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Abstract

Background: In response to the increasing need for mental health services in Canadian children and youth, the Canadian 
Institutes of Health Research launched funding towards developing pan-Canadian standards for children and youth mental 
health services. Objective: The objective of this rapid review is to synthesize current evidence-based recommendations 
on assessment and treatment for children and youth with anxiety, depression, obsessive-compulsive disorder (OCD) and 
Tourette syndrome (TS). Methods: This rapid review was developed and conducted using the STARR decision tool and 
the Cochrane organization’s minimum standards. We included evidence-based guidelines providing recommendations for 
and comparative studies evaluating the effectiveness of implementation of evidence-based guideline recommendations on 
assessment and/or treatment of anxiety, depression, OCD, or TS in children and youth compared to usual care. Results: 
Twenty guidelines and one study of the effectiveness of treatment approximating guideline standards were included in this 
review.  There was reasonable consistency in recommendations between guidelines, especially for the management of anxiety 
disorders and TS, where psychological therapies were recommended as first line. For depression, some minor differences 
were noted in recommendations for the management of moderate to severe depression, with psychological therapies or SSRIs 
recommended as first-line in the some guidelines, whereas other guidelines prioritized psychological therapies. Conclusion: 
Current evidence-based guidelines prioritize psychological therapies for children and adolescents with anxiety, depression, 
OCD, or TS. If adequate and equitable service provision is a priority for decision makers, it is essential for the healthcare 
system to fund appropriately trained mental health therapists to deliver these interventions.
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Introduction

Over the past decade, several studies have found 
an increasing need for mental health services in 

Canadian youth. National and provincial studies have 
documented an increase in psychiatric diagnoses, and in-
patient hospitalizations for mental illness. Using eight 
cycles of the annual Canadian Community Health Survey 
from 2011 to 2018 (1), Weins et al. studied trends in mental 
health in adolescents and young adults aged 12 to 24. 
During this time period, consultations with mental health 
professionals increased from 11.7% to 17.0%, the prevalence 
of professionally diagnosed mood disorders increased from 
4.3% to 7.8%, and diagnosed anxiety disorders increased 
from 6.0% to 12.9%. A population-based repeated cross-
sectional study of hospitalization rates in young adults in 
Ontario from 2003 to 2017 demonstrated that annual rates 
of hospitalization with any psychiatric disorder diagnosis 
increased over the study period by 80%, from 4.34 to 7.84 
hospitalizations per 1,000, with an 111% increase in annual 
costs (2).  Statistics Canada has recently released updated 
survey results from the Mental Health and Access Care 
Survey. That study found that the proportion of Canadians 
aged 15 years and older with a generalized anxiety disorder 
doubled from 2012 to 2022, from 2.6% to 5.2%. Similar 
increases were seen for the 12-month prevalence of major 
depressive episodes, up from 4.7% in 2012 to 7.6% in 2022. 
The largest 10-year increases were seen among young people, 
particularly young women aged 15 to 24 years, for whom the 
prevalence of generalized anxiety disorder tripled and that of 
major depressive episode doubled (3).

In response to the increasing need for mental health services 
in Canadian children and youth, in June 2022, the Canadian 
Institutes of Health Research launched the “Towards Pan-
Canadian Standards for Children and Youth Mental Health 
Services Funding Opportunity”. The focus of this funding 
opportunity was to support research to inform standards 
specific to mental health and/or substance use health services 
for children, youth, and young adults, and support knowledge 
mobilization of existing standards across various settings 
where children, youth, and/or young adults access services. 
As a part of this opportunity, our project aims to understand 
established standards for child and youth mental health care 
for anxiety, depression, obsessive compulsive disorder (OCD) 
and Tourette syndrome (TS), how these standards are used in 
practice by service providers, and what barriers exist to their 
use.  The choice of the four target conditions was based on 
the high prevalence of anxiety and depressive disorders, and 

the involvement in this project of the Tourette OCD Alberta 
Network, a patient support and advocacy group for people 
living with TS or OCD in Alberta.

The objective of this rapid review is to synthesize current 
evidence-based recommendations on diagnosis, assessment, 
and treatment of children and youth with anxiety, depression, 
OCD and TS. The findings will be used to identify the most 
appropriate evidence-based recommendations for integration 
into community-based mental health care and guide their 
implementation in the Alberta context. While we will be 
integrating the results of this work in one Canadian province, 
a synthesis of existing evidence-based recommendations of 
these mental health conditions is relevant more broadly. 

Review Question
Part A: What are the characteristics and quality of evidence-
based guidelines for diagnosis, assessment and/or treatment 
of children and youth with anxiety, depression, OCD or TS?

Part B: Do evidence-based guidelines for diagnosis, 
assessment and/or treatment of anxiety, depression, OCD, or 
TS improve health outcomes in children and youth?

Methods
The protocol for this rapid review was developed using the 
SelecTing Approaches for Rapid Reviews (STARR) decision 
tool and the Cochrane organization’s minimum standards for 
Rapid Reviews.(4,5). The protocol was published on Open 
Science Framework (https://osf.io/) prior to screening and 
selection of studies. 

Eligibility Criteria
The specific eligibility criteria for each part of the key 
question are listed in Table 1. The eligible population is 
children and youth (≤25 y) being diagnosed, assessed and/
or treated for anxiety disorder, depressive disorder, OCD, or 
TS. 

We included evidence-based guidelines providing 
recommendations for and comparative studies evaluating 
the effectiveness of implementation of evidence-based 
guideline recommendations on diagnosis, assessment and/
or treatment of anxiety, depression, OCD, or TS in children 
and youth compared to usual care. Eligible interventions are 
guideline recommendations that are able to be delivered in a 
community setting (i.e., outpatient care).
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To ensure the review findings are applicable to the Canadian 
care context, we limited eligible guidelines/studies to those 
developed/carried out in high-income countries from the 
Organization for Economic Cooperation and Development 
(OECD) (6). Only English language publications were 
eligible.

Information Sources and Search Strategy
The search strategies were developed with an experienced 
medical information specialist (see Supplement 1 for all final 
searches). Searches were carried out on April 4, 2023 in 
MEDLINE, Cochrane CENTRAL (which includes several 
trial registries including ClinicalTrials.gov, the International 
Traditional Medicine Clinical Trial Registry [ISRCTN], 
and the Australia New Zealand Clinical Trials Registry 
[ANZCTR]), and APA PsycInfo. We chose not to search 
Embase for this rapid review because of its high degree of 
overlap with MEDLINE and large number of abstract and 
conference records, which were not eligible for this review. 
Geographic filters were applied to the search to limit results 
to high-income OECD countries, which are most applicable 
to the Canadian care context. One reviewer manually 
screened reference lists and citations of included studies for 
relevant publications that may not have been found by our 
search. 

Part A
We utilized existing systematic reviews to identify eligible 
guidelines for Part A of this review. An initial search combined 
the concept of “practice guidelines” with concepts for each 
of the conditions of interest (anxiety disorders, depression, 
OCD, TS) and systematic reviews. The included studies’ lists 
of relevant, comprehensive systematic reviews (i.e., searched 
≥2 databases including MEDLINE plus ≥3 grey-literature 
sources) were screened for eligible guidelines published 
since 2015. We then ran additional database searches using 
the above concepts, minus “systematic review”, to identify 
additional and/or more recent relevant guidelines. This 
second search for Part A was limited to records from 2015 
onwards and ran in conjunction with the search for Part B (see 
below). Additionally, we searched the websites/repositories 
of well-known international clinical guideline development 
organizations. For all eligible guidelines published in 2015-
2018, we also checked for a more recent version.

Part B
For Part B, we developed a search combining the concepts 
of “practice guidelines” and the conditions of interest. We 
applied study design filters to limit results to comparative 
study designs and limited the search to records published 
since 2010. Because Cochrane CENTRAL indexes several 
trial registries, and due to the expedited nature of this review, 
we did not conduct further grey literature searching for Part 
B.

Study selection and record management
Records identified through database searches were 
deduplicated in Endnote, and unique search results were 
uploaded into Covidence systematic review software (Veritas 
Health Innovation, Melbourne, Australia; www.covidence.
org). For each of title abstract screening and full-text selection 
a selection of 50 records or 5 full-text, respectively, were 
piloted for both Part A and Part B by all individuals involved 
in screening and selection until sufficient agreement (>80%) 
between reviewers was reached.

Screening of unique records followed a two-stage process. 
After sufficient agreement was reached through pilot testing, 
titles and abstracts were reviewed for potential relevance to 
the review question by one reviewer. Attempts were made 
to retrieve the full texts of all potentially relevant records, 
and retrieved full texts were assessed independently by 
two reviewers based on the prespecified eligibility criteria. 
Disagreements were resolved by consensus, with a third 
reviewer arbitrating decisions when required.

Although they were not eligible for inclusion in this review, 
relevant abstracts and editorials were flagged during 
screening and attempts were made to retrieve the guideline 
or published full text to which they referred. Because of the 
rapid nature of our review, we did not contact authors for 
clarification of methods or outcome data not reported in 
publications.

Data collection
Purpose-built data extraction forms were created in 
Covidence for each part of the question (Part A and Part B) 
in this review. Each data extraction form was piloted on n=5 
included studies by all individuals involved in extraction 
or verification. Data were extracted by one reviewer with 
results/outcome data verified by a second and disagreements 
resolved by consensus. 

http://www.covidence.org
http://www.covidence.org
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Data extracted for Part A included guideline characteristics 
(i.e., publication year, country of development, development 
organization/group, target population [age group, conditions, 
etc.], types of recommendations). Information extracted 
for Part B included: publication year, country, population 
characteristics, guideline details, comparator details, and 
relevant health outcomes. 

Quality assessment
For Part A, we assessed the quality of the eligible guidelines 
using the Appraisal of Guidelines for Research and Evaluation 
II (AGREE II) tool (7), which assesses the methodological 
rigour and transparency in which a guideline is developed. 
The AGREE II tool involves rating the guideline based on 
six domains: scope and purpose; stakeholder involvement; 
rigour of development; clarity of presentation; applicability; 
and editorial independence. The overall quality of the 
guideline is then assessed on a 7-point Likert scale from 
1 (lowest possible quality) to 7 (highest possible quality). 
Guidelines were assessed by an experienced reviewer and 
verified by a second. 

For Part B, we planned to evaluate within-study risk of 
bias for each study using the Joanna Briggs Institute (JBI) 
suite of critical appraisal tools (https://jbi.global/critical-
appraisal-tools). These tools assist researchers in assessing 
the trustworthiness, relevance and results of published 
papers. We anticipated using primarily the JBI tools for 
randomized controlled trials (RCTs), cohort, and analytical 
cross-sectional studies. 

Data synthesis
We performed narrative syntheses due to the descriptive 
nature of the question for Part A, and limited number of 
included studies for Part B. Narrative synthesis refers to the 
approach that relies primarily on the use of words and text to 
summarise and explain the findings of the synthesis.

Results
After de-duplication, 3145 abstracts were obtained from 
the combined searches. 235 full text articles were retrieved 
and assessed for eligibility, with 21 articles undergoing data 
extraction and included in the review (see Figure 1 PRISMA 
diagram).  Of these 21 articles, 20 pertained to Part A of the 
rapid review and one pertained to Part B. 

Part A:
What are the characteristics and quality of evidence-based 
guidelines for diagnosis, assessment and/or treatment of 
children and youth with anxiety, depression, OCD or TS?

Of the 20 evidence-based guidelines included in this rapid 
review, five addressed anxiety disorders, nine addressed 
depressive disorders, one addressed OCD, four addressed 
TS, and one addressed standard outcome measures for child 
and youth anxiety, depression, and OCD. See Tables 2-5 for 
a list of the guidelines, their developers, methodology and 
main areas covered.; AGREE II domain ratings and overall 
scores are available in Supplement 2. 

Anxiety Disorders (Table 2)
Of the five guidelines addressing anxiety disorders, the 
Royal Australian and New Zealand College of Psychiatrists 
(RANZCP) guidelines (8) provide recommendations on 
treating anxiety with a focus on adults, and two specific 
recommendations for children and adolescents.  Overall 
guideline quality is high (6/7). A framework for assessment 
and diagnosis of anxiety disorders is provided, but specific 
recommendations are not made. The Canadian Pediatric 
Society (CPS) published two guidelines on anxiety disorders 
in children, one on assessment (9) and one on treatment 
(10). Overall guideline quality was rated as low (2/7), 
mainly due to the lack of details provided by the CPS on 
the rigour of development, both in the guideline document 
and on their website. The World Federation of Societies of 
Biological Psychiatry (WFSBP) guidelines (11) provide 
recommendations for treating anxiety disorders in people of 
all ages, with six specific recommendations for children and 
adolescents. Overall quality was rated as 5/7. The American 
Academy of Child and Adolescent Psychiatry (AACAP) 
guidelines (12) on assessment and treatment of anxiety 
were very rigorously developed, with the systematic review 
performed in collaboration with the Agency for Healthcare 
Research and Quality. It received the highest overall quality 
rating of 7/7. Two recommedations and two suggestions are 
provided on the treatment of anxiety, while the assessment and 
diagnosis of anxiety are discussed at length without formal 
recommendation or suggestion statements. Both cognitive 
behavioural therapy (CBT) and selective serotonin reuptake 
inhibitors (SSRIs) receive recommendations for use, without 
mention of prioritizing one treatment over the other within 
the recommendation text, although the strength of evidence 
ratings was moderate for SSRIs and low for CBT. Combination 
treatment with CBT and SSRIs is suggested for anxiety, as is 

https://jbi.global/critical-appraisal-tools
https://jbi.global/critical-appraisal-tools
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Figure 1 PRISMA Flow Diagram 
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use of selective norepinephrine reuptake inhibitors (SNRIs). 
In the concluding paragraph of the guideline, the authors state 
that CBT may be considered to be the first line treatment 
for anxiety in children and adolescents, particularly for 
mild to moderate presentations, with SSRI (and possibly 
SNRIs) medication an alterative treatment consideration, 
particularly for more severe presentations or when CBT is 
not available. The CPS and RANZCP guidelines both clearly 
recommend psychological therapies as first line treatment, 
while the WFBSP state that despite sufficient evidence for 
treatment with antidepressants, some clinicians think it may 
be preferable to reserve pharmacological treatments only for 
patients who do not respond to psychotherapeutic approaches. 
Both the CPS and WFBSP guidelines recommend SSRIs as 
first line pharmacotherapy, while the RANZCP state that 
specialist advice should be obtained prior to prescribing 
any medication.  Specialist advice prior to prescribing 
medication was recommended in RANZCP based on their 
assessment that there is a lack of high quality, replicated 
research evidence on side effects and withdrawal risks in this 
area, and evidence that some medications may be associated 
with heightened risk for suicidal ideation and parasuicidal 
behaviour when used to treat depression in children.

Depressive Disorders (Table 3)
There are nine guidelines on assessment and/or treatment 
of depression in youth. The NICE 2019 guideline on 
identification and management of depression in children and 
young people provides detailed recommendations aiming 
to improve recognition and assessment of depression and 
promote effective treatments for mild and moderate to severe 
depression. The first section of the guideline, titled “Care 
of all children and young people with depression” provides 
general recommendations on assessment and coordination 
of care, organization of care, providing information, and 
cultural competence. Recommendations are then provided 
on detection, risk profiling and referral, managing mild 
depression, and managing moderate to severe depression, 
using a stepped care model. Watchful waiting for two weeks 
is recommended for children and adolescents diagnosed with 
mild depression who do not want an intervention or who in 
the opinion of the healthcare professional may recover with 
no intervention, with CBT, interpersonal psychotherapy, and 
non-directive supportive therapy recommended for patients 
whose symptoms persist. Digital CBT is listed as a potential 
psychotherapy choice in patients with mild depression. For 
the treatment of moderate to severe depression, psychological 
therapies are recommended first line, with combined therapy 

(fluoxetine and psychological therapy) recommended as an 
alternative to psychological therapy followed by combined 
therapy. Antidepressants are not recommended except in 
combination with psychological therapy and should only 
be prescribed following assessment and diagnosis by a 
child psychiatrist with appropriate monitoring for adverse 
drug reactions and suicidal behaviours. Recommendations 
are made on the use of other antidepressants, appropriate 
length of treatment (six months after remission), treatment 
of psychotic depression, and inpatient care. Methodological 
rigour of the guideline was excellent, with the overall 
guideline quality rated at 6/7. 

The RANZCP guidelines (13) provide recommendations on 
assessment and treatment of depression at all ages, with six 
specific recommendations for children and youth. Active 
monitoring is recommended for mild depression, while 
moderate to severe depression should be managed with 
fluoxetine and/or psychological interventions. The RANZCP 
also received an overall guideline quality rating of 6/7.  

The Canadian Network for Mood and Anxiety Treatments 
(CANMAT) guidelines (14) (overall quality rating 5/7) 
offer recommendations which are consistent with NICE and 
RANZCP. First line treatment with CBT or Interpersonal 
Therapy  (IPT) is recommended, followed by fluoxetine. 
Recommendations are made for second line treatment options 
for pharmacotherapy, monitoring of pharmacotherapy, 
and length of treatment. The American Psychological 
Association (APA) guidelines (15) also recommend initial 
treatment for adolescents with depression with CBT or 
IPT, and fluoxetine as a first line medication. The British 
Association for Psychopharmacology (BAP) guidelines 
(16) similarly recommend CBT or IPT for children and 
adolescents not responding to initial structured supportive 
treatment, and SSRIs as the preferred agents in this age 
group. The WFBSP produced guidelines for maintenance 
treatment of major depressive disorders (17), and while 
developers state guidelines are targeted at adults and to 
a lesser extent children, adolescents and older adults, no 
specific recommendations on maintenance phase treatment 
in children or adolescents are provided. 

The American Academy of Pediatrics produced two 
guidelines for adolescent depression in primary care 
(GLAD-PC), Part I on practice preparation, identification, 
assessment and initial management (18), and Part II on 
treatment and ongoing management (19). In Part I, specific 
recommendations are provided regarding assessment 
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procedures, provision of psychoeducation about depression 
and treatment options, setting specific treatment goals, and 
establishing a safety plan. In Part II, it is recommended 
that clinicians should consider a period of active support 
and monitoring before starting evidence-based treatment 
in cases of mild depression, with 6 to 8 weeks of biweekly 
visits.  This is based on evidence that many patients respond 
to nondirective supportive therapy and regular symptom 
monitoring. Active support and monitoring can include 
psychoeducation, supportive counselling, facilitating 
parental and patient self management, referral for peer 
support, and regular monitoring of depressive symptoms and 
suicidality. In patients with moderate to severe depression, 
clinicians should recommend treatment, with scientifically 
tested and proven treatments such as CBT, IPT and SSRIs. 
The choice of which treatment to initiate should be made with 
the patient and family, taking into account their preferences 
and treatment availability, and according to the severity of the 
disease, risk of suicide and existence of comorbid conditions. 
Recommendations are provided on monitoring for adverse 
effects of SSRI treatment, and treatment outcomes, as well as 
when mental health consultation should be considered. These 
guidelines were rigorously developed, with wide stakeholder 
input, and received the highest recommendation for use (7/7), 
along with the AACAP guidelines. 

The AACAP guidelines are the most recent guidelines to be 
published (in 2023) (20), and used a methodologically rigorous 
process to develop suggestions or recommendations for 
treatment of major depressive disorder (MDD) and persistent 
depressive disorder (PDD). These were based on a systematic 
review of the literature and following a structured process 
to rate the strength of evidence and come to consensus on 
statements.  Four suggestions on the treatment of MDD and 
PDD are made, while assessment of depression is discussed 
at length without formal suggestion or recommendation 
statements.  AACAP suggests that CBT and IPT could be 
offered for MDD or PDD, based on insufficient evidence. 
SSRIs (preferably fluoxetine and NOT paroxetine) are also 
suggested for MDD (also based on insufficient evidence), 
but no recommendations or suggestions are provided on 
preferential sequencing of psychological therapies and SSRIs 
due to insufficient information to draw conclusions from 
the systematic review.  AACAP suggests that combination 
treatment with CBT plus fluoxetine could be offered 
for MDD based on insufficient evidence, and suggests 
continued fluoxetine alone or CBT plus continued fluoxetine 
to prevent relapse/recurrence of MDD. In their conclusion, 

AACAP states that there is an urgent need for research on 
the safety and effectiveness of telepsychiatry, Web and 
telephone application-based adaptations of psychotherapy, 
trained mid-level practitioner and lay-delivered treatments, 
and collaborative care, given the severe shortage of child and 
adolescent trained behavioural health specialists. 

OCD (Table 4)
The WFBSP guidelines (21) provide recommendations on 
pharmacotherapy and psychological therapies for children 
and adolescents with OCD.  Fluvoxamine, fluoxetine, 
and sertraline are recommended as first line drug 
treatments (strong evidence, strong recommendation for 
the intervention), while clomipramine is recommended as 
effective (strong evidence, limited recommendation for the 
intervention). CBT is recommended as more effective than 
waitlist and pill placebo, and as effective as sertraline (strong 
evidence, strong recommendation for the intervention), 
and the combination of exposure response prevention 
and medication is recommended as more effective than 
medication alone (strong evidence, strong recommendation 
for the intervention). The guideline received an overall 
quality rating of 4, due to lower ratings on scope and purpose, 
applicability, and editorial independence. 

Tourette syndrome (Table 4)
The American Academy of Neurology (AAN) guidelines (22) 
provide recommendations on counselling, psychoeducation, 
assessment, behavioural therapy, medications, cannabis, and 
deep brain stimulation for children and adults with TS and 
chronic tic disorders in a single document, while the European 
Society for the Study of Tourette Syndrome (ESSTS) provides 
recommendations in similar content areas divided into 
separate guideline papers (23, 24, 25). Recommendations 
regarding the treatment of TS with behavioural therapies and 
medications are similar between the two organizations, with 
both the AAN and ESSTS recommending first line treatment 
with behavioural therapies. Recommended medications 
in both guidelines include antipsychotics, alpha agonists, 
topiramate, cannabis, and botulinum toxin injections, with 
specific recommendations on drug safety and monitoring 
procedures. The AAN guidelines received a higher overall 
quality rating mainly due to rigour of development and 
clarity of presentation, with much easier identification 
of specific evidence-based recommendations and their 
rationale provided. The ESSTS guideline on assessment of 
TS provides more in-depth recommendations than the AAN 
guideline on the clinical interview and examination, use of 
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rating scales, assessment of tics, comorbid conditions, and 
quality of life, although recommendations are distributed 
throughout the text and the level of evidence and strength of 
recommendation are not provided for most recommendations. 

Standard Outcome Measures for Anxiety, Depression, 
and OCD (Table 5)
The International Consortium for Health Outcomes 
Measurement (ICHOM) consensus guidelines (26) on a 
standard set of outcome measures for child and youth anxiety, 
depression, OCD, and post-traumatic stress disorder provide 
recommendations on the use of outcome measures, case-mix 
factors, and assessment timelines for children and youth with 
anxiety, depression, and OCD. These guidelines received the 
highest possible rating for overall quality.  Recommendations 
are made for the use of the Revised Children’s Anxiety 
and Depression Scale (RCADS-25) to assess symptoms 
of anxiety and depression, and the 21 item Obsessive 
Compulsive Inventory for Children (OCI-CV) to assess 
symptoms of OCD. Recommendations are made for a set of 
case-mix factors which should be assessed by all healthcare 
professionals providing relevant care, including demographic, 
clinical and complexity factors, and intervention variables. A 
timeline for data collection is provided, with outcomes and 
case-mix factors assessed at baseline, and outcomes assessed 
every three months during the active intervention period and 
one year following the end of the intervention or transition 
to another setting. Recommendations are also provided on 
assessment of functioning.

Part B: 
Do evidence-based guidelines for diagnosis, assessment and/
or treatment of anxiety, depression, OCD, or TS improve 
health outcomes in children and youth?

Only one research study published between 2010 and 2023 
addressed Part B of this rapid review.  

Wells et al. studied the effect of “appropriate treatment”, 
defined as treatment that approximates guideline standards, 
on clinical outcomes for depressed youth participating in 
the Youth Partners in Care Study (YPIC) (27). The authors 
conducted an observational analysis, using data from YPIC, 
which was a multisite RCT in primary care comparing the 
effectiveness of a quality improvement intervention for 
depressed youth, with enhanced usual care. Six practices from 
five organizations in the USA were purposively selected to 
include public sector, managed care, and academic primary 

care practices, with randomization stratified by site. Fifty-
two primary care providers enrolled at participating clinics. 
Consecutive patients aged 13–21 years seen by enrolled 
providers were recruited. Youth were eligible if they met 
either of the two criteria: (1) endorsed one or more ‘‘stem 
items’’ for major depressive or dysthymic disorder from the 
12-month Composite International Diagnostic Interview as 
modified for diagnostic criteria for adolescents, plus had 
a Center for Epidemiological Studies-Depression Scale 
(CES-D) of 16 or greater; or (2) a CES-D score of 24 or 
greater. YPIC formulated an indicator of probable appropriate 
treatment for depressed youths: (1) use of any SSRI or 
venlafaxine or bupropion (following the Texas Children’s 
Medication Algorithm project guideline recommendations); 
or (2) having 6 or more specialty counseling visits, during 
6 months of follow-up. Of the 342 study participants, the 
mean age of was 17.0 years, and 77.5% were female. At 6 
months, youth receiving ‘‘appropriate treatment,’’ compared 
with others, were significantly less likely to have severe 
depression (10.9% vs. 45.2%, p < 0.0001). Similar findings 
were observed among youths with depressive disorders and 
subsyndromal depressive symptoms, and among Latino and 
other youth.

Discussion
Twenty guidelines have been published since 2015 that 
provide evidence-based recommendations on the assessment 
and treatment of anxiety, depression, OCD and TS.   Overall, 
there is adequate research evidence across conditions to 
provide evidence-based recommendations to guide clinicians, 
although an up to date guideline focused specifically on OCD 
in children and youth would fill an important gap.  There 
was reasonable consistency in recommendations between 
guidelines , especially for the management of anxiety disorders 
and TS, where psychological therapies were recommended 
as first line. For depression, some minor differences were 
noted in recommendations for the management of moderate 
to severe depression, with psychological therapies or 
SSRIs recommended first-line in the RANZCP, AAP and 
AACAP guidelines, whereas the NICE, APA, BPA and 
CANMAT guidelines prioritize psychological therapies. 
While there is only one guideline for OCD in children 
and youth published since 2015, the recommendations are 
consistent with previous guidelines from the American 
Academy of Child and Adolescent Psychiatry published in 
2012 (28), which prioritize psychological therapies in mild 
to moderate OCD, and the combination of psychological 
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therapies with medication in moderate to severe OCD. While 
the WFSBP guidelines do not state the sequence in which 
psychological therapies or medications should be used for 
OCD, both interventions received identical recommendation 
grades based on the same level of evidence. The published 
guidelines provide varying levels of detail on assessment 
and treatment, with the NICE guidelines on depression 
providing in-depth recommendations regarding care models 
and service provision. All guidelines on depression discuss 
the importance of regular monitoring of adverse effects of 
SSRIs, with specific discussion of monitoring for suicidality.

Psychological therapies are strongly supported by research 
evidence for all four of our target conditions, and are 
considered first line for treatment of anxiety and TS, and 
in combination with medication for moderate to severe 
depression or OCD. However, in our Canadian context, the 
availability of psychological therapies is limited, even in 
regional centres, but especially in rural areas. In contrast 
to physicians, who can be accessed freely by all Canadians, 
psychologists are only publicly funded through institutional 
programs. Patients therefore need to be referred to and 
accepted at such programs to access psychological therapies. 
This means psychological therapies are only widely available 
to those with private health insurance or who can afford to 
pay, leading to a systemic inequity in healthcare access. If 
adequate and equitable service provision for the treatment 
of child and youth mental health conditions is a priority for 
decision makers, it is essential for the healthcare system 
to invest in and fund appropriately trained mental health 
therapists, who are able to deliver interventions with fidelity 
to established treatment protocols. Several organizations have 
called for greater access to psychotherapies for Canadians, 
including the Mental Health Commission of Canada (29), and 
the L’Institut National d’Excellence en Sante et en Services 
Sociaux (30). 

The success of psychological treatments are also highly 
dependent on the engagement of youth and their families 
in these therapeutic methods. Psychological treatments are 
time intensive – children and youth require parental support 
to get to appointments and the recommended strategies 
require regular practice. For example, the Comprehensive 
Behavioural Intervention for Tics requires children and 
youth to spend time daily attending to their urges to tic 
and using competing responses; Exposure and Response 
Prevention for OCD often requires parents to modify their 
participation in or reaction to their children’s obsessions 
and compulsions. Qualitative research with adolescents and 

parents with anxiety, OCD and depression has shown that 
while they generally have positive perceptions of CBT, they 
had insufficient knowledge and unclear expectations of what 
CBT involve and the role of parents and family in treatment 
(31). Early discussion with patients and families is needed 
across disorders regarding treatment expectations and the 
importance of active engagement of both child and parent.

Based on the increasing prevalence of anxiety and depressive 
disorders demonstrated in young people in Canada, there 
is an increasing need for family physicians to develop 
adequate skills in both assessment and treatment. The 
diagnosis and treatment of anxiety and depressive disorders 
with psychological therapies and medications are listed as 
priority topics in the Assessment Objectives for Certification 
in Family Medicine by the College of Family Physicians of 
Canada, which describes the essential skills and observable 
competencies that are expected from family medicine 
residents at the end of their training (32). Ensuring that 
Canadian physicians have access to appropriate continuing 
professional development opportunities in evidence-based 
care of anxiety and depression in people of all ages is 
essential. 

There is almost no research on the impact of following 
evidence-based guideline recommendations on patient 
outcomes in children and youth with anxiety, depression, 
OCD and TS, or if the publication of guidelines impact 
the type of care that is provided to patients. This is likely 
due to the complexity of measuring such things at a system 
level. A systematic review and meta-analysis of guideline 
implementation studies in adults with schizophrenia, unipolar 
and bipolar affective disorders, and severe depression found 
only 19 studies published up to 2015, with the majority 
conducted in in-patient settings (33). Only a few studies 
showed a positive effect of guideline implementation on 
provider performance or patient outcomes. Meta-analysis of 
studies did not suggest that efforts to implement guidelines 
modified healthcare provider adherence to clinical practice 
guidelines. However, there was a small positive effect 
on patients’ clinical condition and satisfaction with care. 
There is a critical need to develop and evaluate guideline 
implementation strategies. Given that guidelines, when 
rigously developed, provide the best recommendations for 
care, it is essential to understand how to influence provider 
behaviour such that the recommendations are implemented 
in practice to optimize health outcomes.
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We followed established rapid review methods to identify 
and synthesize literature relevant to our needs of supporting 
community-based mental health care across our province. 
While we restricted the dates of the search, this review 
provides a synthesis of recent evidence-based guidelines for 
the assessment and treatment of anxiety, depression, OCD 
and TS in children and youth; moreover, older guidelines may 
be less relevant to current clinical practice. Our search was 
restricted to OECD countries, however, we found guidelines 
from a variety of countries as well as guidelines developed 
by international organizations. We trust that our synthesis, 
including the assessment of the quality of these guidelines, 
will be helpful to other jurisdictions around the world. We 
may have missed studies evaluating whether evidence-based 
guidelines improve health outcomes; however, we anticipate 
there would have been few based on previous reviews focused 
on adults and would not have changed our conclusions in a 
substantive way. We conducted pilot testing at all stages of 
the review and involved individuals with extensive clinical 
and methodological expertise to produce a rigorous synthesis.

In conclusion, existing current evidence-based guidelines 
on anxiety, depression, OCD, and TS provide an overall 
consistent message on assessment and treatment, with 
prioritization of psychological therapies for children and 
adolescents with these conditions. Research on the impact 
of evidence-based recommendations on the care provided 
and real-world patient outcomes is much needed in child and 
youth mental health conditions. 
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Table 1. Eligibility criteria for included studies

Inclusion criteria Exclusion criteria

Population Children and youth ≤25 years old in the general population meeting 
the Diagnostic and Statistical Manual of Mental Disorders 5th version 
(DSM-5) criteria and being assessed/treated for one or more anxiety 
disorders, depressive disorders, obsessive compulsive disorder 
(OCD), or tic disorders such as Tourette Syndrome (TS).

For Part A: We will include guidelines reporting on adults that have 
recommendations intended for adults 18-25 years of age.

Focus on (i.e., ≥80% of recruited population):
•	 Specific sub-populations with non-mental health 

comorbidities (e.g., cancer, diabetes)
•	 Pregnant/breast feeding individuals
•	 Older adults (≥65 years)

Intervention For Part A: Evidence-based practice guidelines for the diagnosis, 
assessment and/or treatment of anxiety, depression, OCD, or TS in 
children and youth in community/outpatient settings.

For Part B: Implementation of or care delivered according to guide-
lines eligible for part A. 

For this purposes of this review, evidence-based practice guidelines 
are defined as actionable statements about the choice between 
two or more management options (including no action), determined 
through an evidence synthesis (with structured searches and 
pre-defined eligibility criteria) and explicit development and formal 
consensus processes. (Pottie et al 2022, https://doi.org/10.1016/j.
jclinepi.2022.04.012). Practice guidelines may be reported in any 
number of publication types, as detailed below.

Guidelines not intended for outpatient/community implementa-
tion, such as:

•	 Interventions intended for inpatient care, residential care, 
or non-healthcare settings (e.g., workplaces)

•	 Interventions not feasible for delivery in outpatient/
community care (e.g., electroshock therapy, transcranial 
magnetic stimulation, surgical treatments)

Guidelines with a focus on:
•	 Prevention and/or screening 
•	 Natural products (e.g., herbal medicines, nutraceuticals, 

homeopathy)

Comparator For Part A: Not applicable

For Part B: Non-guideline care. E.g.,
“Usual care” 
Pre-guideline standard care 
Non-concordance or non-adherence to guideline

For Part A: Not applicable

For Part B: 
No comparator
Comparisons between two guidelines

Outcomes For Part A: Descriptive characteristics; quality as assessed by 
Appraisal of Guidelines for Research and Evaluation II (AGREE II) 
instrument

For Part B: Health outcomes
Patient, parent, or provider reported symptoms measured using 
validated scales with composite scores:

•	 Symptoms of anxiety, depression, OCD, or TS using validated 
tools

•	 Suicidal thoughts and behaviour
•	 Functioning (global and condition-specific)
•	 Health-related quality of life (HRQOL)
•	 Pain

Mental health-related healthcare resource utilization. E.g., 
•	 Emergency department presentations, hospitalizations, 

pharmacological or psychological treatments etc.

Setting Community care settings, defined as any outpatient or ambulatory 
care setting including specialist outpatient clinics or day-treatment 
centres

Residential care settings
Inpatient care settings

Geographic region High-income OECD-member countries. Low-income and/or non-OECD member countries.

https://doi.org/10.1016/j.jclinepi.2022.04.012
https://doi.org/10.1016/j.jclinepi.2022.04.012
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Study Design Part A: Guideline/recommendation development utilizing both: 
1) an evidence synthesis (e.g. one or more systematic or rapid 
reviews) and 
2) an explicit development and consensus process. (Pottie et al 
2022, https://doi.org/10.1016/j.jclinepi.2022.04.012) 

Part B: Comparative studies including:
•	 randomized controlled trials
•	 non/quasi-randomized controlled trials (investigators allocated 

participants to the different groups that are being compared 
using a method that is not random)

•	 observational studies using a comparator 
•	 controlled before/after
•	 interrupted time series (with a clearly defined point in time 

when the intervention occurred; minimum 3 timepoints before 
and after)

•	 repeated measures study (within person across time)
•	 cohort studies (retrospective, prospective, non-concurrent)
•	 uncontrolled before/after
•	 case-control

Case series/reports

Publication type Part A: Publications reporting evidence-based practice guidelines as 
defined above, such as clinical practice guidelines, practice parame-
ters, position or consensus statements, etc.

Part B: Peer-reviewed journal articles, non-reviewed pre-prints.

Abstracts and conference proceedings are not eligible but if relevant 
will be flagged and we will attempt to locate a published full-text. 
Similarly, editorials, endorsement statements, etc. about specific 
guidelines will also be flagged and attempts made to retrieve the 
referenced guideline.

Abstracts
Editorials
Letters

Publication date Part A: 2015 or later

Part B: 2010 or later

Publication lan-
guage

English Any language other than English

https://doi.org/10.1016/j.jclinepi.2022.04.012
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Table 2 Guidelines on Assessment and/or Treatment of Anxiety, 2015 to 2023

Guideline Lead Author, Date, 
Developer, Country

Condition, age 
range Methodology Types of 

Recommendations

Royal Australian and New 
Zealand College of Psychiatrists 
clinical practice guidelines for 
the treatment of panic disorder, 
social anxiety disorder and gen-
eralised anxiety disorder

Andrews
2018
Royal Australia and 
New Zealand College of 
Psychiatrists
Australia and New 
Zealand

Anxiety disorders
Main target is adults 
aged 18-65, but evi-
dence for children and 
adolescents included 
where available.

Used relevant systematic reviews 
and meta-analyses of clinical trials 
and grey literature search. Evi-
dence-based and consensus-based 
recommendations were formulated by 
synthesising the evidence from effica-
cy studies, considering effectiveness 
in routine practice, accessibility and 
availability of treatment options in 
Australia and New Zealand, fidelity, 
acceptability to patients, safety, and 
costs. 

Recommendations on psy-
choeducation, counseling 
on lifestyle factors, CBT 
and medication for gen-
eralized anxiety disorder 
are made for the general 
population, with two specific 
recommendations made for 
children and adolescents. 

Canadian Pediatric Society 
Position Statement, Anxiety 
in children and youth: Part 1 - 
Diagnosis

Klein 
2023
Canadian Pediatric 
Society
Canada

Anxiety disorders
Children and youth

Specific methodological details about 
the literature review and process of 
formulating recommendations is not 
provided in the position statement 
article.  The CPS website states that 
position statements are written and 
reviewed by expert CPS committees 
and approved by the Board of Di-
rectors. They involve a review of the 
available medical literature, recog-
nizing that in some cases, a position 
statement is required for an issue 
where definitive data are lacking.

Recommendations are 
provided on how to assess 
for anxiety symptoms in 
children and adolescents, 
including history taking, 
observation and use of 
screening questionnaires. 

Canadian Pediatric Society 
Position Statement, Anxiety in 
children and youth: Part 2 – The 
management of anxiety disorders

Bobbit
2023
Canadian Pediatric 
Society
Canada

Anxiety disorders
Children and youth

Specific methodological details about 
the literature review and process of 
formulating recommendations is not 
provided in the position statement 
article.  The CPS website states that 
position statements are written and 
reviewed by expert CPS committees 
and approved by the Board of Di-
rectors. They involve a review of the 
available medical literature, recog-
nizing that in some cases, a position 
statement is required for an issue 
where definitive data are lacking.

Recommendations are 
provided on communication 
with schools and mental 
health care providers, 
use of psychotherapy, 
medication, and on-going 
monitoring. 

World Federation of Societies of 
Biological Psychiatry (WFSBP) 
guidelines for treatment of 
anxiety, obsessive-compulsive 
and posttraumatic stress disor-
ders - Version 3. Part I: Anxiety 
disorders

Bandelow 
2023
World Federation of 
Societies of Biological 
Psychiatry

Anxiety disorders
All ages included, with 
specific recommenda-
tions made for children 
and youth. 

The recommendations in this guide-
line were developed by experts from 
several countries. The guideline is 
based on evidence from randomised 
controlled trials. A system for defining 
levels of evidence and recommenda-
tion grades is used. When there were 
conflicting opinions among the Task 
Force members regarding decisions 
about recommendation grades, the 
decision was put to a vote.

Recommendations are pro-
vided on pharmacotherapy 
and cognitive behavioural 
therapy for children and 
youth with generalized 
anxiety disorder. 
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American Academy of Child 
and Adolescent Psychiatry 
Clinical Practice Guideline for 
the Assessment and Treatment 
of Children and Adolescents with 
Anxiety Disorders

Walter 
2020
American Academy of 
Child and Adolescent 
Psychiatry
USA

Anxiety disorders – 
separation anxiety, 
generalized anxiety, 
social anxiety, panic 
and specific phobia, 
ages 6 to 18 years.

Guideline was developed by the 
Committee on Quality Issues in 
accordance with standards of the 
Institute of Medicine and AGREE 
consortium. Systematic review of 
the evidence was performed by the 
Mayo Clinic Evidence-Based Practice 
Center. Strength of evidence was 
measured for each outcome and 
comparison by a consensus process, 
with ratings based on study type, 
risk of bias, precision, directness, 
consistency and publication bias. 
Recommendation strength was based 
on strength of evidence, balance of 
benefits and harms.

Recommendations are 
provided on cognitive 
behavioural therapy (CBT), 
SSRIs, combined CBT and 
SSRIs,  and SNRIs in chil-
dren and youth. Information 
on assessment of anxiety 
in children and adolescents 
is provided without graded 
recommendations. 
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Table 3 Guidelines on Assessment and/or Treatment of Depression, 2015 to 2023

Guideline Lead Author, Date, 
Developer, Country Condition, age range Methodology Types of 

Recommendations

The 2020 Royal Australian 
and New Zealand College of 
Psychiatrists clinical practice 
guidelines for mood disorders

Malhi 
2021
Royal Australia and New 
Zealand College of Psychi-
atrists
Australia and New Zealand

Mood disorders
All ages included, with 
specific recommendations 
made for children and 
youth

Evidence review performed by 
members of the Mood Disorders 
Committee (MDC). Two formal 
rounds of external consultation 
and review were undertaken 
with relevant experts, clinicians 
and consumers. Levels of 
evidence were assigned and 
adapted from the Australian 
National Health and Medical Re-
search Council (NHMRC). Evi-
dence-based recommendations 
(EBRs) were formulated when 
there was sufficient consistent 
evidence from intervention 
studies to support a recommen-
dation. For each EBR, strength 
of evidence was rated using the 
NHMRC levels of evidence and 
is graded EBR I, II, III, or IV. 
Consensus based recommen-
dations (CBR) were formulated 
when: (i) the existing interven-
tion evidence base was absent, 
ambiguous, or of doubtful 
clinical impact in the Australian 
and New Zealand context; and 
(ii) the MDC reached consen-
sus on the clinical utility of the 
recommendation.

Recommendations are 
provided on assessment, 
treatment planning, and 
monitoring children and 
youth with major depressive 
disorder.  Recommenda-
tions on pharmacotherapy 
and psychological interven-
tions are provided. 

World Federation of Societies 
of Biological Psychiatry (WFS-
BP) Guidelines for Biolog-
ical Treatment of Unipolar 
Depressive Disorders. Part 
2: Maintenance Treatment of 
Major Depressive Disor-
der-Update 2015

Bauer 
2015
World Federation of Socie-
ties of Biological Psychiatry 
(WFSBP)

Maintenance treatment of 
major depressive disorder
Adults, and to a lesser ex-
tent, children, adolescents 
and older adults

Evidence reviewed from 
several systematic reviews and 
evidence-base guidelines. The 
evidence was summarized and 
categorized to reflect its suscep-
tibility to bias. Each treatment 
was evaluated based upon the 
strength of evidence for its effi-
cacy, safety, and feasibility. Daily 
treatment costs were not taken 
into consideration. Recommen-
dations were derived from the 
category of evidence for efficacy 
and from additional aspects 
such as safety, tolerability, and 
interaction potential. Recom-
mendations were developed 
by the authors and arrived at 
by consensus with the WFSBP 
Task Force, consisting of 56 
international researchers and 
clinicians. In case it was not 
possible to reach a consensus 
within the Task Force on a 
particular issue, the chairman 
and co-chairmen had to make a 
final decision.

No specific recommen-
dations on maintenance 
phase treatment of major 
depressive disorders in 
children or adolescents are 
provided. 
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NICE Depression in children 
and young people: identifica-
tion and management

NICE 
2019
National Institute for Health 
and Care Excellence
United Kingdom

Depression
Children and youth, age 
5 to 18

The NICE methodology involves 
assembly of a guideline panel 
and systematic review of the 
evidence. The GRADE process 
for formulating recommenda-
tions is performed by the panel 
using a consensus process. 
As soon as the committee 
has discussed the evidence, 
they draft recommendations. 
They decide what action to 
recommend and keep in mind 
which sectors should act on the 
recommendations. The record 
of the committee’s discussion 
explains how they moved from 
the evidence to each recom-
mendation, and documents 
how any issues influenced their 
decision-making. In line with the 
GRADE principles on ‘evidence 
to decisions’, summaries of the 
discussions describe the relative 
value placed on outcomes, 
benefits and harms, resource 
use, and the overall quality of 
the evidence, as well as other 
considerations.

Recommendations are 
provided on care of all 
children and young people 
with depression, stepped 
care (step 1: detection, risk 
profiling and referral, step 2: 
recognition of depression), 
managing mild depression, 
managing moderate to 
severe depression, and 
transfer to adult services. 

Canadian Network for Mood 
and Anxiety Treatments 
(CANMAT) 2016 Clinical 
Guidelines for the Manage-
ment of Adults with Major 
Depressive Disorder: Section 
6. Special Populations: Youth, 
Women, and the Elderly

MacQueen
2016
Canadian Network for Mood 
and Anxiety Treatments 
(CANMAT)
Canada

Major depressive disorder
Children and youth up to 
18 years 

Relevant studies in English 
published were identified using 
computerized searches of 
electronic databases, inspection 
of bibliographies, and review 
of other guidelines and major 
reports. Each recommendation 
includes the level of evidence 
for each graded line of treat-
ment, using specified criteria. 
The level of evidence criteria 
reflect the primacy of meta-anal-
ysis because of its increas-
ing use in the evaluation of 
evidence. In special populations, 
consideration of harm becomes 
a more prominent concern than 
in general adult populations, 
because of the unique vulnera-
bilities of these developmental 
windows. The recommendations 
for various treatment approach-
es therefore reflect an attempt 
to balance treatment benefit 
and potential risks in a way that 
is acceptable to clinicians and 
patients.

Recommendations are 
provided on assessment of 
depression, psychotherapy, 
antidepressant medication, 
monitoring and length of 
treatment, and manage-
ment of treatment resistant 
depression in children and 
adolescents. 
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Evidence-based guidelines for 
treating depressive disorders 
with antidepressants: A 
revision of the 2008 British 
Association for Psychophar-
macology guidelines

Cleare
2015
British Association for Psy-
chopharmacology
United Kingdom

Depressive disorders
Adults. Authors also con-
sidered how the guidelines 
apply in special situations 
such as depression in chil-
dren, adolescents and the 
elderly, but these are not 
comprehensive guidelines 
for these situations

A consensus meeting involved 
experts in the field of depression 
and antidepressant treatment, 
user representatives and 
medical and scientific staff from 
pharmaceutical companies. 
Presentations on key areas 
with an emphasis on systematic 
reviews and randomised con-
trolled trials (RCTs) were made, 
followed by discussion within the 
whole group about the quality 
of evidence and its implications. 
Subsequently, the main authors 
revised the previous literature 
review from 2008 to incorporate 
significant developments and 
drafted revised recommenda-
tions and their strength based 
on the level of evidence. This 
was then circulated to all partic-
ipants, user groups and other 
interested parties for feedback 
which was incorporated into the 
final version of the guidelines. 

Recommendations are 
provided on the use of psy-
chotherapy, antidepressant 
medications, exercise and 
complementary therapies in 
children and adolescents.  

Clinical Practice Guideline for 
the Treatment of Depression 
Across Three Age Cohorts

Guideline Development 
Panel for the Treatment of 
Depressive Disorders
2022
American Psychological 
Association
United States

Depressive Disorders
Three separate age cohorts 
are included: 13 to 18, 19 
to 59, 60 and over.

Treatment recommendations 
were developed for three 
separate age cohorts (13-18, 
19-59, 60 and over). Based on 
three dimensions: grounding in 
best available science, clinician 
expertise, patients’ preferences, 
culture/characteristics, values. 
Search: APA-commissioned 
“umbrella review” of systematic 
reviews and meta-analyses 
relevant to the key questions. 
Tables and grids used to sum-
marize evidence and strength. 
Recommendations formulated 
on the basis of 4 domains: over-
all strength of evidence, balance 
of benefits versus harms and 
burdens of interventions, patient 
values and preferences, and 
applicability of the evidence to 
various populations and set-
tings. Guideline recommenda-
tions could be either strong (i.e., 
“the panel recommends”) or 
conditional (i.e., “the panel sug-
gests”) in support of or against 
a particular treatment. Panel 
members reached consensus 
through discussion regarding 
the strength of recommenda-
tions, but formal votes were 
required in some cases.

Recommendations are 
provided on the use of 
psychotherapy and anti-
depressant medications in 
adolescents. 
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American Academy of Pediat-
rics Guidelines for Adolescent 
Depression in Primary Care 
(GLAD-PC): Part 1. Practice 
Preparation, Identification, 
Assessment and Initial Man-
agement

Zuckerbrot
2018
American Academy of 
Pediatrics
United States

Youth 10 to 21 years Using a combination of evi-
dence and consensus based 
methodologies, guidelines 
were developed by an expert 
steering committee, which 
included clinicians, youth and 
families with lived experience. 
Systematic literature review was 
conducted.  Recommendations 
were graded on the basis of the 
University of Oxford’s Centre for 
Evidence-Based Medicine grade 
of evidence system, and the 
strength of expert consensus 
among the steering group 
members that the recommended 
practice is appropriate. 

Recommendations are 
provided on practice 
preparation for primary care 
clinicians on adolescent 
depression, annual uni-
versal screening of youth 
for depressive symptoms, 
identification of depres-
sion in youth at high risk, 
assessment of depression 
using rating scales, stand-
ardized interviews and DSM 
5 criteria, psychoeducation, 
establishing links in the 
community, and making 
safety plans. 

American Academy of Pediat-
rics Guidelines for Adolescent 
Depression in Primary Care 
(GLAD-PC): Part II. Treatment 
and On-going management

Cheung
2018
American Academy of 
Pediatrics
United States

Youth 10 to 21 years Using a combination of evi-
dence and consensus based 
methodologies, guidelines 
were developed by an expert 
steering committee, which 
included clinicians, youth and 
families with lived experience. 
Systematic literature review was 
conducted.  Recommendations 
were graded on the basis of the 
University of Oxford’s Centre for 
Evidence-Based Medicine grade 
of evidence system, and the 
strength of expert consensus 
among the steering group 
members that the recommended 
practice is appropriate.

Recommendations are 
provided for primary care 
clinicians on active moni-
toring of mild depression 
in adolescents, the use 
of medication and/or psy-
chotherapy in adolescents 
with moderate to severe 
depression, monitoring of 
side effects of medication, 
consultation with and 
shared care with mental 
health specialists, tracking 
outcomes, and manage-
ment of adolescents with 
partial or no improvement 
after initial treatment. 

Clinical Practice Guideline 
for the Assessment and 
Treatment of Children and 
Adolescents with Major 
and Persistent Depressive 
Disorders

Walter
2023
American Academy of Child 
and Adolescent Psychiatry
United States 

Major depressive disorder 
(MDD) and persistent de-
pressive disorder (PDD)
Children 5 to 18

Guideline was developed by the 
Committee on Quality Issues 
in accordance with standards 
of the Institute of Medicine and 
AGREE consortium. Systematic 
review of the evidence was 
performed by the Research 
Triangle Institute International 
– University of North Carolina 
at Chapel Hill Evidence-Based 
Practice Center. Strength of ev-
idence was measured for each 
outcome and comparison by a 
consensus process, with ratings 
based on study type, risk of 
bias, precision, directness, con-
sistency and publication bias. 
Recommendation strength was 
based on strength of evidence, 
balance of benefits and harms.

Suggestions are provided 
on cognitive behavioural 
therapy (CBT), interperson-
al therapy (IPT), SSRIs, 
and combined CBT and 
SSRIs, in children and 
youth with MDD and PDD. 
Information on assessment 
of depression in children 
and adolescents is provided 
without graded recommen-
dations.
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Table 4 Guidelines on Assessment and/or Treatment of OCD or TS, 2015 to 2023

Guideline
Lead Author, 
Date, Developer, 
Country

Condition, age range Methodology Types of 
Recommendations

World Federation of Societies of 
Biological Psychiatry (WFSBP) 
guidelines for treatment of anx-
iety, obsessive-compulsive and 
posttraumatic stress disorders 
– Version 3. Part II: OCD and 
PTSD

Bandelow
2023
World Federation of 
Societies of Biological 
Psychiatry

Obsessive Compulsive 
Disorder
Children and adults

The recommendations in this guideline 
were developed by experts from 
several countries. The guideline is 
based on evidence from randomised 
controlled trials. A system for defining 
levels of evidence and recommenda-
tion grades is used. When there were 
conflicting opinions among the Task 
Force members regarding decisions 
about recommendation grades, the 
decision was put to a vote.

Recommendations are 
provided on the use 
of psychotherapy and 
medications for children 
and adolescents with 
OCD.

Practice guideline recommenda-
tions summary: Treatment of tics 
in people with Tourette syndrome 
and chronic tic disorders

Pringsheim
2019
American Academy of 
Neurology
United States

Tourette syndrome
Children and adults

The AAN guideline committee 
convened a multidisciplinary panel 
to perform a systematic review and 
develop recommendations, founded 
on the systematic review. The 
evidence-based conclusions from the 
systematic review form the foundation 
of the AAN process, but other factors 
influence the structure of recom-
mendations. The panel developed 
rationale statements that document 
the deductive logic justifying each rec-
ommendation. When there is sufficient 
evidence to support an inference for 
the use of an intervention, the devel-
opment panel assigns one of three 
recommendation designations: A, B, 
or C. Non–evidence-based factors that 
are transparently and systematically 
considered when formulating recom-
mendations include (1) the relative 
value of the benefit compared with the 
risk, (2) the feasibility of complying 
with the intervention, (3) cost, and (4) 
variation in patient preferences rela-
tive to the risks, burdens, and benefits 
of the intervention.

Recommendations are 
provided on counselling, 
psychoeducation, as-
sessment, behavioural 
therapy, medications, 
cannabis and deep 
brain stimulation for 
children and adults with 
Tourette syndrome and 
chronic tic disorders. 

European clinical guidelines for 
Tourette syndrome and other tic 
disorders—version 2.0. Part I: 
assessment

Szejko 
2022
European Society for 
the Study of Tourette 
syndrome

Tourette syndrome
Children and adults

A literature search was conducted, 
primarily aiming at detecting relevant 
research on the assessment of tics 
as well as co-existing comorbid 
conditions, and on quality of life. Rec-
ommendations on assessments for 
tics and comorbidities in patients with 
TS are mainly based on (i) previous 
guidelines, (ii) a systematic review 
published in 2017 by the Movement 
Disorder Society based on experts 
opinion classifying tic rating scales 
as “recommended”, “suggested” or 
“listed” and (iii) a survey conducted 
among European and American 
ESSTS members in 2019 asking 
about current use of rating scales for 
tics

Recommendations 
are provided on the 
clinical interview and 
examination, use of 
rating scales, assess-
ment of tics, comorbid 
conditions and quality 
of life, and assessment 
of neuropsychological 
functioning in children 
and adults with tic 
disorders. 
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European clinical guidelines for 
Tourette syndrome and other tic 
disorders—version 2.0. Part II: 
psychological interventions

Andren
2022
European Society for 
the Study of Tourette 
syndrome

Tourette syndrome
Children and adults

A systematic literature search was 
conducted to obtain original studies 
of psychological interventions for tic 
disorders, published since the initial 
European clinical guidelines were is-
sued. Relevant studies were identified 
using computerized searches of the 
MEDLINE and PsycINFO databases 
for the years 2011–2019 and a manual 
search for the years 2019–2021. 
Recommendations were developed by 
clinical consensus, however, further 
details about the process of consen-
sus are not provided.

Recommendations are 
provided on the use of 
psychoeducation and 
behavioural therapies 
for the treatment of tic 
disorders in children 
and adults. 

European clinical guidelines for 
Tourette syndrome and other tic 
disorders—version 2.0. Part III: 
pharmacological treatment

Roessner
2022
European Society for 
the Study of Tourette 
syndrome

Tourette syndrome
Children and adults

An English-language literature since 
2011 was combined with the results of 
a survey among ESSTS experts, who 
were asked about their pharmaco-
logical daily practice in children and 
adults with TS. To select relevant 
agents, we combined agents with 
at least moderate or low evidence 
according to the guidelines of the AAN 
with those mentioned in our European 
survey. References of reviews on 
specific aspects of TS were screened 
if they described treatment options for 
co-existing attention deficit hyperac-
tivity disorder (ADHD), obsessive–
compulsive disorder (OCD, autism 
and stereotypies, adverse events of 
pharmacological treatment in TS, and 
treatment resistant TS. The process of 
recommendation formulation was not 
described.

Recommendations are 
provided on the use 
of medications for the 
treatment of tic disor-
ders in children and 
adolescents. 
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Table 5 Guidelines on Assessment and/or Treatment of Multiple Conditions, 2015 to 2023

Guideline
Lead Author, 
Date, Developer, 
Country

Condition, 
age range Methodology Types of Recommendations

International consensus on 
a standard set of outcome 
measures for child and 
youth anxiety, depression, 
obsessive- compulsive 
disorder, and post-traumatic 
stress disorder

Krause
2021
The International 
Consortium for 
Health Outcomes 
Measurement

Anxiety, de-
pression, and 
OCD
Children and 
youth

The working group comprised youth with 
lived experience, parents, mental health 
practitioners, and researchers working 
within relevant disciplines. The working 
group completed a 14-month structured 
and evidence-informed consensus-building 
process. The group completed a three-round 
adapted Delphi exercise to select outcome 
domains, and participated in iterative rounds 
of anonymous voting to arrive at recommen-
dations for outcomes, measurement instru-
ments, case-mix factors, and timepoints. 
The process was informed by sequential 
research inputs done by the central project 
team. Possible outcomes and measurement 
instruments were identified through multiple 
avenues, including a systematic scoping 
review and supplemental sources and break-
out groups with service user representatives. 
Once the group reached a consensus on the 
outcomes to include, thematically relevant 
measures were systematically appraised 
to identify those most suitable for tracking 
the selected outcomes over time. Appraisal 
criteria included relevance, feasibility and 
acceptability and psychometric performance. 
The final set of measures was then selected 
via consensus through iterative rounds of 
anonymous voting. Based on the systematic 
scoping review and existing standards, the 
central project team compiled a list of possi-
ble case-mix factors, and did a rapid review 
of reviews examining predictors, mediators, 
and moderators of treatment response. The 
working group discussed this information 
and formed consensus on the case-mix 
factors to include. Similarly, the central 
project team drew on existing standards to 
present an initial proposal for measurement 
timepoints, which were discussed, refined, 
and voted on by the working group. 

Recommendations are provided on the 
use of outcome measures, case-mix 
factors, and assessment timelines for 
children and youth with anxiety, depres-
sion and OCD. 



Pringsheim et al

  J Can Acad Child Adolesc Psychiatry, 33:2, August 2024e24

Supplement 1: Search Strategies

Draft MEDLINE Search Strategy as of March 22, 2023

Database(s): Ovid MEDLINE(R) ALL 1946 to March 22, 2023

Search Strategy:

# Searches Results

1 Practice Guidelines as Topic/ 127486

2 (guideline or practice guideline or consensus development conference or consensus development conference, NIH).pt. 47414

3 (guideline* or standards or consensus* or recommendation*).ti. 188217

4 (guideline* or standards or consensus* or recommendation*).ab. /freq=3 121140

5 (practice parameter* or position statement* or policy statement* or CPG or CPGs or best practice*).ti. 18172

6 (practice parameter* or position statement* or policy statement* or CPG or CPGs or best practice*).ab. /freq=3 13392

7 (care adj2 (path or paths or pathway or pathways or map or maps or plan or plans or standard)).ti. 8595

8 (care adj2 (path or paths or pathway or pathways or map or maps or plan or plans or standard)).ab. /freq=3 4896

9 ((critical or clinical or practice) adj2 (path or paths or pathway or pathways or protocol*)).ti. 4607

10 ((critical or clinical or practice) adj2 (path or paths or pathway or pathways or protocol*)).ab. /freq=3 1133

11 (algorithm* and (pharmacotherap* or chemotherap* or chemotreatment* or therap* or treatment* or intervention*)).ti. 3638

12 (algorithm* and (pharmacotherap* or chemotherap* or chemotreatment* or therap* or treatment* or intervention*)).ab. /
freq=3 6593

13 (algorithm* and (screening or examination or test or tested or testing or assessment* or diagnosis or diagnoses or diagnosed 
or diagnosing)).ti. 4206

14 (algorithm* and (screening or examination or test or tested or testing or assessment* or diagnosis or diagnoses or diagnosed 
or diagnosing)).ab. /freq=3 12243

15 (guideline* or standards or consensus* or recommendat*).au. 10

16 (guideline* or standards or consensus* or recommendat*).ca. 1464

17 systematic review.ti,pt,kf,sh. and (practice guideline* or treatment guideline* or clinical guideline* or guideline recommenda-
tion*).ti,ab,kf. 4138

18 or/1-17 [GUIDELINES STANDARD + ABFREQ3] 408335

19 exp Anxiety Disorders/ 89391

20 ((Anxiety or Panic or Phobic) adj disorder*).ti,ab,kf. 45969

21 (Agoraphobia or Kinesiophobia or phobia*).ti,ab,kf. 13996

22 or/19-21 [ANXIETY CONCEPT] 114921
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23 Depression/ 148252

24 exp Depressive disorder/ 120921

25 (depression or dysthymi* or “depressive disorder” or depressive or “depressed mood”).ti,ab,kf. 473575

26 or/23-25 [DEPRESSION] 520759

27 Obsessive-compulsive disorder/ 16298

28 “obsessive-compulsive disorder”.ti,ab,kf. 15413

29 or/27-28 [OCD] 21584

30 Tic disorders/ 1791

31 Tourette Syndrome/ 4748

32 (“tic disorder*” or “Tourette* disorder” or “Tourette* syndrome”).ti,ab,kf. 6570

33 or/30-32 [TD] 7832

34 22 or 26 or 29 or 33 [ANX/DEP/OCD/TD] 601308

35 18 and 34 [GUIDLINES ABFREQ3 + ANX/DEP/OCD/TD] 6634

36 limit 35 to english 6036

37 limit 36 to yr=”2015 -Current” 2938

38 limit 36 to yr=”2010 -2014” 1142

39 randomized controlled trial.pt. 589094

40 clinical trial.pt. 537424

41 randomi?ed.ti,ab. 771611

42 dt.fs. 2574650

43 randomly.ti,ab. 405433

44 trial.ti,ab. 742822

45 groups.ti,ab. 2520117

46 animals/ 7250909

47 humans/ 21135614

48 46 not (46 and 47) 5070856

49 (or/39-45) not 48 5075031

50 38 and 49 [STUDY DESIGN FILTER APPLIED] 513

51 37 or 50 [KQ1A,1B] 3451
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52 (exp Geriatrics/ or exp Aged/ or Health Services for the Aged/ or Senior Centers/ or (elders or elderly or geriatric* or geron-
tolog* or “old age” or “senior citizen*” or (seniors not “high school”) or ((older or mature) adj3 (adult* or person* or people or 
patient or patients or man or men or woman or women)) or centenarian* or nonagenarian* or octogenarian* or septuagenar-
ian* or sexagenarian* or dottering or decrepit or tottering or overaged or “oldest old” or supercentenarian*).mp.) not (Adult/ 
or exp Child/ or exp infant/ or adolescent/ or exp pediatrics/ or (child or youth or teen or teens or teenager* or adolescent* or 
young adult*).mp.)

1646148

53 51 not 52 3132

54 51 not 52 [OLDER ADULT REMOVED] 3132

55 exp Canada/ 180102

56 canada.cp. 306464

57 (Alberta* or British Columbia* or Colombie Britannique* or Ile du Prince Edouard* or Labrador* or Manitoba* or New Brun-
swick* or Newfoundland* or Northwest Territories* or Nouveau Brunswick*).tw,kf,ia,in,pl. 298846

58 (Calgar* or Edmonton* or Montreal* or Ottawa* or Toronto* or Vancouver* or Winnipeg*).tw,kf,ia,in,pl. 701736

59 canad*.tw,kf,ia,in,pl. 987373

60 (Nouvelle Ecosse or Nova Scotia* or Nun?v?t or NWT* or Ontario* or Prince Edward Island* or PEI* or Quebec* or Sas-
katchewan* or Terre Neuve* or Territoires du Nord Ouest or Yukon*).tw,kf,ia,in,pl. 599447

61 or/55-60 [Canadian geographic filter] 1477388

62 canada/ or exp united states/ or europe/ or austria/ or belgium/ or exp france/ or exp germany/ or exp united kingdom/ or 
exp italy/ or spain/ or netherlands/ or exp “scandinavian and nordic countries”/ or australia/ or new zealand/ or mexico/ or 
chile/ or colombia/ or costa rica/ or exp japan/ or korea/ or exp “republic of korea”/ or estonia/ or latvia/ or lithuania/ or czech 
republic/ or hungary/ or poland/ or slovakia/ or slovenia/ or greece/ or luxembourg/ or portugal/ or switzerland/ or israel/

3295019

63 (canada or italy or italian or spain or spanish or france or french or united kingdom or UK or england or english or NHS 
or ireland or irish or wales or welsh or scotland or scottish or german* or austria* or sweden or swedish or netherlands or 
norwegian or norway or finland or finnish or denmark or danish or european or belgium or belgian or Czech or Estonia* or 
Greece or Greek or Hungar* or Latvia* or Lithuania* or Luxembourg or Iceland* or Poland or Portugal or Slovak Republic or 
Slovenia* or Switzerland or Japan* or Tokyo or Korea* or Seoul or Chile* or Colombia* or “Costa Rica*” or Mexico or Mexi-
can or Israel* or australia* or new zealand* or united states or USA or american or “U.S.”).tw,kf,in.

17242109

64 or/62-63 [OECD higher income filter] 18469000

65 61 or 64 [GEOGRAPHY FILTER] 18771860

66 54 and 65 [GEOGRAPHIC FILTER APPLIED] 2655
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Database(s): APA PsycInfo 1806 to March Week 4 2023

Search Date: 4April2023

# Searches Results

1 exp treatment guidelines/ 9077

2 (guideline* or standards or consensus* or recommendation*).ti. 25445

3 (guideline* or standards or consensus* or recommendation*).ab. /freq=3 23469

4 (practice parameter* or position statement* or policy statement* or CPG or CPGs or best prac-
tice*).ti. 3304

5 (practice parameter* or position statement* or policy statement* or CPG or CPGs or best prac-
tice*).ab. /freq=3 1641

6 (care adj2 (path or paths or pathway or pathways or map or maps or plan or plans or standard)).ti. 980

7 (care adj2 (path or paths or pathway or pathways or map or maps or plan or plans or standard)).
ab. /freq=3 832

8 ((critical or clinical or practice) adj2 (path or paths or pathway or pathways or protocol*)).ti. 368

9 ((critical or clinical or practice) adj2 (path or paths or pathway or pathways or protocol*)).ab. /
freq=3 91

10 (algorithm* and (pharmacotherap* or chemotherap* or chemotreatment* or therap* or treatment* or 
intervention*)).ti. 240

11 (algorithm* and (pharmacotherap* or chemotherap* or chemotreatment* or therap* or treatment* or 
intervention*)).ab. /freq=3 519

12 (algorithm* and (screening or examination or test or tested or testing or assessment* or diagnosis 
or diagnoses or diagnosed or diagnosing)).ti. 312

13 (algorithm* and (screening or examination or test or tested or testing or assessment* or diagnosis 
or diagnoses or diagnosed or diagnosing)).ab. /freq=3 1042

14 (guideline* or standards or consensus* or recommendat*).ca. 295

15 or/1-14 [GUIDELINES STANDARD + ABFREQ3] 50916

16 exp Anxiety Disorders/ 42290

17 ((Anxiety or Panic or Phobic) adj disorder*).ti,ab. 45209

18 (Agoraphobia or Kinesiophobia or Phobia*).ti,ab. 16450

19 or/16-18 [ANXIETY CONCEPT] 65212

20 “depression (emotion)”/ 26892

21 “depression (emotion)”/ 26892

22 exp major depression/ 156363

23 (depression or dysthymi* or “depressive disorder” or depressive or “depressed mood”).ti,ab. 328701

24 or/21-23 [DEPRESSION] 340319

25 Obsessive-compulsive disorder/ 15839

26 (OCD or (“obsessive-compulsive” adj (disorder* or disease* or symptoms))).ti,ab. 19180
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27 or/25-26 [OCD] 21052

28 Tics/ 2009

29 Tourette Syndrome/ 3414

30 (“tic disorder*” or “Tourette* disorder” or “Tourette* syndrome”).ti,ab. 4887

31 or/28-30 [TD] 5387

32 19 or 24 or 27 or 31 [ANX/DEP/OCD/TD] 396798

33 15 and 32 [GUIDELINES ABFREQ3 + ANX/DEP/OCD/TD] 3597

34 limit 33 to english 3275

35 remove duplicates from 34 3273

36 limit 35 to yr=”2015 -Current” 1443

37 limit 35 to yr=”2010 -2014” 671

38 exp Clinical Trials/ or Placebo/ or (random* or sham or placebo* or ((singl* or doubl*) adj (blind* 
or dumm* or mask*)) or ((tripl* or trebl*) adj (blind* or dumm* or mask*)) or (control* adj3 (study 
or studies or trial* or group*)) or Nonrandom* or non random* or non-random* or quasi-random* 
or quasirandom* or allocated or ((open label or open-label) adj5 (study or studies or trial*)) or 
((equivalence or superiority or non-inferiority or noninferiority) adj3 (study or studies or trial*)) or 
((pragmatic or practical) adj3 trial*) or ((quasiexperimental or quasi-experimental) adj3 (study or 
studies or trial*)) or (phase adj3 (III or “3”) adj3 (study or studies or trial*))).ti,ab,hw.

397982

39 cohort analysis/ 1677

40 longitudinal studies/ 16086

41 prospective studies/ 1301

42 retrospective studies/ 917

43 quasi experimental methods/ 493

44 (observational adj3 (study or studies or design or analysis or analyses)).ti,ab. 18530

45 cohort*.ti,ab. 95840

46 (prospective adj7 (study or studies or design or analysis or analyses)).ti,ab. 45691

47 ((follow up or followup) adj7 (study or studies or design or analysis or analyses)).ti,ab. 32556

48 ((longitudinal or longterm or (long adj term)) adj7 (study or studies or design or analysis or analy-
ses or data)).ti,ab.

122472

49 ((case adj control) or (case adj comparison) or (case adj controlled)).ti,ab. 13151

50 (quasi adj (experiment or experiments or experimental)).ti,ab. 15462

51 ((non experiment or nonexperiment or non experimental or nonexperimental) adj3 (study or studies 
or design or analysis or analyses)).ti,ab.

3078

52 or/39-51 298797

53 38 or 52 [study design filter] 642763

54 37 and 53 [STUDY DESIGN FILTER APPLIED] 181

55 36 or 54 [KQ1, KQ2] 1624

56 geriatrics/ or exp “aged (attitudes toward)”/ or exp aging/ or geriatric assessment/ or geriatric.mp. 129571

57 gerontology/ or exp geropsychology/ or late life depression/ 11635
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58 (elders or elderly or geriatric* or gerontolog* or gerodontic* or “old age” or “oldest age*” or (seniors 
not “high school”) or (older adj3 (adult* or people or person or persons or man or men or woman 
or women)) or “oldest patient*” or “old old” or “very old” or centenarian* or nonagenarian* or octo-
genarian* or septuagenarian* or sexagenarian* or dottering or decrepit or tottering or “late* life” or 
overaged or “oldest old” or supercentenarian*).ti,ab,jn,jx,mh,sh.

196044

59 (or/56-58) not (adolescent development/ or childhood development/ or pediatrics/ or child psychi-
atry/ or child psychopathology/ or exp child care/ or (pediatric* or paediatric* or child* or newborn* 
or congenital* or infan* or baby or babies or neonat* or pre term or preterm* or premature birth or 
NICU or preschool* or pre school* or kindergarten* or elementary school* or nursery school* or 
schoolchild* or toddler* or boy or boys or girl* or middle school* or pubescen* or juvenile* or teen* 
or youth* or high school* or adolesc* or prepubesc* or pre pubesc*).mp. or (child* or adolesc* or 
pediat* or paediat*).jn.)

196443

60 55 not (or/56-59) [OLDER ADULT REMOVED] 1505

61 (Alberta* or British Columbia* or Colombie Britannique* or Ile du Prince Edouard* or Labrador* or 
Manitoba* or New Brunswick* or Newfoundland* or Northwest Territories* or Nouveau Brunswick* 
or Nouvelle Ecosse or Nova Scotia* or Nun?v?t or NWT* or Ontario* or Prince Edward Island* 
or PEI* or Quebec* or Saskatchewan* or Terre Neuve* or Territoires du Nord Ouest or Yukon* or 
Calgar* or Edmonton* or Montreal* or Ottawa* or Toronto* or Vancouver* or Winnipeg* or canad*).
ti,ab,cq,lo.

192932

62 (canada or italy or italian or spain or spanish or france or french or united kingdom or UK or 
england or english or NHS or ireland or irish or wales or welsh or scotland or scottish or german* 
or austria* or sweden or swedish or netherlands or norwegian or norway or finland or finnish or 
denmark or danish or european or belgium or belgian or Czech or Estonia* or Greece or Greek 
or Hungar* or Latvia* or Lithuania* or Luxembourg or Iceland* or Poland or Portugal or Slovak 
Republic or Slovenia* or Switzerland or Japan* or Tokyo or Korea* or Seoul or Chile* or Colombia* 
or “Costa Rica*” or Mexico or Mexican or Israel* or australia* or new zealand* or united states or 
USA or american or “U.S.”).ti,ab,cq,lo.

2449967

63 60 and (61 or 62) [GEOGRAPHIC FILTER APPLIED] 1094
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Database: Wiley Cochrane Controlled Register of Trials (CENTRAL), Issue 4 of 12, April 2023

Search Date:    4Apr2023
ID Search Hits
#1 [mh ^”Practice Guidelines as Topic”] 2746

#2 (guideline* or standards or consensus* or recom-
mendation*):ti

4941

#3 (practice parameter* or position statement* or poli-
cy statement* or CPG or CPGs or best practice*):ti

416

#4 (care NEAR/1 (path or paths or pathway or 
pathways or map or maps or plan or plans or 
standards)):ti

406

#5 ((critical or clinical or practice) near/1 (path or 
paths or pathway or pathways or protocol*)):ti

355

#6 (algorithm* and (pharmacotherap* or chemother-
ap* or chemotreatment* or therap* or treatment* or 
intervention*)):ti

417

#7 (algorithm* and (screening or examination or test 
or tested or testing or assessment* or diagnosis or 
diagnoses or diagnosed or diagnosing)):ti

231

#8 (guideline* or standards or consensus* or recom-
mendat*):au

5

#9 {OR #1-#8} 8618

#10 [mh “Anxiety Disorders”] 8870

#11 ((Anxiety or Panic or Phobic) adj disorder*):ti,ab,kw 3

#12 (Agoraphobia or Kinesiophobia or phobia*):ti,ab,kw 4611

#13 (21-#12) 11683

#14 [mh ^”Depression”] 18213

#15 (depression or dysthymi* or “depressive disorder” 
or depressive or “depressed mood”):ti,ab,kw

100603

#16 {OR #14-#15} 100603

#17 [mh ^”Obsessive-compulsive disorder”] 1258

#18 (OCD or (“obsessive-compulsive” adj (disorder* or 
disease* or symptoms))):ti,ab,kw

1868

#19 (16-#18) 2255

#20 [mh ^”Tic disorders”] 141

#21 [mh ^”Tourette Syndrome”] 306

#22 (“tic disorder*” or “Tourette* disorder” or “Tourette* 
syndrome”):ti,ab,kw

644

#23 {OR #20-#22} 669

#24 #13 OR #16 OR #19 OR #23 109412

#25 #9 AND #24 with Publication Year from 2010 to 
2023, in Trials

254

#26 (canada or italy or italian or spain or spanish 
or france or french or united kingdom or UK or 
england or english or NHS or ireland or irish or 
wales or welsh or scotland or scottish or german* 
or austria* or sweden or swedish or netherlands 
or norwegian or norway or finland or finnish or 
denmark or danish or european or belgium or bel-
gian or Czech or Estonia* or Greece or Greek or 
Hungar* or Latvia* or Lithuania* or Luxembourg or 
Iceland* or Poland or Portugal or Slovak Republic 
or Slovenia* or Switzerland or Japan* or Tokyo or 
Korea* or Seoul or Chile* or Colombia* or “Costa 
Rica*” or Mexico or Mexican or Israel* or australia* 
or new zealand* or united states or USA or ameri-
can or “U.S.”):ti,ab

267462
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#27 (Alberta* or British Columbia* or Colombie Britan-
nique* or Ile du Prince Edouard* or Labrador* or 
Manitoba* or New Brunswick* or Newfoundland* 
or Northwest Territories* or Nouveau Brunswick* 
or Nouvelle Ecosse or Nova Scotia* or N?nav?t or 
NWT* or Ontario* or Prince Edward Island* or PEI* 
or Quebec* or Saskatchewan* or Terre Neuve* or 
Territoires du Nord Ouest or Yukon* or Calgar* or 
Edmonton* or Montreal* or Ottawa* or Toronto* or 
Vancouver* or Winnipeg* or canad*):ti,ab

27067

#28 #26 or #27 281765

#29 #25 and #28 97

#30 [mh “geriatrics”] or [mh “aged”] or  [mh ^”Health 
Services for the Aged”] or [mh ^”Senior Centers”] 
or (elders or elderly or geriatric* or gerontolog* 
or gerodontic* or “old age” or “oldest age*” or 
(seniors not “high school”) or (older adj3 (adult* 
or people or person or persons or man or men or 
woman or women)) or “oldest patient*” or “old old” 
or “very old” or centenarian* or nonagenarian* or 
octogenarian* or septuagenarian* or sexagenar-
ian* or dottering or decrepit or tottering or “late* 
life” or overaged or “oldest old” or supercentenari-
an*):ti,ab,kw

299133

#31 [mh ^”Adult”] or [mh “Child”] or [mh “infant”] or [mh 
^”adolescent”] or [mh “pediatrics”] or (child or youth 
or teen or teens or teenager* or adolescent* or 
young adult*):ti,ab,kw

627968

#32 #30 not #31 150366

#33 #29 not #32 84
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Supplement 2 AGREE-II Tool Ratings for Guidelines. Each of the AGREE II domains is comprised of different items. 
Each of the domain-specific items and the two global rating items are rated on a 7-point scale (1–strongly disagree to 7–
strongly agree). A score of 1 (Strongly Disagree) is given when there is no information that is relevant to the AGREE II 
item, if the concept is very poorly reported, or if the authors state explicitly that criteria were not met. A score of 7 (Strongly 
Agree) is given if the quality of reporting is exceptional and where the full criteria have been met. A score between 2 and 
6 is assigned when the reporting of the AGREE II item does not meet the full criteria or considerations. Domain scores are 
calculated by summing up all the scores of the individual items in a domain and by scaling the total as a percentage of the 
maximum possible score for that domain. The scaled domain score will be: (Obtained score – Minimum possible score) / 
(Maximum possible score – Minimum possible score).

Guideline

Domain 1 
Scope 
and 
Purpose 
%

Domain 2 
Stakeholder 
involvement 
%

Domain 3 
Rigour of 
Development 
%

Domain 4 
Clarity of 
Presentation 
%

Domain 5 
Applicability 
%

Domain 6 
Editorial 
Independence 
%

Overall Guideline 
Quality (out of 7)

Royal Australian 
and New Zea-
land College of 
Psychiatrists 
clinical practice 
guidelines for 
the treatment of 
panic disorder, 
social anxiety 
disorder and 
generalised anx-
iety disorder

100 94 85 100 45 75 6

Canadian 
Pediatric Society 
Position State-
ment, Anxiety 
in children and 
youth: Part 1 - 
Diagnosis

61 50 25 33 5 83 2

Canadian 
Pediatric Society 
Position State-
ment, Anxiety 
in children and 
youth: Part 2 – 
The manage-
ment of anxiety 
disorders

78 50 25 72 15 83 3

World Federa-
tion of Societies 
of Biological 
Psychiatry 
(WFSBP) guide-
lines for treat-
ment of anxiety, 
obsessive-com-
pulsive and 
posttraumatic 
stress disorders 
- Version 3. 
Part I: Anxiety 
disorders

39 44 54 89 5 75 5
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American Acad-
emy of Child 
and Adolescent 
Psychiatry 
Clinical Practice 
Guideline for 
the Assessment 
and Treatment 
of Children and 
Adolescents 
with Anxiety 
Disorders

100 89 94 94 92 92 7

The 2020 Royal 
Australian and 
New Zealand 
College of 
Psychiatrists 
clinical practice 
guidelines for 
mood disorders

100 67 77 89 26 100 6

World Fed-
eration of 
Societies of 
Biological Psy-
chiatry (WFSBP) 
Guidelines for 
Biological Treat-
ment of Unipolar 
Depressive 
Disorders. Part 
2: Maintenance 
Treatment 
of Major 
Depressive 
Disorder-Update 
2015

94 61 63 72 40 92 4

NICE Depres-
sion in children 
and young peo-
ple: identification 
and manage-
ment

100 83 100 100 80 100 6

Canadian 
Network for 
Mood and Anx-
iety Treatments 
(CANMAT) 
2016 Clinical 
Guidelines for 
the Management 
of Adults with 
Major Depres-
sive Disorder: 
Section 6. Spe-
cial Populations: 
Youth, Women, 
and the Elderly

89 22 56 100 0 100 5

Evidence-based 
guidelines for 
treating depres-
sive disorders 
with antidepres-
sants: A revision 
of the 2008 Brit-
ish Association 
for Psychop-
harmacology 
guidelines

100 44 65 94 40 50 3
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Clinical Practice 
Guideline for 
the Treatment 
of Depression 
Across Three 
Age Cohorts

94 11 29 61 5 83 4

American Acad-
emy of Pediat-
rics Guidelines 
for Adolescent 
Depression in 
Primary Care 
(GLAD-PC): 
Part 1. Practice 
Preparation, 
Identification, 
Assessment and 
Initial Manage-
ment

100 100 88 100 79 83 7

American Acad-
emy of Pediat-
rics Guidelines 
for Adolescent 
Depression in 
Primary Care 
(GLAD-PC): Part 
II. Treatment 
and On-going 
management

100 100 88 100 79 83 7

American Acad-
emy of Child 
and Adolescent 
Psychiatry 
Clinical Practice 
Guideline for 
the Assessment 
and Treatment 
of Children and 
Adolescents 
with Major 
and Persistent 
Depressive 
Disorders

100 89 94 94 75 92 7

World Federa-
tion of Societies 
of Biological 
Psychiatry 
(WFSBP) guide-
lines for treat-
ment of anxiety, 
obsessive-com-
pulsive and 
posttraumatic 
stress disorders 
– Version 3. 
Part II: OCD and 
PTSD

28 22 54 100 0 8 4

Practice guide-
line recommen-
dations summa-
ry: Treatment 
of tics in people 
with Tourette 
syndrome and 
chronic tic 
disorders

94 83 94 94 45 100 6
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European clin-
ical guidelines 
for Tourette syn-
drome and other 
tic disorders—
version 2.0. Part 
I: assessment

78 67 27 56 15 100 4

European clin-
ical guidelines 
for Tourette syn-
drome and other 
tic disorders—
version 2.0. Part 
II: psychological 
interventions

50 56 27 89 50 100 4

European clin-
ical guidelines 
for Tourette 
syndrome and 
other tic disor-
ders—version 
2.0. Part III: 
pharmacological 
treatment

67 61 44 50 35 100 4

International 
consensus on 
a standard set 
of outcome 
measures for 
child and youth 
anxiety, depres-
sion, obses-
sive- compulsive 
disorder, and 
post-traumatic 
stress disorder

94 100 92 100 100 100 7


