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ABSTRACT 

Background: Palliative care (PC) and End‐of‐Life Care (EOLC) focus on improving the quality of life of patients with life‐ 

threatening illnesses by addressing physical, psychosocial, and spiritual needs. Clinical practice guidelines (CPGs) are essential 

for standardising care and supporting evidence‐based clinical decision‐making to improve patient outcomes but despite their 

importance, the methodological quality, transparency, and overall trustworthiness of CPGs require systematic evaluation. Given 

the limited assessment of CPGs in these areas, this study aimed to assess the methodological quality and transparency of CPGs 

in PC and EOLC for adult patients using the AGREE‐II tool. Additionally, we evaluated the completeness of reporting using the 

RIGHT checklist. 

Methods: We conducted a scoping review to map the existing clinical CPGs in PC and EOLC. A comprehensive search of 

MEDLINE, EMBASE, and multiple international guideline repositories was performed to identify relevant CPGs endorsed by 

professional organisations. Two reviewers independently screened, extracted data, and assessed the methodological quality and 

transparency using the AGREE II tool and the completeness of reporting using the RIGHT checklist. Discrepancies were 

resolved by consensus or a third reviewer. Descriptive analyses and inter‐rater agreement were calculated. 

Results: A total of 6430 citations were identified and screened, resulting in the final inclusion of 23 CPGs. Over half (52.2%) 

focused exclusively on PC and were developed by governmental institutions. Based on AGREE‐II assessment, 60.9% were 

classified as ‘Recommended’, 30.4% as ‘Recommended with modifications’. The highest‐scoring domains were Scope and 

Purpose (89%) and Clarity of Presentation (83%), while Applicability scored lowest (25%). Among the CPGs, ‘IETS 2016 

(Institute for Technological Assessment in Health, Colombia)’ had the highest overall quality score (mean 96%), while ‘CHPCA 

2013 (Canadian Hospice Palliative Care Association, Canada)’ had the lowest (mean 22%). Interrater agreement was good to 

excellent across most AGREE II domains, with the highest agreement for editorial independence (ICC = 0.87; 95% CI: 

0.71–0.94) and the lowest for stakeholder involvement (ICC = 0.61; 95% CI: 0.29–0.81). 

Conclusion: Several CPGs in PC and EOLC demonstrated significant gaps in applicability and transparency. To enhance their 

relevance and impact in clinical practice, improvements are needed in addressing real‐world implementation challenges and 

providing clearer information on methodology, funding sources, and conflict of interest management.   

This is an open access article under the terms of the Creative Commons Attribution‐NonCommercial‐NoDerivs License, which permits use and distribution in any 

medium, provided the original work is properly cited, the use is non‐commercial and no modifications or adaptations are made. 
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1 | Introduction 

Palliative care (PC) is a patient and family centred care 
approach that ‘improves the quality of life of patients and their 
families who are facing problems associated with life‐ 
threatening illness especially in advanced diseases’ [1, 2]. It 
aims to prevent and relieve suffering through early identifica-
tion, impeccable assessment and treatment of pain and other 
problems, whether physical, psychosocial, or spiritual and 
facilitating patient autonomy, access to information, and choice 
[3]. Continuous medical advances have led to treatment strat-
egies that extend survival in advanced diseases, including dur-
ing End‐of‐Life Care (EOLC). Although EOLC resembles PC, 
and is often part of PC, it focuses on multidisciplinary care 
provided in the final days or hours of life with the goal of 
offering patients the best possible quality of death and dying [4]. 

Clinical practice guidelines (CPGs) are systematically created 
documents, based on the best scientific evidence available in 
order to support the delivery of high‐quality medical care. Its 
development requires a rigorous methodological process con-
ducted by multidisciplinary teams, designed to incorporate 
evidence from the literature, expert opinions, patient values, 
preferences (including patient needs and priorities), all while 
considering costs within the local healthcare system [3–6]. 
Additionally, CPGs must include a comprehensive process of 
development, adequate methodological quality and rigorous 
strategies in the development of recommendations for practice 
[6, 7], where methodological quality is focused on the proper 
conduct, analysis and interpretation of studies to minimise 
biases and enhance validity, whereas methodological transpar-
ency emphasises the degree of clarity, completeness, and 
accessibility with which the CPG development process is re-
ported and documented. The AGREE II instrument is widely 
used to assess the methodological quality of CPGs, ensuring 
that their development is robust, transparent, and evidence‐ 
based. Its application helps identify strengths and weaknesses 
in guideline design, supporting informed use in clinical practice 
[8]. In addition, the RIGHT (Reporting Items for Practice 
Guidelines in Healthcare) checklist helps ensure completeness 
and transparency in CPG reporting [9]. 

In 2019, Irajpour et al., evaluated the methodological rigour of 
CPGs specifically focused on EOLC in cancer patients, using the 
AGREE‐II tool [10]. They identified eight guidelines, of which 
only three were classified as strongly recommended for imple-
mentation. The domain with the highest average score was 
‘Clarity of presentation’, while the lowest was ‘Editorial inde-
pendence’ [10]. To our knowledge, this remains the only study 
that has systematically assessed the methodological quality of 
CPGs in this field. Although numerous CPGs related to PC are 
available, many focus on specific clinical domains without 
providing comprehensive guidance on PC or the EOLC process. 
A clear example of this trend is the existence of guidelines 
dedicated exclusively to the management of specific symptoms 
such as pain and dyspnoea, or to the care of particular condi-
tions including chronic obstructive pulmonary disease (COPD), 
heart failure, and specific types of cancer [11–14]. More 
recently, guidelines have also addressed interventions like pal-
liative sedation, which is used during the dying phase to relieve 
refractory suffering by deliberately reducing the patient's level 
of consciousness [15, 16]. While these CPGs offer useful and 

relevant recommendations for specific symptoms or clinical 
conditions, they are often narrow in scope, limited to national 
or institutional contexts, and may not meet the rigorous 
methodological standards needed for broader implementation. 

Therefore, our objective was to identify and evaluate current 
CPGs addressing PC and EOLC in adult patients, assessing their 
transparency, methodological quality and the completeness of 
their report. 

2 | Methods 

2.1 | Study Design and Search Strategy 

We conducted a scoping review to map existing CPGs in PC and 
end‐of‐life care EOLC. We followed the standards established in 
the Preferred Reporting Items for Systematic Review and Meta‐ 
Analysis (PRISMA) Statement and its extension for Scoping 
Reviews [17]; the protocol was registered and is publicly available 
in the Open Science Framework (OSF) (https://osf.io/k2pgr/). 

A scoping review was selected instead of a systematic review 
because the primary objective was to map the breadth, char-
acteristics, and methodological diversity of existing CPGs, 
rather than to assess the effectiveness of specific interventions 
or to synthesise outcomes. Given the heterogeneity of the 
sources, development processes, and reporting standards, a 
scoping approach was more appropriate to identify gaps in the 
literature and to provide an overview of the available guidelines. 

2.2 | Eligibility Criteria and CPGs Selection 

We used a definition for CPGs previously established by the 
Institute of Medicine [18]. For CPGs to be included, they had to 
fulfil all the following criteria: (1) CPGs focused on general PC 
or EOLC, (2) focused on a population comprising adults aged 18 
and over, and (3) endorsed by a national or international pro-
fessional organisation. If multiple CPGs existed from the same 
developer, only the latest version was included. 

We excluded CPGs under the following criteria: (1) CPGs 
focused on PC including only a single dimension of care (i.e., 
pain management or delirium), (2) CPGs focused on specific 
diseases (i.e., specifically lung cancer or other pathology‐related 
guidelines, such as those for COPD or heart failure), (3) CPGs 
without treatment recommendations, (4) unavailable papers 
that we could not retrieve in full text to verify their eligibility, 
after multiple attempts, including contacting authors. Disease‐ 
specific guidelines were excluded because they are developed 
for clinical trajectories, prognoses, therapeutic options, and 
symptom profiles, and therefore differ in objectives, evidence 
bases, and methodological approaches. Their inclusion would 
introduce substantial conceptual and clinical heterogeneity, as 
observed differences might reflect variations in disease type, 
stage of illness, clinical trajectory, and target populations. 

Two authors conducted an initial screening (JT and DP) using 
Covidence platform [19]; duplicates were removed, and titles 
and abstracts were reviewed. Discrepancies between appraisers 
were resolved through discussions or consultation with a third 
author (JAC). From each CPG, two independent authors 
(JT and DP) extracted data using a standardised REDcap 
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version 12.0.3 [20], sheet and collected the year of publication, 
country of publication, guideline version, guideline update 
number, journal of publication, and guideline developer. 

2.3 | Appraisal of the Selected CPGs Using 
AGREE II and RIGHT 

AGREE‐II is a validated and widely used tool for assessing the 
transparency and quality of the development of CPGs [8]. 
It comprises 23 items grouped into six quality domains and two 
global rating items (overall assessment): (1) Scope and purpose 
(items 1–3), (2) Stakeholder involvement (items 4–6), (3) Rigour 
of development (items 7–14), (4) Clarity of presentation (items 
15–17), (5) Applicability (items 18–21), and (6) Editorial inde-
pendence (items 22 and 23). Each item is scored on a seven‐ 
point Likert‐type scale: ranging from 1 (Strongly disagree) to 7 
(strongly agree) [21]. Finally, AGREE II includes two overall 
appraisal items [1]: the global quality of the guideline, rated 
on a seven‐point Likert scale where 1 represents the 
‘lowest possible quality’ and 7 the ‘highest possible quality’, and 
[2] the recommendation for guideline use, categorised as 
‘recommended’, ‘recommended with modifications’, or ‘not 
recommended’ [22]. 

AGREE‐II evaluation was independently conducted by two 
reviewers (JT, DP). Prior to the evaluation, reviewers received 
a standardised training in the use and application of the 
AGREE‐II by using the available online materials provided by 
Agreetrust.org. 

We evaluated the completeness and quality of the CPGs report 
by using the Reporting Items for Practice Guidelines in 
Healthcare (RIGHT) checklist. It consists of 35 items organised 
into seven domains, covering basic information, background, 
evidence, recommendations, review and quality assurance, 
funding, and declaration and management of interests, along 
with general information [9]. Each item was evaluated as ‘Yes’ 
(if the guideline reported the majority of the required infor-
mation), ‘No’ (if the relevant information was not reported), 
or ‘Unclear’ (if the reporting was insufficient or ambiguous, 
preventing a clear judgement about whether the item 
was adequately addressed). In case of discrepancies, a third 
reviewer (JAC) was consulted to resolve them after a thorough 
discussion. 

2.4 | Data Analysis 

Descriptive analyses were performed by estimators' central 
tendency and dispersion including mean and standard devia-
tion (SD) or median and interquartile ranges (IQR). For each 
AGREE‐II domain, the score was obtained by summing the 
individual item scores within the domain and standardising 
the result as a percentage of the maximum possible score for 
that domain, yielding a final value between 0% and 100%. The 
following formula was applied: (score obtained – minimum 
possible score)/(maximum possible score – minimum possible 
score) × 100. A summary table was designed to generate mean 
values for the domain. We also calculated the degree of con-
cordance of the evaluation in which ‘the score obtained was the 
sum of the scores by individual evaluators', maximum score = 7 
(strongly agree) × 2 (evaluators) × number of items in the 

domain and minimum score = 1 (strongly disagree) × 2 
(evaluators) × number of items in the domain [23, 24]. 

AGREE‐II lacks explicit score interpretation guidelines, so we 
followed the methodology of previous studies, this approach 
was chosen to maintain methodological consistency and to 
facilitate comparison with the existing literature. We emphasise 
that these categories are intended to support the interpretation 
of results rather than to represent absolute measures of guide-
line quality [25]. The overall mean score classified the CPGs as 
‘recommended’ (> 60%), ‘recommended with modifications’ 
(30%–60%), or ‘not recommended’ (< 30%) to be applied and 
used in clinical practice. Guidelines classified as ‘Recom-
mended with modifications’ can still be applied in clinical 
settings, especially when there are no other guidelines available 
for the specific clinical issue in question. Finally, an absolute 
interrater agreement among the reviewers was determined by 
using the intraclass correlation coefficient (ICC) with a 95% 
confidence interval (CI), based on a mean‐rating (k = 2), using a 
two‐way random‐effects model. This model was selected 
because both reviewers and guidelines were considered random 
samples from larger populations, and the objective was to es-
timate absolute agreement that could be generalised beyond the 
specific raters included. A standardised score was calculated 
separately for each of the six domains, and it was classified 
as a poor agreement (< 0.50), moderate (0.50–0.75), good 
(0.75–0.90), and excellent (> 0.90) [26, 27]. 

Regarding the completeness of the reporting, we calculated the 
domain reporting rate for each included CPG, which was equal 
to the number of items reported divided by the total number of 
items in the domain, and calculated the mean reporting rate of 
each domain for all included guidelines. Data was analysed 
using the RStudio software including boxplot and ggplot2 
packages [28]. 

3 | Results 

We screened a total of 6430 references from our entire search. 
After assessing eligibility, we included 23 CPGs in our analysis. 
During the identification process, CPGs were collected through 
two main pathways: Identification of CPGs via databases and 
registers; and identification of CPGs via other methods. Ini-
tially, 34 CPGs were selected, however, after the final review, 11 
were excluded, leaving 23 CPGs for analysis (Figure 1). 

Most of the included CPGs originated from the United States 
(n = 6, 30.4%), followed by the United Kingdom (n = 5, 21.7%). 
Spain, Australia, and Canada. The regional distribution of 
available CPGs in PC is illustrated in (Figure 2). All included 
CPGs were general guidelines for PC, most focused exclusively 
on PC (n = 12, 52.2%), six in EOLC (26.1%) and five (21.7%) 
addressed both topics. Twelve CPGs (52.2%) were produced by 
governmental institutions, 17 (73.9%) were new guidelines (first 
versions), and nine (39.1%) explicitly reported their funding 
sources (Supporting Information S1: Table 1). Based on AGREE 
II overall assessments, 14 CPGs (60.9%) were classified as 
‘Recommended’, seven (30.4%) as ‘Recommended with modi-
fications’, and two (8.7%) as ‘Not recommended’ (Table 1). 

Across AGREE II domains, the highest median scores were 
observed for Scope and Purpose (89%) and Clarity of Presen-
tation (83%), whereas the lowest median score was found for 

3 of 10 Journal of Evaluation in Clinical Practice, 2026 

 1
3
6
5
2
7
5
3
, 2

0
2
6
, 2

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.1

1
1
1
/jep

.7
0
3
9
2
 b

y
 U

N
IV

E
R

S
IT

Y
 O

F
 S

H
E

F
F

IE
L

D
, W

iley
 O

n
lin

e L
ib

rary
 o

n
 [1

0
/0

3
/2

0
2

6
]. S

ee th
e T

erm
s an

d
 C

o
n

d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p

licab
le C

reativ
e C

o
m

m
o
n
s L

icen
se

https://www.Agreetrust.org


Applicability (25%) (Table 1, Figure 3). Median scores for the 
remaining domains ranged from moderate to high (Table 1). 
Among the individual CPGs, the guideline developed by the 
Colombian Institute of Health Technology Assessment (IETS, 
Colombia, 2016) was the highest‐rated, with a mean score 
across all domains of 96%, followed by the guideline from the 
German Guideline Program in Oncology (GGPO, Germany, 
2015) with 89%, and the American Society of Clinical Oncology 
(ASCO, USA, 2024) guideline with 88%. The lowest‐rated 
guideline was that of the Canadian Hospice Palliative Care 
Association (CHPCA, Canada, 2013), with a mean score of 22% 
(Table 1). 

Absolute interrater agreement was rated as moderate for the 
Stakeholder involvement domain, and good for the remaining 
domains (Table 2). 

Completeness of the reporting of the included CPG was 
assessed by using RIGHT checklist (Supplementary material). 
The total number of items evaluated between the two evaluators 
was 805 and the number of disagreements categorised as 

Yes/No was 20 (2.5%), while disagreements categorised as 
Unclear/No was 41 (5.1%). Over 90% clearly indicated the type 
of document (Item 1a), the year of publication (Item 1b), and 
included clear, precise, and actionable recommendations (Item 
13a). However, reporting was notably low—below 30%—for 
items related to transparency and development processes. These 
included funding sources and conflicts of interest (Items 18a, 
18b, 19a, 19b), consideration of patient values, preferences, and 
resource implications (Items 14a, 14b, 14c), as well as quality 
assurance and external review procedures (Items 16 and 17). 

4 | Discussion 

We aimed to evaluate the transparency and methodological 
quality of the development of published CPGs in PC and EOLC 
of adult patients by using the tool AGREE‐II and their com-
pleteness of the report by using the RIGHT tool. Overall, 
our findings indicate that most available guidelines demon-
strate acceptable methodological quality, although important 

FIGURE 1 | Flow diagram of inclusion of CPGs.  
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weaknesses persist, particularly in domains related to imple-
mentation and transparency. 

Compared with the evaluation conducted by Irajpour et al. [10], 
which reported a lower proportion of guidelines classified 
as recommended, our findings suggest a potential improvement 
in the methodological rigour of PC and EOLC CPGs over 
recent years. This apparent progress may reflect increasing 
awareness among guideline developers of the importance of 
standardised development processes, clearer reporting, and 
alignment with international methodological frameworks. Such 
improvements are encouraging, as higher‐quality guidelines 
may enhance clinician confidence, support educational in-
itiatives, and provide a stronger evidence base for policymakers. 
For clinicians, it can enhance confidence in making informed 
decisions; for educators, it offers reliable, up‐to‐date content 
for PC training programmes; and for policymakers and stake-
holders, it provides a solid evidence base to use CPGs that may 
improve healthcare delivery and resource use. 

Across guidelines, strengths were consistently observed in 
domains related to scope and purpose and clarity of presen-
tation. These findings show that most CPGs clearly define 
their objectives, target populations, and key clinical questions, 
and present recommendations in an understandable format. 
In contrast, limitations in the applicability domain were 
common. This pattern may reflect persistent challenges in 
addressing real‐world implementation issues, such as resource 
availability, feasibility, cost considerations, and contextual 
adaptation, which are often underdeveloped during guideline 
development. Only a small subset of CPGs achieved high 
performance across all AGREE II domains, indicating that 
excellence in methodological rigour, stakeholder involvement, 
applicability, and editorial independence remains difficult to 
achieve simultaneously. Similar patterns have been reported 
in previous evaluations, suggesting that these challenges are 

not unique to PC and EOLC guidelines but represent broader 
issues in guideline development. 

Among the CPGs included in this study, only five achieved high 
scores (> 80%) across all domains, a finding that is consistent 
with the results reported by Irajpour et al., where only three 
guidelines reached similarly high overall scores (> 80%) [8]. In 
our analysis, the domains of ‘scope and purpose’ (89%) and 
‘clarity of presentation’ (83%) received the highest scores among 
the evaluated CPGs related to PC, EOLC, or both. Conversely, 
Irajpour et al. reported the highest scores in the ‘clarity of 
presentation’ domain, followed by ‘stakeholder involvement’ 
and ‘scope and purpose’. [10]. Scope and purpose and clarity of 
presentation domains are directly related to an appropriate 
focus and precise scope of the guidelines, suggesting strengths 
in these areas across all the included CPGs [10]. 

In our study, the domain with the lowest median AGREE‐II 
score was ‘Applicability’ (25%), reflecting a common limitation 
in many CPGs [25]. This result may stem from the con-
textualised nature of guideline development, wherein each 
country—especially those with low‐ and middle‐income 
settings—designs its own national guidelines and implementa-
tion strategies based on specific clinical, structural, and sys-
temic realities. In these contexts, barriers such as limited or 
inadequately trained healthcare personnel, weak inter‐level 
coordination, insufficient infrastructure, and constrained 
financial resources hinder the translation of guideline recom-
mendations into practice. CPG developers often prioritise the 
scientific rigour and methodological validity of recommenda-
tions, while overlooking implementation needs, which are 
highly context dependent. The ‘Applicability’ domain of 
AGREE‐II, in fact, primarily assesses whether guidelines pro-
vide tools for implementation, such as facilitators and barriers, 
performance indicators, and strategies. Yet many guidelines 
omit these elements—not necessarily due to poor quality, but 

FIGURE 2 | Regional distribution of included Clinical Practice Guidelines (CPGs). The figure illustrates the geographic origin of the 23 included 

CPGs, highlighting the number of guidelines contributed by each country.  
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TABLE 1 | Summary of standardised domain scores of the AGREE II and the overall quality rating of the included CPGs.          

CPG 
Scope and 

Purpose (%) 
Stakeholder 

Involvement (%) 
Rigour of 

Development (%) 
Clarity of 

presentation (%) 
Applicability 

(%) 
Editorial 

independence (%) 

Mean 
Score 

(%) Classification  

AACN 2020 [29] 86 42 22 89 2 0 40 Recommended 
with modifications 

ACIS 2019* [30] 97 72 84 94 63 79 82 Recommended 

ACP 2008 [31] 86 44 32 75 17 88 57 Recommended 
with modifications 

ASCO 2024* [32] 100 94 92 92 73 79 88 Recommended 

CHPCA 
2013 [33] 

42 17 6 36 8 25 22 Not recommended 

ESICM 
2024* [34] 

92 56 73 75 31 88 69 Recommended 

ESMO 2021 [35] 53 22 40 92 13 67 48 Recommended 
with modifications 

FESEMI 
2021* [36] 

83 78 36 97 10 100 67 Recommended 

GAIN 2013 [37] 67 25 2 83 10 25 35 Not recommended 

GGPO 2015* [38] 100 100 85 100 46 100 89 Recommended 

GMMG 
2019 [39] 

67 53 10 75 8 21 39 Not recommended 

ICSI 2019* [40] 89 75 70 83 67 92 79 Recommended 

IETS 2016* [41] 100 97 92 97 90 100 96 Recommended 

JCP 2012* [42] 94 53 49 81 6 88 62 Recommended 

KJHPC 
2020* [43] 

64 28 26 64 0 46 38 Not recommended 

MISSOURI 
2003 [44] 

58 33 2 56 4 8 27 Not recommended 

MJA 2007* [45] 92 94 60 94 27 25 65 Recommended 

NCCN 
2024* [46] 

78 78 70 97 52 63 73 Recommended 

NCP 2018* [47] 100 58 61 83 48 92 74 Recommended 

NICE 2004* [48] 97 92 86 100 81 63 87 Recommended 

NICE 2015* [49] 100 94 79 81 58 63 79 Recommended 

(Continues) 
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because implementation may fall outside the developers' scope 
or be delegated to separate institutions responsible for adapta-
tion and deployment. Therefore, low applicability scores do not 
inherently indicate deficiencies in the intrinsic quality of a 
guideline, as effective implementation frequently depends on 
the development of context‐specific tools and processes by local 
institutions, as well as on the degree of integration of PC across 
diverse healthcare systems. 

The domain with the lowest median score in our study differs 
from previous studies [10], where the lowest‐scoring domain 
was ‘Editorial Independence’. This discrepancy may be attrib-
uted to the fact that many of the CPGs in that study did not 
clearly report whether conflicts of interest were disclosed and 
handled during their development, raising concerns about 
transparency and potential bias in the guideline creation 
process. 

The degree of inter‐rater agreement was generally good across 
most domains, with the exception of the ‘Stakeholder Involve-
ment’ domain, where agreement was only moderate. This lower 
level of agreement may be attributed to the limited inclusion of 
professionals from the various disciplines involved in PC, 
the lack of input from patients or the populations affected, or 
the absence of a clear definition of the intended target audience 
during the development of the CPGs. Such gaps or lack of 
transparency in reporting may have contributed to the lower 
level of agreement in this particular domain. 

Finally, we used the RIGHT tool to check for completeness of 
the reporting of included CPGs [22]; The CPG domains with the 
lowest completeness were Recommendations, Review and 
Quality Assurance, and Funding and Conflicts of Interest. 
These areas often lacked clear or detailed reporting, leading to 
uncertainty among evaluators. Many guidelines did not specify 
the strength of recommendations or the quality of supporting 
evidence, nor did they describe external review processes. 
Transparency about funding and conflicts of interest was also 
frequently missing, raising concerns about potential bias and 
limiting the trustworthiness of the recommendations. Similarly, 
few CPGs described whether and how external reviews or 
quality assurance processes were conducted. Additionally, 
transparency regarding funding sources and conflict of interest 
declarations was often lacking, which raises concerns about 
potential biases and limits users' ability to critically appraise the 
trustworthiness of the recommendations. 

The integration of the RIGHT checklist with the AGREE II 
instrument adds significant value by enabling a more compre-
hensive evaluation, particularly regarding the completeness of 
reported information. While AGREE II focuses on methodo-
logical rigour and applicability, RIGHT complements this 
assessment by clarifying the completeness and transparency of 
reporting—elements that are essential for reproducibility and 
that facilitate users' ability to appraise the credibility and 
applicability of guidelines. Together, these tools offer an inte-
grated perspective on both methodological quality and re-
porting transparency of CPGs. Deficiencies in the reporting of 
funding sources, conflicts of interest, and development 
processes may compromise users' ability to assess the inde-
pendence and transparency of guideline development. When 
such information is incompletely reported, clinicians and 
decision‐makers may have limited capacity to judge whether 
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recommendations are potentially influenced by external 
interests or whether appropriate methodological safeguards 
were applied. To the best of our knowledge, this is the first 
study to apply both instruments to the evaluation of CPGs. 

This study has several limitations that should be acknowledged. 
First, although guidelines in all languages were included, 
the reliance on translation services or collaborators for 
non‐English documents may have introduced inconsistencies in 
interpretation. Second, by excluding disease‐specific guidelines 
and focusing solely on general PC and EOLC, the study may 
have overlooked high‐quality recommendations applicable to 
specific clinical populations which should be addressed in detail 
in future studies. Finally, although we employed standardised 
tools (AGREE‐II and RIGHT) and involved multiple indepen-
dent reviewers to reduce bias, some degree of subjectivity in 
scoring may have influenced the results. It is also important to 
recognise that the AGREE‐II instrument, while widely 
accepted, has inherent limitations—such as the absence of 
domain weighting and the reliance on subjective judgement for 
item evaluation [25]. 

Future research should focus on developing and evaluating 
strategies to enhance the applicability and implementation of 
CPGs in PC and EOLC, particularly in low‐ and middle‐income 

countries. Further studies are needed to explore barriers and 
facilitators to the implementation of PC and EOLC guidelines in 
diverse healthcare systems, and to identify effective methods for 
improving stakeholder involvement, including patient and 
caregiver perspectives, during the guideline development pro-
cess. CPGs should be viewed as living instruments that require 
regular updates, external validation, and continuous critical 
review. This dynamic approach ensures that guidelines remain 
relevant, trustworthy, and responsive to emerging evidence and 
evolving clinical contexts. Strengthening the reporting and 
implementation components of CPGs will be key to maximising 
their impact on patient care. 

5 | Conclusions 

CPGs are documents based on the best available scientific evi-
dence, designed to support healthcare personnel's decision‐ 
making in their clinical practice. In this review, we assessed the 
quality of CPGs in PC and EOLC and found that several 
guidelines met criteria for recommendation. At the same time, 
opportunities for improvement were identified, particularly in 
the domains of applicability and transparency. Greater clarity 
in guideline development processes, including reporting of 

FIGURE 3 | Median scores of CPGs appraised against six domains of the AGREE II instruments (n = 23).  

TABLE 2 | Inter‐rater agreement of AGREE‐II domains.       

Inter‐rater agreementa 

Domain Intra‐class correlation coefficient ICCa 95% CI Degree of agreement  

Scope and objective 0.79 0.58–0.90 Good 

Stakeholder involvement 0.61 0.29–0.81 Moderate 

Rigour of development 0.84 0.70–0.92 Good 

Clarity of presentation 0.78 0.56–0.90 Good 

Applicability 0.83 0.71–0.92 Good 

Editorial independence 0.87 0.71–0.94 Good 

aIntra‐class correlation coefficient. Poor agreement (< 0.50), moderate (0.50–0.75), good (0.75–0.90), and excellent (> 0.90).  
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funding sources and conflict of interest management, may 
further strengthen clinician confidence and support broader 
implementation. These findings highlight the urgent need to 
enhance how guidelines address real‐world implementation 
challenges, including clarity on resources, feasibility, and 
contextual factors.  
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