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VERSION 1 - REVIEW 

REVIEWER Michelle Kho 
McMaster University, Canada 

REVIEW RETURNED 26-Apr-2016 

 

GENERAL COMMENTS Guidelines of the International Federation of Red Cross and 
Red Crescent Societies: an overview and quality appraisal 
using AGREE II 
 
This study appraises the reporting of guidelines produced by the 
Red Cross and Red Crescent Societies using the AGREE II 
instrument.  2 raters systematically evaluated 27 English guidelines 
published between 2001 and 2015.  Of 27 guidelines, the topics 
included humanitarian aid (13), health issues (8), and other (6). Over 
the 6 AGREE II domains, the highest scores occurred in Scope and 
Purpose, Clarity of Presentation, and Applicability, whereas lowest 
scores occurred in Rigor of Development and Editorial 
Independence.  With revisions, this study could inform the 
development of future Red Cross guidelines.  Strengths of this study 
include Table 2, overview of guidelines, which outlines each group of 
guidelines, and AGREE Overall Score by domain per guideline.   
 
Major issues 

 In the Methods, the authors describe the types of guidelines 
excluded from the appraisal (administrative, and 
managerial), however more explicit description of the type of 
included guidelines is needed.   

 More background about the guideline assessors and their 
relationship to the guidelines is needed.   

 Given the heterogeneity of guideline topics, can the authors 
comment on how the domain “Rigor of development” applies 
to each of the 3 categories (Humanitarian aid, Health 
Issues, Other)?  More discussion about the implications of 
having a transparent body of evidence informing guidelines 
is needed.  The authors mention this briefly on page 12, 
rows 14 to 20. 

 Given the guideline inclusion dates between 2001 and 2015, 
how relevant are the recommendations within the older 
guidelines? 
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Minor issues 

 Please report the 95% CI for ICC scores 

 On page 4, line 3, the authors report the IFRC published 
guidelines “to assist and guide the millions of volunteers and 
staff in their work”. 

 

 

REVIEWER M. Dückers 
NIVEL, Netherlands Institute for Health Services Research 

REVIEW RETURNED 04-May-2016 

 

GENERAL COMMENTS General conclusion:  
The paper reads well and addresses a relevant phase in the 
development phase of the quality management system of the Red 
Cross and Red Crescent organization with worldwide operations. 
The methodology is easy to follow and builds upon a standard model 
to assess the quality of practice guidelines. The results are easy to 
follow, in line with what the reader could expect, and they should in 
my view be shared with an international group of aid work 
stakeholders. The findings can add focus to quality improvement 
efforts in international, national and local Red Cross and Red 
Crescent organizations. I formulated some issues that, when 
resolved by the authors, will result in a better manuscript.  
 
1. Page 12, lines 14-20: “The very low score on the rigor of 
development domain for all guidelines but one (all guidelines 14 
scored an average of less than 2, except the ‘Guidelines for the 
domestic facilitation and regulation 15 of international disaster relief 
and initial recovery assistance’14), indicate that the 16 
recommendations are most often not linked to supporting evidence, 
systematically collected from 17 scientific literature searches. 
Furthermore, the low average score for taking into account target 18 
group experiences and expectations (1.98), indicates that in most 
cases the process relies heavily 19 on expert opinion.” This is what I 
expected on beforehand. What I think is a missed chance, is that the 
authors did not discuss quality levels of expert opinion. In the field of 
mental health psychosocial support in disaster or humanitarian aid 
settings leading guidelines are mostly based on weak evidence. 
Sometimes experts are asked to formulate recommendations are 
review draft versions of a guideline. In other cases a group of 
experts decides to write a synthesis on guiding principles based on 
everything they read, studied and experienced (e.g. Hobfoll et al., 
2007; Reiffels et al. 2013). Stronger is the approach when a rigorous 
development process is combined with an expert consensus 
procedure (Te Brake & Dückers 2013) or even a Delphi approach 
(Bisson et al. 2010; Suzuki et al. 2012). What do the authors 
recommend when it comes to the topics addressed in the guidelines 
they included? It is quite certain that quantitative systematic reviews, 
including strict design filters add limited practical evidence-based 
insights.  
 
2. As I said earlier, the methods and results are clearly described, 
the recommendations however can be more specific. The previous 
point had to do with the quality of the evidence. Another topic 
warranting more specific recommendations or should at least be 
problematized is the implementation of the guidelines: what is 
needed to ensure the chances of implementing the guidelines in the 
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complex working context of Red Cross and Red Crescent 
organizations? Which factors help or hinder the implementation in 
different settings. There are several implementation science models 
available, focusing on relevant factors and mechanisms (e.g. Weiner 
et al. 2009; Michie et al. 2011; Flottorp et al. 2013). What do the 
authors recommend?  
 
3. Page 8, lines 18-21: “The overall quality of the guidelines is 
moderate to low and quite variable; the mean overall quality score is 
3 (median 3; range 2-4). No guideline can be ‘recommended for 
immediate use’, 23 guidelines are ‘recommended with modifications’ 
(mean score 3; median 3; range 2-4) and 4 guidelines are ‘not 
recommended’. This is a merely quantitative approach, not less than 
ritualistic if the reader is not provided with a deeper rationale why the 
guideline is not to be implemented. What is the risk and how realistic 
is this risk? What is it we must avoid and why? And, equally 
important, what is needed in order to resolve the problem?  
 
4. P 13: lines 2-10: “A rigorous methodology for the development of 
guidelines is called “Evidence-Based Practice” and is based on the 
latest available scientific evidence, taking into account the advice of 
experts and the preferences and needs of the target groups. 37 
IFRC guidelines ideally should be in accordance with set quality 
standards before they are published and promoted, developed 
following an agreed upon guideline development process covering 
all stages from the initiation, over the development, to the approval, 
and should also be revised regularly in order to ensure that they are 
kept up to date, taking into account the changes in the operational 
environment, the role and mandates of the different humanitarian 
actors and the newly available scientific evidence.” (a) Based on 
what I know from guideline development literature (all these points 
have been put forward by e.g. Eccles et al. 2012; Shekelle et al. 
2012) I agree. The authors could refer to these works to support 
their claims. (b) Although logical from a positivistic viewpoint, the 
beginning of the fragment is quite normative, even ideological and 
probably unrealistic in knowledge domains where the most strict and 
robust scientific methods are not useful. Moreover, the authors must 
understand that humanitarian crises and disasters are complex, 
chaotic and unpredictable. These two aspects complicate guideline 
development and guideline implementation.  
 
5. Page 6 line 4 (and elsewhere): an average score of 3 on a 7-point 
scale is not neutral. Do the authors mean 4?  
 
6. One could also argue the authors should take a step further in the 
Discussion: the guidelines with the level 1 quality should be 
abandoned or updated immediately, the level 2 three guidelines 
must be updated as well. But which aspects have priority in updating 
a given guideline? And how can we practically turn level 4 into 3, 2 
or 1?  
 
7. How to overcome the issue of editorial independence? Can the 
authors give an example, based on the guidelines they assessed, of 
how lack of editorial independence jeopardizes guideline quality?   

 

REVIEWER James Chauvin 
Independent Public Health Consultant & Advocate, Canada 

REVIEW RETURNED 04-May-2016 
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GENERAL COMMENTS Assessing the quality of organizational guidelines is an important 
issue, especially for an organization that responds to humanitarian 
emergency situations. That being said, the article fails to 
demonstrate that the assessment tool used is the most appropriate 
one: as stated in the article, the AGREE II tool is for clinical 
guidelines, but none of the guidelines assessed are such. There is 
no discussion about the availability and comparative 
strengths/weaknesses of other guideline assessment tools, nor why 
the AGREE II tool was comparatively better than other assessment 
tools. I was also struck by the statement in the article that the 
AGREE II tool doesn't provide instructions as to how to rate the 
quality of guidelines.   
 
The reviewer also provided a marked copy with additional 
comments. Please contact the publisher for full details. 

 

VERSION 1 – AUTHOR RESPONSE 

REVIEWER 1  

 

Comment 1  

In the Methods, the authors describe the types of guidelines excluded from the appraisal 

(administrative, and managerial), however more explicit description of the type of included guidelines 

is needed.  

Answer: By clarifying the objective of the exercise (“analyse all guidelines aimed at guiding the work 

of staff and volunteers of all National Red Cross and Red Crescent Societies, in the field of 

emergency relief, development cooperation and organizational development”) and mentioning the 

types of guidelines excluded, we hope to have clarified this point.  

See pg 4, lines 17-29 (new text underlined): The objective was to analyse all guidelines aimed at 

guiding the work of staff and volunteers of all National Red Cross and Red Crescent Societies, in the 

field of emergency relief; development cooperation and organizational development. Therefore, 

(internal) administrative guidelines for the staff of the IFRC (e.g. ‘Human resource or finance 

guidelines’ or ‘Social media guidelines for IFRC staff’) were excluded, as well as managerial 

guidelines (e.g. ‘strategic planning guidelines for African National Societies’ or ‘Guidelines for National 

Societies to organize local youth actions and celebrate the International year of the youth’). We only 

included IFRC guidelines and guidelines published jointly with the International Committee of the Red 

Cross (ICRC). One guideline developed with another (non-Red Cross) organization (‘Guidelines for 

drug donations’ developed with WHO) was excluded.  

 

Comment 2  

More background about the guideline assessors and their relationship to the guidelines is needed.  

Answer: We provided background information on the assessors in the Methods Section.  

See pg 6, lines 7-11 (new text underlined): The two assessors had complementary profiles; the first 

assessor (VB) is a methodologist with a PhD working full-time on the development of Systematic 

Reviews and evidence-based guidelines, the second (AV) has a 35 career in international disaster 

and development assistance. The two assessors were in no way involved in the drafting of any of the 

guidelines assessed.  

 

Comment 3  

Given the heterogeneity of guideline topics, can the authors comment on how the domain “Rigor of 

development” applies to each of the 3 categories (Humanitarian aid, Health Issues, Other)? More 

discussion about the implications of having a transparent body of evidence informing guidelines is 

needed. The authors mention this briefly on page 12, rows 14 to 20.  

Answer: We now discuss more in detail that qualitative guidelines need a transparent body of 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-011744 on 27 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


evidence informing the guidelines. We also explain that the methodology of Evidence-Based Practice 

is applicable to guidelines in different domains (such as the 3 categories defined in this project), and 

why.  

See pg 13 lines 20-33 (new text underlined): Qualitative guidelines should be developed according to 

the method of Evidence-Based Practice. This means that the best available evidence is collected 

through systematic literature searches, which is important since guidelines that are mainly based on 

expert knowledge may be biased by undeclared conflicts of interest, and lack of or outdated 

knowledge (Miller 2000). Evidence-based guidelines are generally considered to produce more valid 

recommendations (Cruse 2002). However, it is not always possible to support guidelines with 

evidence, since evidence is often lacking. For example, in an emergency setting the priority is to aid 

people in need, and it is most often perceived as unethical to perform research and test effectiveness 

of interventions in such circumstances (Bradt 2010). However, the strength of the Evidence-Based 

Practice methodology is that, in addition to collection of the best available evidence, expert opinion 

and practice experience are also taken into account, as well as the preferences of the target group 

(De Buck 2012, Eccles 2012, Shekelle 2012). Guideline recommendations are based on making a 

balance between the quality of the evidence, benefits and harms, costs and preferences, and this 

applies to each of the 3 guideline categories that we defined for the purpose of this project 

(Humanitarian aid, Health Issues, Other).  

 

Comment 4  

Given the guideline inclusion dates between 2001 and 2015, how relevant are the recommendations 

within the older guidelines?  

Answer: Guidelines should be updated (according to the latest evidence) every five years. As there is 

no established process within the IFRC to update their guidelines after a certain number of years, or 

to abrogate guidelines, we decided (arbitrarily) to perform the analysis on the guidelines of the last 15 

years. Half of the guidelines analysed (15 out of 27) were published before 2011, which let us 

conclude that indeed a lot of IFRC guidelines are outdated. It is not clear if these are still being used 

in practice in some of the 190 member Red Cross Red Crescent National Societies. Since guidelines 

that are out-of-date hold the risk that more recent effective interventions are not included, we strongly 

recommend the IFRC to revise and update their guidelines. We now focus more on this aspect in the 

Methods, Conclusions and Discussion.  

Methods: See pg 4 lines 32-34: We included guidelines published between January 1, 2001 and 

November 27, 2015. As there is no established process within the IFRC to review their guidelines 

after a certain number of years, or to abrogate guidelines, we decided to perform the analysis on the 

guidelines of the last 15 years.  

Results: See pg 8 lines 1-2: Six guidelines were on other topics such as cash transfer programming, 

humanitarian diplomacy, income generating projects or strategic planning.30-35 Four guidelines were 

produced together with the ICRC (‘Guideline for cash transfer programming’31, (‘Rapid Assessment 

for Markets – Guidelines for an initial emergency market assessment’19, ‘Guidelines for assessment 

in emergencies’12 and ‘Guidelines on first aid and HIV/AIDS’23). Half of the guidelines analysed (15 

out of 27) were published before 2011, which lets us conclude that a lot of IFRC guidelines are 

outdated.  

Discussion: See pg 15 lines 7-13: Since none of the guidelines included in our analysis can be 

recommended for practice, all guidelines ideally should be revised (meaning that a “de novo 

guideline” is developed), so that they are in accordance with set quality standards before they are 

published and promoted, and they are developed following an agreed upon guideline development 

process covering all stages from the initiation, over the development, to the approval. Once this is the 

case, the guidelines should be updated regularly (i.e. every 5 year) in order to take into account the 

changes in the operational environment, the role and mandates of the different humanitarian actors 

and the newly available scientific evidence.  

 

Comment 5 (minor comment)  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-011744 on 27 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


Please report the 95% CI for ICC scores  

Answer: The 95% confidence interval for the ICC scores are 0.787454 [-1,870971; 2,083532] before 

the consensus meeting and 0.89826 [-1,240409; 1,443307] after the consensus meeting. This is now 

reported in the manuscript: see pg 8 lines 33-35.  

 

Comment 6 (minor comment)  

On page 4, line 3, the authors report the IFRC published guidelines “to assist and guide the millions of 

volunteers and staff in their work”.  

Answer: We don’t understand the reviewers’ comment or question.  

 

REVIEWER 2  

 

Comment 1  

Page 12, lines 14-20: “The very low score on the rigor of development domain for all guidelines but 

one (all guidelines 14 scored an average of less than 2, except the ‘Guidelines for the domestic 

facilitation and regulation 15 of international disaster relief and initial recovery assistance’14), indicate 

that the 16 recommendations are most often not linked to supporting evidence, systematically 

collected from 17 scientific literature searches. Furthermore, the low average score for taking into 

account target 18 group experiences and expectations (1.98), indicates that in most cases the 

process relies heavily 19 on expert opinion.” This is what I expected on beforehand. What I think is a 

missed chance, is that the authors did not discuss quality levels of expert opinion. In the field of 

mental health psychosocial support in disaster or humanitarian aid settings leading guidelines are 

mostly based on weak evidence. Sometimes experts are asked to formulate recommendations are 

review draft versions of a guideline. In other cases a group of experts decides to write a synthesis on 

guiding principles based on everything they read, studied and experienced (e.g. Hobfoll et al., 2007; 

Reiffels et al. 2013). Stronger is the approach when a rigorous development process is combined with 

an expert consensus procedure (Te Brake & Dückers 2013) or even a Delphi approach (Bisson et al. 

2010; Suzuki et al. 2012). What do the authors recommend when it comes to the topics addressed in 

the guidelines they included? It is quite certain that quantitative systematic reviews, including strict 

design filters add limited practical evidence-based insights.  

Answer: We agree with the reviewer that for guideline subjects for which existing evidence is scarce 

(such as humanitarian aid guidelines), more weight will be given to the pillar “expert opinion” of the 

Evidence-Based Practice methodology. We now added this to the discussion, and gave an overview 

of formal methods that can be used to obtain formal consensus of experts (with an example). We also 

report now that other guideline developers commonly use this methodology to obtain expert 

consensus.  

See pg 13 line 33-35 and pg 14 lines 1-9 (new text underlined): For guideline subjects for which 

existing evidence is scarce, as is the case with disaster aid for example, more weight will be given to 

the aspect of collecting “expert opinion and practice experience”, and it is important to do this as 

unbiased as possible. Therefore it could be interesting for guideline developers of guidelines with a 

limited evidence base, to use formal consensus methods, such as the Delphi method, Nominal Group 

Technique, and the Consensus Development Conference (James 2015). These methods provide an 

objective way to come to a decision, and are being used by other guideline development groups as 

well, for example in the development of post-disaster psychosocial care guidelines, where a Delphi 

method was used to collect expert consensus from 106 experts (Bisson 2010). In an overview paper 

of guideline development methods, it was reported that “making group decisions and reaching 

consensus” is mentioned in 17 different guideline methodology handbooks, and 13 handbooks 

provide clear explanation about it (Ansari 2012).  

 

Comment 2  

As I said earlier, the methods and results are clearly described, the recommendations however can 

be more specific. The previous point had to do with the quality of the evidence. Another topic 
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warranting more specific recommendations or should at least be problematized is the implementation 

of the guidelines: what is needed to ensure the chances of implementing the guidelines in the 

complex working context of Red Cross and Red Crescent organizations? Which factors help or hinder 

the implementation in different settings. There are several implementation science models available, 

focusing on relevant factors and mechanisms (e.g. Weiner et al. 2009; Michie et al. 2011; Flottorp et 

al. 2013). What do the authors recommend?  

Answer: This is indeed important. We now included a paragraph concerning guideline 

implementation, and we also included a recommendation for the IFRC, specifically dedicated to 

implementation of the guidelines. We refer to a recent publication by Gagliardi et al (2015), which 

refers to work by Michie et al, and Flottorp et al 2013, among other references.  

See pg 15 lines 33-35 and pg 16 lines 1-5: In addition to guideline quality, guideline implementation is 

at least as important, since barriers can exist that hinder implementation of guidelines among a 

certain target group. Implementation strategies include strategies to promote guideline use (Gagliardi 

et al. 2015a). The AGREE II tool already takes into account some aspects that should facilitate 

implementation (e.g. clarity of presentation, applicability). In addition, it is considered relevant to 

identify implementation barriers and facilitators, so that implementation strategies can take these into 

account in order to maximize impact (Gagliardi et al. 2015b). Several efforts have been made in order 

to facilitate guideline implementation, such as the development of a checklist for guideline 

implementation planning (Gagliardi et al. 2015a).  

See pg 16 lines 15-16: Considering that the IFRC has no uniform guideline development process and 

that the results of AGREE II indicate that the quality of the guidelines needs to be improved, the IFRC 

could improve its guidelines by: … setting up a formal procedure to monitor the implementation of the 

guidelines by the membership.  

 

Comment 3  

Page 8, lines 18-21: “The overall quality of the guidelines is moderate to low and quite variable; the 

mean overall quality score is 3 (median 3; range 2-4). No guideline can be ‘recommended for 

immediate use’, 23 guidelines are ‘recommended with modifications’ (mean score 3; median 3; range 

2-4) and 4 guidelines are ‘not recommended’. This is a merely quantitative approach, not less than 

ritualistic if the reader is not provided with a deeper rationale why the guideline is not to be 

implemented. What is the risk and how realistic is this risk? What is it we must avoid and why? And, 

equally important, what is needed in order to resolve the problem?  

Answer: We now provide more information on what “recommended with modifications” and “not 

recommended” means for practice. Both categories of guidelines do not meet several aspects of good 

guideline development, which could result in guidelines containing non-effective, or even harmful 

recommendations, or in guidelines which are not implementable and thus have no impact in practice. 

The guidelines that are “not recommended” have several limitations, and therefore will require more 

effort to be revised than guidelines that are “recommended with modifications”. This is now explained 

in the Results section. We also refer to the Discussion section, where it is described what is needed 

to solve the problem.  

See pg 9 lines 6-17 (new text underlined): The overall quality of the guidelines is moderate to low and 

quite variable; the mean overall quality score is 3 (median 3; range 2-4). No guideline can be 

‘recommended for immediate use’, 23 guidelines are ‘recommended with modifications’ (mean score 

3; median 3; range 2-4) and 4 guidelines are ‘not recommended’ (mean score 2; median 2; range 2-2) 

(table 2). This means that all guidelines do not meet several aspects of good guideline development, 

which can have serious results for practice. For example, guidelines with a low score in the domains 

“stakeholder involvement”, “rigour of development” and “editorial independence”, can contain 

recommendations that are ineffective or even harmful, which is a waste of time and effort. Guidelines 

with a low score in the domains “scope and purpose”, “clarity of presentation” and “applicability” can 

be guidelines which are not implementable, and thus have no impact in practice. When we compare 

the scores of the individual domains, there is no consistent difference between the guidelines that are 

“recommended with modifications” and guidelines that are “not recommended”, except that the latter 
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guidelines all have the lowest applicability score. It can only be concluded that more effort needs to be 

done to revise guidelines with a lower score. Concrete recommendations concerning the revision of 

these guidelines are given in the Discussion section.  

 

Comment 4  

P 13: lines 2-10: “A rigorous methodology for the development of guidelines is called “Evidence-

Based Practice” and is based on the latest available scientific evidence, taking into account the advice 

of experts and the preferences and needs of the target groups. 37 IFRC guidelines ideally should be 

in accordance with set quality standards before they are published and promoted, developed following 

an agreed upon guideline development process covering all stages from the initiation, over the 

development, to the approval, and should also be revised regularly in order to ensure that they are 

kept up to date, taking into account the changes in the operational environment, the role and 

mandates of the different humanitarian actors and the newly available scientific evidence.” (a) Based 

on what I know from guideline development literature (all these points have been put forward by e.g. 

Eccles et al. 2012; Shekelle et al. 2012) I agree. The authors could refer to these works to support 

their claims. (b) Although logical from a positivistic viewpoint, the beginning of the fragment is quite 

normative, even ideological and probably unrealistic in knowledge domains where the most strict and 

robust scientific methods are not useful. Moreover, the authors must understand that humanitarian 

crises and disasters are complex, chaotic and unpredictable. These two aspects complicate guideline 

development and guideline implementation.  

Answer: (a) As part of the answer to Comment 3 of Reviewer 1, we now pay more attention to 

explaining why it is important to support guidelines with evidence. We integrated the proposed 

references (Eccles 2012, Shekelle 2012) also in this paragraph. (b) We now explained in more detail 

that it is often difficult to perform studies in humanitarian aid settings, and make some 

recommendations on how to deal with this (e.g. focusing more on expert opinion, as suggested in 

comment 1, and focusing more on implementation as suggested in comment 2).  

See pg 13 lines 24-35 and pg 14 lines 1-9 (new text underlined): “…However, the strength of the 

Evidence-Based Practice methodology is that, in addition to collection the best available evidence, 

expert opinion and practice experience are also taken into account, as well as the preferences of the 

target group (De Buck 2012, Eccles 2012, Shekelle 2012). Guideline recommendations…”, and: 

“However, it is not always possible to support guidelines with evidence, since evidence is often 

lacking. For example, in an emergency setting the priority is to aid people in need, and it is most often 

perceived as unethical to perform research and test effectiveness of interventions in such 

circumstances (Bradt 2010).”, and: “For guideline subjects for which existing evidence is scarce, as is 

the case with disaster aid for example, more weight will be given to the aspect of collecting “expert 

opinion and practice experience” and of formulating Good Practice Points. It is important to do this as 

unbiased as possible. Therefore it could be interesting for guideline developers of guidelines with a 

limited evidence base, to use formal consensus methods,…”  

 

Comment 5  

Page 6 line 4 (and elsewhere): an average score of 3 on a 7-point scale is not neutral. Do the authors 

mean 4?  

Answer: As mentioned in the Methodology section (page xxx, lines xxx), striving to ensure 

consistency, the assessors discussed the AGREE II table beforehand, whereby they agreed to rate 

the health benefits, if not applicable, with a value 3. It is true that using a score of 4 is more neutral. 

Using a score of 3 was an arbitrary, mutually agreed decision. Using a value 3 or 4 has however very 

little impact on the total score.  

 

Comment 6  

One could also argue the authors should take a step further in the Discussion: the guidelines with the 

level 1 quality should be abandoned or updated immediately, the level 2 three guidelines must be 

updated as well. But which aspects have priority in updating a given guideline? And how can we 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-011744 on 27 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


practically turn level 4 into 3, 2 or 1?  

Answer: Since none of the guidelines included in our analysis can be recommended for practice, an 

“update” of the guidelines (meaning that evidence published after the guideline was published is 

collected and integrated) is not relevant. Instead, all guidelines ideally should be “revised” (meaning 

that a “de novo guideline” is developed). In summary, the IFRC should introduce a system to have all 

its guidelines evidence-based, and once this is the case, to systematically update its guidelines every 

5 years. When setting priorities for guideline revision, several aspects can be taken into account: first, 

the 4 guidelines that are “not recommended” for practice date from 2001, 2003, 2007 and 2010, and 

therefore the authors would recommend to abandon these immediately. Second, the IFRC has to 

decide, based on the reach and impact of the guideline, which guidelines have priority in being 

revised. We propose to add the following paragraph in the discussion:  

See pg 15 lines 3-18 (new text underlined): The IFRC produces guidelines that should be adhered to 

by millions of staff and volunteers in 190 countries. These guidelines therefore should be of high 

quality. Since none of the guidelines included in our analysis can be recommended for practice, all 

guidelines ideally should be revised (meaning that a “de novo guideline” is developed), so that they 

are in accordance with set quality standards before they are published and promoted, and they are 

developed following an agreed upon guideline development process covering all stages from the 

initiation, over the development, to the approval. Once this is the case, the guidelines should be 

updated regularly (e.g. every 5 year) in order to take into account the changes in the operational 

environment, the role and mandates of the different humanitarian actors and the newly available 

scientific evidence. When setting priorities for guideline revision, several aspects can be taken into 

account: first, the 4 guidelines that are “not recommended” for practice date from 2001, 2003, 2007 

and 2010, and therefore their further use is likely not recommended. Second, based on the reach and 

impact of the guidelines, it could be decided which guidelines have priority in being revised.  

 

Comment 7  

How to overcome the issue of editorial independence? Can the authors give an example, based on 

the guidelines they assessed, of how lack of editorial independence jeopardizes guideline quality?  

Answer: We now discussed editorial independence in relation to guideline development in more 

detail. We also provide recommendations on how to deal with conflicts of interest in guideline 

development. In addition we stressed that the low scores on editorial independence were not 

necessarily the consequence of the presence of conflicts of interest, but rather of underreporting 

about this item.  

See pg 14 lines 10-19 (new text underlined): The low score on the editorial independence domain 

does not necessarily mean that the majority of the guidelines could not guarantee editorial 

independence, but rather that no information on this subject was transparently reported. 

Nevertheless, it is well known that conflicts of interest can negatively influence the quality of 

guidelines and could result in disadvantages for the target group (Lo 2009, Akl 2014, Gale 2011). 

Therefore it is recommended to include enough methodologists (who are often unbiased towards the 

content of a specific guideline), in addition to content experts (whose content expertise is needed, but 

who can have subjective opinions concerning certain topics). Conflicted content experts should be 

restricted from decision making for recommendations on which they had conflicts (Neumann 2013). 

An additional approach to have an independent review by external experts is publication in an open-

acces peer reviewed journal.  

 

 

REVIEWER 3  

 

Comment 1  

Assessing the quality of organizational guidelines is an important issue, especially for an organization 

that responds to humanitarian emergency situations. (a) That being said, the article fails to 

demonstrate that the assessment tool used is the most appropriate one: as stated in the article, the 
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AGREE II tool is for clinical guidelines, but none of the guidelines assessed are such. There is no 

discussion about the availability and comparative strengths/weaknesses of other guideline 

assessment tools, nor why the AGREE II tool was comparatively better than other assessment tools. 

(b) I was also struck by the statement in the article that the AGREE II tool doesn't provide instructions 

as to how to rate the quality of guidelines.  

Answer: (a) AGREE II is the only tool specifically developed for quality assessment of guidelines, with 

use of a numeric scale to quantify guideline quality. Other known checklist for guideline development 

include the IOM (Insitute of Medicine) standards and the GIN (Guidelines International Network) 

Guideline Development Checklist, the former being a checklist for the development of clinical practice 

guidelines, and the latter being a tool for the development of health care guidelines. The previous 

version of the AGREE II checklist (“AGREE”) was specifically developed to appraise clinical practice 

guidelines, however with the update of AGREE to AGREE II the aim of the tool became broader: 

“AGREE II can be applied to guidelines in any disease area targeting any step in the health care 

continuum, including those for health promotion, public health, screening, diagnosis, treatment or 

interventions” (citation from AGREE II checklist). AGREE II now mentions for example “health 

question” instead of “clinical question”, and “target group” instead of “patients”. We acknowledge that 

AGREE II is not developed for guidelines outside health care, however, while appraising the included 

guidelines for this project, we did not identify any problems in using this checklist for non-health care 

guidelines. Only 2 of the 23 items were specifically dealing with “health questions” or “health benefits”, 

and a procedure was agreed upon by the guidelines assessors to deal with this. In summary, we 

believe that AGREE II is the best available tool for the purpose of this project. However, for the sake 

of transparency we now explain more in detail why we chose this specific tool.  

(b) The AGREE tool does provide instructions on how to rate the quality of the guidelines for different 

domains. However, AGREE II indeed does not provide any cut-off values telling the assessor what 

ICC values correspond with the “a guideline that should be recommended for practice”. We now 

changed the sentence to be more clear on this (that no cut-off values are provided).  

See (a) pg 5 lines 3-7 and pg 14 lines 25-35, and (b) pg 7 lines 11-12 (new text underlined):  

(a) Methods: The quality of each guideline was assessed with the Appraisal of Guidelines for 

Research and Evaluation (AGREE II) instrument.4 AGREE II is an international instrument for 

assessing the quality of guidelines in any disease area targeting any step in the health care 

continuum, including those for health promotion, public health, screening, diagnosis, treatment or 

interventions. AGREE II is the only tool specifically developed for quality assessment of guidelines, 

with use of a numeric scale to quantify guideline quality. It contains 23 items grouped into six quality 

domains. Furthermore, two global rating items are used to assess the overall quality of the guideline 

(table 1).5 Discussion: Second, some challenges were encountered during the process. AGREE II is 

designed for guidelines in any disease area targeting any step in the health care continuum, and most 

of the guidelines developed by the IFRC are guidelines outside health care. AGREE II was used since 

this is the only tool, specifically developed for quality assessment of guidelines, with use of a numeric 

scale to quantify guideline quality. We acknowledge that AGREE II is not developed for guidelines 

outside health care, however, while appraising the included guidelines for this project, we did not 

identify any problems in using this checklist for non-health care guidelines. Only 2 of the 23 items 

(items 2 and 11, table 1) were specifically dealing with “health questions” or “health benefits”, and a 

procedure was agreed upon by the guidelines assessors to deal with this). By giving a score of 3 for 

those items (instead of excluding the item, which is discouraged by AGREE II5), this will not influence 

the overall score of the guideline.  

(b) As in the AGREE II checklist no clear cut-off was provided on the relationship between the ICC 

value and the overall recommendation for use in practice, the authors decided to take the average of 

the scores for each item to rate the overall quality, and to base the overall recommendation on the 

ranking described in a previous study.  

 

Comment 2 [made on PDF of the manuscript]  

Pg 3 line 31: “Guidelines developed by humanitarian and development agencies in the past mostly did 
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not adhere to rigorous methodological standards.” Evidence to support this statement?  

Answer: We now refer to a paper by Oxman et al (2007), and the Sphere handbook (2011), 

describing the lack of methodological rigour in WHO guidelines, and describing standards (“Sphere 

standards”) being used in humanitarian aid that are not based on evidence, respectively. We also 

refer to a report describing the discussion points at the Second Evidence Aid conference 

(Vandekerckhove 2013). This conference focused on the need for evidence-based guidelines for 

humanitarian activities and responses.  

See pg 3 lines 30-31 (new text underlined): Guidelines developed by humanitarian and development 

agencies in the past mostly did not adhere to rigorous methodological standards (Oxman 2007, 

Sphere 2011, Vandekerckhove 2013).  

 

Comment 3 [made on PDF of the manuscript]  

Pg 4 line 3: “Over the years the IFRC has published dozens of guidelines, guidance series, etc. to 

assist and guide the millions of volunteers and staff in their work.” Has these IFRC documents been 

developed using rigorous methodological standards? How have they been developed? What led the 

IFRC to undertake this study? Was there a recognition that 'something was wrong' with the 

documents/the manner in which they were prepared? More info about the 'why and how' the IFRC 

reached its decision to undertake this assessment would be useful.  

Answer: The present study has been initiated and performed by the Belgian Red Cross. The Belgian 

Red Cross is one of the 190 members of the IFRC. Having established the “Centre for Evidence-

Based Practice” about 10 years ago (and which later became a Reference Centre of the IFRC), 

specializing in guideline development according to the “Evidence-Based Practice” principles, the 

Belgian Red Cross took the initiative to make this analysis. This is now clarified in the Introduction.  

See pg 4 lines 2-8: Given the importance of guidelines by an organization such as the IFRC, the 

objective of this study is to appraise the quality of the guidelines developed by the IFRC. The present 

study has been initiated and performed by the Belgian Red Cross. The Belgian Red Cross is one of 

the 190 members of the IFRC. Having established the “Centre for Evidence-Based Practice” about 10 

years ago (and which later became a Reference Centre of the IFRC), specializing in guideline 

development according to the “Evidence-Based Practice” principles, the Belgian Red Cross took the 

initiative to make this analysis.  

 

Comment 4 [made on PDF of the manuscript]  

Pg 4 line 28: “The quality of each guideline was assessed with the Appraisal of Guidelines for 

Research and Evaluation (AGREE II) instrument.” (a) Why was this particular assessment tool used, 

rather than another? What are its comparative strengths? How many of the IFRC guidelines assessed 

covered clinical practice? How was the AGREE tool relevant to non-clinical practice guidelines? (b) 

Was the AGREE II tool used to assess the WHO documents referred to in the Discussion section? If 

so, were the WHO documents assessed clinical guidelines or similar in nature to the IFRC guidelines 

assessed?  

Answer: (a) See comment 1. (b) Yes, the AGREE II tool was used to assess the WHO guidelines 

(Burda 2014). The WHO study included 124 guidelines intended for a global audience, however they 

all concern health interventions on a wide variety of topics (34% of all guidelines addressed HIV/AIDS 

and/or tuberculosis). We now explained the process that was followed at WHO in more detail (and the 

time this already took) in the discussion, to illustrate that it is a thorough process that takes time.  

See pg 15 lines 19-32 (new text underlined): A similar evaluation was performed for guidelines of the 

WHO. In 2003 the WHO performed an in-house analysis, making use of the AGREE checklist. This 

analysis was followed by interviewing Department Directors at the WHO headquarters, leading to the 

conclusion that evidence was rarely used in the development of guideline recommendations (Oxman 

2007). As a consequence of these analyses, a Guideline Review Committee was established in 2007 

and a WHO Handbook of Guideline Development was published. Following this improvement in 

guideline development, a second quality appraisal analysis of a set of guidelines was made in 2013, 

making use of AGREE II. The latter analysis included 124 guidelines intended for a global audience, 
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all concerning health interventions on a wide variety of topics (34% of all guidelines addressed 

HIV/AIDS and/or tuberculosis). It was concluded that the quality of WHO guidelines is improving, but 

a further improvement is still necessary (Burda 2014). From this experience, we know that 

documenting the quality of WHO guidelines resulted in fewer guidelines being developed, however of 

higher quality.  

 

Comment 5 [made on PDF of the manuscript]  

Pg 6 line 28: “As there is no clear guidance on how to rate the overall quality of the guidelines and the 

overall recommendation for use in practice, the authors…” This statement is confusing: are you 

stating that the AGREE assessment tool doesn't describe how to rate the quality of clinical 

guidelines? If this is the case, then I do not understand why you are using it.  

Answer: We now reformulated this sentence to be clear that AGREE provides instruction on how to 

rate the quality for different domains, but not on how this translates into a decision on the use of the 

guideline in practice (see Comment 1).  

 

Comment 6 [made on PDF of the manuscript]  

Pg 12 line 28: “AGREE II is designed for clinical practice guidelines, and most of the guidelines 

developed by the IFRC are not intended for clinical practice.” I find this a major shortcoming of the 

study.  

Answer: see Comment 1 

VERSION 2 – REVIEW 

REVIEWER Michel Dückers 
(i) NIVEL - Netherlands Institute for Health Services Research, the 
Netherlands, (ii) Impact, National knowledge and advice centre for 
psychosocial care concerning critical incidents, the Netherlands 

REVIEW RETURNED 02-Jul-2016 

 

GENERAL COMMENTS In my view the authors addressed the reviewers' previous comments 
satisfactorily.  

 

REVIEWER James Chauvin 
Independent public health consultant & advocate (Canada) 

REVIEW RETURNED 17-Jun-2016 

 

GENERAL COMMENTS 1. this is an interesting article, highlighting the need for a quality 
assessment of guidelines and other instructional documents - I've 
read too many poor quality guidelines in my lifetime produced by 
international/multilateral organizations. Congratulations to the 
authors for raising this issue and for the practical recommendations 
as to how to improve the situation.  
 
2. Strengths and Limitations: Integrate this section into the article 
narrative. Correct the spelling mistake (strengths).  
 
3. Introduction:  
- the sentences should be reformatted into paragraphs. The 
description about the IFRC should be shortened.  
- line 31 - provide an introductory sentence prior to this paragraph as 
to the purpose and role played by guideline quality assessment and 
related tools. Can you provide some information about various 
tools? For example, you mention that WHO and MSF adopted 
rigorous and well-structured guideline development processes - a 
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brief description would be useful and as well why were these not 
used to assess the IFRC documents?  
- line 32 - I think the term "rigorous quality assessment standards" 
should be substituted for "rigorous methodological standards"  
 
4. Other comments:  
- the description of the AGREEEII instrument is thorough and well-
done, although it could be shortened  
- why was it chosen over other guideline quality assessment 
instruments (e.g., the ones used by WHO and MSF)?  
- I suggest transforming some of the longer paragraphs into shorter 
ones, and as well shortening some of the sentences. I would 
suggest the authors seek the assistance of a copy-editor, to improve 
flow and syntax. 

 

VERSION 2 – AUTHOR RESPONSE 

Please find below our reply to the reviewer 3 comments:  

1. No reply required  

2. Reviewer: Strengths and Limitations: Integrate this section into the article narrative  

Reply: The guidelines of BMJ Open request that ‘Strengths and limitation’ are mentioned separately 

below the abstract. We therefore leave this paragraph as it is and do not integrate it into the article.  

3. Introduction  

Reviewer:  

- The sentences should be reformatted into paragraphs.  

- The description about the IFRC should be shortened  

Reply:  

- We have shortened the description of the IFRC  

- A copy-editor has read the article and proposed a number of corrections.  

 

Reviewer: line 31 - provide an introductory sentence prior to this paragraph as to the purpose and role 

played by guideline quality assessment and related tools. Can you provide some information about 

various tools? For example, you mention that WHO and MSF adopted rigorous and well-structured 

guideline development processes - a brief description would be useful and as well why were these not 

used to assess the IFRC documents?  

Reply:  

- We have provided an introductory sentence prior to the paragraph on line 31 page 3, by moving a 

sentence from later in that paragraph.  

- We make the distinction between guideline assessment instruments (e.g. AGREE II) and guideline 

development processes. The assessment instrument is used to analyze the quality of guidelines and 

can lead to revising (or establishing) a guideline development process. This was the case with the 

WHO in 2003. As described on page 15 (lines 14-17) of the article, the WHO used the AGREE II 

instrument to analyze the quality of its guidelines, and this analysis led to the establishment of a 

Guideline Review Committee. The guidelines, (clinical) protocols or recommendations developed by 

MSF are based on their extensive field research, a process of literature review and consultation with 

field and clinical experts. We have made reference (6) to the MSF Operational Research Policy 

document.  

- Line 32: we altered the wording as suggested by the reviewer.  

 

4. Other Comments  

Reviewer:  

- the description of the AGREEEII instrument is thorough and well-done, although it could be 

shortened,  

- why was it chosen over other guideline quality assessment instruments (e.g., the ones used by 
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WHO and MSF)?  

Reply:  

- Since AGREE II is the tool used for the appraisal, we believe it is of value to give a thorough 

description of this tool. We therefore decided not to shorten the description.  

- We decided to use the AGREE II instrument as it is the most comprehensively validated appraisal 

tool. It is one of the few tools using a numeric rating scale to quantify guideline quality (see page 5, 

line 2-4). Furthermore, AGREE II is the one used for the appraisal of the WHO guidelines. We 

acknowledge that AGREE II is not developed for guidelines outside health care, however, appraisal 

tools outside health care do not exist, and while appraising the included guidelines for this project, we 

did not identify any problems in using this checklist for non-health care guidelines. We added this 

explanation to the manuscript (page 5 lines 2-8), and this is also explained in the Discussion section 

(page 14 lines 25-34).  

 

Reviewer: I suggest transforming some of the longer paragraphs into shorter ones, and as well 

shortening some of the sentences. I would suggest the authors seek the assistance of a copy-editor, 

to improve flow and syntax.  

Reply: The document was revised by a copy editor who is a native speaker (The Language Gap) 

VERSION 3 – REVIEW 

REVIEWER James Chauvin 
Independent public health consultant and advocate (Canada) 

REVIEW RETURNED 30-Aug-2016 

 

GENERAL COMMENTS Interesting paper.  
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