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██ Abstract
Objective: Innovative strategies that facilitate the use of high quality practice guidelines (PG) are needed. Accordingly, 
repositories designed to simplify access to PGs have been proposed as a critical component of the network of linked 
interventions needed to drive increased PG implementation. The National Guideline Clearinghouse (NGC) is a free, 
international online repository. We investigated whether it is a trustworthy source of child and youth anxiety and depression 
PGs. Method: English language PGs published between January 2009 and February 2016 relevant to anxiety or 
depression in children and adolescents (≤ 18 years of age) were eligible. Two trained raters assessed PG quality using 
Appraisal of Guidelines for Research and Evaluation (AGREE II). Scores on at least three AGREE II domains (stakeholder 
involvement, rigor of development, and editorial independence) were used to designate PGs as: i) minimum quality (≥ 
50%); and ii) high quality (≥ 70%). Results: Eight eligible PGs were identified (depression, n=6; anxiety and depression, 
n=1; social anxiety disorder, n=1). Four of eight PGs met minimum quality criteria; three of four met high quality criteria. 
Conclusions: At present, NGC users without the time and special skills required to evaluate PG quality may unknowingly 
choose flawed PGs to guide decisions about child and youth anxiety and depression. The recent NGC decision to 
explore the inclusion of PG quality profiles based on Institute of Medicine standards provides needed leadership that can 
strengthen PG repositories, prevent harm and wasted resources, and build PG developer capacity.
Key Words: practice guidelines, anxiety disorders, depressive disorder, child, adolescent

██ Résumé
Objectif: Les stratégies innovatrices qui facilitent l’utilisation de lignes directrices de la pratique (LDP) de grande qualité 
sont nécessaires. Par conséquent, il a été proposé que les dépositaires d’information destinés à simplifier l’accès aux  
LDP soient une composante essentielle du réseau des interventions liées nécessaires pour exécuter la mise en œuvre 
accrue des LDP. Le National Guideline Clearinghouse (NGC) est un dépositaire gratuit, international en ligne. Nous  
avons recherché si c’est une source fiable de LDP sur l’anxiété et la dépression chez les enfants et les adolescents. 
Méthode: Étaient admissibles les LDP en anglais publiées entre janvier 2009 et février 2016 et traitant de l’anxiété et la 
dépression chez les enfants et les adolescents (≤ 18 ans). Deux évaluateurs compétents ont estimé la qualité des LDP à 
l’aide de la Grille d’évaluation de la qualité des recommandations pour la pratique clinique (AGREE II). Les scores à au 
moins 3 domaines d’AGREE II (participation des groupes concernés, rigueur d’élaboration, et indépendance éditoriale) 
ont été utilisés pour désigner les LDP comme étant : i) de qualité minimum (≥ 50 %); et ii) de qualité élevée (≥ 70 %). 
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Introduction
Many children and youth are affected by mental health 

problems (Polanczyk, Salum, Sugaya, Caye, & Ro-
hde, 2015). Yet, although effective interventions are avail-
able, even in resource intensive settings fewer than one-
third of those who need mental healthcare services receive 
them (Ford, 2008; Merikangas et al., 2011), and evidence-
based practice is not the norm (Hoagwood, Burns, Kiser, 
Ringeisen, & Schoenwald, 2001; Kazak et al., 2010; Ka-
zdin, 2010; Novins, Green, Legha, & Aarons, 2013). In-
novations that increase access to effective child and youth 
mental health (CYMH) services are urgently needed. High 
quality practice guidelines (PGs) can address this gap, and 
are widely recognized as a foundation for health service ex-
cellence (Graham et al., 2011; Mental Health Commission 
of Canada, 2012). The recommendations they contain are 
intended to guide decisions about assessment, prevention 
and treatment, assist in the identification of gaps in the pro-
vision of evidence informed care, and drive needed practice 
change (Brouwers et al., 2015; Graham et al., 2011). PGs 
can contribute to practitioner and policy-maker capacity 
building, and enable users to understand the strengths (and 
limitations) of available evidence in the decision-making 
process. Numerous government organizations, professional 
societies, and others produce increasing numbers of PGs 
relevant to CYMH problems (Bennett, Gorman, Duda, 
Brouwers, & Szatmari, 2016). At the same time, influential 
organizations including the World Health Organization and 
the Mental Health Commission of Canada actively promote 
increased PG use in mental health service planning and 
point-of-care decision-making (Dua et al., 2011; Mental 
Health Commission of Canada, 2012; World Health Orga-
nization, 2012). However, despite the widespread interna-
tional commitment to producing and promoting the value 
of their use, PG impact on health care processes and patient 
outcomes remains modest at best (Graham et al., 2011; Pro-
novost, 2013). Further research evaluating PG impact when 
paired with effective implementation strategies is needed.

Among the numerous barriers to PG use identified, find-
ing high quality, up-to-date PGs presents a key challenge, 
particularly for busy clinicians (Francke, Smit, de Veer, & 
Mistiaen, 2008; Graham et al., 2011). This is because time 
and specialized skills that PG users may not have are re-
quired to locate and quality appraise potentially useful PGs. 
Accordingly, providing easy access to trustworthy PGs 

is proposed as an essential component of the network of 
linked interventions needed to drive PG implementation 
and accordingly, strengthen CYMH services (Bennett et al., 
2016; Graham et al., 2011). In fact, the availability of high 
quality PGs is a non-negotiable pre-requisite to implement-
ing PG recommendations given the risk of harm and wasted 
resources that may be associated with the use of poor qual-
ity PGs. In CYMH, concern about the quality of PGs is of 
particular importance. This is because unlike numerous 
other healthcare specialties where PG quality has been doc-
umented regularly and found to be uneven (Alonso-Coello 
et al., 2010; Shaneyfelt, Mayo-Smith, & Rothwangl, 1999) 
little is currently known about CYMH PG quality. A recent 
review we conducted to appraise the rigor of CYMH PG 
development methods recommended by those who create 
them revealed that up to 70% of available CYMH PGs may 
have been developed using weak methods, highlighting the 
urgent need to determine the quality of available CYMH 
PGs (Bennett et al., 2016).
Therefore, we evaluated the trustworthiness of PGs for 
child and youth anxiety and depression contained in the Na-
tional Guideline Clearinghouse (NGC) using systematic re-
view methodology and the Appraisal of Guidelines for Re-
search and Evaluation (AGREE II) PG quality assessment 
tool. The NGC is an online PG repository created by the 
United States Department of Health and Human Services’ 
Agency for Healthcare Research and Quality (AHRQ) to 
enable easy access to PGs (Agency for Healthcare Research 
and Quality, 2015). While a number of PG repositories ex-
ist [for example (Australian Government, National Health 
and Medical Research Council, 2016; Canadian Medical 
Association, n.d.; Guidelines International Network, 2015; 
Guia Salud, n.d.)], we selected the NGC because it is in-
ternationally known, is publically available at no charge, 
and includes a large index of PGs related to mental health 
disorders (over 200 PGs are contained in its Mental Disor-
ders index)(Agency for Healthcare Research and Quality, 
n.d.). In addition, the NGC has been increasingly concerned 
with PG quality following the 2011 Institute of Medicine 
(IOM) recommendation that the NGC include information 
about PG trustworthiness (Graham et al., 2011). The NGC 
subsequently modified its PG inclusion criteria and now 
requires PGs to meet specific methodologic standards, for 
example the use of a systematic review to derive PG recom-
mendations is now required (The National Guideline Clear-
inghouse, 2014b). The NGC also decided to develop a PG 

Résultats: Huit LDP admissibles ont été identifiées (dépression, n = 6; anxiété et dépression, n = 1; trouble d’anxiété 
sociale, n = 1). Quatre LDP sur 8 satisfaisaient au critère de qualité minimum, et 3 sur 4 au critère de qualité élevée. 
Conclusions: À l’heure actuelle, les utilisateurs du NGC qui n’ont pas le temps ni les compétences spéciales pour évaluer 
la qualité des LDP peuvent choisir à leur insu des LDP erronées pour guider leurs décisions relatives à l’anxiété et la 
dépression chez les enfants et les adolescents. La décision récente du NGC d’explorer l’inclusion des profils de qualité des 
LDP selon les normes de l’Institute of Medicine offre un leadership nécessaire qui peut renforcer les dépositaires de LDP, 
prévenir les dommages et le gaspillage des ressources, et accroître la capacité des élaborateurs de LDP. 

Mots clés: lignes directrices de la pratique, troubles anxieux, trouble dépressif, enfant, adolescent
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quality appraisal tool derived from IOM quality standards, 
and include the resulting PG appraisals on their website, 
but this commitment is still in the planning stages and not 
yet implemented (The National Guideline Clearinghouse, 
2016). We focused on anxiety and depression since these are 
two of the most prevalent CYMH disorders, affecting about 
6.5% (anxiety) and 2.6% (depression) of those ≤ 18 years 
of age at any given point in time (Polanczyk et al., 2015). 

The associated impairments are often profound and chron-
ic, and include disrupted relationships with others, failure 
to graduate high school or obtain post-secondary education 
(Kessler, Foster, Saunders, & Stang, 1995; Woodward & 
Fergusson, 2001), an increased risk of teenage pregnancy 
(Kessler et al., 1997), an increased risk of lifelong persis-
tent psychiatric disorder (Pine, Cohen, Gurley, Brook, & 
Ma, 1998; Woodward & Fergusson, 2001), higher risk for 
marital discord (Kessler, Walters, & Forthofer, 1998), and 
an increased risk of suicide related behavior (Fleischmann, 
Bertolote, Belfer, & Beautrais, 2005; Woodward & Fergus-
son, 2001).

Methods
Search Strategy and Selection Criteria
The NGC was electronically searched to identify eligible 
PGs published since 2009 (January 2009 – February 2016). 
Two searches were conducted using the NGC’s ‘advanced 
search’ function for the following terms: (i) keyword = 
anxiety; target population = child (2 to 12 years), adoles-
cent (13 to 18 years); clinical specialty = psychiatry, psy-
chology; and (ii) keyword = depression; target population 
= child (2 to 12 years), adolescent (13 to 18 years); clinical 
specialty = psychiatry, psychology.

PGs meeting the following inclusion criteria were eligible: 
i) PG as defined by the 1997 Criteria for Inclusion of Clini-
cal Practice Guidelines in NGC (The National Guideline 
Clearinghouse, 2014a); ii) published in the English lan-
guage; iii) focused on the prevention or treatment of anxiety 
or depression [excluding PGs singularly focused on obses-
sive compulsive disorder or post-traumatic stress disorder, 
as these disorders are no longer classified as anxiety disor-
ders in DSM-5 (American Psychiatric Association, 2013) or 
bipolar disorder, as this disorder is in a distinctly different 
diagnostic category than depressive disorders (American 
Psychiatric Association, 2013)]; iv) focused on children or 
youth 18 years of age or younger (may include adults, but 
must have distinct recommendations for children or youth); 
and, v) published, revised, updated, or reaffirmed since 
2009 (i.e., January 2009 – February 2016).

Screening
One reviewer (SD) screened titles and summaries of all re-
cords identified by the search and applied inclusion/exclu-
sion criteria.

Quality Assessment Tool: AGREE II
The AGREE II tool was used to assess the quality of eli-
gible PGs (AGREE Next Steps Consortium, 2013; Brouw-
ers et al., 2010). AGREE II consists of 23 items grouped in 
six domains: scope and purpose; stakeholder involvement; 
rigor of development; clarity of presentation; applicability; 
and editorial independence (AGREE Next Steps Consor-
tium, 2013; Brouwers et al., 2010). Items are rated on a 
7-point Likert scale ranging from ‘1 = strongly disagree’ 
to ‘7 = strongly agree’ (AGREE Next Steps Consortium, 
2013; Brouwers et al., 2010). Two additional items as-
sess: i) overall quality (‘1 = lowest possible quality’ to ‘7 
= highest possible quality’) and ii) whether the PG should 
be recommended for use (yes, yes with modifications, or 
no) (AGREE Next Steps Consortium, 2013; Brouwers et 
al., 2010).

Quality Assessment Process
First, two reviewers (SD and CF) participated in a training 
exercise which involved completion of the online AGREE 
II Overview Tutorial (The AGREE Research Trust, n.d.) 

followed by a practice assessment of a PG. Reviewers met 
with a senior investigator (KB) to discuss disagreements 
and ‘lessons learned’ regarding use of the tool. Follow-
ing training, two reviewers independently applied AGREE 
II criteria to each eligible PG to arrive at their initial item 
scores. When applying AGREE II criteria, reviewers en-
sured that any companion documents for a given PG (e.g., 
tools and resources to aid PG implementation, technical re-
ports, health economic analyses, PG evaluation tools, etc.) 
were considered in addition to the main PG document. Next, 
inter-rater differences on initial item scores were discussed. 
Reviewers then revised their item scores as they deemed 
appropriate; however, no attempt was made to reach con-
sensus. Thus, any scoring differences that remained follow-
ing discussion represent differences in judgment rather than 
errors due to failure to detect specific pieces of information 
within PG documents. These item scores were then con-
sidered final for each reviewer. Inter-rater agreement was 
assessed using the intraclass correlation coefficient (ICC) 
(Fleiss & Cohen, 1973). The degree of agreement was clas-
sified as per Fleiss’ categories: poor (0-0.40), fair to good 
(0.41-0.75), and excellent (>0.75) (Fleiss, 1981). Analyses 
were performed using the statistical software SPSS, version 
23. Final item scores were then aggregated into six domain 
scores by summing each reviewer’s scores for all items 
within a given domain and standardizing as a percentage 
of the maximum possible score (ranging from 0-100%) us-
ing the formula described in the AGREE II User’s Manual 
(AGREE Next Steps Consortium, 2013). The overall qual-
ity item score was also calculated as a percentage of the 
maximum possible score.
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PG Quality
The AGREE II User’s Manual does not provide criteria to 
designate PGs as high or low quality (AGREE Next Steps 
Consortium, 2013). Thus, the interpretation of domain 
scores and overall PG quality assessments are determined 
by the user (AGREE Next Steps Consortium, 2013). We 
used scores on three AGREE II domains - stakeholder in-
volvement, rigor of development, and editorial indepen-
dence - to designate PGs as: i) minimum quality (domain 
score ≥ 50%); and ii) high quality (domain score ≥ 70%). 
These three domains were selected because they address the 
extent to which risk of bias was minimized in the identi-
fication and interpretation of the evidence used to derive 
the guideline. The remaining three domains, although im-
portant, do not evaluate the validity of the PG; rather they 
focus on the problem statement, clarity of presentation, and 
implementation.

Data Extraction
Characteristics of eligible PGs (e.g., topic, developer, date 
of publication, country of origin) were extracted by a single 
reviewer (SD).

Results
Search & Screening
The search identified 125 unduplicated records (see Figure 
1). Following screening, eight PGs met inclusion criteria 
(Beyondblue, 2010; Cincinnati Children’s Hospital Medi-
cal Center, 2010a; Cincinnati Children’s Hospital Medical 
Center, 2010b; Guidelines and Protocols Advisory Com-
mittee, 2010; National Institute for Health and Care Excel-
lence, 2013e; National Institute for Health and Care Excel-
lence, 2015g; U.S Preventive Services Task Force, 2009; 
Working group of the Clinical Practice Guideline on the 
Management of Major Depression in Childhood and Ado-
lescence, 2009). Supplementary File 1, available online, 
contains a list of excluded PGs with reasons.

PG Characteristics
Characteristics of the eight included PGs are presented in 
Table 1. Six PGs focused on depression, one PG addressed 
both anxiety and depression, and one PG focused solely on 
social anxiety disorder. The USA was the most frequent 
country of origin (n=3), followed by the United Kingdom 
(n=2), Australia (n=1), Canada (n=1), and Spain (n=1). Six 
of eight PGs addressed both screening/diagnosis and treat-
ment; one PG focused solely on screening/diagnosis while 
another addressed treatment only. Six of eight PGs had com-
panion documents; two PGs were stand-alone documents.

Inter-rater Agreement
Overall inter-rater agreement on the AGREE II item scores 
was excellent (ICC = 0.93, 95% CI = 0.91-0.95). Good 
to excellent inter-rater agreement was observed for each 
AGREE II domain (scope and purpose: ICC = 0.81, 95% 
CI = 0.61-0.91; stakeholder involvement: ICC = 0.95, 95% 
CI = 0.88-0.98; rigor of development: ICC = 0.93, 95% CI 
= 0.89-0.96; clarity of presentation: ICC = 0.72, 95% CI = 
0.45-0.87; applicability: ICC = 0.90, 95% CI = 0.81-0.95; 
editorial independence: ICC = 0.96, 95% CI = 0.88-0.99).

PG Quality Ratings
Table 2 shows the AGREE II ratings (% maximum possible 
score) for each domain. AGREE II item scores on which the 
domain scores are based are available from the author upon 
request. Four of eight PGs met our definition of minimum 
quality (i.e., scored ≥ 50% on stakeholder involvement, rig-
or of development, and editorial independence domains), 
namely the National Institute for Health and Care Excel-
lence (NICE) depression PG (National Institute for Health 
and Care Excellence, 2015g), NICE social anxiety PG (Na-
tional Institute for Health and Care Excellence, 2013e), 
Beyondblue depression PG (Beyondblue, 2010), and the 
Spanish Ministry of Health and Social Policy depression 
PG (Working group of the Clinical Practice Guideline on 
the Management of Major Depression in Childhood and 
Adolescence, 2009). When all six domains were considered, 
three out of the four PGs scored ≥ 50% on all six. Four PGs 
did not meet our definition of minimum quality. Specifical-
ly, the British Columbia Medical Services Commission PG 
on anxiety and depression (Guidelines and Protocols Advi-
sory Committee, 2010), the Cincinnati Children’s Hospital 
Medical Center depression screening PG (Cincinnati Chil-
dren’s Hospital Medical Center, 2010a), and the Cincinnati 
Children’s Hospital Medical Center depression treatment 
PG (Cincinnati Children’s Hospital Medical Center, 2010b) 
failed to score ≥ 50% on all three domains (i.e., stakeholder 
involvement, rigor of development, and editorial indepen-
dence). The U.S Preventive Services Task Force (USPSTF) 
depression PG (U.S Preventive Services Task Force, 2009) 
scored ≥ 50% on two of these three key domains, namely 
rigor of development and editorial independence domains. 
When all six domains were considered, three out of the four 
scored ≥ 50% on two of the six domains, while one scored 
≥ 50% on four of the six domains.

Three of eight PGs met our definition of high quality (i.e., 
scored ≥ 70% on stakeholder involvement, rigor of devel-
opment, and editorial independence domains) - the NICE 
depression PG (National Institute for Health and Care Ex-
cellence, 2015g), the NICE social anxiety PG (National 
Institute for Health and Care Excellence, 2013e), and the 
Beyondblue depression PG (Beyondblue, 2010). When all 
six domains were considered, these three PGs (Beyondblue, 
2010; National Institute for Health and Care Excellence, 
2013e; National Institute for Health and Care Excellence, 
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2015g) also scored ≥ 70% on all 
six. Among the five PGs that did 
not meet our high quality defi-
nition, the USPSTF depression 
PG scored ≥ 70% on two of the 
three key domains (U.S Preven-
tive Services Task Force, 2009), 
the Spanish Ministry of Health 
and Social Policy depression PG 
scored ≥ 70% on one of three key 
domains (Working group of the 
Clinical Practice Guideline on the 
Management of Major Depression 
in Childhood and Adolescence, 
2009), and the three remaining 
PGs failed to score ≥ 70% on any 
of the key domains (Cincinnati 
Children’s Hospital Medical Cen-
ter, 2010a; Cincinnati Children’s 
Hospital Medical Center, 2010b; 
Guidelines and Protocols Advi-
sory Committee, 2010). When all 
six domains were considered, the 
Spanish depression PG (Work-
ing group of the Clinical Practice 
Guideline on the Management of 
Major Depression in Childhood 
and Adolescence, 2009) and the 
USPSTF depression PG (U.S Pre-
ventive Services Task Force, 2009) 
scored ≥ 70% on three of six do-
mains. The remaining three PGs 
(Cincinnati Children’s Hospital 
Medical Center, 2010a; Cincinnati 
Children’s Hospital Medical Cen-
ter, 2010b; Guidelines and Proto-
cols Advisory Committee, 2010) 
scored ≥ 70% on less than half of 
the domains.

Discussion 
Main Findings
Easy access to high quality PGs 
through user-friendly web-based 
repositories is recommended as 
a PG dissemination strategy that 
may increase awareness and un-
derstanding of PGs, and facilitate 
their implementation (Graham et 
al., 2011). Since the NGC is free, 
internationally available online, 
and houses a large number of men-
tal health PGs, we sought to deter-
mine its usefulness as a source of 
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trustworthy PGs for decision-makers concerned with two 
high prevalence CYMH disorders – anxiety and depression. 
PG quality was of particular concern because to date such 
ratings are not available for PGs that address CYMH prob-
lems. Despite the rapid rise in PG production over the past 
20 years (Alonso-Coello et al., 2010) we found only eight 
PGs relevant to child and youth anxiety or depression in 
the NGC. Their quality based on AGREE II assessments 
was variable with only four of the eight achieving mini-
mum quality standards; three of the four met criteria for 
high quality.
These findings are noteworthy for a number of reasons. 
First, the criteria we used to define minimum quality were 
lenient – a score of ≥ 50% on three of the six AGREE II do-
mains (stakeholder involvement, rigor of development and 
editorial independence). Even with this relatively forgiving 
threshold, only four of eight PGs were considered worthy 
of consideration for use. Second, the four PGs that met our 
definition of minimum quality scored consistently high on 
all six AGREE II domains, while three of the four PGs that 
did not achieve a minimum quality rating scored poorly on 
all six domains. The consistency we observed across do-
mains suggests that PGs may fall into two quality catego-
ries – strong or weak – and accordingly that judgments by 

users about which PGs to consider and which to avoid may 
be relatively straightforward. The consistency is likely ex-
plained by the fact that PG developers either choose to align 
their methods with international quality standards ensuring 
rigor in all phases of the development process, or choose to 
use less demanding methods in each step of PG develop-
ment. Third, the areas of weakness among low quality PGs 
(i.e., stakeholder involvement, rigor of development, appli-
cability, and editorial independence domains) are all stan-
dards that require significant time, expertise and financial 
resources to conduct the methodologically rigorous activi-
ties needed to achieve a high quality score. For example, the 
rigor of development domain, arguably the most influential 
domain with respect to PG quality, requires PG developers 
to engage in the following resource intensive activities: i) 
conduct a systematic review of the evidence (i.e., a com-
prehensive literature search using clear inclusion/exclusion 
criteria and including assessment of risk of bias across the 
body of evidence); ii) convene a panel of stakeholders to 
formulate recommendations that are clearly linked to the 
supporting evidence and the risks and benefits identified in 
the systematic review; iii) conduct an external expert re-
view of the PG; and iv) commit to a plan for PG updat-
ing (AGREE Next Steps Consortium, 2013). It is possible, 

Clinical Practice Guideline on the Management of Major Depression in Childhood and Adolescence, 2009). Supplementary 
File 1, available online, contains a list of excluded PGs with reasons. 
PG Characteristics 

Characteristics of the eight included PGs are presented in Table 1. Six PGs focused on depression, one PG addressed 
both anxiety and depression, and one PG focused solely on social anxiety disorder. The USA was the most frequent country of 
origin (n=3), followed by the United Kingdom (n=2), Australia (n=1), Canada (n=1), and Spain (n=1). Six of eight PGs 
addressed both screening/diagnosis and treatment; one PG focused solely on screening/diagnosis while another addressed 
treatment only. Six of eight PGs had companion documents; two PGs were stand-alone documents. 

 
{Place Table 1 here} 

 
Inter-rater Agreement 

Overall inter-rater agreement on the AGREE II item scores was excellent (ICC = 0.93, 95% CI = 0.91-0.95). Good to 
excellent inter-rater agreement was observed for each AGREE II domain (scope and purpose: ICC = 0.81, 95% CI = 0.61-0.91; 
stakeholder involvement: ICC = 0.95, 95% CI = 0.88-0.98; rigor of development: ICC = 0.93, 95% CI = 0.89-0.96; clarity of 
presentation: ICC = 0.72, 95% CI = 0.45-0.87; applicability: ICC = 0.90, 95% CI = 0.81-0.95; editorial independence: ICC = 
0.96, 95% CI = 0.88-0.99). 
 
Figure 1. Eligibility of Practice Guidelines 

 

 

 

PG Quality Ratings 
Table 2 shows the AGREE II ratings (% maximum possible score) for each domain. AGREE II item scores on which 

the domain scores are based are available from the author upon request. Four of eight PGs met our definition of minimum 
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as discussed recently by Classen and Mermel (2015), that 
when PG quality is low this is explained by lack of the sub-
stantial financial resources needed to engage in the type of 
activities required to develop rigorous PGs. Finally, it is 
important to note that the PG weaknesses we identified are 
not unique to child and youth anxiety and depression PGs. 
For example, in a review of PGs focused primarily on adult 
physical health conditions, Alonso-Coello et al (2010) re-
ported that rigor of development, stakeholder involvement, 
editorial independence, and applicability were amongst the 
weakest rated domains.

Implications
At the present time NGC users do not have access to quality 
ratings based on AGREE II or other international standards. 
Even though the NGC has recently revised their PG inclu-
sion criteria (The National Guideline Clearinghouse, 2014b) 
it is unclear whether the new criteria will over time achieve 
their intended goal – to exclude PGs deemed to be weak 
using quality appraisal tools such as AGREE II or the IOM 
based tool they intend to develop. Consequently, at present 
NGC users may unknowingly choose weak or flawed PGs 
to guide decisions about child and youth anxiety and de-
pression. Although some users may have the skills needed 
to evaluate PG quality and find the time needed to apply 
them to PGs of potential interest, it is unrealistic to expect 
the majority of potential PG users to do this. The baseline 
knowledge of research methodology and time needed to 
develop PG quality appraisal skills combined with the sig-
nificant time and effort required to locate and evaluate the 
relevant PG documents (estimated to be between 2 and 4 
hours per PG) is not likely available to many PG users.

It is important to recognize that the absence of information 
about PG quality is not a problem that is unique to the NGC. 
When we investigated three other prominent English lan-
guage repositories [Guidelines International Network (G-
I-N), the Canadian Medical Association CPG Infobase, and 
the Australian Clinical Guidelines Portal (Australian Gov-
ernment, National Health and Medical Research Council, 
2016; Canadian Medical Association, n.d.; Guidelines In-
ternational Network, 2015)] we were unable to locate qual-
ity ratings in any of them (although the Australian Portal 
uses a modified version of the NGC inclusion criteria to 
determine whether a PG will be available through their por-
tal). In contrast, AHRQ and the NGC are exemplary given 
their recent attention to the importance of information about 
PG quality. In so doing, they have taken a leadership role 
compared to other repositories. The NGC proposal to de-
velop a PG quality appraisal tool, and include the resulting 
quality assessments on their website provides needed direc-
tion to the international PG community in two critical areas. 
First, NGC plans regarding PG quality appraisal can stimu-
late other repositories to adopt similar policies and meth-
ods, increasing the availability of crucial information PG 
users need to make choices between PGs based on quality/

trustworthiness. Second, making PG quality ratings avail-
able can contribute to building the capacity of PG develop-
ers, providing a call to action regarding the need to raise 
the PG methodologic rigor bar. Capacity building can be 
accomplished through initiatives that teach guideline devel-
opers how to: prepare systematic reviews using Cochrane 
Collaboration (Higgins & Green, 2011) and PRISMA stan-
dards (Moher, Liberati, Tetzlaff, Altman, & The PRISMA 
Group, 2009); assemble multi-disciplinary PG development 
groups; apply explicit and transparent methods to address 
financial and intellectual conflict of interest; and increase 
the attention paid to applicability and implementation tools 
relevant to barriers and facilitators that may hinder PG use. 
Increased attention to PG quality can also stimulate break-
ing down barriers associated with the substantial resources 
needed to develop rigorous PGs. For example, through in-
creased collaboration and partnerships among CYMH PG 
developers available resources could be pooled making 
more effective use of the time and effort currently invested 
in PG development. The result could be fewer PGs of high-
er quality, an outcome that should be regarded as desirable 
by PG users and developers alike.

Our findings also point to potential gaps in the CYMH 
problems addressed by currently available PGs. For exam-
ple, no PGs that meet our quality criteria were found that 
address generalized anxiety disorder, separation anxiety 
disorder, panic disorder or specific phobias. The value of 
creating specialty specific PG repositories is worthy of con-
sideration. For example, a repository of CYMH PGs that 
includes PG quality ratings, similar to the PG repository 
developed for cancer (The Canadian Partnership Against 
Cancer, 2013), would allow those concerned with CYMH 
to quickly identify high quality PGs relevant to their needs. 
Such a repository could raise the profile of PGs within the 
CYMH community, helping to create a common language 
and knowledge base regarding assessment, prevention and 
treatment. CYMH clinician trainees and their mentors may 
find such a resource invaluable, particularly given compe-
tency-based training is increasingly embraced by healthcare 
professional organizations (Milne, Tierney, & Doig, 2016). 
Youth and families may also benefit from the availability 
of such a repository, helping them to understand what to 
expect when they seek mental healthcare, and facilitating 
patient engagement in mental health decision-making (Lé-
garé et al., 2011).

Finally, the development and use of PG quality assessment 
tools, and the creation of strategies to facilitate PG choice 
based on quality raises several challenging issues. For ex-
ample, what criteria should be used to evaluate quality and 
how good is good enough? Who is ultimately responsible 
for judgments regarding whether or not a PG should be 
used? That is, are decisions about whether a PG is good 
enough to guide decisions the responsibility of organiza-
tions/professional bodies, or individual PG users (e.g., cli-
nicians, policy-makers, youth and families) informed by 
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their individual needs, circumstances, and preferences and 
values?

Enormous strides in the development and uptake of qual-
ity standards for research about the assessment, prevention 
and treatment of health problems have occurred in the past 
few decades. For example, the Cochrane Collaboration and 
Grading of Recommendations Assessment, Development 
and Evaluation (GRADE) methods are increasingly recog-
nized internationally as key resources that can guide health-
care decisions, with the overall aim of increasing the use of 
effective interventions and eliminating the use of ineffec-
tive or harmful ones (Guyatt et al., 2011; Higgins & Green, 
2011). Strategies that help users sift through the continu-
ously increasing stock of PGs and associated recommenda-
tions for care are a logical extension of the work of bodies 
such as Cochrane and GRADE. However, consistent with 
the tenets of evidence-informed healthcare, mental health-
care decisions should be made taking into account not only 
research based knowledge but also i) professional/personal 
knowledge and ii) patient values and preferences (Sackett, 
Rosenberg, Gray, Haynes, & Richardson, 1996). Accord-
ingly, PGs contribute to decision-making, but do not pre-
scribe the outcome. Regarding the question ‘How good is 
good enough?’, it is our view that recommendations based 
on a rigorous systematic review, informed by the needs and 
preferences of the key stakeholders who can benefit from 
the PG, and protected from the influence of academic and 
financial conflicts of interest represent minimum, non-ne-
gotiable standards. Regarding who should decide whether a 
PG is worthy of use, this is ultimately up to the individual 
decision-maker. However, it is our belief that rigorous and 
credible tools, such as PG quality appraisal tools, are need-
ed to assist PG users in the decision-making process, are 
welcomed by many if not most of them, and can ultimately 
contribute to raising the bar on the use of research and PGs 
in mental healthcare decisions.

Strengths and Limitations
The strengths of our study include the following. First, we 
used systematic review methods to search, screen, and criti-
cally appraise eligible PGs identified in a large, well-known 
international PG repository. Second, two trained raters (SD 
and CF) applied AGREE II quality criteria to each PG and 
achieved excellent inter-rater agreement. Third, we set 
criteria for minimum and high quality providing a simple 
yardstick to aid understanding of where each PG is located 
on a scale from high to low quality defined using AGREE II 
domain items. However, our study is not without potential 
limitations. First, validated cut-points defining minimum 
and high quality AGREE II scores are not currently avail-
able (AGREE Next Steps Consortium, 2013). The ones we 
used were based on the professional judgment of our team 
and are intended to help readers understand the AGREE 
II scores. Other stakeholders may have different views. 

Although a number of published studies utilizing AGREE 
II have applied cut-points to meet their research objectives, 
no consensus has emerged. For example, Bekkering et al 
(2014) deemed PGs high quality if the rigor of development 
domain score was > 50%. In contrast, Lee, Yamada, Kyo-
lolo, Shorkey and Stevens (2014) recommended PGs for 
use if they received overall quality scores of 6 or 7, while 
Sanclemente, Acosta, Tamayo, Bonfill and Alonso-Coello 
(2014) applied a cut-point of 60% to each domain. Second, 
PG quality ratings are influenced by the completeness of 
reporting of the PG development process which may dif-
fer from the actual methods applied by the developers. It is 
possible that PGs with low quality ratings actually adhered 
to a specific standard but did not report sufficient detail to 
receive a score that aligned with our definitions of mini-
mum and high PG quality.

Conclusion
At the present time, the quality of child and youth anxi-
ety and depression PGs contained in the NGC is variable. 
Innovative strategies including PG repositories that allow 
users to quickly access high quality PGs are needed to in-
crease the use of high quality PGs, avoid the application 
of flawed or harmful PGs, prevent the associated harm and 
wasted resources that may result, and facilitate capacity 
building among those who develop CYMH PGs. The recent 
NGC decision to explore the inclusion of PG quality pro-
files based on IOM standards provides needed leadership 
that can strengthen PG repositories and build PG developer 
capacity.
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