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Summary of recommendations 

1. Background 

2. Recommendations 

Strong recommendation against 

We recommend against the use of urate-lowering therapy in people with chronic kidney disease and asymptomatic 

hyperuricaemia 

3. Ungraded suggestions for clinical practice 

Good practice statement 

Patients with chronic kidney disease and gout should receive appropriate urate-lowering therapy 

4. Appendix 1 - Guideline development methodology 
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1. Background 

The scope of the guideline is urate-lowering therapy in patients with chronic kidney disease (not on dialysis) and asymptomatic 

hyperuricaemia. The guideline does not focus on the management of uric-acid stones or gout. 

Chronic kidney disease (CKD) represents a major public health concern, with an estimated global prevalence of around 10-13% 

worldwide (1, 2). CKD accounts for about 10% of all deaths (3). The management of CKD is facing increasing healthcare costs, with an 

estimated approximate cost of $1 billion to the Australian healthcare system every year (4) and 1% of the health budget in Aotearoa 

New Zealand (5). Timely identification and application of appropriate medical therapies are essential to address rising healthcare 

expenses and may slow the progression of CKD and reduce cardiovascular disease risk by up to 50% (6). 

Elevated serum urate levels without any symptoms (asymptomatic hyperuricaemia) are associated with increased risks of CKD and 

progression of CKD (7), including kidney failure (8, 9). Also, high serum urate has been associated with poor outcomes such as 

cardiovascular events and death (10). However, the causal role that serum urate levels may have in CKD progression is unclear, as these 

findings have primarily been demonstrated in epidemiological studies. 

The previous version of the guideline was published in 2012 and did not recommend urate-lowering therapy in patients with stages 1-3 

CKD and asymptomatic hyperuricaemia. Since 2012, numerous trials including single-centre trials have shown that urate-lowering 

therapy could slow the progression of CKD over 6-12 months follow-up (11, 12). However, larger and longer duration multi-centre trials 

have not reported any benefit of urate-lowering therapy on CKD progression. Although these trials have been mainly powered towards 

surrogate markers of kidney disease, the effects on clinical outcomes are unclear. 

The objective of this guideline is to review the updated evidence of urate-lowering therapy and provide recommendations for clinical 

care regarding the use of urate-lowering therapy in adults with CKD. This guideline is an update of a previously published CARI 

Guideline topic (13) that was part of the wider CARI early chronic kidney disease guideline (14). The guideline development methods are 

listed in Appendix 1. 
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2. Recommendations 

Evidence To Decision 

Strong recommendation against 

We recommend against the use of urate-lowering therapy in people with chronic kidney disease and asymptomatic hyperuricaemia 

Small net benefit, or little difference between alternatives Benefits and harms 

The overall certainty of the evidence for the recommendation is low. Evidence was downgraded due to serious risk of bias, 

serious inconsistency, or serious imprecision. 

The outcomes of major cardiovascular events, adverse events, systolic blood pressure, and diastolic blood pressure, had 

moderate certainty of evidence. Evidence certainty was downgraded one level for each outcome due to serious risk of bias 

(Figure 1). 

Death, kidney failure, adverse events, urinary albumin creatinine ratio, urinary albumin excretion, and annual GFR were all 

downgraded to a low certainty of evidence due to serious risk of bias for all outcomes, serious imprecision from wide 

confidence intervals or few events and participants, or serious inconsistency due to high heterogeneity of the included studies. 

Low Certainty of the Evidence 

There has been limited research describing the perspectives and experiences of patients with CKD with asymptomatic 

hyperuricaemia. However, a thematic synthesis of 20 qualitative studies (15) examining the attitudes and values of patients with 

gout illustrated that patients were reluctant to continue medication, due to the concerns of long-term side-effects. However, 

patients were motivated to proceed with medication to maintain normal life and avoid painful flares. The transferability of these 

findings to patients with CKD and asymptomatic hyperuricaemia is unclear. Work Group members with lived experience of CKD 

and high serum-urate levels conveyed similar perspectives regarding long-term treatment use, potential side-effects and 

increasing medication burden. 

There has been limited examination of prescribing patterns of urate-lowering therapy or attitudes of general practitioners and 

nephrologists towards management of asymptomatic hyperuricaemia in Australia or Aotearoa New Zealand. A study of French 

General Practitioners found that urate-lowering therapy was prescribed to prevent CKD progression in patients with 

asymptomatic hyperuricaemia (22). A finding was replicated in a survey of Korean nephrologists (23). Most French General 

Practitioners conveyed an understanding of the limited importance of high serum-urate but described a reluctance to change 

historical prescriptions of urate-lowering therapy. Deprescribing was reported as difficult but undertaken to remove medication 

burden (22). The transferability of these findings to Australia and Aotearoa New Zealand is unclear. 
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No substantial variability expected Preference and values 

Allopurinol is publicly funded in Australia and Aotearoa New Zealand; generic versions are available to patients at relatively low 

costs. However, febuxostat is only available under authority to patients with chronic gout and intolerance to/lack of efficacy 

Factor not considered Resources 
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Rationale 

Compared to placebo/standard of care, urate-lowering therapy may offer a small benefit in preventing the progression of CKD in 

with allopurinol and probenecid. 

To our knowledge, there has been little to no cost-effectiveness studies of urate-lowering therapy in asymptomatic 

hyperuricaemia in patients with CKD. However, ongoing economic evaluations of the CKD-FIX trial (28) are planned (personal 

communication). Data from cost-effectiveness analysis of urate-lowering therapy in gout have found that allopurinol and fixed-

dose febuxostat were cost-effective (29). However, the generalisability of these finding to the asymptomatic hyperuricaemic 

CKD population are unclear. 
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The GRADE equity framework has informed the development of these guidelines (24). The clinical question of the guideline did 

not specifically address equity. However, equity was considered a priority in developing the guideline update. In considering 

equity, the PROGRESS PLUS checklist (25) was applied, and the subgroups of the place of residence, socioeconomic status, age, 

and race/ ethnicity/ culture/ language were undertaken in the evidence review. The evidence review of RCTs of the 

effectiveness of urate-lowering therapy did not report on equity and seldom reported important subgroups. However, meta-

regression found that age and ethnicity had little to no effect. There were limited data for patients with CKD, and hence 

evidence from the general population has been considered. It is essential to identify that many health inequity factors are 

interrelated and cannot be addressed in isolation. 

While there is scant evidence on the prevalence of asymptomatic hyperuricaemia in patients with CKD in Australia 

and Aotearoa New Zealand, the Work Group recognises the disproportionate impact of symptomatic hyperuricaemia (gout) 

experienced by those at a greater disadvantage. The burden of symptomatic hyperuricaemia (gout) is greater in a remote 

Indigenous community in Australia (16, 17), as well as higher in areas of socioeconomic disadvantage in Aotearoa New Zealand 

(18) with higher rates in Māori people and in Pacific peoples. 
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Equity 

Factor not considered Acceptability 

Factor not considered Feasibility 
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people with asymptomatic hyperuricaemia. Data from randomised controlled trials (RCTs) in people with hyperuricaemia and CKD 

found that there may be a statistically significant benefit in annual GFR change. However, the result is uncertain due to limitations 

such as heterogeneity of the included studies and study design limitations. The clinical significance of the annual eGFR was 

considered small by the Work Group. RCTs have demonstrated that urate-lowering therapy is relatively safe, but there has been little 

examination of patient-important outcomes in these studies. 

Preferences and values of people with asymptomatic hyperuricaemia and CKD have not been examined in detail. However, 

consumers with lived experience of CKD in the Work Group expressed concerns regarding long-term medication use, potential side 

effects, and an increasing medication burden. Symptomatic hyperuricaemia (gout) has more profound effects in those of greatest 

disadvantage in Australia and Aotearoa New Zealand (16-18). However, how this disparity is generalised to people with 

asymptomatic hyperuricaemia and CKD is unclear. Access to urate-lowering therapy is available via public subsidy in Australia and 

Aotearoa New Zealand, but the cost-effectiveness of these therapies in managing CKD is not known. 

In the judgement of the Work Group, there is a lack of evidence of the benefit of urate-lowering therapy in people with 

asymptomatic hyperuricaemia in managing CKD. As a result, the Work Group has recommended urate-lowering therapy in people 

with asymptomatic hyperuricaemia and CKD is not used to manage the progression of kidney disease or reduce cardiovascular 

disease risk. 
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Clinical Question/ PICO 

Population:  Urate lowering-therapy for CKD 

Intervention:  Urate-lowering therapy 

Comparator:  Placebo / Standard of care / no treatment 

Outcome 
Timeframe 

Study results and 
measurements 

Comparator 
Placebo / 

Standard of care 
/ no treatment 

Intervention 
Urate-lowering 

therapy 

Certainty of the 
Evidence 

(Quality of 
evidence) 

Plain language 
summary 

Major 
cardiovascular 

events 

 

Relative risk 0.83 
(CI 95% 0.63 — 1.1) 

Based on data from 2,977 

patients in 8 studies. 1 

(Randomized controlled) 
Follow up: Mean 32 

months. 

113 
per 1000 

Difference: 

94 
per 1000 

19 fewer per 1000 

( CI 95% 42 fewer 
— 11 more ) 

Moderate 
Due to serious risk 

of bias 2 

Urate-lowering therapy 
probably has little or no 

difference on major 
cardiovascular events 

Death 

 

Relative risk 1.06 
(CI 95% 0.77 — 1.48) 

Based on data from 3,019 

patients in 8 studies. 3 

(Randomized controlled) 
Follow up: Mean 32 

months. 

48 
per 1000 

Difference: 

51 
per 1000 

3 more per 1000 

( CI 95% 11 fewer 
— 23 more ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 4 

Urate-lowering therapy 
may have little or no 
difference on death 

Kidney failure 

 

Relative risk 0.89 
(CI 95% 0.56 — 1.41) 

Based on data from 2,610 

patients in 6 studies. 5 

(Randomized controlled) 

2 
per 1000 

Difference: 

2 
per 1000 

0 fewer per 1000 

Low 
Due to serious risk 

of bias, Due to 
serious 

inconsistency 6 

Urate-lowering therapy 
may have little or no 
difference on kidney 

failure 
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Outcome 
Timeframe 

Study results and 
measurements 

Comparator 
Placebo / 

Standard of care 
/ no treatment 

Intervention 
Urate-lowering 

therapy 

Certainty of the 
Evidence 

(Quality of 
evidence) 

Plain language 
summary 

1. Systematic review [1] with included studies: FREED Study, Mukri 2018, PERL 2020, Saag 2016, Dalbeth 2017, CKD-Fix 

Study, FEATHER 2018, Goicoechea 2015. Baseline/comparator: Control arm of reference used for intervention. Supporting 

references: [3], 

Follow up: Mean 37 
months. 

( CI 95% 1 fewer 
— 1 more ) 

Adverse events 

 

Relative risk 1.03 
(CI 95% 0.93 — 1.14) 

Based on data from 3,349 

patients in 13 studies. 7 

(Randomized controlled) 
Follow up: Mean 23 

months. 

402 
per 1000 

Difference: 

414 
per 1000 

12 more per 1000 

( CI 95% 28 fewer 
— 56 more ) 

Moderate 
Due to serious risk 

of bias 8 

Urate-lowering therapy 
probably has little or no 
difference on adverse 

events 

Annual eGFR 

 

Based on data from: 
3,583 patients in 17 

studies. 9 (Randomized 
controlled) 

Follow up: Mean 22 
months. 

Difference: MD 1.37 higher 

( CI 95% 0.48 
higher — 2.26 

higher ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

inconsistency 10 

Urate-lowering therapy 
may increase change in 
eGFR per year slightly 

Systolic blood 

pressure 

 

Based on data from: 
2,185 patients in 12 

studies. 11 (Randomized 
controlled) 

Difference: MD 3.45 lower 

( CI 95% 6.1 lower 
— 0.8 lower ) 

Moderate 
Due to serious risk 

of bias 12 

Urate-lowering therapy 
probably improves 

systolic blood pressure 

Diastolic blood 

pressure 

 

Based on data from: 
2,185 patients in 12 

studies. 13 (Randomized 
controlled) 

Difference: MD 2.02 lower 

( CI 95% 3.25 
lower — 0.78 

lower ) 

Moderate 
Due to serious risk 

of bias 14 

Urate-lowering therapy 
probably improves 

diastolic blood pressure 

Proteinuria 

 

Based on data from: 110 

patients in 2 studies. 15 

(Randomized controlled) 

Difference: MD 0.1 lower 

( CI 95% 0.89 
lower — 0.69 

higher ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 16 

Urate-lowering therapy 
may have little or no 
effect on proteinuria 

Urinary albumin 

excretion ratio 

 

Based on data from: 682 

patients in 2 studies. 17 

(Randomized controlled) 

Difference: MD 1.34 lower 

( CI 95% 13.93 
lower — 11.25 

higher ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 18 

Urate-lowering therapy 
may have little or no 

effect on UAER 

Urinary albumin 

creatinine ratio 

 

Based on data from: 514 

patients in 3 studies. 19 

(Randomized controlled) 

Difference: MD 8.05 lower 

( CI 95% 29.39 
lower — 13.3 

higher ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 20 

Urate-lowering therapy 
may have little or no 

effect on UACR 
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Clinical Question/ PICO 

Population:  Urate lowering-therapy for CKD 

Intervention:  Urate-lowering therapy 

Comparator:  Placebo / Standard of care / no treatment 

Outcome 
Timeframe 

Study results and 
measurements 

Comparator 
Placebo / 

Standard of care 
/ no treatment 

Intervention 
Urate-lowering 

therapy 

Certainty of the 
Evidence 

(Quality of 
evidence) 

Plain language 
summary 

Gastrointestinal 

issues 

 

Relative risk 1.17 
(CI 95% 0.89 — 1.53) 

Based on data from 2,234 

patients in 10 studies. 1 

(Randomized controlled) 
Follow up: Mean 27 

months. 

75 
per 1000 

Difference: 

88 
per 1000 

13 more per 1000 

( CI 95% 8 fewer 
— 40 more ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 2 

Urate-lowering therapy 
may have little or no 

difference on 
gastrointestinal issues 

Abnormal Liver 

Function 

 

Relative risk 1.53 
(CI 95% 0.88 — 2.66) 

Based on data from 753 

patients in 6 studies. 3 

(Randomized controlled) 
Follow up: Mean 28 

months. 

51 
per 1000 

Difference: 

78 
per 1000 

27 more per 1000 

( CI 95% 6 fewer 
— 85 more ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 4 

Urate-lowering therapy 
may have little or no 

difference on abnormal 
liver function 

Skin Reactions 

 

Relative risk 1.33 
(CI 95% 0.82 — 2.17) 

Based on data from 1,737 

patients in 6 studies. 5 

(Randomized controlled) 
Follow up: Mean 23 

months. 

31 
per 1000 

Difference: 

41 
per 1000 

10 more per 1000 

( CI 95% 6 fewer 
— 36 more ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 6 

Urate-lowering therapy 
may have little or no 

difference on skin 
reactions 

Musculoskeletal 

 

Relative risk 0.95 
(CI 95% 0.67 — 1.35) 

Based on data from 1,837 

patients in 6 studies. 7 

(Randomized controlled) 
Follow up: Mean 23 

months. 

114 
per 1000 

Difference: 

108 
per 1000 

6 fewer per 1000 

( CI 95% 38 fewer 
— 40 more ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

imprecision 8 

Urate-lowering therapy 
may have little or no 

difference on 
musculoskeletal 

eGFR 

 
Based on data from: 
1,395 patients in 8 

Difference: MD 2.28 higher 

( CI 95% 1.28 
lower — 5.85 

higher ) 

Low 
Due to serious risk 

of bias, Due to 
serious 

We are uncertain 
whether urate-lowering 

therapy increases or 
decreases eGFR 
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Outcome 
Timeframe 

Study results and 
measurements 

Comparator 
Placebo / 

Standard of care 
/ no treatment 

Intervention 
Urate-lowering 

therapy 

Certainty of the 
Evidence 

(Quality of 
evidence) 

Plain language 
summary 

1. Systematic review [1] with included studies: PERL 2020, Saag 2016, CKD-Fix Study, Goicoechea 2015, Liu 2015, Wen 2020, 

Dalbeth 2017, FEATHER 2018, Mukri 2018, Sircar 2015. Baseline/comparator: Control arm of reference used for intervention. 

2. Risk of Bias: serious. Selective outcome reporting, Inadequate/lack of blinding of outcome assessors, resulting in potential 

for detection bias. Inconsistency: no serious. Indirectness: no serious. Imprecision: serious. Wide confidence intervals. 

Publication bias: no serious. 

3. Systematic review [1] with included studies: Goicoechea 2015, Liu 2015, Shi 2012, Dalbeth 2017, Saag 2016, Wen 2020. 

Baseline/comparator: Control arm of reference used for intervention. 

4. Risk of Bias: serious. Inadequate/lack of blinding of outcome assessors, resulting in potential for detection bias, Selective 

outcome reporting. Inconsistency: no serious. Indirectness: no serious. Imprecision: serious. Wide confidence intervals. 

Publication bias: no serious. 

5. Systematic review [1] with included studies: Dalbeth 2017, Wen 2020, CKD-Fix Study, PERL 2020, Siu 2006, FEATHER 

2018. Baseline/comparator: Control arm of reference used for intervention. 

6. Risk of Bias: serious. Inadequate/lack of blinding of outcome assessors, resulting in potential for detection bias, Selective 

outcome reporting. Inconsistency: no serious. Indirectness: no serious. Imprecision: serious. Wide confidence intervals. 

Publication bias: no serious. 

7. Systematic review [1] with included studies: Saag 2016, CKD-Fix Study, PERL 2020, Dalbeth 2017, FEATHER 2018, Mukri 

2018. Baseline/comparator: Control arm of reference used for intervention. 

8. Risk of Bias: serious. Inadequate/lack of blinding of outcome assessors, resulting in potential for detection bias, Selective 

outcome reporting. Inconsistency: no serious. Indirectness: no serious. Imprecision: serious. Wide confidence intervals, Wide 

confidence intervals. Publication bias: no serious. 

9. Systematic review [1] with included studies: Wen 2020, Shi 2012, Stack 2021, PERL 2020, Beddhu 2016, Sircar 2015, 

Goicoechea 2015, FEATHER 2018. Baseline/comparator: Control arm of reference used for intervention. 

10. Risk of Bias: serious. Selective outcome reporting. Inconsistency: no serious. Indirectness: no serious. Imprecision: serious. 

Wide confidence intervals. Publication bias: no serious. 

studies. 9 (Randomized 
controlled) 

imprecision 10 

Life participation 

 

No studies were found 
that looked at life 

participation 
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3. Ungraded suggestions for clinical practice 

Rationale 

The scope of these guidelines did not focus on the management of gout. However, patients with symptomatic hyperuricaemia and 

CKD should receive appropriate treatment, which may include urate-lowering therapy according to up-to-date clinical practice 

guidelines on the management of gout, such as the American College of Rheumatology Guidelines (30). In the Work Group’s 

judgement, there were little data to indicate that patients with CKD would not benefit from appropriate management of gout. 

References 

30.       FitzGerald JD, Dalbeth N, Mikuls T, Brignardello-Petersen R, Guyatt G, Abeles AM, et al. 2020 American College of 

Rheumatology Guideline for the Management of Gout. Arthritis Care Res (Hoboken). 2020;72(6):744-60. 

Good practice statement 

Patients with chronic kidney disease and gout should receive appropriate urate-lowering therapy 
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4. Appendix 1 - Guideline development methodology 

This is an update to a CARI Guideline on Medical therapies to reduce chronic kidney disease progression and cardiovascular risk: Uric 

acid- lowering therapy published in 2012 (13), that was topic in CARI early chronic kidney disease guidelines (14). The guidelines were 

updated according to the Institute of Medicine and GRADE standards for guideline development (31, 32) 

The decision to update the guideline was decided in partnership with the Australasian Kidney Trials Network 

(AKTN) https://aktn.org.au)). To demonstrate a proof-of-concept model to update clinical practice guidelines rapidly in response to 

newly published clinical trials, like the CKD-Fix trial (28). The objective of this project was to update evidence-based clinical practice 

guidelines on serum urate-lowering-therapy in patients with CKD (not on dialysis) in response to new important clinical trial 

publications. 

Guideline scope 
The scope of the guideline was informed by the previous guideline and discussed at the first face-to-face meeting with the Work Group. 

The scope of the guideline focused on serum urate-lowering therapy. The guideline Work Group included expertise from multiple 

medical disciplines, Allied Health, nursing, and consumers across Australia and New Zealand. 

Evidence review 
A recently published systematic review and meta-analysis Chen et al. 2020 (19) on urate-lowering therapies was identified by CARI 

Guidelines. The review forms the underlying evidence on the benefits and harms of urate-lowering therapy in patients with CKD not 

requiring dialysis. All included studies with 66% or more participants with CKD were identified as primary studies for this guideline. The 

search for Chen et al. 2020 review was updated in Cochrane CENTRAL, MEDLINE, and Embase July 2021 to incorporate any further 

studies since the publication of the systematic review in November 2020 (Appendix 2). 

All outcomes reported in the Chen et al. 2020 were included in the evidence review for the guidelines. Additional outcomes were 

examined in the included studies, including adverse events. CARI Guidelines contacted the authors of the Chen et al. 2020 review and 

were provided access to data extraction forms, and primary studies were examined in detail to identify any further outcomes. As a 

result, further examination of the outcomes were assessed with additional analyses when data were available, including subgroup 

analyses for: symptomatic and asymptomatic hyperuricaemia, duration of therapy (short <12 months; long ≥12 months), type of therapy 

(allopurinol, febuxostat, other), stage of CKD, and ethnicity. Meta-regression was performed in R (Vienna, Austria) to assess the impact 

of continuous variables, such as age, eGFR, and serum urate. 

Developing the recommendations 
The findings from the evidence review were presented at face-to-face meeting with the Work Group and the recommendations were 

drafted by the Work Group and Work Group Co-Convenors. Recommendations were revised in a multistep process during face-to-face 

meetings and by email communication. The final draft was sent for external public review and peer-review. Based on feedback, the 

guideline was revised by the Work Group and approved the final version of the guideline. 

Patient preferences and values 
Two patients were Work Group members and provided insights to the lived experience of urate-lowering therapy use in patients with 

chronic kidney disease. No formal evidence review was undertaken to assess patient preferences. However, key systematic reviews on 

the topic were identified by the Work Group and informed the development of recommendations. 

Grading the strength of recommendations 
The strength of a recommendation is graded as strong [1] or conditional [2] (Table A1). The strength of a recommendation was 

determined by the balance of benefits and harms across all critical and important outcomes, the grading of the overall quality of the 

evidence, patient preferences and values, equity, and resources and other considerations. 

Table A1. CARI Guidelines nomenclature and description for grading recommendations*. 

Grade 

Implications 

Patients Clinicians Policy 

Level 1 

“We recommend” 

Most people in your situation 

would want the recommended 

course of action and only a 

small proportion would not. 

Most patients should receive 

the recommended course of 

action. 

The recommendation can be 

adopted as a policy in most 

situations 

Level 2 

“We suggest” 

The majority of people in your 

situation would want the 

recommended course of action, 

but many would not. 

Different choices will be 

appropriate for different 

patients. Each patient needs 

help to arrive at a management 

decision consistent with her or 

The recommendation is likely to 

require substantial debate and 

involvement of stakeholders 

before policy can be 

determined. 
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his values and preferences. 

* Adapted from GRADE working group (www.gradeworkinggroup.org) 

The overall quality of the evidence 
The overall quality of the evidence was based on the certainty of the evidence for all critical and important outcomes, taking into 

account relative importance for each outcome to the population of interest. The overall quality of the evidence was graded (A, B, C or 

D) (Table A2). 

Table A2. Classification for certainty of the evidence. 

Grade Certainty of the evidence Meaning 

A High We are confident that the true effect lies close to that of the estimate of the effect. 

B Moderate 
The true effect is likely to be close to the estimate of the effect, but there is a 

possibility that it is substantially different. 

C Low The true effect may be substantially different from the estimate of the effect. 

D Very low The estimate of effect is very uncertain, and often will be far from the truth. 

Processes for updating 
Currently this guideline has been prioritised as a traditional CARI Guideline and no formal process for guideline updates are planned. 

The guidelines currency will be assessed in yearly reviews in consultation with the CARI Guidelines Steering Committee. The guidelines 

will be updated when new evidence emerges indicating a shift in the balance of benefits and harms in consultation with the guideline 

Work Group, as well as external experts. 
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