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Abstract

Background
Acupuncture and moxibustion have been widely applied in treating allergic rhinitis (AR). However, there is
a lack of evidence-based guidelines for acupuncture and moxibustion for AR, thus we started a project on
developing an international clinical practice guideline (CPG) for acupuncture and moxibustion for AR
(WFASRP202001-SC05) approved by the World Federation of Acupuncture-Moxibustion Societies
(WFAS). This study aims to formulate the clinical questions and important outcomes for this guideline.

Methods
Based on the principle of the WFAS standardization committee, multiple methods including the
International PICO question survey, Delphi survey, and consensus conference of guideline development
group (GDG) were applied. International PICO questionnaires widely gathered the demands from the
target population. Then GDG selected clinical questions and important outcomes for the guideline via a
mixed method of Delphi survey and consensus conference.

Results
15 potential clinical questions and 10 sorts of outcomes were formulated under the supervision of a
guideline steering group based on the analysis of 123 pieces of feedbacks from 17 countries of 5
continents. After 2 rounds of the Delphi survey, the consensus was reached in GDG that all of the
potential questions were included. After 3 rounds of the Delphi survey, the consensus was reached that 9
of these outcomes were considered important outcomes.

Conclusion
15 clinical questions and 9 important outcomes were selected for the CPG for acupuncture and
moxibustion for AR. Since there has not established a standard method in formulating the clinical
questions and important outcomes for CPGs in acupuncture and moxibustion, this one will be a useful
reference.

Background
Allergic rhinitis (AR) is one of the most common chronic diseases, with a prevalence of up to 40%[1].
Without e�cient control, AR patients suffer high a risk of comorbidity with asthma[2] or other disorders of
the immune system[3]. AR also seriously affects patients’ life quality and increases the incidence of
tra�c accidents [4] and suicide [5].
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Clinical evidence has accumulated that acupuncture and moxibustion were safe and e�cient in treating
allergic rhinitis (AR)[6–9]. Several clinical practice guidelines and consensus statements on allergic
rhinitis recommend acupuncture-moxibustion therapy as a therapeutic adjunct[10–12]. However, the
speci�c recommendation of acupuncture and moxibustion operation has not yet been given. Therefore, it
is necessary to develop a clinical practice guideline (CPG) for acupuncture and moxibustion in treating
AR. The CPG for acupuncture and moxibustion for allergic rhinitis approved by the China Association of
Acupuncture and Moxibustion mainly served acupuncturists and relevant practitioners in China[13],
whereas this guideline approved by the standardization working committee of WFAS (Project Number:
WFASRP202001-SC05) will provide recommendations for practitioners around the world.

The establishment of clinical questions in the PICO (Patient, Intervention, Comparator, Outcome)
framework is the key step in developing evidence-based CPG[14]. Ahead of the formulation of clinical
question and important outcome of this guideline, we have designed an international PICO question
survey for the target population[15] and set up the guideline steering group, the guideline draft group, and
the guideline development group based on the regulation of the WFAS standardization committee. The
objective of this study was to reach a consensus on the clinical questions and important outcomes for
the CPG for acupuncture and moxibustion for allergic rhinitis.

Methods
The clinical questions and important outcomes were developed via three steps, referring to previous
consensus studies[16, 17]. The following procedure was carried out: (1) International survey, analysis,
and formulation of potential clinical question and outcome lists; (2) Delphi survey on importance rating
of clinical questions and outcomes; (3) Consensus conference on the clinical questions and important
outcomes for the CPG. The Delphi survey and consensus conference were applied as a mixed method for
reaching the consensus (See Fig. 1). According to the scope of this international CPG for acupuncture
and moxibustion for allergic rhinitis, the target population includes acupuncturists, TCM practitioners,
otolaryngologists, teachers, and researchers in medical school. The applicable settings of this CPG are
the acupuncture and moxibustion department in hospitals, clinics specialized in acupuncture and
moxibustion, medical schools specializing in acupuncture and moxibustion, and research institutions
related to acupuncture and moxibustion. Therefore, the international survey and consensus should reveal
the demands of these target populations from different settings.

International survey on PICO clinical questions
To comprehensively re�ect the demands on each aspect of clinical questions and outcomes, we have
designed an online survey and send the questionnaire to the target populations from different countries.
The questionnaire was also published in a journal for potential target populations to feedback[15]. For
the feedback that could not formulate clinical questions in PICO format, we corresponded with the
participant via telephone or email, explaining the PICO structure and asked them to �ll the questionnaire
again. We analyzed the most concerned foreground clinical questions and patients, interventions,
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comparators, and outcomes related to the questions. The frequency or percentage of each element will be
calculated and presented as statistical graphs. Then, the guideline draft group will formulate the potential
clinical questions and outcomes lists based on the feedbacks under the supervision of the guideline
steering group.

Delphi survey on importance rating of clinical questions and
outcomes
Ahead of the consensus conference, we introduced the background knowledge and formulating process
of the potential clinical questions and outcomes by PDF documents and asked the guideline
development group (GDG) members to �nish the �rst round of the Delphi survey online. For clinical
questions and outcomes, GDG members were required to rate its importance, make comments if
necessary (especially for the items that are strongly preferred or disagreed, comments were required), and
choose familiarity (Ca) on the question as well as judgment basis (Cs). For clinical questions, the
importance was rated by a 5 point Likert scale (very important = 5, important = 4, moderately important = 
3, slightly important = 2, not important = 1)[18]. For outcomes, GRADE hierarchy rules (7 ~ 9 = critical, 4 ~ 
6 = important, 1 ~ 3 = low important) were applied[14]. For each item, mean scores, coe�cient of variation
(CV = SD /(χ̅ ), and authority coe�cient (Cr=(Ca + Cs)/2) were calculated and displayed in statistical
graphs.

Consensus conference on clinical questions and important
outcomes
The process and results of the �rst step survey, as well as the formulation of potential clinical questions
and outcomes, were introduced at the consensus conference online (via Tencent Cloud Meeting). Then,
the result of 1st round Delphi survey was displayed anonymously, and each GDG member was required to
express their opinion. Then there was a full discussion on the items with CV > 25%. After that, the 2nd
round of the Delphi survey was carried out in the same way. For both clinical questions and outcomes,
when the mean > 3 and CV ≤ 25%, the item was included; when the mean < 3 and CV > 25%, it was
excluded; when CV > 25%, another round of Delphi survey was carried out. If the CV is still higher than
25% in the 3rd round survey, the item will be excluded[19].

Results

Participants in 1st step survey
There were 123 feedbacks of the international PICO question survey (30 from abroad and 93 from China)
covered 17 countries from 5 continents, and the domestic participants were from 25 provinces
respectively (Fig. 2a-b). Among all the participants, 81% were acupuncturists, 9% were physicians of
Chinese medicine, 4% were medical school faculty, 3% were scienti�c researchers and 2% were
Otolaryngologists (Fig. 2c). We also analyzed the years of working of the participants, �nding that 24% of
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them had working experience of equal or less than 5 years, 33% of them has worked for more than 5 but
no more than 20 years, 43% have been working for more than 20 years.

Participants in the Delphi survey and consensus conference
The Delphi survey and consensus conference were carried out among GDG, which was comprised of
experts in acupuncture and moxibustion, experts in evidence-based medicine, experts in
otorhinolaryngology, experts in health economics, and allergic rhinitis patients (shown in Table 1). The
GDG members are from six countries, where acupuncture is practical. The con�ict of interest was required
to declare ahead of the survey, and each member has signi�ed the declaration of interest form.

Table 1
Guideline Development Group (GDG) members

Participant No. Country (City) Identity

1 China (Beijing) Expert in acupuncture and moxibustion

2 China (Beijing) Expert in acupuncture and moxibustion

3 China (Beijing) Expert in acupuncture and moxibustion

4 China (Shijiazhuang) Expert in acupuncture and moxibustion

5 China (Hefei) Expert in acupuncture and moxibustion

6 China (Hongkong) Expert in acupuncture and moxibustion

7 America (Virginia) Expert in acupuncture and moxibustion

8 America (New York) Expert in acupuncture and moxibustion

9 Australia (Sydney) Expert in acupuncture and moxibustion

10 Japan (Tokyo) Expert in acupuncture and moxibustion

11 Switzerland (Geneva) Expert in acupuncture and moxibustion

12 China (Beijing) Expert in otolaryngology

13 China (Beijing) Expert in otolaryngology

14 Canada (Ottawa) Expert in evidence-based medicine

15 China (Beijing) Expert in evidence-based medicine

16 China (Beijing) Expert in evidence-based medicine

17 China (Beijing) Expert in health economics

18 China (Beijing) Allergic rhinitis patient

19 China (Beijing) Allergic rhinitis patient
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1st step survey: PICO clinical question gathering
The most concerning clinical questions were �rst categorized into 3 types (A. validation of effectiveness;
B. optimal e�ciency or non-inferiority; C. standardization or optimization of manipulation.) Then the PICO
elements were summarized respectively.

As shown in Fig. 3a, the optimal e�ciency or non-inferiority related questions accounted for 43% (e.g.,
Compared with intranasal steroids spray only, could allergic rhinitis patients bene�t more from the
combination therapy of �liform needle therapy with intranasal corticosteroids? Compared with oral
antihistamines, does moxibustion has an equal effect in treating seasonal allergic rhinitis?). The
questions related to validation of effectiveness accounted for 36% (e.g., Compared with no treatment,
could �liform needle therapy perform better in releasing perennial allergic rhinitis-related symptoms?).
The questions related to standardization or optimization of manipulation accounted for 21% (e.g.,
Compared with 4 weeks �liform needle therapy, could 8 weeks treatment bring allergic rhinitis patients
more bene�t? Compared with �liform needle therapy, could the complementary of moxibustion enhance
the therapeutic effect in moderate to severe allergic rhinitis patients?) The percentage of participant’s
concern on speci�c classi�cations of each PICO (Patient, Intervention, Comparator, Outcome) element
were then calculated respectively.

For patient classi�cation (shown in Fig. 3b), 22% of the participants focused on all types of allergic
rhinitis patient, rather than a certain type, while 18% focused on seasonal AR, 17% on persistent AR, 14%
on perennial AR, 8% on intermittent AR, 8% on moderate/severe AR, 12% on AR of different ages (e.g., AR
in adult, AR in children, AR in the elder, etc.)

For intervention classi�cation (shown in Fig. 3c), �liform needle therapy is the most concerned
intervention (57%), following by moxibustion (15%), �liform needle therapy combining with moxibustion
(8%), �liform needle therapy combining with medication (4%), acupoint catgut embedding (4%), electro-
acupuncture (3%), auriculo-acupuncture (2%), �liform acupuncture combining with herbal therapy (2%),
intradermal needle (2%), acupoint application (2%), sphenopalatine ganglion stimulation (1%), �liform
needle therapy combining with cupping (1%), and �re needle (1%). Most of the combination therapies
were related to the optimal e�ciency questions to �gure out whether the addition of other treatments
could bring more bene�t to AR patients.

For the comparator classi�cation (shown in Fig. 3d), conventional treatments (including intranasal
corticosteroids, intranasal and oral antihistamines, intranasal and oral decongestants, nasal saline,
leukotriene receptor antagonists) was most frequently concerned (43%), followed by sham acupuncture
or waitlist (36%), �liform needle therapy (17%), and moxibustion (5%). The conventional treatments
usually occurred as the comparators of the optimal e�ciency or non-inferiority related questions, and
sham acupuncture or waitlist were correlated to effectiveness validating questions. For the questions
related to standardization or optimization of manipulation, the control intervention might be �liform
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needle therapy or moxibustion with different manipulation (e.g., fewer treating courses, lower treating
frequency, without the addition of other therapies, etc.).

For the outcome classi�cation (shown in Fig. 3e), most participants were concerned about several sorts
of outcomes. Among these, symptom score was most concerned (92%), followed by disease control
score (60%), medication score (43%), quality of life score (36%), patient satisfaction score (23%), adverse
event rate (6%), clinical economic indicators (5%), laboratory immunological indicators (4%), Chinese
medicine syndrome score (4%), and mental health score (2%).

According to the feedback from the target population, we draft 15 potential clinical questions and 10
sorts of outcomes for the Delphi study and consensus conference (shown in Table 2 and Table 3).
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Table 2
Potential clinical question list

Question
No.

Details

1 Compared with no treatment, could allergic rhinitis patients bene�t more from �liform
needle therapy?

2 Compared with conventional treatments, could seasonal (or intermittent) allergic rhinitis
patients bene�t equally or more from �liform needle therapy?

3 Compared with conventional treatments, could perennial (or persistent) allergic rhinitis
patients bene�t equally or more from �liform needle therapy?

4 Compared with conventional treatments, could moderate-severe allergic rhinitis patients
bene�t equally or more from �liform needle therapy?

5 Compared with conventional treatments only, does the combination of �liform needle
therapy increase the bene�t of moderate-severe allergic rhinitis patients?

6 Compared with no treatment, could allergic rhinitis patients bene�t more from
moxibustion therapy?

7 Compared with conventional treatments, could seasonal (or intermittent) allergic rhinitis
patients bene�t equally or more from moxibustion therapy?

8 Compared with conventional treatments, could perennial (or persistent) allergic rhinitis
patients bene�t equally or more from moxibustion therapy?

9 Compared with conventional treatments, could moderate-severe allergic rhinitis patients
bene�t equally or more from moxibustion therapy?

10 Compared with conventional treatments only, does the combination of moxibustion
therapy increase the bene�t of moderate-severe allergic rhinitis patients?

11 Compared with �liform needle therapy or moxibustion therapy alone, does the
combination of �liform needle therapy and moxibustion therapy increase the bene�t for
allergic rhinitis patients?

12 With the same treatment frequency, does a longer course of �liform needle therapy
increase the bene�t of allergic rhinitis patients?

13 With the same treatment course, does a higher frequency of �liform needle therapy
increase the bene�t for allergic rhinitis patients?

14 With the same treatment frequency, does a longer moxibustion therapy course increase
the bene�t for allergic rhinitis patients?

15 With the same treatment course, does a higher frequency of moxibustion therapy
increase the bene�t for allergic rhinitis patients?
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Table 3
Outcome list

Outcome No. Details

1 Symptom score (NOSE, CQ, TSS, TNSS, etc.)

2 Disease control score (VAS, RCAT, CARAT, RCSS, ARCT, etc.)

3 Quality of life score (RQLQ, RAPP, SF-36, etc.)

4 Mental health score (BDI, PHQ-2, etc.)

5 Medication score (RMS, MS, etc.)

6 Laboratory immunological indicators (IgE, IL-4, etc.)

7 Chinese medicine syndrome score

8 Adverse event rate

9 Clinical economic indicators (ICER, ICUR, etc.)

10 Patient satisfaction score

 

1st round of Delphi survey
Ahead of the consensus conference, a round of online Delphi survey was carried out to collect the GDG
group’s concerns on potential clinical questions and outcomes. All 19 GDG members submitted their
choice and comment online. The result is shown in Fig. 4. According to our inclusion and exclusion
criteria, all clinical questions were considered important (Fig. 4a), while the CV of the question 6, 14, 15
was higher than 25% (Fig. 4b). The authority coe�cients of clinical questions were among 65.8–76.3%
(Fig. 4c). For outcomes, all of the outcomes were considered important (Fig. 4d), while mental health
score, laboratory immunological indicators, Chinese medicine syndrome score, and clinical economic
indicators had high CV (Fig. 4e). The authority coe�cients of outcomes were among 61.6–75.8%
(Fig. 4f).

Consensus conference with Delphi survey
The GDG consensus conference on clinical questions and important outcomes was carried out online
and all 19 GDG members attend the meeting. After the introduction of the preparation of this meeting (the
members of the guideline drafting group, steering group, and GDG group; the WFAS approval of the
project on developing the clinical practice guideline for acupuncture and moxibustion for allergic rhinitis;
the result of the PICO question gathering; the de�nition and application of the potential clinical questions
and outcomes; the result of 1st round Delphi survey and anonymous comments), each GDG member
gave his/her ideas and discussed (especially for the items with high CV value).
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For clinical questions, the discussion mainly focused on the question with high CV (6, 14, 15). These are
questions focusing on the e�cacy and application of moxibustion, and the difference in opinion was
caused by the following aspects: (1) Moxibustion is not available in some foreign countries because of
the smog during the treatment is not acceptable. (2) Moxibustion is less frequently used than �liform
needle therapy in treating AR. (3) There was not enough evidence to support moxibustion’s e�cacy in AR
treatment.

The discussion among GDG could be summarized as follows: (1) Experts in acupuncture and
moxibustion from China recommend moxibustion therapy to be included in the guideline because it is
frequently applied in AR treatment. The TCM syndromes and stages of AR are critical factors in
acupuncture and moxibustion application, thus subgroup analysis on speci�ed populations should be
carried out for recommendation formulation. (2) Experts in acupuncture and moxibustion from America,
Australia, Switzerland, Japan said that the low importance rating on moxibustion-related questions was
mainly because of the limitation of moxibustion practice abroad. As the smog of moxibustion therapy
could elicit the �re alarm system, it is not acceptable indoors without the special ventilation system. They
suggested that the setting of moxibustion treatment, the quality of moxa, the speci�c type of moxibustion
therapy should be articulated during the systematic review and recommendation formulation. (3) Experts
in otolaryngology said that they doubted whether AR would get worse after moxibustion therapy because
the moxa could be allergen itself. However, the Chinese medicine expert in otolaryngology said that the
main allergen for seasonal AR is the pollen of mugwort in autumn [20, 21], while the mugwort leaves
collected during April and June is the main component for moxa. From this aspect, the moxa would not
worsen AR, but it remains controversial whether moxa smog could worsen AR symptoms. Therefore, the
importance of moxibustion-related questions is less concerned. (4) Experts in evidence-based medicine
said that there might not be enough high-quality evidence to support these clinical questions. However,
these foreground questions are important during clinical practice. Therefore, the evidence-gathering
process should cover all types of evidence, including randomized clinical trials, cohort studies, case-
control studies, case series, and expert evidence[22]. (5) Allergic rhinitis patient representatives who have
different types of western medication and acupuncture therapy previously. They felt that acupuncture
could control the AR symptoms and enhance life quality in a longer period than other types of therapy,
thus they preferred acupuncture therapy to other therapy. (6) Expert in health economics explained the
economic consideration in clinical practice guidelines and emphasized its importance in weighing
bene�ts and cost.

After a full discussion on clinical questions, a second round of the Delphi survey was launched and all
GDG members �nished the survey. The result was shown anonymously. According to the inclusion and
exclusion criteria, all potential clinical questions were rated as important questions without obvious
divergence (Fig. 5a-b), and the authority coe�cient of each clinical question was above 70% (Fig. 5c).
Therefore, the GDG reached a consensus to include the 15 clinical questions into the clinical practice
guideline for acupuncture and moxibustion for allergic rhinitis.
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For each sort of outcome, there was an introduction on different indicators, including suitable population,
construction validity, content validity, criteria validity, reliability, responsiveness and minimal clinically
important difference (MCID), etc. [23] Then every GDG member gave their opinions on different types of
outcome. The discussion mainly focused on 4 sorts of outcome with obvious divergence (mental health
score, laboratory immunological indicators, Chinese medicine syndrome score, and clinical economic
indicators), summarized as follow: (1) Experts in acupuncture and moxibustion considered all the
outcomes important, among which symptom score that re�ected nasal and non-nasal symptoms related
to allergic rhinitis was the most important one. Disease control score, quality of life score, and medication
score that re�ects the severity of AR from other aspects were also frequently used in assessing treatment
e�cacy. However, the laboratory immunological indicators and clinical economic indicators were less
commonly used in clinical trials on AR. (2) Experts in otolaryngology pointed out symptom score, disease
control score, quality of life score, medication score as important outcomes. Meanwhile, they stressed the
importance of mental status in related to AR, and introduced several scales to assess mental health in AR
patients[24–27]. (3) Experts in evidence-based medicine suggested all related outcomes should be
included to assess acupuncture and moxibustion in treating allergic rhinitis (e�cacy, safety, clinical
economic indicators, etc.). Different measurements belong to one sort of outcome could be synthesized
via standardized mean difference (SMD) as lack of enough clinical evidence. Since this guideline is
developed using GRADE system, outcomes related to safety and clinical economic indicators should be
included. However, the laboratory immunological indicators are less important than other outcomes in
clinical trials, for it is more commonly applied in mechanism studies rather than randomized clinical
trials. The Chinese medicine syndrome score are less important, for there is lack of uni�ed scales to
Chinese medicine syndrome. (4) Expert in health economics pointed out that medication score, adverse
event rate and clinical economic indicators were critical factors from the perspective of health
economics. These factors determine bene�ts, harms and resource use of different treatment, so should
be rated as important outcomes. (5) Allergic rhinitis patient representatives also mentioned the
importance of symptom score, while they paid more attention on medication score, adverse event rate,
clinical economic indicators and patient satisfaction score.

After a full discussion on outcomes, a second round of the Delphi survey was launched and all GDG
members �nished the survey. All outcomes were rated as important outcomes (Fig. 5d), while the
laboratory immunological indicators and Chinese medicine score remained divergent (Fig. 5e). The
authority coe�cient of each outcome was above 70% except for the laboratory immunological indicators
(Fig. 5f). Therefore, the second round of discussion on the two outcomes was carried out. For laboratory
immunological indicators, GDG members who rated it highly believed this outcome could subjectively
reveal the e�cacy of acupuncture and moxibustion therapies on AR. However, GDG members who rated it
lowly thought that there were a huge number of immunological indicators which make it unfeasible to
synthesis these data. For the Chinese medicine syndrome score, GDG members who rated it highly
believed that syndrome differentiation related to the treatment e�ciency. Without this sort of outcome,
there will be a lack of the characteristics of Chinese medicine. Whereas the GDG members who rated it
lowly believed that the Chinese medicine syndrome score has not been used globally, and the Chinese
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medicine syndrome of AR has not yet been uni�ed. Chinese medicine syndrome score was developed
based on AR symptoms, which could be comprehensively evaluated by symptom score, disease control
score, and quality of life score. Therefore, the Chinese medicine syndrome score is redundant. Moreover,
during the progression of AR, the syndrome might change spontaneously, which could not re�ect the
e�cacy of treatment. After full discussion, a third round of the Delphi survey was carried out. Both
outcomes were rated important (Fig. 6a), while the CV of Chinese medicine syndrome score is still higher
than 25% (Fig. 6b), thus was excluded. The authority coe�cients of both outcomes were above 70%.
Therefore, the GDG reached a consensus of including 9 important outcomes in the clinical practice
guideline for acupuncture and moxibustion for allergic rhinitis. Among these outcomes, symptom score
rated as the most important one, followed by patient satisfaction score, disease control score, adverse
event rate, quality of life score, medication score, clinical economic indicators, mental health score, and
laboratory immunological indicators. In general, 15 clinical questions and 9 important outcomes were
eventually included in the clinical practice guideline for acupuncture and moxibustion for allergic rhinitis.

Discussion
Since the clinical concerns from different target populations vary from each other, it is of priority to widely
collect their most concerned PICO clinical questions. The scope of this guideline is to provide clinical
practice recommendations for global acupuncturists, TCM practitioners, and relevant occupations.
Therefore, the 1st step survey (international survey on PICO questions) covered participants from 17
countries of 5 different continents. As the majority of the potential users of this guideline will be Chinese
acupuncturists, 81% of the participants in the 1st step survey were acupuncturists and 75% of the
participants were from 25 different provinces of China. Other related occupations, such as physicians of
Chinese medicine, otolaryngologists, medical school faculties, and scienti�c researchers who work on AR
and acupuncture, were also included. Participants of different working experiences were all included to
truly re�ect the demands from the target population. After the 1st step survey, we extensively collected the
most concerned clinical questions from the target population of this guideline and extracted each PICO
element. Then, we summarized the most concerned clinical question into three types and analyzed the
distribution of concern on each element. Eventually, under the instruction of the guideline steering
committee, the guideline drafting group transferred the results of PICO question analysis into 15 clinical
questions and 10 sorts of outcomes that could cover most of the target population’s concerns.

The Guideline Development Group (GDG) plays a critical role in guideline formulation. Throughout the
development of a clinical practice guideline, GDG members need to reach consensus in several key steps,
among which consensus on review questions and important outcomes is the �rst step[28–30]. In this
study, we constructed the GDG following the WFAS requirement[31]. Experts in acupuncture and
moxibustion from different countries accounted for the majority of GDG. Experts in different �elds
(otolaryngology, evidence-based medicine, health economics) and AR patient representatives were also
indispensable compositions. All GDG members have claimed their con�ict of interest[32] and signed the
Declaration of Interest Form of the WFAS standard expert committee.
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After the generation of potential clinical questions and outcomes, the GDG reached a consensus on the
clinical questions and important outcomes. Delphi Method, Consensus Conference, and the Nominal
Group Technique are the most often applied strategies in clinical practice guideline development[33, 34].
In this study, we applied a mixed method of the Delphi survey and consensus conference. After the
formulation of potential clinical questions and outcomes, the 1st round of the Delphi survey was carried
out ahead of the consensus conference. Therefore, during the consensus conference, the distribution of
importance rating and concerns on clinical questions and outcomes could be displayed anonymously,
which makes the meeting more e�cient in �nding discordance and reach consensus. Then, the 1st round
of discussion on the clinical questions was carried out, during which each GDG member share his/her
opinions and expertise on the potential clinical questions. During the 2nd round of the Delphi survey, the
coe�cient of variation decreased while the authority coe�cient increased, and the consensus was
reached.

As this guideline will be developed using the GRADE system[35], the GDG rated the importance of all sorts
of outcomes and selected the important and critical outcomes accordingly. Ten sorts of outcome
indicators were mentioned in this survey: symptom score, disease control score, quality of life score,
mental health score, medication score, laboratory immunological indicators, Chinese medicine syndrome
score, adverse event rate, clinical economic indicators, and patient satisfaction score. Among these,
symptom score mainly focuses on the nasal and non-nasal symptom related to allergic rhinitis, including
NOSE (Nasal Obstruction Symptom Evaluation) [36], CQ (Congestion Quali�er)[37], TSS (Total Symptom
Scales)[38], TNSS (Total Nasal Symptom Score) [39], etc. Disease control scores include Visual analog
scale (VAS)[40, 41], RCAT (Rhinitis Control Assessment Test)[42], CARAT (Control of Allergic Rhinitis and
Asthma Test)[43, 44], RCSS (Rhinitis Control Scoring System)[45], ARCT (Allergic Rhinitis Control Test)
[46], etc. There are various types of indicators to assess the quality of life of AR patients, such as RQLQ
(Rhinoconjunctivitis Quality of Life Questionnaire)[47, 48], RAPP (RhinAsthma Patient Perspective)[49,
50], SF-36 (Medical Outcome Study Questionnaire Short Form 36 Health Survey)[51, 52], etc. The mental
health score is another critical concern in AR management[26], scales such as BDI (Beck Depression
Inventory)[24] and PHQ-2 (Patient Health Questionnaire-2)[53] have been mentioned. Medication score is
commonly used to re�ect the e�cacy of complementary therapy, it could be described as RMS (Rescue
Medication Score)[54, 55] or MS (Medication Score)[56]. Laboratory indicators are concerned for its
validation of clinical e�cacy and potential mechanisms, such as allergen-speci�c IgE, cytokines, and
immune cells related to allergic rhinitis (concentration of IL-2, IL-4, IL-10, etc.), neuropeptides, etc.[57, 58]
Chinese medicine syndrome score which re�ects the changes of syndromes (such as the lung de�ciency
and invasion of cold syndrome, the spleen qi de�ciency syndrome, the kidney yang de�ciency syndrome,
etc.) was also mentioned in the survey[59–61]. Concern on safety, economics, and patient preference,
which could be indicated by adverse event/ side effect rate[62, 63], clinical economic indicators (such as
incremental cost-effectiveness ratio, incremental cost-utility ratio, etc.)[64], and patient satisfaction score
(using the Likert scale[65]), are important factors in the process from evidence to decision.

For the important outcomes, though all of them were rated as important or critical, there existed
discordance on several items, and after three rounds of Delphi survey and discussion, 9 outcomes were
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considered important for this guideline. They were ranked in order of priority, so it could be feasible to
weigh the advantages and disadvantages during the formulation of recommendations. Among these,
symptom score was considered the most important outcome since its wide application in AR
assessment. Patient satisfaction score was the second priority since both patient representative and
clinical practitioners attached importance to it. The coe�cient of variation of 9 sorts of outcomes
decreased during three rounds of the Delphi survey, which means the GDG gradually reached a
consensus. However, the Chinese syndrome score remained highly divergent and was excluded. The
increasing authority coe�cient means the discussion and interpretation were comprehensive and
effective.

Strengths and limitations
The strength of this study is the joint application of multi-methods (international PICO question survey,
Delphi survey, and consensus conference). Previously, the items of the Delphi survey were developed
based on systematic review and interview [66, 67], while we carried out an online clinical question survey
among the global target population, using a semi-structured PICO questionnaire, which could help us to
obtain the demands from the potential users and avoid the data-driven problems. After formulating the
potential clinical question and outcome lists, 1st round of the Delphi survey was held ahead of the
consensus conference to summarize the concerns from GDG. Therefore, the divergence and comments
could be displayed anonymously at the conference to minimize the authoritative effect. Moreover, this
made the consensus conference was more e�cient, for the discussion could be more focusing on the
divergence. During the conference, each GDG members were required to show their opinions which could
represent the potential users, bene�ciary, and methodologists. This enhanced the equality and
representativeness in the discussion.

There are also several limitations in this study. Firstly, since lack of background knowledge of the PICO
framework in clinical practitioners in acupuncture and moxibustion, the clinical question-gathering
process was time-costing. For there were some feedbacks not in PICO form during the survey, we needed
to contact the participants, interpret the PICO framework, and ask them to �ll the questionnaire again.
Secondly, although the Delphi voting results were displayed anonymously and all GDG members were
required to share their views, dominant GDG numbers might impose their opinions upon more reticent
colleagues. Therefore, the individual generation and round-robin fashion of NGT[68–70] might be
referential for future improvement.

Conclusion
15 clinical questions and 9 important outcomes were selected by GDG for the clinical practice guideline
for acupuncture and moxibustion for allergic rhinitis. Since this will be the �rst edition of WFAS CPG for
acupuncture and moxibustion for Allergic Rhinitis, the clinical questions and important outcomes are
universally applicable and re�ect the most fundamental and urgent demands from global users. The joint
application of multi-methods in this study could be useful for the relevant CPG studies.



Page 15/27

Declarations
Guideline development group

Li-xing Lao, Virginia University of Integrative Medicine, U.S.

Ye-meng Chen, New York College of Traditional Chinese Medicine, U.S.

Shi-wu Wen, University of Ottawa, Canada.

Hong-guang Dong, University of Geneva, Switzerland.

Han-wen Deng, Western Sydney University, Australia.

Xiao-ming Wang, Teikyo Heisei University, Japan.

Zhao-yu Dai, Hong Kong Baptist University, China.

Jian-ping Liu, Beijing University of Chinese Medicine, China.

Yu-tong Fei, Beijing University of Chinese Medicine, China.

Jing-sheng Zhao, China Academy of Chinese Medical Sciences, China.

Chun-sheng Jia, Heibei University of Chinese Medicine, China.

Hao-ran Chu, Second A�liated Hospital of Anhui University of Chinese Medicine, China.

Wei-na Peng, Guang’anmen Hospital, China Academy of Chinese Medical Sciences, China.

Jun Wang, Dongzhimen Hospital, Beijing University of Chinese Medicine, China.

Xiang-dong Wang, Beijing Tongren Hospital, China.

Jing Liu, Xiyuan Hospital, China Academy of Chinese Medical Sciences, China.

Bao-lin Hong, Beijing University of Chinese Medicine, China.

Ms. Xu, allergic rhinitis patient.

Mr. Sun, allergic rhinitis patient.

Acknowledgement

The authors would like to thank all the members of guideline development group. The authors are also
grateful for the guidance from Prof. Bao-yan Liu, Prof. Zhi-shun Liu, Prof. Bin Xu, Prof. Wen-bin Fu, Prof.
Jun Yang, Prof. Lai-xi Ji.



Page 16/27

Funding

The research was �nancially funded by National Key R&D Program of China (No. 2019YFC1712200).

Availability of data and materials

Details of data are available from the corresponding author upon request.

Ethics approval and consent to participate

All procedures were performed in accordance with the guidelines of World Federation of Acupuncture-
Moxibustion Societies (Approval No. WFASRP202001-SC05).

Consent for publication

All the authors were concerned and agreed to publish before the submission.

Competing interests

The authors declare that there are no competing interests regarding the publication of this paper.

Authors’ contribution

SD drafted the manuscript, JZ designed the study, SD, CY and SW collected and analyzed the data. SC,
SG and WG revised the manuscript and gave suggestions. All authors have read and approved the �nal
manuscript.

Author detail

1 Dongzhimen Hospital, Beijing University of Chinese Medicine, Beijing, 100700, China.

2 Institute of Acupuncture and Moxibustion, China Academy of Chinese Medical Sciences, Beijing,
100700, China.

References
1. Dykewicz MS, Wallace DV, Amrol DJ, Baroody FM, Bernstein JA, Craig TJ, et al. Rhinitis 2020: A

practice parameter update. J Allergy Clin Immunol. 2020;146(4):721–67.

2. Huang K, Yang T, Xu J, Yang L, Zhao J, Zhang X, et al. Prevalence, risk factors, and management of
asthma in China: a national cross-sectional study. Lancet. 2019;394(10196):407–18.

3. Wongtrakul W, Charoenngam N, Ponvilawan B, Ungprasert P. Allergic rhinitis and risk of systemic
lupus erythematosus: A systematic review and meta-analysis. Int J Rheum Dis. 2020.

4. Church MK, Zuberbier T. Untreated allergic rhinitis is a major risk factor contributing to motorcar
accidents. Allergy. 2019;74(7):1395–7.



Page 17/27

5. Kim JY, Han YJ, Lee JS, Lee JH, Jo SH, Kim SH. Evaluation of a possible association between allergic
rhinitis and depression, suicidal ideation, and suicide attempts among adolescents based on a
nationwide cross-sectional study. Int J Pediatr Otorhinolaryngol. 2020;134:110070.

�. Brinkhaus B, Ortiz M, Witt CM, Roll S, Linde K, Pfab F, et al. Acupuncture in patients with seasonal
allergic rhinitis: a randomized trial. Ann Intern Med. 2013;158(4):225–34.

7. Choi SM, Park JE, Li SS, Jung H, Zi M, Kim TH, et al. A multicenter, randomized, controlled trial testing
the effects of acupuncture on allergic rhinitis. Allergy. 2013;68(3):365–74.

�. Xue CC, An X, Cheung TP, Da Costa C, Lenon GB, Thien FC, et al. Acupuncture for persistent allergic
rhinitis: a randomised, sham-controlled trial. Med J Aust. 2007;187(6):337–41.

9. Xue CC, Zhang AL, Zhang CS, DaCosta C, Story DF, Thien FC. Acupuncture for seasonal allergic
rhinitis: a randomized controlled trial. Ann Allergy Asthma Immunol. 2015;115(4):317 – 24.e1.

10. Seidman MD, Gurgel RK, Lin SY, Schwartz SR, Baroody FM, Bonner JR, et al. Clinical practice
guideline: Allergic rhinitis. Otolaryngol Head Neck Surg. 2015;152(1 Suppl):1–43.

11. Cheng L, Chen J, Fu Q, He S, Li H, Liu Z, et al. Chinese Society of Allergy Guidelines for Diagnosis and
Treatment of Allergic Rhinitis. Allergy Asthma Immunol Res. 2018;10(4):300–53.

12. Wise SK, Lin SY, Toskala E, Orlandi RR, Akdis CA, Alt JA, et al. International Consensus Statement on
Allergy and Rhinology: Allergic Rhinitis. Int Forum Allergy Rhinol. 2018;8(2):108–352.

13. Chen S, Guo SN, Marmori F, Wang J, Bai P, Zhang JJ, et al. Clinical Practice Guideline for Allergic
Rhinitis Treatment with Acupuncture. Chin J Integr Med. 2021;27(2):83–90.

14. Guyatt GH, Oxman AD, Kunz R, Atkins D, Brozek J, Vist G, et al. GRADE guidelines: 2. Framing the
question and deciding on important outcomes. J Clin Epidemiol. 2011;64(4):395–400.

15. Du S-h, Zhao J-p, Yang C, Wang S-z, Mi S-q, Zeng W-m, et al. Clinical question survey for the clinical
practice guideline on acupuncture and moxibustion for allergic rhinitis. World Journal of
Acupuncture - Moxibustion. 2020;30(4):296–9.

1�. Tyler N, Wright N, Grundy A, Waring J. Developing a core outcome set for interventions to improve
discharge from mental health inpatient services: a survey, Delphi and consensus meeting with key
stakeholder groups. BMJ Open. 2020;10(5):e034215.

17. Schneider P, Evaniew N, Rendon JS, McKay P, Randall RL, Turcotte R, et al. Moving forward through
consensus: protocol for a modi�ed Delphi approach to determine the top research priorities in the
�eld of orthopaedic oncology. BMJ Open. 2016;6(5):e011780.

1�. Mistry J, Falla D, Noblet T, Heneghan NR, Rushton AB. Clinical indicators to identify neuropathic pain
in low back-related leg pain: protocol for a modi�ed Delphi study. BMJ Open. 2020;10(2):e033547.

19. Jiang Q, Zeng W, Yu J, Liu H, Mao M, Li Y. Development of the First Value Assessment Index System
for Off-Label Use of Antineoplastic Agents in China: A Delphi Study. Front Pharmacol. 2020;11:771.

20. Forkel S, Beutner C, Heetfeld A, Fuchs T, Schön MP, Geier J, et al. Allergic Rhinitis to Weed Pollen in
Germany: Dominance by Plantain, Rising Prevalence, and Polysensitization Rates over 20 Years. Int
Arch Allergy Immunol. 2020;181(2):128–35.



Page 18/27

21. Deng H, Shen X. The mechanism of moxibustion: ancient theory and modern research. Evid Based
Complement Alternat Med. 2013;2013:379291.

22. Schunemann HJ, Zhang Y, Oxman AD. Expert Evidence in Guidelines G. Distinguishing opinion from
evidence in guidelines. BMJ. 2019;366:l4606.

23. Calderón MA, Casale TB, Demoly P. Validation of Patient-Reported Outcomes for Clinical Trials in
Allergic Rhinitis: A Systematic Review. J Allergy Clin Immunol Pract. 2019;7(5):1450–61.e6.

24. Tas HI, Caglar O. The role of anxious temperament in patients with allergic rhinitis. Saudi Med J.
2019;40(1):45–51.

25. Roxbury CR, Qiu M, Shargorodsky J, Woodard TD, Sindwani R, Lin SY. Association Between Rhinitis
and Depression in United States Adults. J Allergy Clin Immunol Pract. 2019;7(6):2013–20.

2�. Amritwar AU, Lowry CA, Brenner LA, Hoisington AJ, Hamilton R, Stiller JW, et al. Mental Health in
Allergic Rhinitis: Depression and Suicidal Behavior. Curr Treat Options Allergy. 2017;4(1):71–97.

27. Kim DH, Han K, Kim SW. Relationship Between Allergic Rhinitis and Mental Health in the General
Korean Adult Population. Allergy Asthma Immunol Res. 2016;8(1):49–54.

2�. National Institute for Health and Clinical Excellence. (November 2012) The guidelines manual.
London: National Institute for Health and Clinical Excellence. Available from: .

29. WHO. WHO handbook for guideline development, 2nd Edition; 2014.

30. Institute of Medicine Committee on Standards for Developing Trustworthy Clinical Practice. G. In:
Clinical Practice Guidelines We Can Trust. edn. Edited by Graham R, Mancher M, Miller Wolman D,
Green�eld S, Steinberg E. Washington (DC): National Academies Press (US) Copyright 2011 by the
National Academy of Sciences. All rights reserved.; 2011.

31. Wang HC, Deng LY, Liu BY. [The development of World Federation of Acupuncture-Moxibustion
Societies]. Zhongguo Zhen Jiu. 2014;34(10):1028–30.

32. Norris SL, Holmer HK, Ogden LA, Selph SS, Fu R. Con�ict of interest disclosures for clinical practice
guidelines in the national guideline clearinghouse. PLoS One. 2012;7(11):e47343.

33. McMillan SS, King M, Tully MP. How to use the nominal group and Delphi techniques. Int J Clin
Pharm. 2016;38(3):655–62.

34. Zhong LLD, Kun W, Shi N, Ziea TC, Ng BFL, Gao Y, et al. Evidence-based Chinese Medicine Clinical
Practice Guideline for Stroke in Hong Kong. Chin Med. 2020;15(1):116.

35. Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello P, et al. GRADE: an emerging
consensus on rating quality of evidence and strength of recommendations. Bmj.
2008;336(7650):924–6.

3�. Stewart MG, Witsell DL, Smith TL, Weaver EM, Yueh B, Hannley MT. Development and validation of
the Nasal Obstruction Symptom Evaluation (NOSE) scale. Otolaryngol Head Neck Surg.
2004;130(2):157–63.

37. Stull DE, Krouse J, Meltzer EO, Roberts L, Kim S, Frank L, et al. Development and Validation of the
Congestion Quanti�er Seven-Item Test (CQ7): A Screening Tool for Nasal Congestion. Value in



Page 19/27

Health. 2007;10(6):457–65.

3�. Ratner PH, Lim JC, Georges GC. Comparison of once-daily ebastine 20 mg, ebastine 10 mg,
loratadine 10 mg, and placebo in the treatment of seasonal allergic rhinitis. The Ebastine Study
Group. J Allergy Clin Immunol. 2000;105(6 Pt 1):1101–7.

39. Ratner PH, Wingertzahn MA, van Bavel JH, Hampel F, Darken PF, Shah T. E�cacy and safety of
ciclesonide nasal spray for the treatment of seasonal allergic rhinitis. J Allergy Clin Immunol.
2006;118(5):1142–8.

40. Bousquet PJ, Combescure C, Neukirch F, Klossek JM, Méchin H, Daures JP, et al. Visual analog scales
can assess the severity of rhinitis graded according to ARIA guidelines. Allergy. 2007;62(4):367–72.

41. Bousquet PJ, Combescure C, Klossek JM, Daurès JP, Bousquet J. Change in visual analog scale
score in a pragmatic randomized cluster trial of allergic rhinitis. J Allergy Clin Immunol.
2009;123(6):1349–54.

42. Meltzer EO, Schatz M, Nathan R, Garris C, Stanford RH, Kosinski M. Reliability, validity, and
responsiveness of the Rhinitis Control Assessment Test in patients with rhinitis. Journal of Allergy
Clinical Immunology. 2013;131(2):379–86.

43. Nogueira-Silva L, Martins SV, Cruz-Correia R, Azevedo LF, Morais-Almeida M, Bugalho-Almeida A, et
al. Control of allergic rhinitis and asthma test–a formal approach to the development of a measuring
tool. Respir Res. 2009;10(1):52.

44. Fonseca JA, Nogueira-Silva L, Morais-Almeida M, Azevedo L, Sa-Sousa A, Branco-Ferreira M, et al.
Validation of a questionnaire (CARAT10) to assess rhinitis and asthma in patients with asthma.
Allergy. 2010;65(8):1042–8.

45. Boulay M, Boulet, LJAjor, allergy. The Rhinitis Control Scoring System: Development and validation.
2016;30(1):54 – 9.

4�. Zhu R, Wang J, Wu Y, Yang Y, Huang N, Yang Y, et al. The Allergic Rhinitis Control Test Questionnaire
Is Valuable in Guiding Step-Down Pharmacotherapy Treatment of Allergic Rhinitis. The Journal of
Allergy Clinical Immunology: In Practice. 2019;7(1):272–8.

47. Juniper EF, Guyatt GH. Development and testing of a new measure of health status for clinical trials
in rhinoconjunctivitis. Clin Exp Allergy. 1991;21(1):77–83.

4�. Juniper EF, Thompson AK, Ferrie PJ, Roberts JN. Validation of the standardized version of the
Rhinoconjunctivitis Quality of Life Questionnaire. J Allergy Clin Immunol. 1999;104(2 Pt 1):364–9.

49. Braido F, Baiardini I, Stagi E, Scichilone N, Rossi O, Lombardi C, et al. RhinAsthma Patient
Perspective: a short daily asthma and rhinitis QoL assessment. Allergy. 2012;67(11):1443–50.

50. Molinengo G, Baiardini I, Braido F, Loera B. RhinAsthma patient perspective: A Rasch validation
study. J Asthma. 2018;55(2):119–23.

51. Ware JE Jr, Sherbourne CD. The MOS 36-item short-form health survey (SF-36). I. Conceptual
framework and item selection. Med Care. 1992;30(6):473–83.



Page 20/27

52. Schapowal A. Randomised controlled trial of butterbur and cetirizine for treating seasonal allergic
rhinitis. Bmj. 2002;324(7330):144–6.

53. Grosso A, Pesce G, Marcon A, Piloni D, Albicini F, Gini E, et al. Depression is associated with poor
control of symptoms in asthma and rhinitis: A population-based study. Respir Med. 2019;155:6–12.

54. Kuehr J, Brauburger J, Zielen S, Schauer U, Kamin W, Von Berg A, et al. E�cacy of combination
treatment with anti-IgE plus speci�c immunotherapy in polysensitized children and adolescents with
seasonal allergic rhinitis. J Allergy Clin Immunol. 2002;109(2):274–80.

55. Tsabouri S, Tseretopoulou X, Priftis K, Ntzani EE. Omalizumab for the treatment of inadequately
controlled allergic rhinitis: a systematic review and meta-analysis of randomized clinical trials. J
Allergy Clin Immunol Pract. 2014;2(3):332 – 40.e1.

5�. Okubo K, Masuyama K, Imai T, Okamiya K, Stage BS, Seitzberg D, et al. E�cacy and safety of the SQ
house dust mite sublingual immunotherapy tablet in Japanese adults and adolescents with house
dust mite-induced allergic rhinitis. J Allergy Clin Immunol. 2017;139(6):1840–8.e10.

57. McDonald JL, Smith PK, Smith CA, Changli Xue C, Golianu B, Cripps AW. Effect of acupuncture on
house dust mite speci�c IgE, substance P, and symptoms in persistent allergic rhinitis. Ann Allergy
Asthma Immunol. 2016;116(6):497–505.

5�. Sakurai D, Yonekura S, Iinuma T, Sakurai T, Morimoto Y, Mita Y, et al. Sublingual immunotherapy for
allergic rhinitis: subjective versus objective tools to evaluate its success. Rhinology. 2016;54(3):221–
30.

59. Chen S, Wang J, Bai P, Zhao Q, Tan C, Wang B, et al. [Moderate and severe persistent allergic rhinitis
treated with acupuncture: a randomized controlled trial]. Zhongguo Zhen Jiu. 2015;35(12):1209–13.

�0. Qu J, Liu C, Lian HH, Wang XD, Zhi N. Qingfeijianpi therapy for persistent allergic rhinitis: A
randomized, positive-controlled clinical trial. Medicine. 2018;97(23):e10961.

�1. Lin YK, Liang GH, Huang YX, Sun H, Zhang TC, Qu CZ. [Clinical observation of dog days moxibustion
plaster therapy in treatment of allergic rhinitis of different patterns/syndromes]. Zhongguo Zhen Jiu.
2014;34(10):967–71.

�2. Witt CM, Pach D, Brinkhaus B, Wruck K, Tag B, Mank S, et al. Safety of acupuncture: results of a
prospective observational study with 229,230 patients and introduction of a medical information and
consent form. Forsch Komplementmed. 2009;16(2):91–7.

�3. Wu AW, Gettel�nger JD, Ting JY, Mort C, Higgins TS. Alternative therapies for sinusitis and rhinitis: a
systematic review utilizing a modi�ed Delphi method. Int Forum Allergy Rhinol. 2020;10(4):496–504.

�4. Reinhold T, Roll S, Willich SN, Ortiz M, Witt CM, Brinkhaus B. Cost-effectiveness for acupuncture in
seasonal allergic rhinitis: economic results of the ACUSAR trial. Ann Allergy Asthma Immunol.
2013;111(1):56–63.

�5. Satdhabudha A, Poachanukoon O. E�cacy of buffered hypertonic saline nasal irrigation in children
with symptomatic allergic rhinitis: a randomized double-blind study. Int J Pediatr Otorhinolaryngol.
2012;76(4):583–8.



Page 21/27

��. McNair AGK, Whistance RN, Main B, Forsythe R, Mace�eld R, Rees J, et al. Development of a core
information set for colorectal cancer surgery: a consensus study. BMJ Open. 2019;9(11):e028623.

�7. Chuan A, Ramlogan R. Research priorities in regional anaesthesia education and training: an
international Delphi consensus survey. BMJ Open. 2019;9(6):e030376.

��. Olsen J. The Nominal Group Technique (NGT) as a Tool for Facilitating Pan-Disability Focus Groups
and as a New Method for Quantifying Changes in Qualitative Data. International Journal of
Qualitative Methods. 2019;18:1609406919866049.

�9. Cooper S, Cant R, Luders E, Waters D, Henderson A, Hood K, et al. The Nominal Group Technique:
Generating Consensus in Nursing Research. J Nurs Educ. 2020;59(2):65–7.

70. Tsourtos G, Foley K, Ward P, Miller E, Wilson C, Barton C, et al. Using a nominal group technique to
approach consensus on a resilience intervention for smoking cessation in a lower socioeconomic
population. BMC Public Health. 2019;19(1):1577.

Figures



Page 22/27

Figure 1

Procedure of formulating clinical questions and important outcomes
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Figure 2

Information of participants in the �rst step survey. a distribution of participants abroad; b distribution of
domestic participants; c distribution of participants’ occupation; d distribution of participants’ working
experience.
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Figure 3

PICO elements summary of the 1st step survey. a Clinical question classi�cation; b Participant’s concern
on patients; c Participant’s concern on interventions; d Participant’s concern on comparations; e
Participant’s concern on outcomes. AR (all types of AR), SAR (seasonal AR), PAR (perennial AR), Pers. AR
(persistent AR), IAR (intermittent AR), MAR (moderate-to-severe allergic rhinitis), AAR (adult AR), CAR
(child AR), EAR (elder AR), TAR (teenager AR), FNT (�liform needle therapy), Mox (moxibustion), Med
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(medication), ACE (acupoint catgut embedding), E-acu (electro-acupuncture), A-acu (auriculo-
acupuncture), IN (intradermal needle), AA (acupoint application), SGS (sphenopalatine ganglion
stimulation), FN (�re needle), CT (conventional treatments); P/BC (placebo or blank control), SS
(symptom score), DCS (disease control score), MS (medication score), Quality of life score (QoLS), PSS
(patient satisfaction score), AER (adverse event rate), CEI (clinical economic indicators), LII (laboratory
immunological indicators), CMSS (Chinese medicine syndrome score), MHS (mental health score).

Figure 4
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Results of 1st round Delphi survey. a Importance rating of clinical questions; b CV of clinical question
rating; c Cr of clinical questions; d Importance rating of outcomes; e CV of outcome rating; f Cr of
outcomes.

Figure 5

Results of 2nd round Delphi survey. a Importance rating of clinical questions; b CV of clinical question
rating; c Cr of clinical questions; d Importance rating of outcomes; e CV of outcome rating; f Cr of
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outcomes.

Figure 6

Results of 3rd round Delphi survey. a Importance rating of outcomes; b CV of clinical question rating; c Cr
of clinical questions


