some circumstances.

Further research (if performed) is
likely to have an important impact
on our confidence of the estimate
of effect and may change the
estimate

2C Weak recommendation
Low-quality evidence

Uncertainty in the estimates of
desirable and undesirable effects;
desirable effects may be closely
balanced with undesirable effects

Evidence for at least one critical outcome
from RCTs with serious flaws,
observational studies, or indirect
evidence

Other alternatives may be equally
reasonable.

Further research is very likely to
have important impact on our
confidence in the estimate of effect
and is likely to change the estimate

2D Weak recommendation
Very low-quality evidence

Major uncertainty in the estimates
of desirable and undesirable effects;
desirable effects may be closely
balanced with undesirable effects

Evidence for at least one critical outcome
from unsystematic clinical observation
or very indirect evidence

Other alternatives may be equally
reasonable

Any estimate of the effect for at least
one critical outcome is very uncertain

RCT, randomized controlled trial.
*Notation is not a part of GRADE system; it was adopted for the ARIA guideline to simplify the presentation.
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Formulation of recommendations

Guidelines make a set of recommendations advising the
clinicians, patients, and other healthcare professionals
which of the alternative management strategies is likely to
be most beneficial for patients. Consequently, wording of
the recommendations in the ARIA guidelines update
clearly states what is the proposed course of action. In
this document we followed the GRADE working group�s
advice to use the phrase �we recommend� for strong
recommendations and a less definitive �we suggest� for
weak recommendations. Wording of strong and weak
recommendations was particularly important since the
ARIA guidelines are intended for patients and clinicians
in different regions, cultures, traditions, and usage of
language. When appropriate, recommendations are sup-
plemented with an explanatory statement of values and
preferences the members of a guideline panel considered
in formulating the recommendation and determining its
strength. Further remarks occasionally follow, when the
panel thought that additional statements are justified
(such as dosing), but are not the recommended actions
per se.

Panel meeting

Based on the available evidence, the estimates of effect
and their gradients, assumed values and preferences and
resource utilization issues, members of the ARIA guide-
line panel made decisions regarding the strength of each
recommendation. To achieve this, guideline panel held a
1-day meeting on June 20th 2007 under the auspices of
Agenzia Italiana del Farmaco (AIFA) in Rome, Italy,
including 6 members of ARIA to discuss the procedures
and draft recommendations and discussed a first draft of
the guidelines and two members of AIFA (SB and GR).
After having agreed on the procedures and additional
work that needed to be done, a second meeting was
arranged to discuss the final the recommendations based
on a second draft of the updated guidelines. During this
subsequent meeting on 15 September 2007 in Stockholm,
Sweden, members of the ARIA guideline panel reviewed
these judgements and made decisions on the quality of
evidence, the balance of benefits and downsides (harms,
burden and occasionally cost) of a considered manage-
ment strategy and on the final strength of each recom-
mendation. Recommendations are based on a consensus
of the panel. For the formulation and discussion about
the final recommendations, all panel members were asked
to consider their own and other conflicts during the
discussion and decision making as well as to abstain from
discussion and voting if necessary (see supplemental
information). Subsequent interaction and discussion took
place through email but recommendations were not
changed after the final meeting except for minor wording
changes or correction of factual errors. We will submit

the final draft of the ARIA guidelines to a panel of
consultants. Consultants will be specifically asked to
consider only errors of fact.

Limitations of these guideline development methods

Limitations of these guidelines include that we did not
consistently and explicitly define all the important
outcomes that the panel should have considered for each
recommendation, and no formal decision on the relative
importance of these outcomes. Secondly, there is a small
possibility that we missed studies, because we did not
perform full systematic reviews (in particular reviews of
observational studies) for all recommendations. Thirdly,
we did not search EMBASE and some trials are published
in journals not referenced in MEDLINE. As a result,
methodological evaluation of the available studies was
not always as rigorous as the GRADE approach
warrants. The primary reason for not conducting com-
plete systematic reviews for each relevant question was
the lack of time. However, due to the extensive knowledge
of the ARIA panel of the published literature, it is
thought all important studies have been discussed.
Fourth, when the systematic reviews were not available,
we performed only few statistical pooling exercises of
primary study results. Finally, sparse data on how
patients value the outcomes and what are patient prefer-
ences for recommended interventions is an additional
limitation inherent to most clinical practice guidelines.

Future updates of the ARIA guideline

The ARIA guideline panel decided that future iterations
and updates of the guidelines will include better quality
evidence summaries. Each recommendation will have a
well done systematic review as the basis for decision
making. Evidence profiles will be available for every
recommendation and detailed prior judegments about the
importance of outcomes will be available that include the
views of consumers. The ARIA panel has already decided
to encourage critical appraisal of the guidelines using
established tools such as the AGREE Instrument (23).

Summary

The 2008 update of the ARIA guidelines has become more
evidence-based and followed a structured approach to
evaluating the quality of evidence, the balance of desirable
and undesirable consequences of patient management,
values and preferences and, on occasion, resources.
Future iterations of the guidelines will further be
improved by following the described processes even
closer, such as ensuring availability of updated high
quality systematic reviews for each question. To allow
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judgements about the quality and transparency guideline
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est in greater detail.

Potential conflict of interest statement

The following statements follow the template of declaring
potential conflict of interests for the World Health
Organization guideline panels. J. Brozek is an editor of
and receives a salary from a clinical journal that
advertises for drugs including those that are the subject
of this guideline. J. Brozek received honoraria for speak-
ing at conferences from GlaxoSmithKline and UCBPhar-
ma and is a member of the GRADE working group.
C. Baena-Cagnani has received fees for consultancy,
speaker bureau participation, lectures and research grants
from Sanofi-Aventis, Novartis, GSK, Schering Plough,
ALK and Abello. S. Bonini has received research grants,
consultancies, fees for editorial activity, honoraria from
participation in speakers bureau from Alcon, Allergo-
pharma, Allergy Therapeutics, ALK, Almirall, Aventis,
AstraZeneca, Bioallergy, Bioxell, GlaxoSmithKline,
Lofarma, Merck Sharp & Dohme, Novartis, Pfizer,
Sanofi-Synthelabo, Schering-Plough, Stallaergens, UCB,
Zambon. S. Bonini also declares membership of the
AIFA R & D panel. R.G. van Wijk has received fees for
lectures and expert panel participation from Allmiral,
Alcon, Merck Sharp & Dome, Novartis, Stallargènes and
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