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Abstract
Background: Up to 50% of individuals diagnosed with depression are known to use complementary and
alternative medicine (CAM). The aim of this study was to identify the quantity and assess the quality of CAM
recommendations in clinical practice guidelines for the treatment and/or management of depression in adults
using the Appraisal of Guidelines, Research and Evaluation II (AGREE II) instrument.
Methods: A systematic review was conducted to identify depression guidelines. MEDLINE, EMBASE and CINAHL
were searched from 2008 to 2018. The Guidelines International Network and the National Center for
Complementary and Integrative Health websites were also searched. Eligible guidelines published by non-profit
agencies on treatment of depression for adults were assessed with the AGREE II instrument twice, once for the
overall guideline and once for the CAM sections.
Results: From 931 unique search results, 19 guidelines mentioned CAM, of which 16 made CAM recommendations.
Scaled domain percentages from highest to lowest were as follows (overall, CAM section): clarity of presentation
(87.0, 66.1%), scope and purpose (80.9, 77.6%), stakeholder involvement (62.0, 44.3%), editorial independence (61.6,
61.6%), rigour of development (58.0, 52.0%), and applicability (42.2, 25.4%). Quality varied within and across
guidelines. Only 1 of 16 guidelines was recommended without modifications for both its overall and CAM sections
by both appraisers.
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Conclusions: There are multiple depression guidelines containing CAM recommendations available and there are a
comprehensive set of CAM therapy options for depression. The quality of guidelines varied within and across
guidelines and the quality of CAM recommendations was generally lower than the overall recommendations in the
guidelines for all domains except editorial independence. Generally, characteristics of guidelines, including the year
of publication and region of development varied across the guidelines irrespective of quality. Guidelines with
higher AGREE II scores can serve as a guide to facilitate communication between patients and medical
professionals regarding CAM use for depression, while guidelines with lower scores could be improved in future
updates using the AGREE II instrument as a guide.
Keywords: depression, complementary and alternative medicine, systematic review, AGREE II, clinical practice
guideline

Background
Depression is a common mood disorder that is becoming increasingly prevalent, affecting over 264 million
people worldwide [1]. It is one of the leading causes of
disability or short-term and long-term health loss among
adults in the world [2] and it impairs a person’s ability
to perform normal activities of daily life including sleeping, eating or working [3, 4]. Depression is classified
based on the criteria outlined in the Diagnostic and Statistical Manual of Mental Disorders (DSM) or the International Classification of Diseases (ICD) [4, 5]. It is
defined by the intensity and persistence of symptoms
such as a reduction in mood, hopelessness, fatigue, a loss
of interest in almost all activities, appetite or weight
changes, and a decrease in activity, manifesting close to
every day for a minimum of 2 weeks, where the depressive episodes are not associated with or a result of another medical condition or a substance or drug [3, 5].
Various methods are used to diagnose depression including a patient interview, and symptom scales or questionnaires such as the Patient-Health Questionnaire
(PHQ), Hamilton Depression Rating Scale (HDRS), or
Inventory for Depressive Symptomatology (IDS) [6]. In
2017, according to the National Survey of Drug Use and
Health, approximately 17.3 million adults experienced
depression in the United States (US) [7]. Several studies
have shown that the prevalence of complementary and
alternative medicine (CAM) use in patients with depression is high and that those with mental health disorders,
specifically depression, are more likely to seek and use
CAM therapies than those with other health conditions
[8–15]. In a nationally representative survey of the US, it
was found that about 53.6% of respondents with severe
depression accessed CAM for treatment within the last
year [14], and in a prior survey the prevalence was 40%
[13]. According to the National Center of Complementary and Integrative Health (NCCIH), CAM is a diverse
set of therapeutic forms or “health care approaches that
are not typically part of conventional medical care or
that may have origins outside of usual Western practice”

[16]. Within this classification, NCCIH further differentiates complementary from alternative approaches; complementary approaches are used as an adjunct to
conventional approaches while alternative approaches
are used as a substitute to conventional ones [16].
There are over 120 CAM therapies that purportedly
help treat depression or relieve depressive symptoms
[12], the most common of which are herbal remedies including St. John’s Wort (Hypercium perforatum), Sadenosyl-L-methionine (SAMe); vitamins, minerals or
dietary supplements including folate or omega-3 fatty
acids; physical or mind-body therapies such as light therapy, acupuncture and exercise; and mindfulness psychotherapies
including
mindfulness-based
cognitive
behavioural therapy (MCBT) [8, 12, 15, 17]. Despite the
increasing demand for CAM, there is a general lack of
CAM training and education for medical professionals
[18–20]. Furthermore, many mental health practitioners
have a general knowledge gap and may feel uncomfortable discussing CAM therapies, therefore, hindering
them from communicating or extending evidence-based
CAM recommendations to patients [21]. Thus, there is a
need for reliable evidence-based resources for healthcare
professionals to increase discussion regarding the use of
CAM in the treatment of depression with patients.
The Institute of Medicine (IOM) defines clinical practice guidelines as “statements that include recommendations intended to optimize patient care that are
informed by a systematic review of evidence and an assessment of the benefits and harms of alternative care
options” [22]. Moreover, evidence-based guidelines contain therapy recommendations that are typically relied
upon by healthcare professionals to understand their
risks and benefits, and they thereby lend to informed
and shared decision-making with patients [23, 24]. To
our knowledge, there are only three studies in the literature that have previously assessed the quality of depression guidelines in general with different scopes and
methods [25–27]; one study assessed the overall guidelines for depression in adults [25], one study assessed
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the guidelines for the management of depression in primary care in general [26], and one study assessed guidelines for both depression and anxiety in children and
youth [27]. No studies have previously assessed the CAM
recommendations in guidelines for the treatment and/or
management of depression in adults. Nonetheless, depression remains a condition where the prevalence of CAM
use across patients is high [8–15]. An evaluation of the
quality of CAM sections in depression guidelines could
provide a greater insight into gaps in the literature and
healthcare resources, as well as indicate points of improvement to guide and facilitate future research, the development of higher quality guidelines and thus more evidencebased CAM recommendations. Therefore, the purpose of
this study was to identify the quantity of CAM mention
and recommendations in guidelines for the treatment
and/or management of depression and assess their quality
using the AGREE II instrument.

Methods
Approach

A systematic review was performed to identify guidelines
for the treatment and/or management of depression following standard methods [28] and the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) criteria [29]. A protocol was registered with
PROSPERO; registered number: CRD42019132295. Eligible guidelines that provided CAM recommendations
were evaluated using the well-accepted and validated
Appraisal of Guidelines, Research and Evaluation II
(AGREE II) tool [30] twice, once for the overall guideline
and a second time for the CAM sections of the guideline. The AGREE II instrument is comprised of 23 items
organized within six domains: scope and purpose, stakeholder involvement, rigor of development, clarity and
presentation, applicability, and editorial independence.
Eligibility criteria

The Population, Intervention, Comparison and Outcomes
(PICO) framework was used to define the eligibility criteria for the depression guidelines. Eligible populations
were adults aged 18+ years with unipolar or major depression. Guidelines that focused solely on geriatric populations however were excluded. In terms of interventions,
only guidelines that focused on the treatment and/or
management of depression were deemed eligible for the
purpose of identifying whether any CAM therapies were
mentioned or recommended. With respect to Comparisons, we aimed to assess the quality of depression guidelines, specifically commenting on CAM sections. In other
words, we aimed to determine the proportion of depression guidelines that made CAM recommendations and
the quality by which they did so. Outcomes included
AGREE II scores to assess of the quality of the content
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and format of the overall and CAM sections of the guidelines. Eligible guideline were in the English language, accessible to the public or via the McMaster library system,
and developed by non-profit organizations including academic institutions, government agencies, disease-specific
foundations, specialty/expert groups, international organizations or professional associations or societies. This
timeframe provided developers with a minimum of five
years since the publication of AGREE II and thus time to
apply the tool which outlines methods for the generation
of high-quality guidelines. Publications that were not
evidence-based clinical practice guidelines focusing on the
treatment and/or management of depression were deemed
ineligible. For example, consensus statements, protocols,
abstracts, conference proceedings, letters or editorials,
studies based on primary studies that evaluated depression
management or treatment or studies that focused on depression curriculum, education, training, research, professional certification or performance were not eligible. It is
important to note that the AGREE II tool was used to assess only those eligible guidelines that provided CAM
therapy recommendations. Thus, depression guidelines
that had no CAM mention or only mentioned CAMs
without making any CAM recommendations were not
assessed using AGREE II. This allowed for the comparison
between AGREE II scores of the overall guideline and specifically the CAM sections. Only demographic information
was collected and described for the eligible guidelines that
only made mention of CAM therapies and did not make
any CAM therapy recommendations.
Searching and screening

On October 11, 2018, a search of three databases, MEDL
INE, EMBASE, and CINAHL, was conducted from 2008 to
October 9, 2018 inclusive. A sample search strategy is provided in Supplementary File 1. In addition, the Guidelines
International Network (G-I-N), a website containing a library or repository of guidelines [31] was searched with keywords reflective of the eligibility criteria of this study,
including “depression”, “major depressive disorder”, and
“depressive disorder”. Finally, the NCCIH website was also
searched as it provided a single list of CAM guidelines
[https://nccih.nih.gov/health/providers/clinicalpractice.htm].
To identify the eligible sources, a two-step screening
process was conducted by ZN and HN individually; they
each screened the titles and abstracts of all sources, after
which they each screened the full texts of the sources. Each
screening step was standardized by JYN who helped to resolve discrepancies in the selection of eligible sources between ZN and HN.
Data extraction and analysis

The following data were extracted and summarized from
each of the eligible guidelines: date of publication;
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country of first author; type of organization that published the guideline (academic institutions, government
agencies, disease-specific foundations, specialty/expert
bodies or groups, international organizations, or professional associations or societies); and if there was any
mention of CAM. Moreover, the following data were
also extracted: the specific CAM therapies that were
mentioned if present; recommendations of CAM therapies if present; CAM funding sources; and whether any
CAM providers were members of the guideline development group or panel. Associated tools and/or resources
to support the implementation of the guidelines were
sought from each guideline’s developer website. Data
from these resources were used to assess applicability.
Some CAM therapies mentioned in the eligible guidelines of this study were not widely known as or as easily
defined as either standard non-CAM or CAM treatments by ZN and the other researchers, so the literature was searched to seek an understanding of each
therapy and determine it as either CAM or non-CAM
[12, 17, 32–50], while consulting the NCCIH and literature that has previously provided an operational
definition of CAM [16, 51].
Guideline quality assessment

The quality of the eligible guidelines was assessed using
the AGREE II instrument following standardized
methods described in the user manual [30]. All 23 items
within the 6 domains of the AGREE II tool were scored

Fig. 1 PRISMA Diagram
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on a 7-point Likert scale, where “1” reflects “strongly
disagree” and “7” reflects “strongly agree”. Next, the
quality of the overall guideline was rated on the same
scoring system for an overall assessment score and then
it was determined if the guideline should be recommended for use or not. Initially, a pilot test was performed in which all three authors applied the AGREE II
tool to appraise three separate guidelines, after which inconsistencies in scores were discussed and resolved to
standardize scoring. The AGREE II tool was then independently applied to the eligible guidelines of this study
by ZN and HN. Those guidelines with CAM recommendations were assessed using the AGREE II tool twice to
assess the overall guideline and then to assess the CAM
sections specifically. The AGREE II questions were
modified for application to the CAM sections of the
guidelines specifically, as described in Supplementary
File 2. Discrepancies between the scores of ZN and HN
were discussed and resolved in consultation with JYN,
without unduly modifying scores. Next, the average appraisal scores, average overall assessments, and scaled
domain percentages of the guidelines were generated.
Each appraiser’s average of all 23 scored items for each
guideline was calculated separately and those two values
were then averaged to generate the average appraisal
score of each guideline. The overall assessment scores of
both appraisers were averaged for each guideline to generate the average overall assessments. Scaled percentages
were calculated for each domain to allow for
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comparisons between the different aspects of each
guideline. The scaled domain percentage was calculated
for each of the six domains by taking the sum of the individual scores of the two appraisers within the domain,
scaling it to the minimum and maximum possible score
for that domain, and then transforming it into a percentage. For each domain, the average of the guidelines’
scaled domain percentages was also generated.

Results
Search results (Fig. 1)

Searches retrieved 1043 total items, 931 were unique,
and 863 titles and abstracts were eliminated, leaving 68
full-text guidelines that were considered. Of those, 49
were not eligible, because they were not clinical practice
guidelines (n = 16), they were not focused on depression
(n = 1), they addressed depression associated with another condition or disease (n = 5), there was a more recent version of the guideline available (n = 4), they were
not in English (n = 9), they were published prior to the
eligible timeframe (n = 5), they did not focus on the target population (n = 7), they were not treatment focused
(n = 1), or they were withdrawn/invalid guidelines (n =
1), leaving 19 guidelines eligible for review [52–70].
Thus, a total of 19 guidelines were eligible, of which 1
mentioned CAM but did not make any CAM recommendations [68], and 2 made no mention of CAM [69,
70]. The remaining 16 guidelines made CAM therapy
recommendations; these guidelines were assessed using
the AGREE II tool.
Guideline characteristics

Eligible guidelines were published from 2008 to 2018 in
the USA (n = 5), Canada (n = 4), Germany (n = 3), the UK
(n = 2), Australia (n = 1), China (n = 1), Poland (n = 1),
Scotland (n = 1), and Spain (n = 1) [52–70]. The guidelines were funded and/or developed by professional associations or societies (n = 5), academic institutions (n = 2),
international organizations (n = 2), specialty/expert
groups (n = 7), a combination of a specialty/expert body
and a government agency (n = 1), a combination of a
specialty/expert group and an international organization
(n = 1), and a specialty/expert group and an academic
body (n = 1).
CAM recommendations were made in 16 guidelines
[52–67] and included the following therapies: St. John’s
Wort (Hypercium perforatum) (n = 9), SAMe (S-adenosylL-methionine) (n = 4), exercise/physical activity (n = 12),
yoga (n = 1), acupuncture (n = 3), specialized forms of acupuncture including electro-acupuncture, scalp acupuncture, filiform needle acupuncture, body acupuncture
involving regulating mind and soothing the ‘Gan’, scalp
electro-acupuncture (n = 1), ear (pressure) therapy/ pressing of ear points with herbal seeds (n = 1), relaxation
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training/therapy (n = 1), (bright) light therapy (n = 5),
(guided) self-help/self-management (n = 5), bibliotherapy
(n = 3), mindfulness based therapy/mindfulness based cognitive therapy (MBT/MCBT) (n = 6), acceptance and commitment therapy (ACT) (n = 2), sleep deprivation/wake
therapy (n = 2), saffron (Crocus sativus) (n = 1), omega-3/
polyunsaturated fatty acids (n = 4), vitamin D (n = 1), folate/L-methylfolate (n = 3), inositol (n = 1), dehydroepiandrosterone (DHEA) (n = 1), tryptophan (n = 1), acetyl- Lcarnitine (ALC) (n = 1), lavender (Lavendula) (n = 1), and
rose root (Rhodiola rosea) (n = 1). The aforementioned
characteristics of these 16 guidelines are described in
Table 1 and a summary of the CAM recommendations in
these eligible guidelines are presented in Fig. 2. One of the
16 guidelines had a CAM funding source, and 5 guidelines
included active or retired CAM providers as part of the
guideline development group.
Guidelines mentioning CAM without recommendations

There was one guideline that only made mention of
CAM without making any CAM recommendations [68].
Regarding the one psycho-therapeutic CAM mentioned,
which was acceptance and commitment therapy (ACT),
only a brief statement was made indicating that this is
an available treatment option for depression without any
comment on supporting evidence. A detailed discussion
comparable to the non-CAM treatments in this guideline was made for acupuncture, exercise, and St. John’s
Wort. A detailed description of the adverse effects and
risks/side effects of St. John’s Wort was specifically discussed as well. The remaining CAM therapies, including
omega-3 fatty acids, SAMe, fatty acids, yoga, and meditation, were vaguely mentioned with brief statements on
the quality of evidence relative to the non-CAM treatments which were discussed in more detail.
Average appraisal scores and average overall
assessments regarding use of guidelines: overall
guideline

The average appraisal scores and average overall assessments regarding use for each of the 16 guidelines with
CAM recommendations are presented in Supplementary
File 3. From the overall average appraisal scores of each
of the guidelines, the lowest score was 3.4 while the
highest was 6.0, using the seven-point Likert scale
(where “7” reflects strongly agree that the criteria for
that item is fulfilled); only 1 guideline received an average appraisal score lower than 4.0, 10 guidelines received
an average appraisal score greater than 4.5, and 5 guidelines received an average appraisal score greater than
5.0. Meanwhile, the lowest average overall assessment
score was 3.3, while the highest was 6.0, of the 16 guidelines that were assessed; only 1 guideline had an average
overall assessment score lower than 4.0, 11 guidelines
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Table 1 Characteristics of Eligible Guidelines
Guideline

Country (First Developer
Author)

CAM category

Guideline topic

Piotrowski
2017 [52]

Poland

Polish Psychiatric Association –
Wroclaw Division, the Polish Society
of Family Medicine and the College
of Family Physicians in Poland

General CAM

Diagnosis and treatment of
depressive disorders in primary
health care

Parikh 2016
[53]

Canada

Canadian Network for Mood and
Anxiety Treatments (CANMAT)

Psychotherapeutic
CAM

Psychological treatments for
the management of adults
with major depressive disorder

Ravindran 2016 Canada
[54]

Canadian Network for Mood and
Anxiety Treatments (CANMAT)

General CAM

Complementary and alternative medicine treatments for the
management of adults with
major depressive disorder

Oslin 2016 [55]

The Management of Major
Depressive Disorder Working
Group with support from The
Office of Quality, Safety and
Value and Office of Evidence
Based Practice - USA Army
Medical Command; US
Department of Defense and
Department of Veterans Affair
(VA/DoD)

General CAM

The management of major
depressive disorder

Jobst 2016 [56] Germany

European Psychiatric Association

Psychotherapeutic
CAM

Psychotherapy in chronic
depression across Europe

Trangle 2016
[57]

United States

Institute for Clinical Systems
Improvement Inc

General CAM

Adult depression in primary care

Zhao 2015 [58]

China

Depression Guideline
Development Group,
Sponsored by Traditional
Medicine Office, Western
Pacific Region, World Health
Organization

Acupuncture

Acupuncture to treat depression

Cleare 2015
[59]

United
Kingdom

British Association for
Psychopharmacology

General CAM

Treating depressive disorders
with antidepressants

Bauer 2015 [60] Germany

World Federation of Societies
of Biological Psychiatry (WFSBP)

General CAM

Biological treatment of unipolar depressive
disorders: Maintenance treatment of major depressive
disorder

Álvarez-Ariza
2014 [61]

Ministry of Health, Social Services
and Equality; Galician Agency for
Health Technology Assessment

General CAM

Management of depression in adults

Bauer 2013 [62] Germany

World Federation of Societies of
Biological Psychiatry (WFSBP)

General CAM

Biological treatment of unipolar
depressive disorders: The acute
and continuation treatment of
unipolar depressive disorders

Schwenk 2011
[63]

United States

University of Michigan (Quality
Management Program)

General CAM

Treatment of depression

Gelenberg
2010 [64]

United States

American Psychiatric Association

General CAM

Treatment of patients with
major depressive disorder

NCCMH 2010
[65]

United
Kingdom

National Collaborating Centre for
Mental Health (NCCMH), commissioned
by the National institute for Health &
Clinical Excellence (NICE)

General CAM

The treatment and management
of depression in adults

Henderson
2010 [66]

Scottland

Scottish Intercollegiate Guidelines
Network (SIGN)

General CAM

Non-pharmaceutical
management of depression
in adults

Unclear; This paper was part of a larger
General CAM
project, Mood Matters, which represented
a collaboration between the Northern
Sydney Central Coast Mental Health
Drug & Alcohol (NSCCMHDA), NSW
Health Clinical Redesign Program and
the CADE Clinic, University of Sydney

Management of depression
in adults

United States

Spain

Malhi 2009 [67] Australia
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Table 2 Overall Recommendations for Use of Appraised Guidelines
Overall Guideline

CAM Section

Guideline

Appraiser 1

Appraiser 2

Appraiser 1

Appraiser 2

Piotrowski 2017 [52]

No

No

No

No

Parikh 2016 [53]

Yes with modifications

Yes with modifications

Yes with modifications

Yes with modifications

Ravindran 2016 [54]

Yes with modifications

Yes with modifications

Yes with modifications

Yes with modifications

Oslin 2016 [55]

Yes with modifications

Yes

Yes with modifications

Yes with modifications

Jobst 2016 [56]

Yes with modifications

Yes with modifications

No

No

Trangle 2016 [57]

Yes with modifications

Yes

Yes with modifications

Yes with modifications

Zhao 2015 [58]

Yes with modifications

Yes with modifications

Yes with modifications

Yes with modifications

Cleare 2015 [59]

Yes with modifications

Yes with modifications

No

Yes with modifications

Bauer 2015 [60]

Yes with modifications

Yes with modifications

No

No

Álvarez-Ariza 2014 [61]

Yes with modifications

Yes with modifications

Yes with modifications

Yes with modifications

Bauer 2013 [62]

Yes with modifications

Yes with modifications

Yes with modifications

Yes with modifications

Schwenk 2011 [63]

Yes with modifications

Yes with modifications

No

No

Gelenberg 2010 [64]

Yes with modifications

Yes

Yes with modifications

No

NCCMH 2010 [65]

Yes

Yes

Yes

Yes

Henderson 2010 [66]

Yes with modifications

Yes with modifications

Yes with modifications

Yes with modifications

Malhi 2009 [67]

Yes with modifications

Yes with modifications

No

No

achieved a score of 4.5 or greater, and 5 guidelines
achieved a score of 5.0 or greater.
Average appraisal scores and average overall
assessments regarding use of guidelines: CAM sections

The average appraisal scores and average overall assessments regarding use for each of the 16 guidelines
with CAM recommendations are shown in Supplementary File 3. From the average appraisal scores for
the CAM sections of each of the 16 guidelines, the
lowest score was 1.9 and the highest score was 5.8 on
the seven-point Likert scale; 3 guidelines received an
average appraisal score lower than 3.0, 11 guidelines
received an average appraisal score of 4.0 or greater,
and 2 guidelines received an average appraisal score
greater than 5.0. For the CAM average overall assessments of the 16 guidelines, the lowest score was 2.0,
while the highest was 6.0; 4 guidelines achieved an
average overall assessment score of 3.0 or lower, 11
guidelines achieved a score of 4.0 or greater, and 2
guidelines achieved a score of 5.0 or greater.
Overall recommendations: overall guideline (Table 2)

The two appraisers only recommended 1 of the 16
guidelines as Yes without modifications [65]. For 13 of
the 16 guidelines, both appraisers concurred in their decision regarding the overall recommendation; one guideline
was rated as No by both appraisers [52], and 11 were rated
as Yes with modifications by both appraisers [53, 54, 56,
58–63, 66, 67]. Finally, 3 guidelines were recommended as
Yes and Yes with modifications [55, 57, 64].

Overall recommendations: CAM sections (Table 2)

The two appraisers only recommended 1 of the 16
guidelines as Yes without modifications [65]. For 13 of
the 16 guidelines, both appraisers concurred in their decision regarding the overall recommendation; five guidelines were rated as No by both appraisers [52, 56, 60, 63,
67] and 8 were rated as Yes with modifications by both
appraisers [53–55, 57, 58, 61, 62, 66]. Finally, 2 guidelines were recommended by the two appraisers as No
and Yes with modifications [59, 64].
Scaled domain percentage quality assessment (Table 3)

The scaled domain percentages of the overall guidelines
were generated: for the scope and purpose domain, the
lowest score was 41.7%, while the highest score was
100.0%; for the stakeholder involvement domain, the
lowest score was 36.1%, while the highest was 88.9%; for
the rigor-of-development domain, the lowest score was
20.8%, while the highest was 83.3%, for the clarity-ofpresentation domain, the lowest score was 75.0%, while
the highest was 100.0%; for the applicability domain, the
lowest score was 8.3%, while the highest was 72.9%; and
for the editorial independence domain, the lowest score
was 25.0%, while the highest was 95.8%.
The scaled domain percentages of the CAM sections
of the guidelines were also generated: for the scope and
purpose domain, the lowest score was 33.3%, while the
highest was 100.0%; for the stakeholder involvement domain, the lowest score was 8.3%, while the highest was
77.8%; for the rigor-of-development domain, the lowest
score was 4.2%, while the highest was 83.3%; for the
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Table 3 Scaled Domain Percentages for Appraisers of Each Guideline
Guideline

Piotrowski 2017 [52]

Domain score (%)
Scope and
purpose

Stakeholder
involvement

Rigour of
development

Clarity of
presentation

Applicability

Editorial
Independence

Overall Guideline

41.7

44.4

20.8

75.0

33.3

68.8

CAM Section

33.3

8.3

4.2

33.3

4.2

68.8

Parikh 2016 [53]

Overall Guideline

86.1

58.3

61.5

75.0

22.9

62.5

CAM Section

86.1

30.6

55.2

75.0

20.8

62.5

Ravindran 2016 [54]

Overall Guideline

88.9

55.6

60.4

75.0

27.1

62.5

CAM Section

88.9

58.3

58.3

75.0

27.1

62.5

Oslin 2016 [55]

Overall Guideline

94.4

83.3

82.3

94.4

64.6

25.0

CAM Section

94.4

77.8

71.9

86.1

41.7

25.0

Jobst 2016 [56]

Overall Guideline

63.9

47.2

62.5

80.6

8.3

95.8

CAM Section

63.9

50.0

59.4

22.2

2.1

95.8

Trangle 2016 [57]

Overall Guideline

94.4

77.8

79.2

88.9

70.8

87.5

CAM Section

83.3

47.2

72.9

47.2

29.2

87.5

Zhao 2015 [58]

Overall Guideline

75.0

55.6

49.0

94.4

18.8

41.7

CAM Section

75.0

58.3

49.0

94.4

18.8

41.7

Cleare 2015 [59]

Overall Guideline

83.3

80.6

45.8

94.4

33.3

87.5

CAM Section

83.3

38.9

42.7

91.7

18.8

87.5

Bauer 2015 [60]

Overall Guideline

75.0

58.3

40.6

83.3

27.1

70.8

CAM Section

61.1

33.3

36.5

13.9

12.5

70.8

Álvarez-Ariza 2014 [61]

Overall Guideline

94.4

88.9

61.5

94.4

68.8

54.2

CAM Section

94.4

36.1

57.3

80.6

41.7

54.2

Bauer 2013 [62]

Overall Guideline

69.4

61.1

52.1

100.0

31.3

70.8

CAM Section

69.4

30.6

50.0

100.0

10.4

70.8

Schwenk 2011 [63]

Overall Guideline

80.6

41.7

45.8

80.6

50.0

25.0

CAM Section

80.6

41.7

37.5

44.4

6.3

25.0

Gelenberg 2010 [64]

Overall Guideline

83.3

36.1

79.2

88.9

62.5

91.7

CAM Section

75.0

27.8

62.5

72.2

56.3

91.7

NCCMH 2010 [65]

Overall Guideline

100.0

83.3

83.3

97.2

72.9

66.7

CAM Section

100.0

69.4

83.3

97.2

58.3

66.7

SIGN 2010 [66]

Overall Guideline

94.4

75.0

64.6

77.8

47.9

25.0

CAM Section

94.4

75.0

59.4

88.9

43.8

25.0

Malhi 2009 [67]

Overall Guideline

69.4

44.4

39.6

91.7

35.4

50.0

CAM Section

58.3

25.0

31.3

36.1

14.6

50.0

clarity-of-presentation domain, the lowest score was
13.9%, while the highest was 100.0%; for the applicability
domain, the lowest score was 2.1%, while the highest
was 58.3%; and for the editorial independence domain,
the lowest score was 25.0%, while the highest was 95.8%.
Scope and purpose

With regard to the overall scaled scores, the overall objectives and health questions were specific and clear for
all the guidelines except one [52]. Moreover, for those
guidelines with high overall scaled scores, the purpose

and health intent were well defined. Meanwhile, most
guidelines had CAM scaled scores that were equal to
their overall scaled scores in this domain, with the exception of 4 guidelines [52, 57, 60, 64, 67]. For those
guidelines that had the same CAM and overall scaled
score, the overall objectives encompassed CAM therapies or did not explicitly exclude them. The guidelines
with lower CAM scaled scores generally had vague, if
any, health questions specific to CAM as compared to
specific health questions listed for the non-CAM therapies [52, 57, 60, 64, 67]. Meanwhile, the target
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populations were generally well-defined for all guidelines
and there was no distinction made between the target
population for CAM versus non-CAM therapies.
Stakeholder involvement

Most guidelines described the guideline development
group members well; two guidelines fulfilled all of the
criteria including the names, affiliations, expertise and
geographical locations of the development members [52,
55], while the remaining were missing at least one of the
criteria [53, 54, 56–67]. A few guidelines included CAM
experts; some provided the same level of description for
CAM experts as the other members [54–56, 58, 63, 66],
and one guideline had CAM experts listed as some of
the consulted stakeholders, with unclear involvement
and little to no description [65]. Only two guidelines described the views and preferences of the target audience
in detail [61, 65], while most of the guidelines described
them vaguely [52, 55–57, 59, 62, 64, 66]. In terms of the
CAM subsections, most guidelines had no difference between their description level of the views and preferences of CAM therapies in the target population
compared to the non-CAM therapies, except for two
which provided less detail [59, 61]. A few guidelines described both the intended audience and how the guideline may be used [55, 57, 60–62, 65], while the
remaining provided a description of either the intended
audience or usage, except for one which was missing a
description of both [52]. There was no difference between the overall and the CAM scores for the description of the target users as the target users were stated
for the entire guideline and not for specific therapies.
Rigor of development

The majority of the guidelines used well-defined systematic methods to search for evidence for the overall
guidelines [53–57, 61, 63–66], while some lacked a comprehensive search strategy [52, 58–60, 62, 67]. Some of
the guidelines clearly defined their criteria for selecting
the evidence [55–57, 63–65], while the remaining provided minimal detail. In terms of the CAM sections,
most guidelines clearly used systematic methods to
search for CAM-related evidence except for two [52,
63]. One guideline described the criteria for selecting
evidence pertaining to CAM therapies in less detail compared to that of the non-CAM therapies [64]. The
strengths and limitations of the overall evidence of almost all of the guidelines were well-defined, while one
had a vague description [63], and one lacked a description of the strengths and limitations of the evidence
altogether [52]. There was only one guideline that described the strengths and limitations of CAM evidence
vaguely relative to the overall evidence [63]. The
methods for formulating the recommendations were
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clearly described for most guidelines [53, 54, 56, 64, 65,
67], and the quality of the CAM sections for this item
was the same as the overall guidelines. The health benefits, side effects, risks and trade-offs for the recommendations were described by most guidelines to varying
degrees. In regards to the CAM sections, a few guidelines failed to list the benefits or harms for all of the
CAM therapies, only listing them for a few [55, 57, 63]
and one guideline did not mention any consideration of
health benefits, side effects, and risks in formulating
CAM recommendations [52]. All the guidelines made an
explicit link between the overall recommendations and
supporting evidence. There was only one guideline that
did not provide an explicit link between the CAM recommendations and the supporting evidence [52], while
the remaining guidelines did. Some guidelines vaguely
stated the involvement of an external review [55, 57, 61,
64–66], and two guidelines clearly stated that no external review was conducted [53, 54]. None of the guidelines explicitly had CAM experts involved in an external
review process, except for one [66]. Most guidelines provided a statement that the guideline will be updated [55,
57, 58, 61, 62, 64–66], with one outlining a detailed
methodology for the updating procedure. The CAM
scores were the same as the overall scores for the updating procedure.
Clarity of presentation

The overall recommendations of all guidelines were specific and unambiguous, except for one [66]. On the other
hand, the CAM recommendations for many guidelines
were vague or had limited detail [52, 55–57, 60, 61, 63,
67]. All guidelines provided the different options of nonCAM therapies for the management and/or treatment of
the depression clearly. In contrast, some guidelines presented limited or vague CAM therapy options within the
scope of the guideline [52, 56, 60, 63, 67]. The overall
key recommendations were easily identifiable for many
guidelines [52, 55–59, 61–67]. Some guidelines did not
present their CAM recommendations clearly [52–54, 56,
57, 60, 63, 67].
Applicability

One guideline described facilitators and barriers for the
implementation of both the overall and the CAMspecific recommendations in detail [64], while some
failed to address the facilitators and barriers clearly for
both sections [54, 56, 60, 62]. The remaining guidelines
vaguely addressed these factors for both sections, with a
few guidelines simply listing some factors that applied to
all treatment modalities for their CAM sections [52, 53,
55, 57–59, 61, 63, 65–67]. The majority of the guidelines
provided advice and/or tools to facilitate the integration
of the overall recommendations into practice except for
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two [56, 59]. There were some guidelines that did not
provide any advice or tools specifically for CAM recommendations [52, 56, 59, 62, 63]; two guidelines only provided an implementation section that addressed advice
for all treatments in general thereby encompassing CAM
recommendations [58, 60]. A few guidelines described
the resource implications of implementing the overall
recommendations [53, 55, 57, 59, 61–66]. In regards to
the CAM sections, two guidelines sufficiently reported
the resource implications for CAM recommendations
[55, 66], while some guidelines addressed the implications vaguely with generalized statements applying to all
modalities [53, 57, 62, 64, 66]. Some guidelines vaguely
described monitoring or auditing criteria for the overall
sections [53, 54, 56, 58, 63, 66, 67], while the others described it more clearly. Some guidelines did not adequately report any monitoring criteria for CAM-specific
recommendations [52, 53, 55, 56, 58, 60, 63] and one
guideline reported the criteria thoroughly for both the
overall and CAM sections [64].
Editorial Independence

Some guidelines did not explicitly state that the funding
body did not influence the content of guidelines [52–54,
58, 61, 65–67], and two guidelines disclosed the influence of the funding body in place of that statement [57,
64]. Two guidelines simply stated that there was no
“commercial funding body” involved in the guideline development [60, 62], and two guidelines did not comment
on funding [55, 63]. Competing interests of the guideline
development members were addressed and reported in
the majority of the guidelines, with most of them failing
to report the methods used to seek competing interests,
their potential influence on the development process,
and/or the types of competing interests considered [53–
56, 58–67], except for one guideline that sufficiently reported all the criteria [57], and one guideline which simply disclosed a statement that there were no competing
interests amongst the development group members [52].

Discussion
The aim of this study was to identify the quantity and
assess the quality of CAM recommendations in guidelines for the treatment and/or management of depression in adults. Evidence-based clinical practice
guidelines were identified to support communication
and decision-making between patients and healthcare
providers regarding CAM use for depression. Based on
our systematic search, we did not find any prior studies
in the literature with the same scope and purpose as the
present study. This review identified a total of 19 depression guidelines published between 2008 and 2018; of
these, 17 mentioned CAM and 16 provided CAM therapy recommendations. The 16 guidelines with CAM
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recommendations were appraised using the 23-item
AGREE II instrument that assessed and scored content
and format of guidelines across 6 domains; there was
high variability of scores, and thus quality, between overall guidelines and between domains of individual guidelines. In addition, it was found that overall
recommendations were generally of higher quality than
the CAM recommendations.
In terms of the appraisal of the overall guidelines, 10
guidelines achieved or exceeded a score of 4.5 in both
average appraisal score and average overall assessment
[53–55, 57, 59, 61, 62, 64–66], 5 guidelines achieved or
exceeded a score of 5.0 in both metrics [55, 57, 61, 64,
65], and 1 guideline achieved a score less than 4.0 in
both of these metrics [52]. In terms of the appraisal of
the CAM sections of the guidelines, 11 guidelines
achieved or exceeded a score of 4.0 in average appraisal
score and average overall assessment [53–55, 57–59, 61,
62, 64–66], 2 guidelines achieved or exceeded a score of
5.0 in both metrics [55, 65], 2 guidelines achieved a
score of 3.0 or less in both metrics [52, 67], and 1 guideline achieved a score lower than 2.0 in both metrics [52]
(1 = strongly disagree; 7 = strongly agree that criteria are
met). The scaled domain percentages of the overall and
CAM sections of the 16 guidelines with CAM recommendations were generated. In regards to the average
scaled domain percentages of the overall guidelines, the
domain that scored the highest was clarity of presentation at 87.0%, followed by scope and purpose at 80.9%,
stakeholder involvement at 62.0%, editorial independence at 61.6%, rigour of development at 58.0%, and the
domain that scored the lowest was applicability at 42.2%.
In regards to the average scaled domain percentages of
the CAM sections of the guidelines, the domain that
scored the highest was scope and purpose at 77.6%,
followed by clarity of presentation at 66.1%, editorial independence at 61.6%, rigour of development at 52.0%,
stakeholder involvement at 44.3%, and the domain that
scored the lowest was applicability at 25.4%. Although
there are variances in the scaled scores for the overall
guidelines versus the scaled sores for the CAM sections
of the guidelines, the order of domain quality is similar
between the two. In addition, the CAM scaled percentages were lower than the overall scaled percentages for
all domains except for editorial independence.
Guidelines that had higher AGREE II scores in overall
sections also tended to have higher scores in their CAM
sections. Generally, characteristics of guidelines, including the year of publication and region of development
varied across the guidelines irrespective of quality. The
two guidelines that had the highest scores in both the
overall and the CAM sections were published in the
USA [55] or the UK [65], and the guidelines that scored
the lowest in both their overall and CAM sections were
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published in Australia [67] and Poland [52]. Both the
oldest guideline [67] and the most recent guideline [52]
had the lowest scores.
The guideline that scored highest in both overall and
CAM sections recommended exercise, St. John’s Wort,
mindfulness-based cognitive therapy, bibliotherapy, acceptance and commitment therapy (ACT) for the treatment of depression, and recommended against using
omega-3 fatty acids and vitamin D [55] (Fig. 2). This
guideline also concluded that there is insufficient evidence to make recommendations regarding the use of
acupuncture, yoga, tai chi, or qi gong for the treatment
of depression [55].
CAM therapies in the guidelines were referenced using
different terminology; ten did not refer to them as CAM
[52, 53, 56, 58, 60–63, 65, 67], 3 guidelines referred to
them as “complementary and alternative” [54, 64, 66], 1
referred to them as “integrative” [57], 1 referred to them
as “complementary and alternative” and “complementary
and integrative” [55], and 1 referred to them as “complementary and other treatments” [59].
All the guidelines that referred to CAM using one of
the aforementioned terms, except for the one that entirely focused on CAM therapies [54], did not refer to
some CAM therapies such as exercise/physical activity,
(guided) self-help/self-management, bibliotherapy, herbal
and nutritional supplements, light therapy, and/or
mindfulness-based therapy as CAM or within the CAM
sections of the guidelines [55, 57, 59, 64, 66].
Our findings are comparable to published studies
which assessed guideline quality on similar topics. One
study appraised 25 guidelines for depression and anxiety
in children or youth using the AGREE II instrument
[27]. They determined that the frequency of overall
guidelines that achieved high scores in each domain,
from greatest to least, was as follows: clarity of presentation, scope and purpose, stake holder involvement, editorial independence, rigour of development and finally,
applicability [27], aligning with the findings of this study.
In addition, previous literature appraising overall and
CAM sections of guidelines of various conditions found
that the overall scaled domain scores were generally
higher than the CAM scaled domain scores, which is
also consistent with the results of this study [71–75].
One such study that appraised 17 guidelines on low back
pain for both overall and CAM sections, determined that
the highest ranking domain was scope and purpose
(88.6% overall, 87.1% CAM), followed by clarity of presentation (83.0% overall, 73.2% CAM), and the lowest
ranking domain was applicability (31.8, 21.8%), similar
to this study’s findings [72]. Likewise, other similar studies appraising guidelines of various conditions [25–27,
71–79], including the recent study that appraised 11
guidelines on depression in adults [25], had results
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similar to this review, demonstrating that the variable
and sub-optimal quality of guidelines is consistent with
the literature and is not unique.
Moreover, this study revealed that several guidelines
containing CAM recommendations for the treatment
and/or management of depression in adults are available
to support informed and shared decision-making between patients and healthcare providers. The total number of CAM therapies that were recommended, as well
as the number of guidelines containing CAM recommendations (n = 16), were generally considerably greater
than those reported in similar reviews appraising guidelines of other conditions [71–75]. It was determined that
the quality of CAM recommendations was lower than
the overall recommendations in the guidelines despite
the growing and high prevalence of CAM use for depression [8–15]. This study thereby also highlighted the
need for more research supporting the development of
higher quality evidence-based CAM-containing guidelines for depression.
Strengths and limitations

Strengths of this study include the use of a comprehensive systematic review to identify eligible guidelines for
the treatment and/or management of depression, as well
as the use of the AGREE II instrument, a valid and wellaccepted appraisal instrument for guideline quality assessment [30]. Limitations include the fact that only two
appraisers assessed guidelines using AGREE II, as opposed to four appraisers as recommended by the instrument’s user manual. To mitigate this and standardize
scoring, all three authors independently appraised three
guidelines in an initial pilot test and discussed the results
and application of the instrument. Furthermore, following the appraisal of all guidelines assessed for this study,
any discrepancies were discussed, and scores were carefully reviewed. Finally, this study did not capture any
guidelines published outside of the English language,
and thus does not account for guidelines that may capture recommendations for traditional medicines or
CAM endemic to non-English speaking regions of the
world.

Conclusions
This study identified 16 guidelines published between
2008 and 2018 providing CAM recommendations for
the treatment and/or management of depression in
adults. Appraisal of these guidelines using the AGREE II
instrument demonstrated that quality varied within and
across guidelines and quality of CAM recommendations
was generally lower than the overall recommendations
of the guidelines. This study also revealed that there are
multiple depression guidelines containing CAM recommendations available and there are a comprehensive set
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of CAM therapy options for depression. The guidelines
with higher AGREE II scores and favourable overall recommendations can serve as a guide to facilitate communication between patients and healthcare providers
regarding the use of CAM therapies in the treatment and/or management of depression. Guidelines that
scored variable or lower scaled domain percentages and
unfavourable overall recommendations could be improved in future updates, using the AGREE II instrument (among other guideline development tools) as a
guide.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12906-020-03085-1.
Additional file 1: Supplementary File 1. MEDLINE Search Strategy for
Depression Clinical Practice Guidelines Executed Oct 11, 2018.
Additional file 2: Supplementary File 2. Modified AGREE II Questions
Used to Guide Scoring of CAM Sections of Each Guideline.
Additional file 3: Supplementary File 3. Average Appraisal Scores,
Average Overall Assessments and Recommendations Regarding Use of
Guidelines.

Abbreviations
AGREE II: Appraisal of Guidelines for Research & Evaluation II;
CAM: Complementary and Alternative Medicine; NCCIH: National Center for
Complementary and Integrative Health; PICO: Patients, Intervention,
Comparison and Outcomes; PRISMA: Preferred Reporting Items for
Systematic Reviews and Meta-Analyses
Acknowledgements
JYN was awarded a Research Scholarship and an Entrance Scholarship from
the Department of Health Research Methods, Evidence and Impact, Faculty
of Health Sciences at McMaster University.
Authors’ contributions
JYN: designed and conceptualized the study, collected and analysed data,
drafted the manuscript, and gave final approval of the version to be
published. ZN: assisted with the collection and analysis of data, critically
revised the manuscript, and gave final approval of the version to be
published. HN: assisted with the collection and analysis of data, critically
revised the manuscript, and gave final approval of the version to be
published.
Funding
This study was unfunded.
Availability of data and materials
All relevant data are included in this manuscript.
Ethics approval and consent to participate
This study involved a systematic review of peer-reviewed literature only; it
did not require ethics approval or consent to participate.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Page 13 of 15

Received: 19 May 2020 Accepted: 14 September 2020

References
1. James SL, Abate D, Abate KH, Abay SM, Abbafati C, Abbasi N, et al. Global,
regional, and national incidence, prevalence, and years lived with disability
for 354 diseases and injuries for 195 countries and territories, 1990–2017: a
systematic analysis for the Global Burden of Disease Study 2017. Lancet.
2018;392(10159):1789–858 Available from: http://www.sciencedirect.com/
science/article/pii/S0140673618322797. [cited 2020 May 13].
2. Vos T, Flaxman AD, Naghavi M, Lozano R, Michaud C, Ezzati M, et al. Years
lived with disability (YLDs) for 1160 sequelae of 289 diseases and injuries
1990–2010: a systematic analysis for the Global Burden of Disease Study
2010. Lancet. 2012;380(9859):2163–96. Available from: http://www.
sciencedirect.com/science/article/pii/S0140673612617292. [cited 2020 May
2]. https://doi.org/10.1016/S0140-6736(12)61729-2.
3. Depression [Internet]. National Institute of Mental Health (NIMH). [cited 2020
May 2]. Available from: https://www.nimh.nih.gov/health/topics/depression/
index.shtml.
4. World Health Organization. The ICD-10 classification of mental and
behavioural disorders: diagnostic criteria for research: World Health
Organization; 1993. https://www.who.int/classifications/icd/en/bluebook.pdf.
5. Spitzer RL, Williams JB. American Psychiatric Association (APA) Diagnostic
and Statistical Manual of Mental Disorders. revised. DSM III R APA.
Washingtom DC: APA; 1987. p. 47–217.
6. Lam RW, McIntosh D, Wang J, Enns MW, Kolivakis T, Michalak EE, et al.
Canadian Network for Mood and Anxiety Treatments (CANMAT) 2016
Clinical Guidelines for the Management of Adults with Major Depressive
Disorder. Can J Psychiatry Rev Can Psychiatr. 2016;61(9):510–23. Available
from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4994789/. [cited 2020
May 2]. https://doi.org/10.1177/0706743716659416.
7. Major Depression [Internet]. National Institute of Mental Health. [cited 2020
May 2]. Available from: https://www.nimh.nih.gov/health/statistics/majordepression.shtml.
8. Freeman MP, Fava M, Lake J, Trivedi MH, Wisner KL, Mischoulon D.
Complementary and alternative medicine in major depressive disorder: the
American Psychiatric Association task force report. J Clin Psychiatry. 2010;
71(6):669–81.
9. Barnes PM, Powell-Griner E, McFann K, Nahin RL. Complementary and
alternative medicine use among adults: United States, 2002. Semin Integr
Med. 2004;2(2):54–71. Available from: http://www.sciencedirect.com/
science/article/pii/S1543115004000389, [cited 2020 May 3]. https://doi.org/
10.1016/j.sigm.2004.07.003.
10. Elkins G, Rajab MH, Marcus J. Complementary and alternative medicine use
by psychiatric inpatients. Psychol Rep. 2005;96(1):163–6.
11. Unützer J, Klap R, Sturm R, Young AS, Marmon T, Shatkin J, et al. Mental
Disorders and the Use of Alternative Medicine: Results From a National
Survey. Am J Psychiatry. 2000;157(11):1851–7 Available from: https://ajp.
psychiatryonline.org/doi/full/10.1176/appi.ajp.157.11.1851. [cited 2020 May
3].
12. Qureshi NA, Al-Bedah AM. Mood disorders and complementary and
alternative medicine: a literature review. Neuropsychiatr Dis Treat. 2013;9:
639–58. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC366
0126/. [cited 2020 May 1]. https://doi.org/10.2147/NDT.S43419.
13. Eisenberg DM, Davis RB, Ettner SL, Appel S, Wilkey S, Rompay MV, et al.
Trends in Alternative Medicine Use in the United States, 1990–1997: Results
of a Follow-up National Survey. JAMA. 1998;280(18):1569–75. Available from:
http://jamanetwork.com/journals/jama/fullarticle/188148. [cited 2020 May 3].
https://doi.org/10.1001/jama.280.18.1569.
14. Kessler RC, Soukup J, Davis RB, Foster DF, Wilkey SA, Van Rompay MI, et al.
The Use of Complementary and Alternative Therapies to Treat Anxiety and
Depression in the United States. Am J Psychiatry. 2001;158(2):289–94
Available from: https://ajp.psychiatryonline.org/doi/full/10.1176/appi.ajp.15
8.2.289. [cited 2020 May 3].
15. Solomon D, Adams J. The use of complementary and alternative medicine
in adults with depressive disorders. A critical integrative review. J Affect
Disord. 2015;179:101–13. Available from: http://www.sciencedirect.com/
science/article/pii/S0165032715001706. [cited 2020 May 1]. https://doi.org/
10.1016/j.jad.2015.03.031.
16. Complementary, Alternative, or Integrative Health: What’s In a Name?
[Internet]. National Institutes of Health, National Centre for Complementary

Ng et al. BMC Complementary Medicine and Therapies

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.
29.

30.

31.
32.

33.

34.

(2020) 20:299

and Integrative Health (NCCIH); 2016 [cited 2020 May 4]. Available from:
https://www.nccih.nih.gov/health/complementary-alternative-or-integrativehealth-whats-in-a-name.
van der Watt G, Laugharne J, Janca A. Complementary and alternative
medicine in the treatment of anxiety and depression. Curr Opin Psychiatry.
2008;21(1):37–42.
Cowen VS, Cyr V. Complementary and alternative medicine in US medical
schools. Adv Med Educ Pract. 2015;6:113–7. Available from: https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC4334197/. [cited 2020 May 6]. https://doi.
org/10.2147/AMEP.S69761.
Maha N, Shaw A. Academic doctors’ views of complementary and
alternative medicine (CAM) and its role within the NHS: an exploratory
qualitative study. BMC Complement Altern Med. 2007;7:17. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1896178/. [cited 2020 May
7]. https://doi.org/10.1186/1472-6882-7-17.
Ventola CL. Current Issues Regarding Complementary and Alternative
Medicine (CAM) in the United States. Pharm Ther. 2010;35(8):461–8
Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2935644/.
[cited 2020 May 7].
Clevenger SF. Knowledge and attitudes towards utilizing complementary
and alternative medical (CAM) treatments by mental health practitioner
from various disciplines. J Tradit Complement Med. 2018; Available from:
http://www.sciencedirect.com/science/article/pii/S2225411017301074. [cited
2020 May 6]. https://doi.org/10.1016/j.jtcme.2017.08.015.
Guidelines I of M (US) C on S for DTCP, Graham R, Mancher M, Wolman DM,
Greenfield S, Steinberg E. Introduction [Internet]. Clinical Practice Guidelines
We Can Trust. National Academies Press (US); 2011 [cited 2020 May 6].
Available from: http://www.ncbi.nlm.nih.gov/books/NBK209546/.
Woolf SH, Grol R, Hutchinson A, Eccles M, Grimshaw J. Potential benefits,
limitations, and harms of clinical guidelines. BMJ. 1999;318(7182):527–30
Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1114973/.
[cited 2020 May 6].
Shekelle P, Woolf S, Grimshaw JM, Schünemann HJ, Eccles MP. Developing
clinical practice guidelines: reviewing, reporting, and publishing guidelines;
updating guidelines; and the emerging issues of enhancing guideline
implementability and accounting for comorbid conditions in guideline
development. Implement Sci. 2012;7(1):62. https://doi.org/10.1186/17485908-7-62 [cited 2020 May 6].
Zafra-Tanaka JH, Goicochea-Lugo S, Villarreal-Zegarra D, Taype-Rondan A.
Characteristics and quality of clinical practice guidelines for depression in
adults: a scoping review. BMC Psychiatry. 2019;19(1):76. https://doi.org/10.
1186/s12888-019-2057-z [cited 2020 May 3].
Littlejohns P, Cluzeau F, Bale R, Grimshaw J, Feder G, Moran S. The quantity
and quality of clinical practice guidelines for the management of
depression in primary care in the UK. Br J Gen Pract. 1999;49(440):205–10
Available from: https://bjgp.org/content/49/440/205. [cited 2020 May 6].
Bennett K, Courtney D, Duda S, Henderson J, Szatmari P. An appraisal of the
trustworthiness of practice guidelines for depression and anxiety in children
and youth. Depress Anxiety. 2018;35(6):530–40 Available from: https://
onlinelibrary.wiley.com/doi/abs/10.1002/da.22752. [cited 2020 May 6].
Higgins JPT, Green S. Editors. Cochrane handbook for systematic reviews of
interventions version 5.1.0. London: The Cochrane Collaboration; 2011.
Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. Ann Intern
Med. 2009;151(4):264–9.
Brouwers MC, Kho ME, Browman GP, Burgers JS, Cluzeau F, Feder G, et al.
AGREE II: advancing guideline development, reporting and evaluation in
health care. CMAJ. 2010;182(18):E839–42.
Guidelines International Network. [Internet.] [cited 2020 May 4]. Available
from: https://g-i-n.net/.
Donker T, Griffiths KM, Cuijpers P, Christensen H. Psychoeducation for
depression, anxiety and psychological distress: a meta-analysis. BMC Med.
2009;7(1):79. https://doi.org/10.1186/1741-7015-7-79 [cited 2020 May 9].
Jorm AF, Christensen H, Griffiths KM, Rodgers B. Effectiveness of
complementary and self-help treatments for depression. Med J Aust. 2002;
176(10):S84 Available from: https://onlinelibrary.wiley.com/doi/abs/10.5694/
j.1326-5377.2002.tb04508.x. [cited 2020 May 9].
Gregory RJ, Schwer Canning S, Lee TW, Wise JC. Cognitive Bibliotherapy for
Depression: A Meta-Analysis. Prof Psychol Res Pract. 2004;35(3):275. https://
doi.org/10.1037/0735-7028.35.3.275.

Page 14 of 15

35. Landreville P, Bissonnette L. Effects of cognitive bibliotherapy for depressed
older adults with a disability. Clinical Gerontologist. 1997;17(4):35–55.
https://doi.org/10.1300/J018v17n04_05 [cited 2020 May 9].
36. Andersson G, Cuijpers P. Internet-Based and Other Computerized
Psychological Treatments for Adult Depression: A Meta-Analysis. Cogn
Behav Ther. 2009;38(4):196–205. https://doi.org/10.1080/16506070903318960
[cited 2020 May 9].
37. Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, et al. Collaborative
care for depression and anxiety problems. Cochrane Database Syst Rev.
2012;(10) Available from: https://www.cochranelibrary.com/cdsr/doi/10.1
002/14651858.CD006525.pub2/abstract. [cited 2020 May 9].
38. Moorey S, Greer S, Bliss J, Law M. A comparison of adjuvant psychological
therapy and supportive counselling in patients with cancer. Psycho Oncol.
1998;7(3):218–28.
39. Craighead WE, Sheets ES, Brosse AL, Ilardi SS. Psychosocial treatments for
major depressive disorder. In: A guide to treatments that work, 3rd ed. New
York, NY, US: Oxford University Press; 2007. p. 289–307.
40. Gotlib IH, Hammen CL. Psychological aspects of depression: toward a
cognitive-interpersonal integration. Oxford, England: John Wiley & Sons;
1992.
41. Brown GW, Andrews B, Harris T, Adler Z, Bridge L. Social support, selfesteem and depression. Psychol Med. 1986;16(4):813–31.
42. Prasko J. Bright light therapy. Neuro Endocrinol Lett. 2008;29 Suppl 1:33–64
Available from: https://europepmc.org/article/med/19029878. [cited 2020
May 9].
43. Lundblad A-M, Hansson K. Outcomes in couple therapy: Reduced
psychiatric symptoms and improved sense of coherence. Nord J Psychiatry.
2005;59(5):374–80. https://doi.org/10.1080/08039480500319795 [cited 2020
May 9].
44. Westerhof GJ, Bohlmeijer E, Webster JD. Reminiscence and mental health: A
review of recent progress in theory, research and interventions. Ageing Soc.
2010;30(4):697–721.
45. Probst B. Person-centered Sociotherapy. In: Mezzich JE, Botbol M,
Christodoulou GN, Cloninger CR, Salloum IM, editors. Person centered
psychiatry [Internet]. Cham: Springer international publishing; 2016. p. 263–
75. https://doi.org/10.1007/978-3-319-39724-5_20. [cited 2020 May 9].
46. Hofmann SG, Asmundson GJG. Acceptance and mindfulness-based therapy:
New wave or old hat? Clin Psychol Rev. 2008;28(1):1–16. Available from:
http://www.sciencedirect.com/science/article/pii/S0272735807001584. [cited
2020 May 9]. https://doi.org/10.1016/j.cpr.2007.09.003.
47. Veale D. Behavioural activation for depression. Adv Psychiatr Treat. 2008;
14(1):29–36. Available from: http://www.cambridge.org/core/journals/
advances-in-psychiatric-treatment/article/behavioural-activation-fordepression/EBC5FC0D9D550FFBE6F982B33BF91EE9. https://doi.org/10.1192/
apt.bp.107.004051.
48. Waite WL, Holder MD. Assessment of the emotional freedom technique: an
alternative treatment for fear. Sci Rev Ment Health Pract. 2003;2(1):20–6.
49. Folkes CE. Thought field therapy and trauma recovery. Int J Emerg Ment
Health. 2002;4(2):99–103.
50. Bell AC, D’Zurilla TJ. Problem-solving therapy for depression: A metaanalysis. Clin Psychol Rev. 2009;29(4):348–53. Available from: http://www.
sciencedirect.com/science/article/pii/S0272735809000269. [cited 2020 May
9]. https://doi.org/10.1016/j.cpr.2009.02.003.
51. Wieland LS, Manheimer E, Berman BM. Development and classification of an
operational definition of complementary and alternative medicine for the
Cochrane Collaboration. Altern Ther Health Med. 2011;17(2):50–9 Available
from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3196853/. [cited 2020
May 9].
52. Piotrowski P, Gondek TM, Rymaszewska J, Beszłej JA, Czachowski S,
Parmentier H, et al. Guidelines of the Polish Psychiatric Association –
Wroclaw Division, the Polish Society of Family Medicine and the College of
Family Physicians in Poland for diagnosis and treatment of depressive
disorders in primary health care. Fam Med Primary Care Rev. 2017;19(3):
335–46. Available from: http://cejsh.icm.edu.pl/cejsh/element/bwmeta1.
element.desklight-39c49421-378e-45b4-9393-cf01f2877c50. [cited 2020 May
6]. https://doi.org/10.5114/fmpcr.2017.69300.
53. Parikh SV, Quilty LC, Ravitz P, Rosenbluth M, Pavlova B, Grigoriadis S, et al.
Canadian Network for Mood and Anxiety Treatments (CANMAT) 2016
Clinical Guidelines for the Management of Adults with Major Depressive
Disorder: Section 2. Psychological Treatments. Can J Psychiatry. 2016;61(9):

Ng et al. BMC Complementary Medicine and Therapies

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

(2020) 20:299

524–39 Available from: http://journals.sagepub.com/doi/10.1177/0706743
716659418. [cited 2020 May 6].
Ravindran AV, Balneaves LG, Faulkner G, Ortiz A, McIntosh D, Morehouse RL,
et al. Canadian Network for Mood and Anxiety Treatments (CANMAT) 2016
Clinical Guidelines for the Management of Adults with Major Depressive
Disorder: Section 5. Complementary and Alternative Medicine Treatments.
FOCUS. 2016;16(1):85–94 Available from: https://psychiatryonline.org/doi/1
0.1176/appi.focus.16106. [cited 2020 May 6].
Oslin DW, Vaughan MJ, Glenn K, Brockington MR, Henderson JK, Crowe CM,
et al. VA/DoD clinical practice guideline for management of major
depressive disorder (MDD) [Internet], vol. 173. Washington, DC: Department
of Defense and Department of Veterans Affairs; 2016. Available from:
https://www.healthquality.va.gov/guidelines/MH/mdd/. [cited 2020 May 6].
Jobst A, Brakemeier E-L, Buchheim A, Caspar F, Cuijpers P, Ebmeier KP, et al.
European Psychiatric Association Guidance on psychotherapy in chronic
depression across Europe. Eur Psychiatry. 2016;33(1):18–36. Available from:
https://www.cambridge.org/core/product/identifier/S0924933800066323/
type/journal_article. [cited 2020 May 6]. https://doi.org/10.1016/j.eurpsy.
2015.12.003.
Trangle M, Gursky J, Haight R, Hardwig J, Hinnenkamp T, Kessler D, et al.
Adult depression in primary care [Internet], vol. 132. Bloomington: Institute
for Clinical Systems Improvement; 2016. Available from: https://www.icsi.
org/wp-content/uploads/2019/01/Depr.pdf. [cited 2020 May 6].
Zhao H, Sun Y-X, Luo H-C, Guo X, Zi M-J, Liu J, et al. Clinical practice
guidelines for using acupuncture to treat depression. Chin J Integr Med.
2015. [cited 2020 May 6]; Available from: http://link.springer.com/10.1007/
s11655-015-2294-z.
Cleare A, Pariante C, Young A, Anderson I, Christmas D, Cowen P, et al.
Evidence-based guidelines for treating depressive disorders with
antidepressants: A revision of the 2008 British Association for
Psychopharmacology guidelines. J Psychopharmacol (Oxf). 2015;67. https://
pubmed.ncbi.nlm.nih.gov/25969470/.
Bauer M, Severus E, Köhler S, Whybrow PC, Angst J, Möller H-J, et al. World
Federation of Societies of Biological Psychiatry (WFSBP) Guidelines for
Biological Treatment of Unipolar Depressive Disorders. Part 2: Maintenance
Treatment of Major Depressive Disorder-Update 2015. World J Biol
Psychiatry. 2015;16(2):76–95 Available from: http://www.tandfonline.com/
doi/full/10.3109/15622975.2014.1001786. [cited 2020 May 6].
Alverez-Ariza M, Merino GA, Gonzalez Avila MJ, Garcia AG, Rodriguez GD,
Linero EH, et al. Clinical practice guideline on the management of major
depression in adults [Internet], vol. 232. Madrid: Ministry of Health, Social
Services and Equity, Galician Health Technology Assessment Agency (HTA);
2014. Available from: https://portal.guiasalud.es/wp-content/uploads/201
8/12/GPC_534_Depresion_Adulto_Avaliat_compl_en.pdf. [cited 2020 May
6].
Bauer M, Pfennig A, Severus E, Whybrow PC, Angst J, Möller H-J, et al. World
Federation of Societies of Biological Psychiatry (WFSBP) Guidelines for
Biological Treatment of Unipolar Depressive Disorders, Part 1: Update 2013
on the acute and continuation treatment of unipolar depressive disorders.
World J Biol Psychiatry. 2013;14(5):334–85 Available from: http://www.
tandfonline.com/doi/full/10.3109/15622975.2013.804195. [cited 2020 May 6].
Schwenk T, Terrell L, Harrison R, Tremper A, Valenstein M, Bostwick J.
Depression [Internet]. 2011 [cited 2020 May 6]. 1–23. Available from: http://
www.med.umich.edu/1info/FHP/practiceguides/depress/depression.pdf.
Gelenberg AJ, Freeman MP, Markowitz JC, Rosenbaum JF, Thase ME, Trivedi
MH, et al. Practice guideline for the treatment of patients with major
depressive disorder: third edition [Internet]: American Psychiatric
Association; 2010. p. 152. Available from: https://psychiatryonline.org/pb/
assets/raw/sitewide/practice_guidelines/guidelines/mdd.pdf. [cited 2020
May 6].
National Collaborating Centre for Mental Health (NCCMH). Depression: the
treatment and management of depression in adults [Internet], vol. 707.
Leicester, UK: British Psychological Society; 2010. Available from: https://
www-ncbi-nlm-nih-gov.libaccess.lib.mcmaster.ca/pubmed/22132433. [cited
2020 May 6].
Henderson M, Champion L, Coffey J, Deans G, Donaghy M, Durham R, et al.
Non-pharmaceutical management of depression in adults: a national clinical
guideline [Internet]. Edinburgh: Scottish Intercollegiate Guidelines Network;
2010. [cited 2020 May 6]. Available from: http://www.sign.ac.uk/.
Malhi GS, Adams D, Porter R, Wignall A, Lampe L, O’Connor N, et al. Clinical
practice recommendations for depression. Acta Psychiatr Scand. 2009;119:8–

Page 15 of 15

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

26 Available from: http://doi.wiley.com/10.1111/j.1600-0447.2009.01382.x.
[cited 2020 May 6].
Qaseem A, Barry MJ, Kansagara D. Nonpharmacologic Versus Pharmacologic
Treatment of Adult Patients With Major Depressive Disorder: A Clinical
Practice Guideline From the American College of Physicians. Ann Intern
Med. 2016;164(5):350 Available from: http://annals.org/article.aspx?doi=10.
7326/M15-2570. [cited 2020 May 6].
Milev RV, Giacobbe P, Kennedy SH, Blumberger DM, Daskalakis ZJ, Downar J,
et al. Canadian Network for Mood and Anxiety Treatments (CANMAT) 2016
Clinical Guidelines for the Management of Adults with Major Depressive
Disorder: Section 4. Neurostimulation Treatments. Can J Psychiatry. 2016;
61(9):561–75 Available from: http://journals.sagepub.com/doi/10.1177/0706
743716660033. [cited 2020 May 6].
Kennedy SH, Lam RW, McIntyre RS, Tourjman SV, Bhat V, Blier P, et al.
Canadian Network for Mood and Anxiety Treatments (CANMAT) 2016
Clinical Guidelines for the Management of Adults with Major Depressive
Disorder: Section 3. Pharmacological Treatments. Can J Psychiatry. 2016;
61(9):540–60 Available from: http://journals.sagepub.com/doi/10.1177/0706
743716659417. [cited 2020 May 6].
Ng JY, Azizudin AM. Rheumatoid arthritis and osteoarthritis clinical practice
guidelines provide few complementary and alternative medicine therapy
recommendations: a systematic review. Clin Rheumatol. 2020 [cited 2020
May 12]. https://doi.org/10.1007/s10067-020-05054-y.
Ng JY, Mohiuddin U. Quality of complementary and alternative medicine
recommendations in low back pain guidelines: a systematic review. Eur
Spine J. 2020 [cited 2020 May 12]. https://doi.org/10.1007/s00586-02006393-9.
Ng JY, Gilotra K. Complementary medicine mention and recommendations
are limited across hypertension guidelines: A systematic review.
Complement Ther Med. 2020;50:102374 Available from: http://www.
sciencedirect.com/science/article/pii/S0965229920301783. [cited 2020 May
12].
Ng JY, Nault H, Nazir Z. Complementary and integrative medicine mention
and recommendations: A systematic review and quality assessment of lung
cancer clinical practice guidelines. Integr Med Res. 2020;100452 Available
from: http://www.sciencedirect.com/science/article/pii/S2213422020300846.
[cited 2020 Jul 5].
Ng JY, Thakar H. Complementary and alternative medicine mention and
recommendations are lacking in colon cancer clinical practice guidelines: A
systematic review. Adv Integr Med. 2020; [cited 2020 Jul 5]; Available from:
http://www.sciencedirect.com/science/article/pii/S2212958820301191.
Ng JY, Liang L, Gagliardi AR. The quantity and quality of complementary
and alternative medicine clinical practice guidelines on herbal medicines,
acupuncture and spinal manipulation: systematic review and assessment
using AGREE II. BMC Complement Altern Med. 2016;16(1):425. https://doi.
org/10.1186/s12906-016-1410-8 [cited 2020 May 7].
Yang C, Zhang Z, Zhang L, Tian J, Yu D, Wang J, et al. Quality assessment of
clinical practice guidelines on tic disorders with AGREE II instrument.
Psychiatry Res. 2018;259:385–91 Available from: http://www.sciencedirect.
com/science/article/pii/S0165178116316742. [cited 2020 May 6].
Armstrong JJ, Rodrigues IB, Wasiuta T, JC MD. Quality assessment of
osteoporosis clinical practice guidelines for physical activity and safe
movement: an AGREE II appraisal. Arch Osteoporos. 2016;11(1):6. https://doi.
org/10.1007/s11657-016-0260-9 [cited 2020 May 7].
Damiani G, Silvestrini G, Trozzi L, Maci D, Iodice L, Ricciardi W. Quality of
dementia clinical guidelines and relevance to the care of older people with
comorbidity: evidence from the literature. Clin Interv Aging. 2014;9:1399–
407 Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4144
932/. [cited 2020 May 7].

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

