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Abstract

Objectives: To explore the extent to which trustworthiness of treatment guidelines has changed since the introduction of Institute of 
Medicine (IOM) standards.

Study Design and Setting: In this systematic survey, we searched Medline, Embase, PsycINFO, and Trip from January to December 
2010 (pre-IOM) and 2022 (post-IOM) for guidelines that were informed by a systematic review of evidence, written in English, and 
included recommendations for the treatment of any health conditions in individuals of any age. Using the 10-item modified National Guide-

line Clearinghouse Extent of Adherence to Trustworthy Standards (NEATS) instrument, paired reviewers independently assessed trustwor-

thiness of 70 randomly selected guidelines from 2010 and 70 from 2022. We calculated mean difference (MD) and corresponding 95% 
confidence interval (CI) comparing guidelines from 2010 with 2022 for mean score across four critical items, mean score across all items, 
and score of individual items on 5-point Likert scales in which 1 was least adherence and 5, highest adherence. We also explored change in 
the proportion of guidelines that achieved a mean score of 4 or higher across critical items.

Results: The average of mean scores increased from 2.28 to 2.74 (MD: 0.46, 95% CI: 0.13—0.79) across critical items and from 2.20 to 
2.52 (MD: 0.32, 95% CI: 0.08—0.56) across all items. The proportion of guidelines with a mean score of 4 or higher across critical items 
increased from 2.9% to 18.6% (absolute difference: 15.7%, 95% CI: 5.8%—25.6%). The items with the greatest increase in the average 
score included disclosure of funding sources and disclosure and management of financial conflict of interests, followed by a smaller in-

crease in synthesis of evidence, study selection, and search strategy. Other items showed little to no change from 2010.

Conclusion: As assessed by the modified NEATS instrument, although trustworthiness of treatment guidelines has improved after the intro-

duction of IOM standards, improvements proved modest and post-IOM guidelines trustworthiness remains suboptimal. © 2025 The Authors. 
Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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What is new?

Key findings

• This systematic survey found that despite a modest 
improvement in trustworthiness of treatment 
guidelines since the introduction of the Institute 
of Medicine (IOM) standards, post-IOM guidelines 
trustworthiness remains suboptimal.

What this adds to what is known?

• Evaluations of guidelines from pre-IOM standards 
reported most had major limitations, particularly in 
addressing conflict of interests, convening a multi-

disciplinary guideline panel, using a systematic re-

view of evidence to inform recommendations, and 
rating the strength of recommendations.

• Studies on the quality of post-IOM guidelines have 
reported mixed results, and no study has systemat-

ically addressed the extent of improved 
trustworthiness―if any―across a representative 
group of guidelines.

• This is the first systematic survey that across a 
representative group of guidelines addressed the 
extent to which trustworthiness of treatment guide-

lines has changed since the introduction of IOM 
standards.

What is the implication and what should change 
now?

• Findings from this study identify current methodo-

logical limitations in the guideline development 
process and may inform guideline developers 
regarding the steps that should be taken to improve 
the rigor of their process.

1. Introduction

Clinical practice guidelines are intended to aid decision-

making and improve patient-important outcomes [1]. For 
optimal usefulness, the development of guidelines should 
implement rigorous methods, adhering to quality standards. 
In 2011, the Institute of Medicine (IOM) published stan-

dards for the development of trustworthy guidelines [1]. 
Based on IOM standards [1] a trustworthy guideline has 
an explicit disclosure of funding sources; is free from biases 
due to conflict of interests (COIs) of members of the guide-

line development group (GDG); is developed by a guideline 
panel comprising relevant clinicians, methodological ex-

perts, and populations expected to be affected by the guide-

line; is informed by a systematic review of evidence that

meets IOM standards for Systematic Reviews of Compara-

tive Effectiveness Research [2]; provides an appropriate rat-

ing of the strength of recommendations; includes 
recommendations articulated in a clear standardized form; 
undergoes external review by relevant stakeholders; and 
presents adequate plans for updating.

Evaluations of guidelines from pre-IOM standards re-

ported most had major limitations [3—7]. Fewer than half 
of the guidelines published between 2006 and 2011 met 
more than 50% of IOM standards with no apparent 
improvement over time [6]. The trustworthiness domains 
that suffered most frequently included addressing COIs, 
convening a multidisciplinary guideline panel, using a sys-

tematic review of evidence, and rating the strength of rec-

ommendations [3—7].

Since the introduction of IOM standards [1], over 10,000 
guidelines have been released [8]. Studies on the quality of 
post-IOM guidelines have reported mixed results [9—11], 
and no study has systematically addressed the extent of 
improved trustworthiness―if any―across a representative 
group of guidelines. In this study, we therefore addressed 
the extent to which trustworthiness of guidelines, as re-

flected in adherence to IOM standards, has changed since 
their introduction.

2. Methods

We conducted a systematic survey addressing trustworthi-

ness of treatment guidelines released before vs after the intro-

duction of IOM standards. We adhered to the Preferred 
Reporting Items for Systematic Reviews and Meta-

Analyses that are relevant to this systematic survey [12].

2.1. Eligibility criteria

Eligible guidelines were written in English and included 
de novo or updated recommendations for pharmacologic or 
nonpharmacologic treatment of any health conditions in indi-

viduals of any age that were informed by a systematic review 
of evidence. To be identified as informed by a systematic re-

view of evidence, guidelines met at least one of the following 
criteria: (i) explicitly stated that a systematic review of evi-

dence informed the guideline; (ii) presented a list of data-

bases searched and search terms used; (iii) described a 
study selection process that included number of studies iden-

tified through the search and number of studies included in 
the review; (iv) provided a summary of inclusion and exclu-

sion criteria; or (v) in the guideline development section, 
cited a methodology guidance paper that described conduct 
of a systematic review of evidence for developing guidelines. 
We excluded adaptation of existing guidelines.

2.2. Literature search

We searched Medline, Embase, and PsycINFO from 
January 2010 to December 2010 (pre-IOM), the year before
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IOM standards were published [1], and from January 2022 
to December 2022 (post-IOM). An experienced health sci-

ences librarian refined our search strategy for each database 
(Supplementary 1). To identify guidelines that were not 
published in medical journals (ie, only available through 
the guidelines developers’ websites), we searched Trip 
database.

2.3. Sampling and guideline selection

Pairs of trained reviewers independently screened titles 
and abstracts, followed by full texts from the randomly or-

dered guidelines within each stratum of journal and non-

journal guidelines, with disagreement adjudicated by a 
third reviewer (M.G.). We continued selection until we 
achieved the target sample size of 140 eligible guidelines 
which was determined based on feasibility considerations 
(70 from 2010 and 70 from 2022). Based on the availability 
of non-journal guidelines in 2010, 79% (n = 55) of guide-

lines in each sample were published in journals and 21% 
(n = 15) were from developers’ websites.

2.4. Data extraction

Pairs of reviewers independently extracted data from 
each eligible guideline, including country of origin, devel-

oping organization, population addressed, clinical condi-

tion (based on the International Classification of Diseases 
11th Revision [13]), and sources of funding. Reviewers 
resolved discrepancies by consensus and, when necessary, 
through discussion by a third reviewer (M.G.).

2.5. Assessment of trustworthiness of guidelines

We defined trustworthiness as the extent to which the 
guideline development process adhered to the methodolog-

ical standards proposed by the IOM [1]. To improve the 
performance of the National Guideline Clearinghouse 
Extent of Adherence to Trustworthy Standards (NEATS) 
instrument [14], initially developed on the basis of IOM 
standards [1], we developed modifications of the instrument 
[15]. The modified NEATS instrument consists of ten items 
addressing disclosure of funding sources, disclosure and 
management of COIs, composition of the GDG, systematic 
review process (search strategy, study selection, and syn-

thesis of evidence), rating the strength of recommendations, 
articulation of recommendations, external review process, 
and plans for updating [15]. The item on disclosure of fund-

ing sources was rated using two response options (yes/no), 
and the item on the composition of the GDG was rated us-

ing three response options (yes/no/unknown). All other 
items were scored on a 5-point Likert scale (1 = lowest 
adherence and 5 = highest adherence to the item).

Paired reviewers, following an online training session 
and calibration exercises, independently assessed trustwor-

thiness of each eligible guideline using the modified 
NEATS instrument [15]. Reviewers recorded their

responses to the prompting questions for each item and cor-

responding score in pilot-tested extraction forms and 
resolved disagreements by consensus or in discussion with 
a third reviewer (M.G.).

We evaluated the first treatment recommendation from 
each guideline in our assessment of relevant items, except 
for the ‘‘rating the strength of recommendations’’ item, 
for which we evaluated the first five strong treatment rec-

ommendations. There exist different classification systems 
for the strength of recommendations. For instance, the 
Grading of Recommendations Assessment, Development, 
and Evaluation (GRADE) approach categorizes the strength 
of recommendation as strong or weak [16], whereas the 
American College of Cardiology and the American Heart 
Association categorize the strength of recommendation as 
strong, moderate, and weak [17]. To ensure consistent eval-

uation across guidelines, we considered a recommendation 
as strong if the strength of the recommendation was stron-

ger than weak.

2.6. Outcomes of interest

We chose as the primary outcome change in mean score 
across critical items from 2010 to 2022. Critical items 
included disclosure and management of COIs, study selec-

tion, synthesis of evidence, and rating the strength of rec-

ommendations [15]. Secondary outcomes included change 
in mean score across all items and change in the proportion 
of guidelines that achieved a mean score of 4 or higher 
across critical items from 2010 to 2022. We classified 
guidelines with a mean score of 4 or higher across critical 
items as highly trustworthy. A secondary outcome at the in-

dividual item level was change in the score of each item 
from 2010 to 2022. The score of each item ranged from

1 to 5; for items addressing disclosure of funding sources 
and GDG composition, we scored them as 1 if not met 
(rated ‘‘no’’ or ‘‘unknown’’) and 5 if met (rated ‘‘yes’’).

2.7. Statistical analysis

We summarized the distribution of continuous variables 
using mean and SD and categorical variables as frequency 
and percentage. Using independent samples t-tests with 
equal variances, we calculated mean difference (MD) and 
corresponding 95% confidence interval (CI) comparing 
guidelines published in 2010 vs those from 2022 for mean 
score across critical items, mean score across all items, and 
score of individual items. Using multivariable linear regres-

sion models, we explored the following prespecified sub-

groups for the primary outcome: (i) guidelines focused on 
adults vs pediatrics may have greater improvement in trust-

worthiness, and (ii) guidelines developed by governmental 
agencies or the World Health Organization vs professional 
societies or other groups may have greater improvement in 
trustworthiness. We found no evidence of departure from 
the assumptions of linear regression in the models. We
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planned to assess the credibility of any apparent difference 
in the subgroups (ie, a P value for the test of interaction of 
less than 0.1) using the ICEMAN tool [18]. We used Fisher 
exact test to compare the proportion of guidelines published 
in 2010 vs 2022 with a mean score of 4 or higher across 
critical items, and implemented all analyses in Stata 
(17.0; StataCorp).

3. Results

Among the total sample of 429 full texts reviewed, we 
included 70 guidelines for the year 2010 and 70 guide-

lines for the year 2022. Supplementary Figures 1 and 2 
present guideline selection flowcharts. Excluded full texts 
were often guidelines that did not use a systematic re-

view of evidence (31.7%) (Supplementary Tables 1 and 
2). Table 1 presents the characteristics of the included 
guidelines. The majority of guidelines were multinational 
(55/140, 39.3%), focused on the adult population (83/ 
140, 59.3%), and targeted neoplasms (27/—140, 19.3%). 
Professional societies predominantly developed the guide-

lines (100/140, 71.4%). Direct funding from pharmaceu-

tical industries supported the development process of 13 
(9.3%) guidelines. Supplementary Tables 3 and 4 present 
an assessment of trustworthiness for each individual 
guideline with a summary of the assessments in 
Supplementary Figure 3.

3.1. Change in mean score across critical items

Figure 1A displays the distribution of mean scores 
across critical items. The average of mean scores across 
critical items was 2.28 in 2010 and increased to 2.74 in 
2022 (MD: 0.46, 95% CI: 0.13—0.79) (Table 2).

3.2. Change in mean score across all items

Figure 1B presents the distribution of mean scores 
across all items. The average of mean scores across all 
items was 2.20 in 2010 and increased to 2.52 in 2022 
(MD: 0.32, 95% CI: 0.08—0.56) (Table 2).

3.3. Change in the proportion of guidelines with high 
trustworthiness

The proportion of guidelines with a mean score of 4 or 
higher across critical items was 2.9% in 2010 and increased 
to 18.6% in 2022 (absolute difference: 15.7%, 95% CI: 
5.8%—25.6%) (Table 2).

3.4. Change in score at the individual item level

The items with the greatest increase in the average score 
from 2010 to 2022 included disclosure of funding sources 
(MD: 0.86, 95% CI: 0.25—1.46) and disclosure and man-

agement of financial COIs (MD: 0.84, 95% CI: 
0.20—1.48), followed by smaller increase in synthesis of

evidence (MD: 0.53, 95% CI: 0.10—0.96), study selection 
(MD: 0.49, 95% CI: 0.04—0.93), and search strategy 
(MD: 0.36, 95% CI: − 0.09 to 0.81). Other items showed 
little to no change from 2010 (Table 2). Supplementary 
Table 5 summarizes the limitations of guidelines in adher-

ence to each item.

Table 1. Characteristics of included clinical practice guidelines

Characteristics

Year 2010 
(n � 70)

Year 2022 
(n � 70)

Region of origin, n (%)

Multinational 25 (35.7) 30 (42.9)
Europe 18 (25.7) 18 (25.7)
North America 21 (30.0) 14 (20.0)
South America 0 1 (1.4)
South-East Asia 0 1 (1.4)

Western Pacific 6 (8.6) 6 (8.6)
Target population, n (%)

Adult 43 (61.4) 40 (57.1)
Pediatrics 6 (8.6) 6 (8.6)

Both 21 (30.0) 24 (34.3)
Developing organization, n (%)

Professional society 49 (70.0) 51 (72.9)
Governmental agency and WHO 15 (21.4) 11 (15.7)

Other groups a 6 (8.6) 8 (11.4)
Funding source, n (%)

Direct industry funding 9 (12.9) 4 (5.7)
Other sources 32 (45.7) 52 (74.3)

Not reported 29 (41.4) 14 (20.0)
Clinical condition, n (%)

Blood diseases 1 (1.4) 0

Circulatory system diseases 8 (11.4) 8 (11.4)
Digestive system diseases 5 (7.1) 5 (7.1)
Endocrine, nutritional or

metabolic diseases 

2 (2.9) 3 (4.3)

Genitourinary diseases 2 (2.9) 5 (7.1)
Immune system diseases 3 (4.3) 2 (2.9)
Infectious diseases 14 (20) 7 (10.0)
Mental or neurodevelopmental

diseases 

1 (1.4) 2 (2.9)

Musculoskeletal diseases 4 (5.7) 6 (8.6)
Neoplasms 14 (20) 13 (18.6)
Nervous system diseases 7 (10) 7 (10.0)
Neonatal diseases 0 (0) 1 (1.4)
Pain management 2 (2.9) 2 (2.9)
Pregnancy, prenatal conditions,

and childbirth 

2 (2.9) 2 (2.9)

Respiratory diseases 1 (1.4) 1 (1.4)
Skin diseases 2 (2.9) 4 (5.7)
Sleep-wake diseases 2 (2.9) 1 (1.4)

Visual diseases 0 1 (1.4)

WHO, World Health Organization.
a Other groups that developed guidelines included study groups, 

non-for-profit or charity organizations.
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3.5. Other analyses

The subgroup analysis showed no apparent differences 
in the magnitude of change in mean score across critical 
items based on the target population or developers of the 
guidelines (Supplementary Fig 4).

4. Discussion

4.1. Principal findings

This systematic survey found that overall adherence of 
treatment guidelines to the trustworthiness standards, as as-

sessed by the mean scores across critical items and all items 
of the modified NEATS instrument [15], has improved after 
the introduction of the IOM criteria [1]. The improvement 
is, however, small and reflects moderate overall adherence 
to the trustworthiness standards among post-IOM guide-

lines. Although the proportion of treatment guidelines 
demonstrating high trustworthiness has increased since 
IOM standards [1], fewer than 20% of post-IOM guidelines 
are of high trustworthiness.

Among the domains of trustworthiness, the greatest 
improvement occurred in adherence to disclosure of fund-

ing sources and disclosure and management of financial 
COIs. Improvement in the COI domain mainly represents 
increased transparency in disclosing COIs rather than more

appropriate strategies to handle them. Adherence to the sys-

tematic review domain showed smaller improvement. 
Limited improvement in the search strategy item reflects 
the challenge of keeping pace with the rapid growth of ev-

idence, which might have hindered timely updates of the 
search. Within the study selection process, improvement 
occurred in defining the eligibility criteria, whereas dupli-

cate screening of retrieved studies decreased from pre-

IOM, which might be due to time constraints and limited 
availability of skilled reviewers amid an increased produc-

tion of guidelines after IOM. Improvement in the synthesis 
of evidence item mainly comes from a more appropriate 
rating of the certainty of evidence among post-IOM guide-

lines. Other domains of guideline trustworthiness proved 
little to no change from pre-IOM.

4.2. Strengths and limitations

This study has several strengths. First, to ensure a repre-

sentative sample of guidelines, we included treatment 
guidelines published in journals as well as guidelines that 
were only available on the developers’ websites. Second, 
to minimize bias, we performed selection of guidelines 
and assessment of trustworthiness in duplicate. Third, to 
address improvement in the overall adherence of guidelines 
to the trustworthiness standards, as the primary outcome, 
we focused on the domains with the most important role 
in developing trustworthy guidelines as judged by a
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consensus of team members with expertise in the guideline 
methodology [15].

This study also has limitations. First, for feasibility pur-

poses, we sampled only guidelines from two time points, 
before (2010) and after IOM (2022). Given the possibility 
for year-to-year variations in trustworthiness of guidelines 
and potential impacts of coronavirus disease 2019 on 
guideline development, the observed improvement in trust-

worthiness may not be generalizable to all post-IOM years. 
Second, our judgment on critical items was subjective 
without a formal consensus process. We chose items that, 
in our view, if badly handled, are most likely to decrease 
trustworthiness. Third, we only assessed financial COIs 
and did not address intellectual COIs that can be a source 
of bias in the development of guidelines [1]. Intellectual 
COIs are prevalent [19—21] and have been increasingly 
recognized in COI policies [1,22—25] but remain less 
frequently addressed than financial COIs in the guideline 
development process [19,20]. Therefore, it is possible that 
our assessment overrated guidelines in both years, likely 
more substantially in 2010, when addressing the ‘‘disclo-

sure and management of COIs’’ item. Consequently, the 
magnitude of improvement in adherence to this item from 
2010 may have been underestimated in our study. Fourth, 
although we modified the NEATS instrument to capture 
trustworthiness of the guideline development process 
[15], limitations in reporting may have impacted our

assessments for ‘‘disclosure and appropriate management 
of COIs’’, ‘‘search strategy’’, and ‘‘study selection’’ items. 
For instance, in the assessment of the ‘‘search strategy’’ 
item, the guidelines achieved the lowest adherence if there 
was no information on search terms. The authors of the 
guidelines may have used appropriate search terms that 
they failed to disclose. It is more likely that guidelines pub-

lished in 2010 than in 2022 suffer from limited reporting 
(Supplementary Table 5); therefore, we may have overesti-

mated the magnitude of improvement in adherence to these 
items from 2010. Fourth, we focused only on a group of 
recommendations and did not assess all the treatment rec-

ommendations in the guidelines. Therefore, it is possible 
that we overestimated scores for the ‘‘rating the strength 
of recommendations’’ and ‘‘articulation of recommenda-

tions’’ items in both years; however, the magnitude of 
change in the scores of these items from 2010 would prob-

ably remain unchanged.

4.3. Relation to other studies

Two other studies have explored the change in trustwor-

thiness of guidelines after IOM standards [26,27]. These 
studies focused on guidelines for specific clinical areas; 
osteoporosis screening [26] and prescription of physical ac-

tivity [27]. We adopted a broader scope and included guide-

lines for treatment of any health conditions.

Table 2. Primary and secondary outcomes

Outcomes of interest

Year 2010 (Pre-IOM) 
(n � 70)

Year 2022 (Post-IOM) 
(n � 70)

Absolute difference 
(95% CI) b P value

Primary outcome

Mean scores across critical items a , mean (SD) 2.28 (0.81) 2.74 (1.14) 0.46 (0.13—0.79) 0.006
Secondary outcomes

Mean scores across all items, mean (SD) 2.20 (0.66) 2.52 (0.76) 0.32 (0.08—0.56) 0.008
Mean score of 4 or higher across critical items a , n (%) 2 (2.9) 13 (18.6) 15.7 (5.8—25.6) 0.005
Scores at item level

Disclosure of funding sources item, mean (SD) 3.34 (1.98) 4.20 (1.61) 0.86 (0.25—1.46) 0.006
Disclosure and management of COIs item, mean (SD) 2.59 (1.94) 3.43 (1.88) 0.84 (0.20—1.48) 0.010
Composition of the GDG item, mean (SD) 1.34 (1.13) 1.57 (1.41) 0.23 (�0.20 to 0.66) 0.291
Search strategy item, mean (SD) 2.69 (1.37) 3.04 (1.31) 0.36 (�0.09 to 0.81) 0.117
Study selection item, mean (SD) 1.66 (1.20) 2.14 (1.43) 0.49 (0.04—0.93) 0.031
Synthesis of evidence item, mean (SD) 2.24 (1.04) 2.77 (1.49) 0.53 (0.10—0.96) 0.016
Rating the strength of recommendations item,

mean (SD)

2.61 (1.53) 2.61 (1.57) 0 (�0.52 to 0.52) 1.000

Articulation of recommendations item, mean (SD) 1.73 (1.14) 1.80 (1.41) 0.07 (�0.36 to 0.50) 0.742
External review item, mean (SD) 2.09 (1.15) 2.10 (1.14) 0.01 (�0.37 to 0.40) 0.941

Updating plan item, mean (SD) 1.74 (0.85) 1.57 (0.81) �0.17 (�0.45 to 0.11) 0.222

COI, conflict of interest; GDG, guideline development group; IOM, Institute of Medicine.

The range for continuous outcomes was 1 (lowest adherence) to 5 (highest adherence).
a Critical items included disclosure and management of COIs, study selection, synthesis of evidence, and rating the strength of 

recommendations.
b We calculated mean difference and corresponding 95% CI for continuous outcomes, and for proportion of guidelines with a mean score of 4 or 

higher across critical items, difference in the crude proportions with corresponding 95% CI.
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Although these studies evaluated trustworthiness as 
measured by adherence of guidelines to IOM standards 
which assumes guidelines are informed by a systematic re-

view of evidence [1], they did not restrict the inclusion 
criteria to such guidelines. This makes the assessment of 
domains related to the appropriateness of the systematic re-

view process irrelevant for guidelines that were not 
informed by a systematic review of evidence. We did not 
include such guidelines.

The assessment of trustworthiness in these studies [26,27] 
had important limitations, including failure to consider the 
relative importance of criteria under each IOM standard 
[1] in guideline trustworthiness, evaluating the reporting 
quality rather than trustworthiness for some standards, and 
vulnerability to subjective assessment. We addressed these 
limitations by using the rigorously developed modified 
NEATS instrument that addresses the appropriateness of 
the process relevant to each IOM standard using hierarchical 
algorithms with explicit prompting questions [15].

4.4. Implications of our findings

The findings of this study suggest that despite the improve-

ment in trustworthiness of treatment guidelines since the intro-

duction of IOM standards [1], post-IOM guidelines 
trustworthiness remains limited. Given the limitations of 
post-IOM guidelines in our study, guideline developers should 
focus on improving their process in a number of ways. These 
include first appointing at least one chair without financial 
COIs to lead the GDG. Second, recruiting a multidisciplinary 
GDG that includes methodologists and patient partners. Third, 
improving the rigor of the systematic review of evidence that 
informs recommendations by performing an up-to-date search 
with an adequate selection of databases, defining specific and 
unambiguous eligibility criteria to direct the study selection, 
screening retrieved studies in duplicate and independently, 
presenting quantitative or qualitative synthesis of included 
studies, and rating the certainty of the evidence for each prior-

itized outcome. Fourth, rating the strength of recommenda-

tions using a structured framework of moving from evidence 
to recommendations that ideally implements the GRADE 
approach [28] and avoids issuing strong recommendations 
based on low or very low certainty evidence except in specific 
scenarios [28]. Finally, submitting draft guidelines for external 
review and devising plans for updating guidelines as soon as 
new practice-changing evidence becomes available to create 
‘‘living’’ guidelines [29].

In addition, our findings suggest that guideline devel-

opers should provide greater transparency with respect 
to the reporting of their guideline development process. 
This particularly includes identifying the roles of GDG 
members, including chair or co-chairs, describing the de-

tails of the systematic review process, and providing 
explicit statements for the GDG’s justification on the bal-

ance of benefits and harms of intervention vs comparator 
(s) linked with the certainty of evidence that informed

the strength of recommendations. To facilitate the imple-

mentation of recommendations in practice, guideline de-

velopers should explicitly identify population and 
comparators, in addition to the intervention of interest, 
when articulating recommendations.

Guideline publishers and databases of guidelines can 
play important roles in improving trustworthiness. Pub-

lishers could mandate adherence to IOM standards, 
whereas databases could provide a public judgment on 
trustworthiness for individual guidelines and differentiate 
trustworthy from untrustworthy guidelines.

5. Conclusion

As assessed by the modified NEATS instrument, overall 
adherence of treatment guidelines to the trustworthiness stan-

dards and proportion of treatment guidelines with high trustwor-

thiness have shown modest improvement after the introduction 
of IOM criteria. Despite the observed improvement, trustworthi-

ness of treatment guidelines published after IOM standards re-

mains suboptimal. Achieving uniformly high trustworthiness 
in practice guidelines will require considerable additional efforts 
in identifying and addressing existing barriers.
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