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High-quality clinical practice guidelines (CPGs) and consensus statements (CSs) are essential for evidence-based medicine. The
purpose of this systematic review was to appraise the quality and reporting of colorectal cancer (CRC) screening CPGs and CSs. After
prospective registration (Prospero no: CRD42021286156), a systematic review searched CRC guidances in duplicate without
language restrictions in ten databases, 20 society websites, and grey literature from 2018 to 2021. We appraised quality with AGREE
Il (% of maximum score) and reporting with RIGHT (% of total 35 items) tools. Twenty-four CPGs and 5 CSs were analysed. The
median overall quality and reporting were 54.0% (IQR 45.7-75.0) and 42.0% (IQR 31.4-68.6). The applicability had low quality
(AGREE Il score <50%) in 83% of guidances (24/29). Recommendations and conflict of interest were low-reported (RIGHT score
<50%) in 62% guidances (18/29) and 69% (20/29). CPGs that deployed systematic reviews had better quality and reporting than CSs
(AGREE: 68.5% vs. 35.5%; p =0.001; RIGHT: 74.6% vs. 41.4%; p = 0.001). In summary, CRC screening CPGs and CSs achieved low
quality and reporting. It is necessary a revision and an improvement of the current guidances. Their development should apply a
robust methodology using proper guideline development tools to obtain high-quality evidence-based documents.

British Journal of Cancer (2023) 128:946-957; https://doi.org/10.1038/s41416-022-02070-4

BACKGROUND

Colorectal cancer (CRC) is the third most commonly worldwide
cancer in both men and women, with 1.9 million new cases and a
mortality of 10%, 935,000 patients, per year [1]. Early detection of
CRC due to screening programmes, removal of precancerous
polyps with colonoscopy and advances in treatment management
have decreased CRC incidence and mortality rates [2, 3]. It has
been demonstrated that early diagnosis could decrease CRC
morbimortality. The 5-year mortality rate of 10% for early-stage
increases to 28% for locally advanced disease and 86% for
metastatic cancer, according to USA data [4].

Although cancer prevention programmes are undoubtedly
important, there is a certain variation in CRC screening guidance
documents depending on the source [5]. Screening programmes
should be accommodated to risk groups to offer strategies
adapted to their risk of developing CRC [6]. Patients and clinicians
should assess the patient’s overall health, previous screening
history, and preferences to define if screening is appropriate [7].
The years range for CRC screening in the general population
should be determined to capture the most significant number of

CRC cases while considering the effectiveness and cost-
effectiveness of screening tests, regional epidemiology, and
expected benefits and harms to the screened population. This
implies that CRC screening guidelines show heterogeneity in
recommendations and purpose since they are often aimed at
particular subgroups. This heterogeneity could be a barrier to
standardising care quality and make it hard to follow recommen-
dations [8, 9].

Clinical practice guidelines (CPG) and consensus statements
(CS) are evidence-based documents to support high-quality care
in specific situations [10-13]. The analysis of the quality (the
validity of the recommendations made) and reporting (the rigour
of the presentation of the document) are elements that allow
practitioners to identify trustworthy guidance documents [14].
Therefore, there is a need to assess recently published CRC
screening CPGs and CSs [15]. A decade previously, Simone et al.
[16] inspected the quality of CRC guidance documents but with an
older tool (AGREE, previous version). Therefore, this review is
currently outdated. It focused on hereditary CRC guidance in
general (screening, surveillance, and management). That old
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systematic review [16] only included 17 guidances. Tian et al. [17]
published a recent systematic review written in Chinese with only
19 guidances selected and selecting only English and Chinese
guidances. There is a need for a broad systematic review focused
on CRC screening CPGs and CSs without language or data source
limitations. So, given this background, we systematically assessed
quality and reporting of all the CRC screening guidances
published using current, validated instruments and highlighted
each guidance’s strengths and limitations.

MATERIALS AND METHODS

We conducted a thorough systematic review following prospec-
tive registration (Prospero ID: CRD42021286156) and reported
according to the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) [18-20] (Appendix S0).

Literature search strategy, data sources, study selection and
data extraction

We completed an exhaustive literature examination of PubMed,
EMBASE, Web of Science, Scopus, CDSR and Tripdatabase from
January 2018 to November 2021 without language limitations. Our
selection criteria for the time period targeted documents
published in the last 3 years (from 2018 onwards), following the
advice of an extensive systematic review of the methodological
handbooks for updating clinical practice guidelines. This systema-
tic review stated that most handbooks that collect recommenda-
tions on updating guidances recommended that they should be
updated 3-yearly [21]. We used MeSH terms “practice guidelines”,
“guidelines”, “consensus”, “colorectal neoplasms”, “colorectal
cancer”, “screening”, “quality”, “reporting” and including term
variants. The contribution to global colorectal cancer’s scientific
production of the professional societies” country of origin greater
than 0.5% was the main criterion for including these professional
societies in our systematic review. Scopus was searched on March
10th, 2022, to estimate the scientific production of each country
(85932 “Colorectal Cancer and Health” documents). This decision
was in line with the previous peer-reviewed published systematic
reviews [22-25]. We visited 20 pertinent professional organisa-
tions” websites and four guideline databases: National Compre-
hensive Cancer Network- NCCN, TRIP database, CMA Infobase,
Health Services Technology Assessment Texts-HSTAT, and Scottish
Intercollegiate Guidelines Network-SIGN) to conclude the exam-
ination. More additional records were searched in the identified
publications” bibliographies to include other essential studies in
our review. Appendix S1 shows the search strategy.

The inclusion criteria were CPGs, CSs, recommendations, and
position statements about CRC screening produced by professional
organisations, societies, or government agencies. Exclusion criteria
were CPGs and CSs not related to CRC screening and protocols in
general. We decided to exclude protocols, programmes that sets
out a precise sequence of activities in managing a specific clinical
condition, as they did not define how a procedure was executed but
why, where, when and by whom the care was given [26]. We also
rejected obsolete versions of guidelines updated in more recent
years from the same organisation, guidelines for education
purposes or only for patients. Three independent reviewers (AlA,
CMFV and CREL) confirmed eligibility by checking the titles and
abstracts and performed a full-text assessment of the selected
studies. Duplicate documents were removed. Disagreements or
inconsistencies were resolved by consensus with the input of a
fourth reviewer (MMC). Data extraction was carried out indepen-
dently by three authors (AIA, CMFV and CREL) and collected on an
Excel datasheet to compare results.

Quality and reporting appraisal

AGREE Il statement and RIGHT instrument were used in a manner
similar to our previously published work [22, 23] to evaluate
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quality and reporting, respectively (Appendix S2) [27, 28]. Before
data extraction, the reviewers had sessions to understand AGREE
and RIGHT criteria (items and domains). After independent data
extraction, two reviewers (AIA and CREL) discussed their
disagreements, and in case of inability to resolve disagreements
mutually, an arbitrator (MMC) helped reach a final judgement.

AGREE Il examined the elements of the guideline development
and the recommendation grades. It defined quality as the
“trustworthiness that conceivable development biases have been
properly managed and recommendations are internally and
externally valid” [29]. Twenty-three items were categorised into
six domains: scope and purpose (items 1 to 3), stakeholder
involvement (items 4 to 6), the rigour of development (items 7 to
14), clarity and presentation (items 15 to 17), applicability (items
18 to 21) and editorial independence (items 22 and 23). Each item
scored between 1 (strongly disagree, i.e., when there was no
information of the item) and 7 (strongly agree, i.e. when there was
a well-constructed description). An arbitrator (MMC) solved
disparities between the two analysts (AIA and CREL). The global
reviewers” scores were used to calculate the 0-100% domain
quality scores following the AGREE Il formula supplied in the tool
manual [29]. The overall assessment items were also incorporated:
a rating of the overall quality of the guidance and an assessment
of whether it will be recommended for use in practice. The overall
guideline assessment was gauged as the mean scores of the
6 standardised domains, and a recommendation was made: a CPG
or CS was “recommended” when scored >80% [30], “recom-
mended with modifications” if scored 50-80%, and “not
recommended” if <49% [31].

RIGHT [28] investigated the reporting of the CPGs and CSs, and
categorised it into twenty-two items (thirty-five subitems)that were
scored as 1 (reported), 0.5 (partially reported), or 0 (unreported) and
were categorised into 7 domains: basic information (items 1 to 4),
background (items 5 to 9), evidence (items 10 to 12), recommenda-
tions (items 13 to 15), review and quality assurance (items 16 and
17), funding and declaration and management of interests (items 18
and 19), and other information (items 20 to 22). An overall reporting
appraisal was counted based on the rate of the total (score >80%:
“well-reported”, score =50-80%: “moderate-reported” and score
<50%: “low-reported”).

Statistical analysis

We conducted a descriptive analysis concerning particular items,
domains, and overall scores, expressing the AGREE Il and RIGHT
scores as a percentage of the maximum possible score. The
consistency between “reviewers” was estimated using the
intraclass correlation coefficient (ICC), and it was considered
excellent when ICC > 0.90 [32]. AGREE Il and RIGHT correlation (“r")
was estimated to analyse if quality and reporting of the guidances
were associated. The Kruskal-Wallis test was used to compare
guidances outcomes (AGREE Il and RIGHT scores). We used Stata
16 for analysis. Statistical significance was p < 0.05.

RESULTS

Study selection

A total of 8199 guidances were found from PubMed, EMBASE,
Web of Science, Scopus, CDSR and Tripdatabase, and 30
documents from the grey literature (guideline specific databases,
professional societies, and the Word Wide Web). After removing
439 duplicated guidances, 7752 were also rejected for not fulfilling
the inclusion characteristics required (unsuited population or
publication, outdated guidances substituted by an update or
inappropriate development group). Thirty-eight of the records
were filtered for reviewing titles and abstracts. Finally, 29
documents were included (24 CPGs [7, 33-56] and 5 CSs
[57-61]) in quality and reporting full-text assessment. Nine
documents were excluded for not accomplishing the criteria
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Conceivable pertinent records

identified:
MEDLINE: 564
EMBASE: 7174
SCOPUS: 213 <
Web of Science: 104
Cochrane Library: 20

Additional records screened:
Guideline-specific databases
Websites of relevant professional societies
The World Wide Web
Total n = 30

TRIP Database: 124

Total n = 8199
Grand total N = 8229

Records excluded:

- Duplicates: n = 439

- Inappropiate population/publication/
development group/obsolete guidelines replace by
an update from the same organisation n = 7752

Records included after filtering through
reviews of titles and abstracts
n=39

A 4

Full-text articles assessed for eligibility
n=29

- 24 Clinical Practice Guidelines

- 5 Consensus Statements

Fig. 1

(4 conference abstracts, 3 posters, and 2 CPG for education and
information purposes only). Figure 1 shows the flow diagram of
the study. Table 1 shows the selected studies and their
characteristics.

Characteristics of the studies

Table 1 revealed the main characteristics of the chosen manu-
scripts, including the title, year, country, the supported entity for
publication, version, evidence analysis, referral of a quality or
reporting tool, type of cancer-focused and months passed after
the last update was released. The majority of the guidelines were
from North America (69%; 20). Five were from Europe (17%), two
from Asia (7%) and one from South America and Oceania (3%)
(see Appendix S3). The ICC was 0.85 for quality and 0.82 for
reporting.

Quality assessment

The correlation score between AGREE Il and RIGHT in the studies
was r = 0.97 (Appendix S4). Quality was very heterogeneous, with a
median overall rate of 69.0% (IQR 45.7-75.0; range 23.0%-88.0%).
Figure 2 and Appendix S5 compiled the results. Almost 50% (13/29;
45%) of the guides were ranked as “recommended with modifica-
tions”, 38% (11/29) as “not recommended”, and only 17% (5/29) as
“recommended”. Figure 3 illustrates the accomplishment regarding
domains. Scope and purpose (domain 1) and clarity of presentation
(domain 4) obtained the best quality with 62% (18/29) of the
guidances with high quality (scoring >75%), respectively. Average
scores (scoring 50-75%) were obtained in stakeholder involvement
(domain 2) with 34% (10/29), the rigour of development (domain 3)
with also 34% (10/29), and editorial independence (domain 6) with
28% (8/29). Utterly, only domain 5 (applicability) achieved “low”
(25-50%) or “very low” (<25%) with 83% (24/29) in these categories.
The guidances with more satisfactory quality were five (in order of
high to low quality): the ASCO [56], the Spanish [46], the Banff
consensus [58], the ACS [54] and the MAGIC [39] CRC guidelines
(Appendix S6).

Reporting assessment
The median overall reporting was 42.0% (IQR 31.4-68.6; range
8.0%-86.0%). Twelve guidances (41.4%) were “recommended with

Flow chart of the systematic review. Explanation of the study selection screening.

modifications” (scoring >50-80%) while 48.3% (14/29) were “not
recommended” (scoring <51%). Only 10.3% (3/29) were “recom-
mended” (scoring >79%). Figure 3 demonstrated the reporting of
each domain in the guidances. Basic information (domain 1) was
well-reported in 19/29 (66%) of the guidances. Background
(domain 2) and review and quality assurance (domain 5) were
moderate-reported with 59% (17/29) and 69% (20/29), respec-
tively. The reporting of recommendations (domain 4), funding and
declaration and management of interests (domain 6) and other
information (domain 7) was scarce with 62% (18/29), 83% (24/29)
and 69% (20/29), respectively. The domain median for reporting
was 83% (0-100%) in domain 1 (basic information), 63% (0-100%)
in domain 2 (background), 40% (0-100%) in domain 3 (evidence),
43% (0-100%) in domain 4 (recommendations), 0% (0-100%) in
domain 5 (review and quality assurance), 25% (0-100%) in domain
6 (funding and declaration and management of interests) and
finally, 33% (0-100%) in domain 7 (other information). The better
reported guidances were the ASCO [56], the Banff consensus [58]
and the ACS [54] guidances. Figure 4 and Appendixes S7 and S8
collect this information.

Focus of the guidances

Regarding the focus of the guidance, 18/29 (62.1%) were CPGs
and CSs about general CRC screening, 2/29 (6.9%) were focused
on average-risk CRC, and 1/29 (3.5%) was about inflammatory
bowel disease, and another (3.5%) focused on black men
population. Finally, 7/29 (24.1%) were about different sorts of
hereditary CRC screening (2/29 (6.9%) for Adenomatous syn-
drome, 1/29 (3.5%) for Lynch syndrome, and another (3.5%) about
CRC related to cyst fibrosis, and finally, 3/29 (10.4%) about general
hereditary cancer).

Concerning quality, CRC screening guidances focused on
hereditary cancer, and the average-risk population had a better
score in all the domains than guidances about general colorectal
screening. Scope and purpose domain was 94% in hereditary CRC
screening guidances while 77% in general guidances, stakeholder
involvement was 75% vs. 55%, the rigour of development was
70% vs. 40%, clarity of presentation 87% vs. 80%, and editorial
independence 62% vs. 45%. Only the applicability domain
reached a 30% overall score in both general and hereditary
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guidances. Appendix S9 and S10 show the differences in quality
domains depending on the type of guidance (general CRC
screening, average-risk CRC screening, hereditary CRC screening,
inflammatory bowel disease and specific subpopulations CRC
screening guidances).

Concerning Reporting, CPGs and CSs related to hereditary CRC
had a better reporting than general guidances in domains 1 to 5
(basic information 88% vs. 72%, background 77% vs. 54%,
evidence 80% vs. 42%, recommendations 57% vs. 44%, and
review and assurance 42% vs. 25%). But worse in domain 6
funding and conflict of interest (21% vs. 31%) and domain 7 other
information (38% vs. 46%). Appendix S11 and Appendix S12 show
the reporting depending on the type of guidance.

updated
date
(months)

Last
37
36

of Cancer

Type
CRC
CRC

Quality
tool
referral
No

No

Factors associated with quality and reporting

The guidances underpinned by systematic reviews obtained
better quality (68.5% vs. 35.5%; p=0.001) and reporting than
consensus (41.4% vs. 74.6%; p = 0.001). No significant differences
were found between CSs and CPGs (AGREE II: p=0.729; RIGHT:
p = 0.954). The origin (AGREE IIl: p =0.181; RIGHT: p = 0.162)., the
publication in a journal (AGREE II: p = 0.093; RIGHT: p = 0.063)., the
year of publication (AGREE Il: p =0.751; RIGHT: p =0.852),, the
version of the guidance (AGREE II: p = 0.427; RIGHT: p = 0.394), the
type of cancer (AGREE Il: p=0.114; RIGHT: p=0.077) or the
referral of a quality tool such as AGREE Il or RIGHT (AGREE II:
p =0.189; RIGHT: p = 0.189) did not influence quality or reporting.
Quality and reporting of the guideline documents stratified by
different characteristics were collected in Table 2.

Evidence analysis
Systematic
review, GRADE,
consensus
Systematic
review, consensus

Version
1
2

DISCUSSION

Main findings

This extensive systematic review of CRC screening guidance docu-
ments demonstrated a wide variety in quality and reporting. We
studied guidances from different countries (5 continents and 8
countries) and languages, which provided an international viewpoint
of the present position of screening guidelines for CRC. Analysing
quality by AGREE II, almost half of the guides had a moderate quality
and needed improvement, and more than a third were classified as not
recommended. Concerning reporting examined by RIGHT, most of the
guidances had a well-detailed scope and purpose and good clarity of
presentation, although applicability was poorly explained. The domains
stakeholder involvement, rigour of development and editorial
independence were average. More than a third of the guidances were
moderate-reported (RIGHT score 50-80%), and almost a third were
low-reported (RIGHT score <50%). Basic information was well-reported
(RIGHT score >80%); background and review and quality assurance
were moderate-reported (RIGHT score 50-80%); the funding reporting,
the conflict of interest and other information were low-reported (RIGHT
score <50%). The use of systematic reviews was associated with
improving quality and reporting of the guidances. No other factors
such as the type of guidance (CPGs vs. CSs), the origin, the year of
release, the version or the publication in a journal showed a
relationship with quality or reporting.

Publication
in a Journal
Gastroenterology

Year
2018
2018 MJA

Country
Canada
Australia

Entity
CAG
CCA

Type of

document
S

CPG

Strengths and limitations

Our study was a broad systematic review focused on CRC
screening with no specific languages and no data source
limitations to offer an international perspective of the current
situation of screening guidelines for CRC. English and Spanish
were the most internationally spoken languages [62], and most
organisations offered versions in both languages. Our reviewers
were native speakers of both English and Spanish. The diversity of
the guidances reviewed is an example of the existing hetero-
geneity of the publications, and it could be unavoidable as
guidances varied in their configuration, background, develop-
ment, objectives, outputs, regional/local epidemiological situation,
etc. [63]. The aim of our systematic review was to analyse quality

Abbreviated name
2018 Banff
consensus

2018 Australian
CRC screening

continued
Name of the CPG

or protocol
in Individuals With
a Family History of

Clinical Practice
Guideline on
Screening for
Colorectal Cancer
Non hereditary
Colorectal Cancer
or Adenoma: The
Canadian
Association of
Gastroenterology
Banff Consensus
Revised Australian
national guidelines
for colorectal
cancer screening:
family history

Table 1.
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2018 Early Detection for CRC

2018 AEC CRC screening

2018 Banff consensus

2018 ACS Average-risk CRC screening
2019 MAGIC CRC screening

2020 ASGE adenomatous polyposis...
2018 Cystic Fibrosis CRC Screening
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88%
88%
Recommended
87%  (>80%)
83%
82%
78%

I
1
I
I
I
I
I 76%

2019 Ottawa CRC screening

2021 USPSTF CRC screening

2021 EHTG/ESCP Lynch syndrome
2019 ESPGHAN adenomatous polyposis...
2019 ACP Average-risk CRC screening
2021 ACG CRC Screening

2019 BSG/ACPGBI/UKCGG CRC screening
2018 Uruguay CRC screening

2018 ACR CRC Screening

2021 NCCN CRC screening

2019 USMSTF CRC Screening

2018 CRC screening in Black Men

2019 CRC in IBD

2019 ACP CRC screening CPG

2018 Australian CRC screening

2018 Hong Kong CRC screening
2019 Chinese CRC screening CS
2018 CRC Screening and Prevention I
I
I
I 257
I I 23%

2021 COVID Pandemic cancer screening
2021 KFHPW CRC screening

2020 CCAI CRC screening

2018 ACS CRC screening

31%

36%
35%

75%
73%
73%
72%
70%
69%
69%

Recommended
with modifications
(50-80%)

69%
61%
57%
53%

48%
46%
46%
45%

45%

Not recommended
(<50%)

Stakeholder involvement (%) = Rigor of development (%)

41%

= Clarity of presentation (%) Applicability (%)

Editorial independence (%)

Fig. 2 Quality overall score in colorectal screening guidances. Results after using AGREE Il statement in each guidance document.

AGREE Il : Scores of the six domains

0% 10% 20% 30% 40% 50%  60% 70%  80% 90%  100%

RIGHT: scores of the seven domains

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

1) Basic information 19 3 6 1
1) Scope and purpose 18 7 4
2) Background 2 17 9 1
2) Stakeholder involvement 8 10 1
3) Evidence 12 1 5 "
3) Rigor of development 8 10 11
4) Recommendations |G 8 12 6
4) Clarity of presentation (%) 18 9 2
5) Review and quality assurance 4 20 2 3
5) Applicablility (%) 5 13 11 [
6) Funding, declaration and management of interests | 2 3 1 13
6) Editorial independence (%) 8 8 8 5 7) Other information 4 5 12 8

® Hgn(-75%)  ® Moderate (50-75%) Low (25-50%) Very low (25%)

= High (+75%)  Moderato (50-75%) « Low (25-50%)  Very Low (<25°%)

Fig. 3 AGREE and RIGHT domains of the selected guidances. Analysis of every guidance document using quality and reporting instruments.

and reporting of CRC screening guidances in general. The external
validity of our systematic review, i.e,, the extent to which the
study’s findings can be generalised, was not affected by the
individual validity of the guidances analysed, and our findings
could be reproduced.

Our systematic review included CPGs and CSs about CRC
screening, although protocols were excluded as they did not
accomplish the selection criteria. We must emphasise that some of
these countries do have protocols for CRC screening, but they do
not provide guidance or recommendations about CRC screening.

For a better understanding of the quality and reporting analysis
of the guidances, we decided to classify the CPGs and CSs by their
main purpose (general CRC screening, average-risk CRC, inflam-
matory bowel disease, specific populations, and hereditary
cancer), giving the reader a better perspective of the current
situation in every type of guidances.

British Journal of Cancer (2023) 128:946 — 957

We studied articles published from 2018 onwards. So, we are
aware that CPGs and CSs outside our period of time scope from
reputable institutions would have been excluded. Our decision to
select a 3 years frame was not arbitrary but evidence-based. An
extensive systematic review of literature remarked that most
guidance methodological handbooks for updating CPGs recom-
mended a two or 3-year window between updates. We are aware
that the update of guidances depends on new improvements
available. However, regarding evidence [21], the need for a more
extensive analysis would be unnecessary since older guidelines
would possibly be now obsolete due to quick advances in CRC
and anal cancer.

Although the subjective character of the data extraction could
introduce bias, CPGs and CSs were assessed by at least two
reviewers and an arbitrator in case of disagreements, as AGREE I
and RIGHT have recommended in their user manuals [22, 23],
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2018 Early Detection for CRC

2018 Banff consensus

2018 ACS Average-risk CRC screening

I s Well reported

(>80%)

2018 AEC CRC screening

2018 Cystic Fibrosis CRC Screening

2020 ASGE adenomatous polyposis syndromes

2021 EHTG/ESCP Lynch syndrome

2018 Uruguay CRC screening

2019 MAGIC CRC screening

2019 Ottawa CRC screening

2019 ACP Average-risk CRC screening

2019 B5G/ACPGBI/UKCGG CRC screening

2019 ESPGHAN adenomatous polyposis syndromes

2021 USPSTF CRC screening

2018 ACR CRC Screening

D 77%
74%
| 74%
i 71%

63%

| — 63%

Moderate reported
(50-80%)

2021 ACG CRC Screening

2021 NCCN CRC screening

2018 Australian CRC screening

2018 CRC screening in Black Men

2018 Hong Kong CRC screening

2018 CRC Screening and Prevention

@

2019 CRC in IBD

@
2

2019 USMSTF CRC Screening [N N 29%

2021 KFHPW CRC screening [N
2019 Chinese CRC screening CS [N

2020 CCAI CRC screening [N

2021 COVID Pandemic cancer screening [N

2018 ACS CRC screening [ | 14%

2019 ACP CRC screening CPG [l 6%

Basic information

Low reported

(<50%) Background

Evidence

Recommendations

Review and quality assurance
Funding, declaration and management of interests

w Other information

Fig. 4 Reporting overall score in colorectal screening guidances. Results after using the RIGHT instrument in each guidance.

increasing the trustworthiness of the data reported. Before using
the tools, the reviewers had sessions to learn and unify standards
about the process of using AGREE Il and RIGHT. The reviewer’s
concordance was excellent (ICC>90%). The reviewers were
experienced in systematic reviews, quality health care manage-
ment [24, 64-66], the analysis of guidances and the use of AGREE
and RIGHT [22, 23]. They were also experts in the study of CRC and
screening (experienced CRC surgeons or specialists related), so
they had the relevant vocabulary to understand the documents
included properly.

The two validated appraisal instruments used, AGREE Il [27] and
RIGHT [28], did not guide thresholds or weighting for scoring
items and domains. Their instructions suggested avoiding
calculating an overall rate for the guidances as it could hide
weaknesses in individual domains. We used previously published
cut-offs [23, 30, 31] as this approach helps to simplify the analyses.
Like other tools, AGREE Il and RIGHT have intrinsic boundaries as
they do not estimate the strength of recommendations or patient
values and choices. We are aware that the interpretation of the
results must be handled with caution because, although the
guidelines may have similar overall scores, they may differ
individually in each domain. This is so because all the domains
had the same weight.

Implications
Guidance documents should supply specific evidence-based
advice in high-quality care management. The quality of guidelines

is an essential condition in its development [67]. However, the
attainment of this requirement does not necessarily convey into
implementation, and strict compliance with guidance recommen-
dations (even of the more outstanding quality) does not
automatically deliver the most proper care per patient [6].
Nowadays, there is a multiplicity of recommendations in CRC
screening guidelines [5]. Screening programmes should be
adjusted to risk groups to deliver techniques individualised to
their risk of acquiring CRC [68]. Clinicians should inspect the
patient’s general health, earlier screening history, and choices and
values to offer if screening is appropriate [7]. These diverse
subgroups with specific necessities would explain the vast
heterogeneity of CRC screening guidances recommendations as
they differ in aims and implicated subgroups.

High-quality guidance documents are crucial for adequately
managing patients. Our systematic review highlighted that
quality and reporting of the CRC screening guidance documents
had a vast scope for improvements. The debate about weighting
and cut-offs of items and domains should be also investigated in
the future. Quality was exceptionally poor in the applicability (the
description of facilitators and barriers for application, the
resources provided for application and the monitoring and
auditing criteria) domain, which would merit urgent considera-
tion. The stakeholder involvement, the rigour of development
(particularly the external review of the document and an
updating procedure) and the editorial independence of the
analysed guidances should also enhance their quality (Appendix

British Journal of Cancer (2023) 128:946 — 957
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Table 2. Elements associated with the quality and reporting of the guidelines.
AGREE 11 RIGHT
Variable Median IQR range p-value Median IQR range p-value
Type of document
CPGs 60.3% 40.0-71.9 p=0.729 63.2% 47.5-79.6 p=0.954
CSs 70.6% 31.2-76.1 66.4% 37.1-82.1
Country
Europe 71.4% 70.6-74.3 81.4% 76.4-82.9
North America 56.2% 39.1-65.4 p=0.181 61.4% 45.7-68.6 p=0.162
Other countries 44.9% 31.2-725 55.7% 37.1-77.9
Publication year
2018 62.3% 40.0-80.0 p=0.751 67.5% 47.1-83.9 p=0.852
2019 62.3% 41.7-70.7 64.3% 49.3-76.4
2020 48.2% 21.4-75.0 55.0% 22.9-87.1
2021 60.1% 29.0-65.9 62.9% 32.9-68.6
Publication in a journal
Yes 63.8% 41.7-74.3 p=0.093 65.3% 50.7-82.1 p=0.063
No 35.5% 21.4-66.3 41.4% 22.9-729
Version number
1 63.4% 39.5-75.0 p=0427 66.4% 50.7-82.1 p=0.394
2 50.5% 40.4-71.7 58.6% 47.5-77.8
Other 52.4% 21.4-65.9 53.9% 22.9-68.6
Evidence analysis
Not reported 35.5% 26.8-39.5 p=0.001 41.4% 32.1-45.7 p=0.001
Systematic review 68.5% 60.3-75.5 74.6% 63.2-82.9
Quality tool referral
Reported 68.8% 64.9-78.8 p=0.114 77.8% 68.6-88.2 p=0.077
Not reported 56.2% 39.1-72.5 61.4% 43.6-77.9
Type of cancer
CRC 62.9% 40.0-73.7 p=0.189 64.3% 47.5-81.8 p=0.189
Mixed 29.0% 28.9-29.1 32.9% 32.8-33.0

S13). The formulation of the recommendations was not well-
described, and the methodology was not clarified in the majority
of the guidances. Primary users of the guideline or the population
subgroups were not appropriately reported, and the selection of
the guidelines contributors and their roles were not specified. The
values and preferences of the target population were not
considered in the formulation of each recommendation. CPGs
and CSs also did not describe any limitations in their develop-
ment process nor indicated how any limitations might have
affected the validity of the proposals. Guidances did not register
any gaps in the evidence or provide future research suggestions.
The funding and conflict of interest reporting were very low-
reported (see Appendix S14). Guidances that followed systematic
review for evidence analysis had obtained better quality and
reporting. This finding supported the idea that Systematic reviews
are considered the gold standard for evidence-based research
[69]. Although CPGs are normally better than CSs [70] in the
literature, differences between CPGs and CSs quality and
reporting were not significant in our systematic review. This is
probably due to the fact that the terms CPGs and CSs are often
used interchangeably.

Comparing previous systematic reviews about CRC screening
guidances, our results highlighted worse quality in all the areas.
Only stakeholder involvement has remained similar in recent
guidances to 10 years ago. This could be produced by a selection
bias. Former studies had probably selected well-known guidances

British Journal of Cancer (2023) 128:946 — 957

while our study was more recent and no language restricted;
hence, we have analysed a third more guidances than these other
studies. Appendix S15 shows the characteristics of the studies and
a comparison of domains.

Comparing CRC and breast cancer screening CPGs and CSs
(prior publication by our team) [22], CRC guidances had better
quality but worse reporting. The applicability was worst in CRC
guidelines, but both types of cancer should improve. The scope
and purpose, the stakeholder involvement, the rigour of devel-
opment, the clarity of presentation, and the editorial indepen-
dence enclosed better quality in CRC guidances. The reporting
was more varied. Although basic information, funding, declaration,
and management of interests were better documented in CRC
guidances, the evidence, the reporting of recommendations, and
the review and quality assurance had more valuable reporting on
breast cancer CPGs and CSs.

CONCLUSIONS

CRC screening guidances had a heterogeneous quality and
reporting. Half of the analysed CPGs and CSs had an average
quality but low reporting that would merit urgent improvement in
all their areas. In the future, the development of guidelines should
involve a robust process using appropriate guideline development
tools at the start of the process to ensure the production of high-
quality guidance based on the best available evidence.
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