
Towards rapid reviews improvements: the key methodological challenges 
 
 
 
 

Ariany Marques Vieira 
 
 
 
 
 
 

A Thesis 
 

In  
 

Health and Exercise Science 
 
 
 
 
 
 
 
 
 

Presented in Partial Fulfillment of the Requirements 
 

For the Degree of 
 

Doctor of Philosophy (Health and Exercise Science) 
 

At 
 

Concordia University 
 

Montreal, Quebec, Canada 
 
 
 
 
 
 
 

August 2024 
 
 

© Ariany Marques Vieira, 2024



CONCORDIA UNIVERSITY 

SCHOOL OF GRADUATE STUDIES 

 

This is to certify that the thesis prepared 

By: Ariany Marques Vieira 

Entitled: Towards rapid reviews improvements: the key methodological challenges 

and submitted in partial fulfillment of the requirements for the degree of 

DOCTOR OF PHILOSOPHY (Health and Exercise Science) 

complies with the regulations of the University and meets the accepted standards 

with respect to originality and quality. 

Signed by the final examining committee: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Approved by 

 

 

  

_______________________________________ Chair 

Dr. Theresa Bianco 

_______________________________________ External Examiner  

Dr. Ivan Dario Florez Gomez 

_______________________________________ Arms-Length Examiner   

Dr. Maryse Fortin 

_______________________________________ Examiner   

Dr. Lisa Kakinami 

_______________________________________ Examiner   

Dr. Angela Alberga 

_______________________________________ Thesis Supervisor 

Dr. Simon Bacon 

______________________________________________  

Dr. Maryse Fortin, Graduate Program Director 

______________________________________________  

Dr. Pascale Sicotte, Dean, Faculty of Arts and Science 



iii 

ABSTRACT 

 

Towards rapid reviews improvements: the key methodological challenges 

 

Ariany Marques Vieira 

Ph.D. in Health and Exercise Science 

Concordia University, 2024 

 

This thesis aims to identify the main methodological questions around Rapid Reviews 

(RRs) methods and undertake methodological studies to explore the impact of time-

saving methods on review results. Study 1: An eDelphi study and consensus 

meeting were conducted, involving experts and evidence synthesis knowledge users. 

From an initial list, participants rated (low, medium or high importance) and ranked 

each item’s importance to improve the time-efficiency of RRs. Items rated as high by 

≥75% of participants progressed to the next round, and the final list was concluded 

during the consensus meeting. Study 2: This methodological study used Cochrane 

cardiac rehabilitation reviews to assess how database selection impacts study 

inclusion and outcomes. By examining where each included study was indexed and 

re-running meta-analyses, we evaluated whether treatment effects varied based on 

different database combinations. Study 3: This methodological study compared 

single-review and peer-review (two independent reviewers with a third for 

discrepancies) approaches for screening titles and abstracts. We assessed the 

percentage of missed studies, sensitivity, specificity, time, and costs for each method. 

Results: Study 1 identified seven highly important methodological questions. Three 

items on search strategy, two on study selection, one on quality/bias assessment, 

and one on data extraction. Study 2 found that Embase plus CENTRAL was the best 

database combination. When considering the estimated effects on mortality, when 

combining the major databases in pairs (MEDLINE, Embase, or CENTRAL), only 

38% of results were identical to all databases combined. This percentage increased 

to 66% when combining three databases. Study 3 found that a single review 

approach missed 4% of inclusions (sensitivity was 0.84, and specificity was 0.86) and 

took half the time and costs of peer-review study selections. Conclusion: Search 

strategy is an important methodological question and based on our results, using at 

least three databases is recommended for a meta-analysis, but one large database 
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may suffice depending on the review context. Regarding study selection, a single 

review approach can be useful when time is short. This thesis sets a research 

agenda to optimise RRs and has the potential to influence global literature, establish 

best practices, and offer replicable methods for researchers. 
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CHAPTER 1 

 Introduction 

 

Evidence syntheses are a useful strategy to provide an overview of a specific 

topic area and are fundamental for enabling evidence-based decisions for health 

policy and systems.1 Nonetheless, it is crucial to employ rigorous methodologies in 

producing these evidence summaries to ensure that the results are trustworthy and 

can inform precise clinical and policy decisions. Systematic reviews (SRs) are the 

most recognized type of evidence synthesis and, when based on randomized clinical 

trials (RCTs), are considered the highest level of evidence.2 

SRs are a way of searching and selecting the available empirical evidence to 

answer a research question whilst reducing bias.3 As SRs employ rigorous 

methodologies to generate a conclusion, they require notable time and resources, 

meaning that there are several barriers to conducting them. Performing a SR is a 

time-intensive process, with an estimated average time of 61 weeks from conception 

to completion.4 Consequently, by the time an SR is finalised, it might not reflect the 

available literature anymore as it may not have new and relevant publications 

incorporated into the synthesis. Also, high-quality SRs need substantial resources, 

with an estimated cost of above 100,000 USD per SR.5 

To address these challenges of SRs, rapid reviews (RRs) have been 

developed. Its mean estimated production time is two months,6 ranging from two to 

13 weeks.7 This approach can be essential to policymakers and health systems 

managers who need reliable evidence to make timely decisions on healthcare. In this 

case, a full SR may not always be feasible or practical, so RRs are an alternative 

evidence synthesis approach. Table 1 lists the advantages and disadvantages when 

comparing RRs and SRs.8 However, unlike SRs, to date, there is limited evidence on 

how best to efficiently conduct RRs. 

 

 

  



2 
 

Table 1. Comparison between advantages and disadvantages of Rapid Reviews 
compared to Systematic Reviews 

 

Credit to table given to Molcak, H. S., Appleby, C. J., Brown, J., Freeman, S., Kandola, D. K., & Banner, D. Rapid 

Knowledge Syntheses: Methodological and Practical Considerations. Canadian Journal of Cardiovascular 

Nursing. Volume 31, Issue 1, Spring 2021. No changes were made to this table. 

 

Rapid Reviews – Definition 

According to Hamel et al.,9 RRs first appeared in the literature when a rapid 

health technology assessment report was described by Best et al..9 RRs gained more 

attention in the early 2000s when they were not yet commonly known as “rapid 

reviews” as it is nowadays. Since that time, there have been different terminologies 

used to refer to RRs, such as “rapid evidence-based literature review,” “brief review,” 
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and “rapid evidence assessment of the literature.”10 In 2018, Aronson and colleagues 

argued that rather than rapidity, what makes these reviews different from SRs are the 

methods applied, so they proposed the term “restricted review”,11 as “rapid” implies 

the significance of time. However, the term Rapid Reviews had already been 

established in the literature, and in 2015, Tricco and colleagues showed that this was 

the most frequent term used.12 

 In 2021, Hamel et al. performed a systematic scoping review of the definitions 

of RRs.9 From the 146 RRs that provided a definition, there were four components 

that were more consistently mentioned: a rapid or accelerated process; a variation in 

the methods from SRs; a limited scope compared to a SR; and triggered by an end-

user request.9 From this, the authors suggested the following definition: “A rapid 

review is a rigorous and transparent form of knowledge synthesis that accelerates 

the process of conducting a traditional systematic review through streamlining or 

omitting a variety of methods to produce evidence for stakeholders (end-users) in a 

resource-efficient manner.” This is the most updated definition, which is also 

endorsed by Cochrane, and the one that we are using for the purpose of the present 

thesis. 

A definition of RRs was also included in a recent position statement by the 

Joanna Briggs Institute, which claims that RRs are not a type of evidence synthesis 

but rather an approach or mindset when conducting any type of review. Compared to 

“living” reviews, different evidence syntheses can also be rapid.13 This contrasts the 

definition of the Cochrane Rapid Reviews Methods Group, which considers RRs to 

be a form of knowledge synthesis.14   

 

Rapid Reviews – Rationale 

RRs provide relevant evidence for policy-makers by using several methods for 

rapid searching and appraising the available literature while balancing time and 

mitigating against biases.2 This product/method/approach to evidence synthesis is 

especially relevant when timely evidence for decision-making is needed to answer 

questions on urgent and emergent health issues,14 considering the time and 

resources needed to develop a full systematic review. 

The Cochrane Methods groups, and other authors recommend the 

development of RRs only to address urgent and high priority questions explicitly 

requested by decision makers.4,14,15 Although it is known that engaging policymakers 
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and health systems managers in the development of RRs may increase their 

relevance and applicability,16 it seems that with the COVID-19 pandemic, RRs may 

no longer follow a potential end-user request or reasoning. Hamel and collaborators 

identified end-user rationale as one of the eight main themes defining a RR.9 

Rapid reviews are increasingly being used to provide evidence in both routine 

and emergency contexts.17 However, authors have also argued against its use, 

hoping to see less RRs published in the future as timely reviews could be produced 

without these streamlined methods.18 It is recommended to consider several factors 

when planning a RR, as the resources available,17 communication and needs of 

policy makers or other end-users,4,17,19–21 and the appropriate methods.22,23 

 

Rapid Reviews – Methods 

Besides the definition, there has been a lack of consistency in RR approaches, 

inadequate reporting, and heterogeneity of methods or processes.24 Various 

procedures have been performed differently across RRs. For example, some restrict 

the search strategy (e.g., including only published literature or fewer databases), limit 

the inclusion criteria, have only one reviewer selecting the studies, do not conduct 

risk of bias/quality appraisal, etc..6,10,22 The available guides for conducting RRs are 

vague too, suggesting balancing the methodological choices according to resources 

and tailoring according to the end-users’ need.17 The Cochrane recommendations 

also provide valuable insights into the shortcuts and tools that can facilitate the RR 

process.14 

Although it is recommended for RRs to streamline its methods according to 

the needs of the decision-maker and the resources available to conduct the RR,17 the 

impact of these timesaving methods is not well understood. Biases may be 

introduced through changes to scope or timeframe (e.g., selection bias, publication 

bias, language of publication bias). In 2023, Haby and colleagues performed a SR 

exploring the best methods for RRs.22 In agreement with previous literature,6,10,12 

they found that a range of methods have been used in RRs and that some shortcuts 

have the potential to increase bias, such as a simplified search strategy, single 

versus double screening of titles and abstracts and full-texts, and machine learning 

approaches to aid title/abstract screening. For various streamlined methods, the 

authors were unable to make conclusions due to insufficient evidence. Overall, little 

empirical evidence is available to support the methodological choices.6 For example, 
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comparing single versus peer-review screening of titles and abstracts.25 A recent 

study exploring this found that single-reviewer abstract screening missed 13.4% of 

relevant studies compared to 2.5% lost by peer review.26 In contrast, Cochrane 

recommends that one reviewer be used to include studies, with two reviewers being 

needed to excluded at title and abstract screening (i.e., peer-reviewed exclusions).14 

However, it is still unclear what the impact of these approaches is on the magnitudes 

of effects seen or the final conclusions of the review. 

Considering the various timesaving methods being used, an important 

research agenda is the investigation on the impact of omitting or abbreviating review 

processes,13 to understand if, or to what extent, biases can be introduced with these 

strategies.6 However, there are too many questions about the broadly used but 

unjustified shortcuts that are currently used to know the best place to start.22 For 

instance, what are the impacts of the different search strategies, screening 

approaches, or having only one reviewer performing risk of bias assessment. In 

2021, Evidence Synthesis Ireland conducted a priority-setting study using the James 

Lind Alliance method to identify research priorities covering all the phases of a RR 

(question generation, how we plan, do, and disseminate findings).27 The study 

resulted in a broad list of questions, and among the top 10, three of them were 

focused on methodological issues. One of the questions was, ‘what simplified 

methods of SRs could be used in a RR, and what would be the impact of these 

choices in general.’ The present thesis will explore this area further to generate more 

focused questions about the particular methods that require investigation and then 

conduct studies to start to address the issues raised, providing empirical evidence of 

the impact of such choices on outcomes. 

 
  



6 
 

Object and Aims of the Thesis  

 Considering the gaps previously shown, such as the several unanswered 

questions about the methods for RRs and the lack of understanding of the impact of 

the abbreviated processes, the ultimate aim of this thesis is to advance the science 

of RRs, enhancing the methodological rigor by prioritising the critical methodological 

questions that need to be addressed and undertaking methodological studies to 

explore how aspects of RR methods impact the review processes and review 

findings. 

 Based on the findings from the first study, an eDelphi process, we designed 

the subsequent studies to help answer some of the questions considered of high 

importance by experts in the fields.  

 

The aims of this thesis (and the chapters in which they have been addressed) 

are: 

i) To identify what are the most important methodological questions (from 

the generation of the question to the writing of the report) for the field to 

address in order to guide the effective and efficient development of 

RRs. (Chapter 2) 

ii) To assess the impact of databases’ selection on the inclusion of studies 

and subsequent impacts on outcome point estimates in cardiac 

rehabilitation-based systematic reviews. (Chapter 3) 

iii) To compare two studies' selection approaches (peer review and single 

review) for title and abstract screening. (Chapter4) 
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Identifying priority questions regarding rapid systematic reviews’ methods: 

protocol for an eDelphi study 

 

Abstract 

Introduction: Rapid systematic reviews (RRs) have the potential to provide timely 

information to decision-makers, thus directly impacting healthcare. However, 

consensus regarding the most efficient approaches to performing RRs and the 

presence of several unaddressed methodological issues pose challenges. With such 

a large potential research agenda for RRs, it is unclear what should be prioritised. 

Objective: To elicit a consensus from RR experts and interested parties on what are 

the most important methodological questions (from the generation of the question to 

the writing of the report) for the field to address in order to guide the effective and 

efficient development of RRs.  

Methods and analysis: An eDelphi study will be conducted. Researchers with 

experience in evidence synthesis and other interested parties (e.g., knowledge users, 

patients, community members, policymaker, industry, journal editors, and healthcare 

providers) will be invited to participate. The following steps will be taken: 1) A core 

group of experts in evidence synthesis will generate the first list of items based on 

the available literature; 2) Using LimeSurvey, participants will be invited to rate and 

rank the importance of suggested RR methodological questions. Questions with open 

format responses will allow for modifications to the wording of items or the addition of 

new items; 3) Survey rounds will be performed asking participants to re-rate items, 

with items deemed of low importance being removed at each round; 4) A list of items 

will be generated with items believed to be of high importance by ≥75% of 

participants being included; and 5) This list will be discussed at an online consensus 

meeting that will generate a summary document containing the final priority list. Data 

analysis will be performed using raw numbers, means, and frequencies. 

Ethics and dissemination: This study was approved by the Concordia University 

Human Research Ethics Committee (#30015229). Both traditional, e.g., scientific 

conference presentations and publication in scientific journals, and non-traditional, 

e.g., lay summaries and infographics, knowledge translation products will be created. 

 

Keywords: Rapid review; Systematic review; Delphi; Priority setting; Consensus; 

Evidence synthesis. 
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Strengths and limitations of this study: 

• The eDelphi process is a well-recognised and highly structured method for 

consensus building. 

• Understanding potential differences in research priorities will be made possible 

by including a variety of participant profiles, researchers, and key end users 

(such as policy-makers, guideline producers, healthcare professionals, etc.). 

• The modified eDelphi approach, using an online format, although it may elicit 

challenges, can also allow for faster data collection, a broader range of 

individuals across the globe, is more cost-effective than in person Delphi 

approaches, and is less susceptible to the judgements of group members with 

higher status. 

• Although this study is an important addition to the literature in the evidence-

synthesis field, and it can serve as a ‘road-map’ for future RR methodological 

studies, it is only the first step towards refining the conduct of Rapid 

systematic reviews in a more time-efficient way. 
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1. BACKGROUND 

Evidence syntheses (e.g., systematic reviews [SRs]) are a useful strategy for a 

number of uses and domains, notably to summarise evidence around a specific 

question.28 In a health context, findings form SRs have been used to make decisions 

for: clinical practice, normally through clinical practice guidelines; healthcare 

systems; and shaping policy.28,29 However, conducting a full SR is time-consuming, 

sometimes taking up to two years to conduct,3 by which time the scientific literature 

may have already moved on, and expensive, with an estimated cost of at least 

US$100,000 needed for a high-quality SR.5,30  

To address the challenges of SRs, the concept of rapid evidence products has 

been introduced, including inventories, rapid response briefs, and rapid systematic 

reviews (RRs).17 RRs result from a evidence synthesis approach that use 

streamlined procedures,13,31 so certain methodological elements are simplified or 

omitted compared to SRs.9 Currently, RRs are being conducted to answer urgent 

questions and/or to support decisions where there is limited time and/or resources 

i.e., in situations where time- and cost-efficiency are key.32,33 For example, RRs have 

been extensively used in addressing issues related to the COVID-19 pandemic.13,34 

Preliminary evidence suggests that the conclusions reached by RRs are typically 

consistent with those of SRs.32 In addition, when applied to policy decision-based 

health technology assessment reports, RRs have been shown to positively impact 

the healthcare system, resulting in a reduction of expenditures.35,36 

The use of high-quality evidence summary methods is essential to providing 

reliable results. For traditional SRs, there are well-defined, pre-specified methods, 

e.g.,  for conducting searches, selecting relevant studies, appraising their quality, and 

synthesizing the available evidence to answer the research question, which ensure 

quality and reduce bias.3 However, though methodological rigor and transparency are 

still essential to have representative and reliable results in RRs,13 there is a lack of 

standardised methodologies on how to adapt SR methods to be able to reliably 

perform a RR.4,10 Several studies and reviews 4,10,37, have noted this lack of 

consensus in the methodological approaches being utilised for RRs, highlighting 

heterogeneous nomenclature and terminology being used to describe the same 

concepts, and the use of varied methodologies without a clear rationale behind the 

choices being made. 
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In 2017, the World Health Organization (WHO) commissioned a guide on how to 

perform RRs, which explored various approaches. The guide emphasised that 

methods can be simplified at any stage of the review process and that decisions 

should consider the resources at hand and be customised to the needs of the 

decision-makers.17 The Cochrane Initiative has also produced some methodological 

guidance for RRs,14 but the impact and costs of each approach are still unclear. 

Evidence Synthesis Ireland, using the James Lind Alliance method, identified RR 

research priorities.27 Among the top 10 questions generated, three focused on 

methodological issues but in relatively broad categories.  

The current study will build on the findings from Evidence Synthesis Ireland by 

further exploring more focused questions around RRs methods, i.e., the stages 

between question generation and report writing. The identification of these 

unanswered questions is required to design and develop methodological studies that 

can then inform the conduct of RRs. For example, questions about how many 

databases should be included, database search limitations, and if peer review is 

necessary for all steps have not yet been answered. Given the number of areas that 

still need to be explored, the small amount of current available evidence, the limited 

available resources to conducted methodological studies, and the lack of general 

consensus on where to start, the aim of this project is to elicit a consensus from RR 

experts and interested parties on what are the most important methodological 

questions to improve time-efficiency of RRs, and, ultimately, create a prioritised 

research agenda for the field to address. 

 

2. OBJECTIVES 

● To identify and compile the main unanswered questions related to the methods 

used in conducting time-efficiency RRs, specifically from the stage after 

generating the research question to just before writing the final report. 

● To create a priority list of the most crucial questions regarding RRs methods that 

need to be addressed. 

 

3. METHODS 

The study will follow the general eDelphi process38–40 and the Guidance on 

Conducting and REporting DElphi Studies (CREDES).41 There will be an initial 

generation of potential research areas, followed by multiple rounds of an online 
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survey for ranking, and then a final consensus meeting. The eDelphi process is 

particularly useful in surveying areas of uncertainty and obtaining consensus.38,42 

This method has the advantage of enabling each participant to express views 

impersonally, it is low resource and flexible,43 and it has been widely used in health 

research.44 After ethical approval, the study will start in March 2022, with the first 

survey round starting in June 2022 and the last round in being finalized in January 

2023. The consensus meeting will then occur in the summer of 2023. 

Given the focus on efficiency, rather than just quality, the eDelphi will ask 

participants to answer: “How important would answering this question be to improve 

the time-efficiency (balance between the time taken and the quality of the final 

results) of a systematic RR in a particular field?”. 

 

3.1 Participants 

The sample will consist of two key groups: international experts who have 

published RRs or undertaken methodological research in RRs and knowledge 

synthesis; and key end-users. To standardise the level of expertise, all experts will 

self-identify, answering eligibility questions, on the basis of having: verifiable 

experience in designing or delivering evidence summary research; participation in at 

least one RR; having ≥5 years of research experience; and self-rating their 

knowledge on evidence synthesis as ≥7 on a 0 (no expertise) to 10 (expert) point 

Likert-like scale. We will also include interested parties (e.g., guideline and policy 

developers, end-users (public and patients), industry members, and journal editors) 

who have had previous experiences in participating in any aspect of evidence 

synthesis. 

A recruitment email will be distributed by our global partners through their 

contacts lists, e.g., the International Behavioural Trials Network (IBTN, 

https://www.ibtnetwork.org/), the Strategy for Patient-Oriented Research (SPOR) 

Evidence Alliance (https://sporevidencealliance.ca/), COVID-END 

(https://www.mcmasterforum.org/networks/covid-end). In addition, as performed by 

Tricco et. al.,10 organisations that produce RRs, identified through the International 

Network of Agencies for Health Technology Assessment’s (INAHTA, 

https://www.inahta.org/) list, will be asked to distribute the study invitation to 

members of their group. The recruitment email will provide a link to access the 

information about the study and the consent form. There are no restrictions on the 
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country of origin of the participants, but all study-related information will be provided 

in English. 

 

3.2 Providing Consent 

The informed consent forms will explain the objective, procedures, and other 

details that are important to participants. Participants will be asked to read the ethics 

board-approved information/consent forms and provide agreement by checking a box 

confirming that they have: reviewed the information/consent form; consent to 

participate in the survey, and understand that their participation is voluntary and 

entirely confidential. The contact details of study team members will be listed in the 

information/consent form in case they have queries. There will be two consent forms, 

one for the eDelphi rounds and one for the Consensus Meeting. Limesurvey, will be 

used to obtain consent, as well as to distribute the surveys. 

 

3.3 Initial topic generation 

A core group of experts in evidence synthesis, mainly within the biomedical 

sciences, referred to as the Central Scientific Committee (CSC), and drawn from the 

leadership of the SPOR Evidence Alliance, IBTN, COVID-END, and notable 

published scholars, generated a list of methodological questions that they think are 

relevant to RRs. The items are specific and focused, in order to be able to generate 

specific research questions rather than broad conceptual areas. 

The included topics covered the period after the review question has been 

generated and before the creation of the final report, e.g., search strategy, studies 

selection (level one and two screening), data extraction, risk of bias appraisal, and 

synthesis. The item list was also be drawn from the WHO guide for RRs,17 the Delphi 

process on RR methods,10 and the Priority III study27 to form the initial ‘long-list’ of 

items. 

 

3.4 Online survey 

  The eDelphi process will involve approximately 50 RRs experts and end-users, 

who will be asked to complete at least three rounds of online questionnaires, spaced 

around one month apart. Each survey round will be open for about five weeks, 

sufficient time for participants to complete it. A system will tag data to individuals and 
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provide them with their scores from previous rounds, while also reporting the 

summated data. 

 

3.5.1 Prior to Round 1 

 The initial survey will include basic demographic information, including eligibility 

questions (i.e., years of experience, job title, country and province of residence, age 

group, and sex). Once they agree to participate in the study, participants will be 

provided with more specific sociodemographic questions and the ‘long-list’ of survey 

items from the previous phase.45 We will only provide the survey to those agreeing to 

participate to prevent attrition biases.46 

 

3.5.2 Round 1 

 As per our previous eDelphi projects (e.g., Dragomir et. al.47), participants will rate 

the importance of suggested items (“How important would answering this question be 

to improve the time-efficiency - balance between the time taken and the quality of the 

final results - of a systematic RR in a particular field?”), focusing on the concept, 

rather than on the wording. Importance can be rated as: low; medium; or high (Table 

1-1). For all items that an individual rates as high or medium importance, they will be 

asked to rank them in order of priority (1=highest priority, 2=2nd highest, etc.) until all 

items are ranked. Specific questions with open format responses will allow for 

modifications to the concept of items. Participants will also be able to add new items 

that they believe were missing in the initial round.  

 Responses will be collated and summarised.44 Any items rated as low by 50% or 

more of the participants will be excluded, a consensus threshold that is similar to 

those adopted in other Delphi studies.42,47 As this is the first round, the threshold will 

be lower than the following rounds. The CSC will review comments and make 

necessary changes to items or add new relevant items. 

 

Table 1-1. Classification of the items 

Importance Level Conceptualisation 

Low importance 

 

Item is helpful to understand how to improve the time-

efficiency (balance between the time taken and the quality 

of the final results) of a rapid systematic review 
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Medium importance  Item is desirable to understand how to improve the time-

efficiency (balance between the time taken and the quality 

of the final results) of a rapid systematic review 

High importance 

 

Item is essential to understand how to improve the time-

efficiency (balance between the time taken and the quality 

of the final results) of a rapid systematic review 

 

3.5.3 Round 2 

 Participants will be provided with the percentage of respondents ranking each item 

as high priority, as well as their ratings in the previous round. They will be able to re-

rate the perceived importance of each item, as well as the importance of any new 

items. They will also be asked whether they agree with items excluded from Round 1 

or if any essential items are still missing. The items for which ≥ 75% of people 

disagree with the exclusion of will remain on the main list for the next round. For all 

items that an individual rates as high importance, they will be asked to rank them in 

order of priority (1=highest priority, 2=2nd highest, etc.) until all items are ranked. 

Items rated as low by 75% or more of the participants in Round 2 will be excluded.47  

   As in Round 1, open-format questions will allow suggestions for modifications 

to the items or the addition of new items. The comments will be reviewed by the CSC 

and changes or additions will be made as needed. 

 

3.5.4 Round 3 

 A summary of round 2 will be provided, including the percentage of respondents 

rating each item as high priority, as well as their own rating. Participants will re-rate 

and re-rank the remaining items. After Round 3, we will generate a final list of items 

for discussion at the consensus meeting (those believed to be of high importance by 

≥75% of participants). Three rounds should allow us to reach stability and agreement 

about most items.46,48 Information about deviant cases will be shared with the 

consensus group.45  

 

3.5 Security of the data 

 All data that we capture will be stored on secure servers located within Canada, 

with only information necessary for the research study being collected. All information 
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obtained will be kept strictly confidential, within the limits of the law. To preserve the 

confidentiality of the data, a code number known only to those directly involved with 

this research project will be assigned to each participant, and any personally 

identifiable information will be stored in a secured computer file. 

 

3.6 Consensus meeting 

This step will aim to detail the final items to be included in the priority list.  

 

3.6.1 Participants 

Participants will be invited from the eDelphi phase and selected purposively by 

the Research team to include individuals with a variety of backgrounds (e.g., country, 

academic level, research context), and that had selected the box showing their 

interest in participating in the consensus meeting. Approximately 25 people will be 

invited to an online meeting, a size that balances diversity of opinion with meaningful 

opportunities for interaction,49 and maximizes the ability to achieve consensus. 

The individuals selected will be contacted by email, with a link that provides 

access to the Information and Consent Form of the Consensus Meeting. After 

accepting, participants will access the Zoom platform with an invitation link sent by 

email.   

The meeting will be recorded to aid with the generation of the final report. 

Zoom’s inbuilt anonymous voting system will be used for people to be able to vote on 

the inclusion or exclusion of items. 

 

3.6.2 Meeting structure 

Established nominal group technique methods will guide the consensus 

meeting.44,50 The summary of the results of the previous work will be provided in 

advance to ground conversations on empirical information and to facilitate cohesive 

discussion during the meeting.45 The meeting will start with formal presentations. 

Using a triangulation approach,51,52 we will then lead a structured discussion of each 

proposed item.53 An experienced, independent facilitator will conduct the 

discussions.45 Participants will discuss and vote (using anonymous e-ballots), with 

the potential for a re-vote if needed,46 with only items supported by at least 75% of 

participants being adopted.45 
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3.6.3 Anticipated output 

The consensus meeting will generate a summary document detailing the 

questions that will generate the final priority list. This list draft will be circulated to the 

consensus group participants who will be asked to check if the document accurately 

represents the discussions and decisions made during the meeting.53 Then, we will 

distribute a final version of the document to all eDelphi participants to seek feedback 

on its wording and content and to assess whether the consensus meeting 

accurately captured their opinions.45 

 

3.7 Data analysis 

 The research team will analyze the sociodemographic characteristics of the 

participants using raw numbers, means, and percentages. For each round of data 

collection, the frequency of participant ratings for each item will be used to 

determine the percentage of low, medium, or high for each item. For the ranking 

question, each ranking position will receive a score with the highest position 

receiving the lowest score. The average score of each item will be calculated by 

dividing the sum of scores attributed to that item by the number of participants that 

ranked it. An ascending order will be presented, with the first item, considered the 

most important one, i.e., the one with the lowest score. Data on average rank and 

the number of individuals providing data will be included in summary tables. 

 

3.8 Team members 

The project will be organized and developed by two main groups: the 

Central Scientific Committee and the Coordinating Research Team. The full list of 

members is available on the website (https://mbmc-cmcm.ca/projects/edelphi/). The 

Central Scientific Committee will be responsible for: the review and editing of the 

initial list of methodological items; providing feedback on the survey structure and 

project plan; providing feedback on the results of each survey round (agreeing on 

the items that participants may suggest, dropping of items, etc.); and helping to 

share the eDelphi with their networks. The research team, the Montreal Behavioural 

Medicine Centre, will be responsible for: creating and delivering on the project 

timelines; creating project documents; setting up and organising the surveys; and 

managing the public partner involvement in the project. 

https://mbmc-cmcm.ca/projects/edelphi/
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 3.9 Patient and public involvement 

Given the emphasis on the methodological aspects of the RR process, with 

researchers being the primary target end-user of this work, we decided to not 

include patients in the CSC. The eDelphi does include interested parties, e.g., 

guideline and policy developers, end-users (public and patients), journal editors, 

from whom we will draw upon for the final consensus meeting, to ensure that the 

final document will have direct input from all related groups. In addition, we will 

leverage interested parties in the creation of a variety of knowledge translation 

products, e.g., lay summaries, public-facing presentations, infographics, etc.  

 

3.10 Expected outcomes and limitations 

The Delphi process is a well-established consensus-building process that will 

provide us with a good picture of the priority questions that need to be answered 

regarding the methodological conduct of RRs. The present study will generate a list 

of specific and focused questions, which can be used to prioritise research 

questions and to design future methodological studies that will answer those 

questions. These will ultimately create an evidence base for evidence synthesis 

researchers when deciding the best approaches to perform a RR. 

While this research represents an important initial stage towards refining the 

conduction of RRs in a more time-efficient way, it will not provide definitive answers 

on the conduct of RRs. In addition, the response rates and representation of 

different profiles, perspectives, and experiences of participant’s can not be 

guaranteed. However, the breadth and diversity of the recruitment strategy will likely 

help mitigate this issue. Finally, the terminology used might be interpreted differently 

across individuals from different domains and backgrounds. To try and mitigate 

against this an extensive list of definitions will be used and we will emphasise that 

items need to be evaluated based on the concept, rather than on the wording. 

 

4. ETHICS AND DISSEMINATION 

This study was approved by the Concordia University Human Research Ethics 

Committee under the Certification Number 30015229. 

The dissemination plan includes both traditional academic knowledge products, 
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e.g., presentations and scientific meetings and publication in peer-reviewed 

journals, as well as other knowledge dissemination products, e.g., lay summaries, 

public-facing presentations, and infographics. We will also leverage social media, 

via the members of the CSC and related organisations, to disseminate results and 

information as broadly as possible. We will specifically target potential funders, as 

these will be the bodies that will be targeted for the future methodological studies 

that will be needed to address the final priority list. 
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Identifying Essential Questions in Rapid Reviews Methods: Results from an 

eDelphi Study 

 

Abstract 

Introduction: Rapid Reviews (RR) aim to efficiently synthesize evidence for decision 

making. However, there is little consensus on the most time-efficient methods that 

should be employed to achieve this, meaning that we need specific methodological 

studies to address this. 

Objective: To generate a priority list of key unanswered methodological questions for 

conducting RRs (i.e., between generating the research question and report writing). 

Methods: A three-survey round eDelphi study and consensus meeting was 

conducted, involving experts and evidence synthesis knowledge users (n=52, 70, 

and 60 per round). From an expert-generated initial list, participants rated (low-high 

importance) and ranked each item’s importance to improve the time-efficiency of a 

RR. Items of low importance were removed, and those rated as highly important by 

≥75% of participants progressed to the next round. 

Results: In round 1, from 29 initial items, 15 were excluded, 14 continued, and 12 

items were added. In round 2, all 26 items achieved consensus. In round 3, 6 items 

were rated highly important, 2 were close to the inclusion criteria, and 18 were 

excluded. The consensus meeting generated a final list of 7 items.  

Conclusion: Seven research areas covering the search strategy, study selection, 

quality/bias assessment, and data extraction were included. This list should drive the 

future methodological research agenda to improve the quality of RRs. 

 

Keywords: Rapid review; Systematic review; Delphi; Priority setting; Consensus; 

Evidence synthesis. 
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Strengths and limitations of this study: 

• A rigorous and well-established Delphi process was used for consensus 

building. 

• Although this study included researchers from multiple countries with high 

experience in evidence synthesis, recruitment was not able to include 

representatives from public and community partners. 

• This study addresses an important gap around the multiple questions 

available on RR methods, as it can serve as a ‘road map’ for future RR 

methodological studies to understand better the impact of RR methodological 

choices on time efficiency. 
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1. BACKGROUND 

According to Hamel et al.,9 a rapid systematic review, or rapid review (RR), is “a 

form of knowledge synthesis that accelerates the process of conducting a traditional 

systematic review through streamlining or omitting a variety of methods to produce 

evidence for end-users in a resource-efficient manner.’’ This method/approach to 

evidence synthesis is especially relevant when timely evidence for decision making is 

needed to answer questions on urgent and emergent health issues,14 considering the 

time and resources needed to develop a full systematic review.17 

There are relatively well-defined methods for full systematic reviews. However, in 

the case of RRs, there are no clear and standardised methodologies to guide their 

execution and ensure representative and reliable results.10 This has led to 

inconsistent nomenclature and terminology to describe similar concepts within RRs, 

and the adoption of various approaches and methodologies in conducting RRs 

without clearly acknowledging the rationale behind these choices.4,10,37,54 These 

issues make evaluating these evidence products difficult.24,55 Although there is a 

general agreement on the different steps involved in a RR, the degree to which these 

are executed varies, including practices that limit search strategy, narrowing the 

inclusion criteria, relying on a single reviewer for study selection, and omitting the 

assessment of risk of bias or study quality 6,10,22,56, with no clear justification or 

understanding of the potential negative impacts on these decisions on the quality of 

the final product.  

Although RRs are recommended to streamline its methods according to the 

needs of the decision-maker and the resources available to conduct the RR,17 the 

impact of these timesaving methods are poorly understood. In 2024, Cochrane 

updated a list of recommendations that provide valuable insights on the streamlining 

strategies and tools that can facilitate the RR process.14,57 However, little empirical 

evidence is available to understand if, or to what extent, biases can be introduced 

with these strategies.6 Exploring the consequences of omitting or abbreviating review 

processes in RRs is a crucial area for future methodological research.13 

As highlighted by the James Lind Alliance, the identification of methodological 

questions is needed to tailor the design and development of methodological studies 

about the conduct of RRs.27 For instance, what are the impacts of the different 

search strategies, screening approaches, or bias assessments on the efficiency of 

RRs. As specific questions are needed to guide methodological studies, the objective 
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of this study was to identify and collate the key unanswered questions regarding the 

methods for conducting time-efficient RRs (i.e., after the generation of the research 

question to just before the report writing), and to rank, in order of priority, the most 

important questions to be answered. 

 

2. METHODS 

The study protocol has been published elsewhere.58 This electronic Delphi (e-

Delphi) study was conducted and is reported following the available literature on 

Delphi processes38–40 and the Guidance on Conducting and REporting DElphi 

Studies (CREDES).41  

After the initial generation of research question items, three rounds of an online 

survey were conducted followed by a final consensus meeting. The eDelphi asked 

participants to answer: “how important would answering this question be to improve 

the time-efficiency (balance between the time taken and the quality of the final 

results) of a systematic RR in a particular field?”. Inspired by the methodology used 

in previous eDelphi projects (e.g., Dragomir et. al.,47) participants had to rate the 

importance of suggested items according to Table 2-1. For all items that an individual 

rated as high importance, they were asked to rank them in order of priority (1=highest 

priority, 2=2nd highest, etc.) until all items were ranked. 

 

Table 2-1. Classification of the items 

Importance Level Conceptualisation 

Low importance 

 

Item is helpful to understand how to improve the time-

efficiency* of a systematic RR 

Medium importance  Item is desirable to understand how to improve the time-

efficiency* of a systematic RR 

High importance 

 

Item is essential to understand how to improve the time-

efficiency* of a systematic RR 

*Balance between the time taken and the quality of the final results. 

 

2.1 Recruitment and Participants 

An invitation to collaborate was distributed by our international partners through 

their contacts lists, e.g., the International Behavioural Trials Network (IBTN, 



27 
 

https://www.ibtnetwork.org/), the Strategy for Patient-Oriented Research (SPOR) 

Evidence Alliance (https://sporevidencealliance.ca/), and COVID-END 

(https://www.mcmasterforum.org/networks/covid-end). In addition, 84 organisations 

that produce RRs, identified through the International Network of Agencies for Health 

Technology Assessment’s (INAHTA, https://www.inahta.org/) were contacted by email 

asking to distribute the study invitation to members of their group. The recruitment 

email provided a link to access the information about the study and the Information 

and Consent form. 

The target population consisted of international experts who had published RRs 

or undertaken methodological research in RRs and knowledge synthesis as well as 

key end-users (i.e., key interested and affected parties). To standardise the level of 

expertise, all potential participants had to answer eligibility questions before having 

access to the study. Experts had to self-identify as having verifiable experience in 

designing or conducting evidence summary research; having been engaged in at 

least one RR; having had a minimum of 5 years of research experience; and self-

assessing their knowledge in evidence synthesis as ≥7 on a 0 (no expertise) to 10 

(expert) point Likert-like scale. Additionally, we welcomed individuals such as 

guideline and policy developers, members of the public and/or patients, industry 

members, and journal editors who had prior experience participating in any facet of 

evidence synthesis. 

After confirming eligibility participants were asked to review and sign the 

Information & Consent Form. All electronic aspects of the study utilised LimeSurvey 

(LimeSurvey Project Team 2012, Germany). 

 

2.2 Prior to Round 1 

A central team of nine experts specialising in evidence synthesis, primarily in the 

health field, known as the Central Scientific Committee (CSC, more information 

available in section I of appendix II), compiled a set of methodological questions 

pertinent to RRs. The topics covered the period between formulating the review 

question and the final report creation, including aspects such as search strategy, 

study selection (both level one and two screening), data extraction, risk of bias 

assessment, and synthesis. The list of items was based on available sources, such 

as the WHO guide for RRs,17 a former Delphi on RR methods,10 and the Priority III 

study 27. 
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The first list of items was structured in questions asking “what is the optimal…” 

number, approach, or individual criteria, for a specific review step. For instance, 

“What is the optimal number of databases used for the search strategy to improve 

time-efficiency of a RR in a particular field?”. 

 

2.3 Survey Rounds 

Prior to starting the survey, participants provided basic demographic information 

(such as years of experience, job title, country and province of residence, age group, 

and sex). 

 Participants were presented with a list of items separated by categories: high-

level/conceptual; search strategy; study selection; data extraction; quality/bias 

assessment; and synthesis. After every category there was an open question to 

encourage suggestions on alterations to items and the opportunity to suggest new 

items.  

 Responses were collected and summarised for analyses.44 Items rated low by 

more than 50% of the participants were excluded from the final list, a threshold akin 

to those employed in previous eDelphi studies.42,47 The CSC reviewed participants’ 

comments, leading to adjustments in existing items or the inclusion of new items. 

 For Rounds 2 and 3, participants received feedback on the percentage of 

respondents rating each item as high priority, as well as their own ratings in the 

previous round, and were given the opportunity to re-rate the importance of each 

item, including any new additions in Round 2. Items in Round 2 were retained when 

not rated as low by 75% or more of the participants. In addition, participants were 

also presented with the list of excluded items from Round 1 and could express 

disagreement with their exclusions; items where at least 75% of participants 

disagreed that the item should be excluded returned to the list. Items in Round 3 

were retained when considered to be of high importance by ≥75% of participants. 

 

2.4 Consensus meeting 

The goal of the consensus meeting was to finalize the list of the most important 

methodological questions to consider when conducting a RR. Participants that 

answered the eDelphi survey rounds and expressed their willingness to attend the 

meeting by selecting a checkbox in the Information and Consent Form, were later 
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contacted through email. Those who confirmed their intent to participate in the 

consensus meeting signed a second Information and Consent Form. 

Two meetings were held to accommodate different time zones. Both were 

conducted online using the Zoom platform. Before the meetings, participants 

received a package of documents including the pre-read document, the technical 

document, and supplementary material with all the results from the eDelphi phase of 

the study (available at: https://osf.io/zpxm4/). 

Established Nominal Group Technique process guided the consensus 

meeting.44,50 An experienced moderator facilitated the discussion and the voting 

process. Three different groups of items were discussed: (1) items included in the 

final list following the survey rounds; (2) items that did not reach consensus during 

the eDelphi surveys but were close to the cut-off point; and (3) items that were 

excluded from the final list during the surveys. For each block, participants were 

presented the items and had an opportunity to express any opinions about their 

inclusion or exclusion. Items were discussed and when a vote was necessary, the 

Zoom poll function was used to record their answers anonymously. Consensus was 

reached when at least 75% of participants agreed on an inclusion or exclusion. 

Since two meetings were offered, the final list of items was prepared after the 

second meeting. In the second meeting, we followed the same procedures as the 

first and left space for participants to express themselves or their desire to discuss 

an item further. After this discussion the moderator added any discussion points that 

had been raised in the first meeting. If participants in the second meeting decided to 

vote on an item, provided additional elements to a discussion, or suggested 

changes that were in disagreement with decisions made in the first meeting, all 

participants were contacted by email after the meeting, and a formal voting process 

took place outside the meeting. 

The consensus meeting produced a summary document outlining the final 

priority list of questions. This draft was shared with participants of the consensus 

meeting to verify its alignment with the discussions and decisions. Subsequently, a 

final document was distributed to all eDelphi participants to gather feedback on 

wording and content, ensuring the consensus meeting accurately reflected their 

opinions (Available on OSF: https://osf.io/utx8e). 
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2.5 Data analysis 

Only complete responses were included in the analysis, as partial answers 

rarely provided relevant information beyond the initial survey questions. 

As explained in the protocol,58 raw numbers, means, and percentages were 

used to analyse the sociodemographic characteristics of our participants. In each 

data collection round, the distribution of participant ratings for each item was 

analysed to ascertain the percentage categorised as low, medium, or high for each 

item. For the ranking question, an average score was calculated. Each item in the 

first position (highest priority) received one point, the item in the second position 

(2nd highest priority) received two points, and so on. The sum of points was divided 

by the number of participants that rated that item as high (that had the item included 

in their ranking question). So, the lower the average score, the item was considered 

to be more important. 

In addition to what it was described in the protocol,58 the CSC also requested 

extra analyses. Data collected was analysed considering the overall sample (all 

participants) and individuals who completed all the three survey rounds. Data was 

also analysed stratified by participants’ profile, i.e., researcher, healthcare 

practitioner, policymaker, and community member. For the purpose of this 

publication, only the results for the third survey round are presented by participants’ 

profile. 

 

3. RESULTS 

The first eDelphi round was launched in June 2022 and the last round closed in 

January 2023. The initial list included 29 items, categorized into 6 conceptual/high-

level sections, with 6 pertaining to search strategy, 6 addressing study selection, 3 

focusing on data extraction, 5 concerning quality/bias assessment, and 3 centered 

on synthesis (Appendix II – section II). 

 

3.1 Participants 

In total, 78 participants answered one of the three survey rounds. From those, 41 

participants answered all three rounds. In Table 2-2, you can find the characteristics 

of the participants. The majority self-identified as researchers (76.9%), were 

between 36 and 45 years old (39.7%), and were female (60.2%). Regarding years 
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of experience with evidence synthesis, the majority of the sample reported more 

than 9 years of experience, with 34.6% of participants reporting 15 years or more. 

The sample was made of participants from diverse corners of the globe and 

representing every continent.  

 

Table 2-2. Characteristics of the eDelphi participants 

  OVERALL 
PARTICIPANTS 

CONSISTENT 
PARTICIPANTS 

   n (%) n (%) 

Profile 

TOTAL   78 (100%) 41 (100%) 

Healthcare Practitioner  11 (14.1%) 5 (12.1%) 

Researcher  60 (76.9%) 33 (80.4%) 

Policymaker  7 (8.9%) 3 (7.3%) 

Patient / Community 
member / Caregiver 

 0 (0.0%) 0 (0.0%) 

Sociodemographic Information 

Age Group 18 – 25 years 
26 – 35 years 
36 – 45 years 
46 – 55 years 
56 – 65 years 

66 years or more 

1 (1.2%) 
16 (20.5%) 
31 (39.7%) 
17 (21.7%) 
12 (15.3%) 
1 (1.2%) 

0 (0.0%) 
8 (19.5%) 
14 (34.1%) 
10 (24.3%) 
8 (19.5%) 
1 (2.4%)  

Sex Female 
Male 

Prefer not to answer 

47 (60.2%) 
28 (35.8%) 
3 (3.8%) 

23 (56%) 
16 (39%) 
3 (7.3%) 

Country of work Argentina 
Australia  
Austria 
Belgium 
Brazil  

Canada 
Canada/Colombia 

Colombia 
Ethiopia  
Greece 
India 

India/New Zealand 
Ireland 

Italy  
Kyrgyzstan 
Lebanon 
Mexico 

Romania 
Slovenia 

South Africa  
Spain 

Switzerland 
Turkey 

United Kingdom 
United States 

2 (2.56%) 
6 (7.69%) 
1 (1.28%) 
1 (1.28%) 
3 (3.85%) 

26 (33.33%) 
1 (1.28%) 
3 (3.85%) 
1 (1.28%) 
1 (1.28%) 
2 (2.56%) 
1 (1.28%) 
1 (1.28%) 
3 (3.85%) 
1 (1.28%) 
1 (1.28%) 
1 (1.28%) 
2 (2.56%) 
1 (1.28) 
2 (2.56) 

3 (3.85%) 
2 (2.56%) 
1 (1.28%) 
6 (7.69%) 
6 (7.69%) 

0 (0.0%) 
5 (12.19%) 
0 (0.0%) 

1 (2.43%) 
0 (0.0%) 

17 (41.46%) 
0 (0.0%) 

1 (2.43%) 
0 (0.0%) 

1 (2.43%) 
0 (0.0%) 
0 (0.0%) 

1 (2.43%) 
2 (4.87%) 
0 (0.0%) 

1 (2.43%) 
0 (0.0%) 

1 (2.43%) 
0 (0.0%) 

1 (2.43%) 
3 (7.31%) 
0 (0.0%) 
0 (0.0%) 

5 (12.19%) 
2 (4.87%) 
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 Experience 

Years of experience 
with evidence 
syntheses 

≤ 4 years 

5-6 years 
7-8 years 
9-10 years 

11-12 years 
13-14 years 
≥ 15 years 

3 (3.8%) 
16 (20.5%) 
9 (11.5%) 
8 (10.2%) 
8 (10.2%) 
7 (8.9%) 

27 (34.6%) 

1 (2.4%) 
6 (14.6%) 
6 (14.6%) 
5 (12.1%) 
4 (9.7%) 
4 (9.7%) 

15 (36.5%) 

Aspects of evidence 
synthesis that 
previously participated  

Conceptualization/Research 
question development 

78 (100%) 41 (100%) 

Undertaking literature 
searches 

69 (88.4%) 38 (92.6%) 

Study screening and 
selection 

71 (91%) 39 (95.1%) 

Data extraction 71 (91%) 38 (92.6%) 

Quality appraisal 66 (84.6%) 34 (82.9%) 

Data synthesis 70 (89.7%) 35 (85.3%) 

Interpretation of results 72 (92.3%) 37 (90.2%) 

Knowledge translation 63 (80.7%) 35 (85.3%) 

 Other 9 (11.5%) 8 (19.5%) 

Knowledge in evidence 
syntheses (0 = no 
expertise to 10 = very 
strong expertise) 

(Mean, SD) 8.3 (±1.43) 8.5 (±0.9) 

Fields/areas of 
research predominantly 
perform evidence 
syntheses  

Clinical 39 (50%) 25 (60.9%) 
Public Health 54 (69.2%) 32 (78%) 
Health Systems 45 (57.6%) 28 (68.2%) 
Other 15 (19.2%) 10 (24.3%) 

SD: standard deviation. 

 

3.2 Overall Results 

 

3.2.1 Round 1 

 The Round 1 survey was active for 6 weeks and 129 participants provided 

responses, 52 participants completed the whole survey, while 77 provided partial 

responses and were excluded. The characteristics of the eDelphi participants 

separated by partial and complete answers are available in the Appendix II – section 

III. From the initial 29 items, 14 items reached the level to move forward to Round 2 

and 15 were excluded. 

The CSC reviewed all the comments by the participants in Round 1 and 

voted around the structure of the items. The main concern raised by participants 

was the use of the concept of an absolute “optimal” method or approach in the 
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anchoring question. After discussion, the anchoring of questions was re-written to 

identify the relative importance of an item for the time-efficiency of a RR. The items 

were re-structured to the following format “What is the optimal method/approach … 

to improve the time-efficiency of a RR in a particular field?”. The CSC was also in 

favour of having a general question for team composition and expertise (e.g. What 

is the optimal method for balancing the skills and experience of the team to improve 

the time-efficiency of a RR in a particular field?), instead of by specific tasks (e.g. 

the optimal number of people to perform screening and optimal number of people 

needed to perform data extraction).  

Twelve newly suggested questions were added by the CSC with some of the 

questions suggested by participants being considered out of scope and not being 

incorporated into the survey, bringing the total to: 1 conceptual item; 4 search 

strategy items; 2 studies selection items; 2 data extraction items; 2 quality 

assessment items; and 1 synthesis item. 

 

3.2.2 Round 2 

During Round 2, which lasted three weeks, new participants were welcomed 

and a combined total of 70 complete responses were collected, with 27 from new 

participants and 43 from returning participants. At the beginning of the round, there 

were a total of 26 items (14 carried over from Round 1 and 12 new items). After 

analysis, all 26 items achieved the importance level to move forward to Round 3. 

From the items that were previously excluded, none received agreement for future 

inclusion. 

 

3.2.3 Round 3 

 Sixty participants answered the Round 3 survey which was active for four 

weeks. From the 26 initial items, 6 items were rated as ‘high importance’ by at least 

75% of participants and were included in the final list of items (Table 2-3) and two 

items were rated as ‘high importance’ by 73% and 65% of participants (Table 2-4). 

The ranking question was analyzed, and items are presented in order of relative 

importance in Tables 2-3 and 2-4. 
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Table 2-3. Items that achieved consensus in Round 3. 

Item Classification Frequency Average 
rating   
Score 

6. What is the optimal method for 
developing search terms for the 
key elements in the rapid review...?  
(Search strategy) 

High importance 96% 

4.37 Middle importance 2% 

Low importance 2% 

12. What is the optimal method for 
determining the inclusion and 
exclusion criteria for studies...? 
(Studies Selection) 

High importance 83% 

4.46 Middle importance 13% 

Low importance 3% 

7. What is the optimal method for 
defining restrictions and search 
limits (e.g., years of inclusion, 
language, phase of study, study 
design)..? 
(Search strategy) 

High importance 88% 

4.96 
Middle importance 10% 

Low importance 2% 

21. What is the optimal method for 
determining how to assess the 
quality of included studies and/or 
risk of bias...? 
(Quality/bias assessment) 

High importance 86% 

5.28 Middle importance 12% 

Low importance 1% 

14. What is the optimal method for 
determining how to perform 
screening (e.g., independent 
screening, 1+1 approach/partial 
peer review, etc.)..? 
(Studies Selection)  

High importance 77% 

6.10 
Middle importance 21% 

Low importance 2% 

20. What is the optimal method for 
determining the dimensions of 
quality (e.g., trustworthiness, 
relevance) that should be 
considered when appraising 
studies...?  
(Quality/bias assessment) 

High importance 88% 

6.67 
Middle importance 8% 

Low importance 4% 

All items are finalized by the following sentence: “to improve the time-efficiency of a RR in a particular 

field?”. 
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Table 2-4. Round 3 ratings’ results of items close to cut-off point. 

Item Classification Frequency Average 
rating   
Score 

4. What is the optimal method for 
defining the core set of databases 
that should be searched...?) 
(Search Strategy) 

High importance 73% 

6.02 Middle importance 25% 

Low importance 2% 

17. What is the optimal method for 
defining the data extraction 
approach (e.g. peer review with 
independent extraction and 
comparison of discrepancies, one 
reviewer extracting and the other 
double checking)...?  
(Data Extraction) 

High importance 65% 

7.42 
Middle importance 34% 

Low importance 1% 

 

3.2.4 Consensus Meeting 

Twenty-four participants were invited to the consensus meeting, 18 accepted 

the invitation and 12 were present at one of the two meetings. In addition, a 

moderator, the project lead, a notetaker, and a technical support professional also 

participated in both meetings; none of these individuals voted on the items.  

 The meetings were separated into three blocks. The objective of the first 

block was to confirm inclusion of the 6 items from the 3 rounds of eDelphi surveys. 

Across the 2 meetings, five items reached consensus for inclusion, while one item 

(item 20) was discussed and excluded (What is the optimal method for determining 

the dimensions of quality (e.g., trustworthiness, relevance) that should be 

considered when appraising studies...? - Quality/bias assessment). Participants 

expressed concerns that this item could allow misinterpretation and selective 

modification of the tools used to perform the evaluation of quality and risk of bias 

(i.e., researchers selectively choosing items from the tools to their benefit). 

For the second block, participants discussed and voted on the 2 items that did 

not reach consensus during the eDelphi surveys but were close to the cut-off 

percentage. Both items were voted in to the final list of items (items 4 and 17). Item 4 

generated substantial discussion and was compared against item 5, which was in the 

list of excluded items and covered the aspect around gray literature (What is the 

optimal method for determining the non-peer-reviewed publication databases (i.e., 

pre-prints servers and high-volume producers) that should be included...?). It was 



36 
 

decided to broaden the original wording of item 4, replacing “core set of databases” 

for “evidence/information sources”. 

The third block covered the remaining 18 items that were excluded following 

the eDelphi surveys. Participants decided to open discussion for 3 items (item 5 - 

What is the optimal method for determining the non-peer-reviewed publication 

databases (i.e., pre-prints servers and high-volume producers) that should be 

included...? – see above; item 19 - What is the optimal method to decide on the core 

sets of variables everyone should aim to extract (e.g., basic sample info from each 

sample)...?; and item 22 - What is the optimal method for determining the usage of 

quality assessment results (e.g., to further exclude studies, to allow a more tailored 

synthesis)...?). A formal voting process was opened for item 22 and 50% of 

participants voted for inclusion and 50% for exclusion, thus not reaching consensus 

for inclusion. Table 2-5 presents the final list of methodological questions needed to 

be answered to improve time-efficiency of RRs resulting from this meeting. 
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Table 2-5. Final list of items presented in order of highest average rating. 

Item Average rating 

6. What is the optimal method for developing search terms 
and how to use them for the key elements in the RR...? * 

(Search strategy) 
4.37  

12. What is the optimal method for determining the inclusion 
and exclusion criteria for studies...? 

(Studies Selection) 
4.46  

7. What is the optimal method for defining restrictions and 
search limits (e.g., years of inclusion, language, phase of 

study, study design) ...? 
(Search strategy) 

4.96 

21. What is the optimal method for determining how to assess 
the methodological quality (e.g., RoB) …? ** 

(Quality/bias assessment) 
5.28 

4.1 (New Item): What is the optimal method for defining the 
evidence/information sources that should be searched...? 

(Search Strategy) 
6.02# 

14. What is the optimal method for determining how to 
perform screening (e.g., independent screening, 1+1 

approach/partial peer review, etc.)...?  
(Studies Selection)  

6.10  

17. What is the optimal method for defining the data 
extraction approach (e.g., peer review with independent 

extraction and comparison of discrepancies, one reviewer 
extracting and the other double checking) ...?  

(Data Extraction) 

7.42 

All items are completed with the following words: “… to improve the time-efficiency of a RR in a 

particular field?”. 

* This item has been edited from its original form, which was “What is the optimal method for 

developing search terms for the key elements in the rapid review...?”.  

** This item has been edited from its original form, which was “What is the optimal method for 

determining how to assess the quality of included studies and/or risk of bias...?”. 
# The average score considered was the one from the original item 4 (original item: What is the optimal method 

for defining the core set of databases that should be searched...?). However, it should be noted that the new item 
also incorporates elements of the original item 5 (original item: What is the optimal method for determining the 
non-peer-reviewed publication databases (i.e., pre-prints servers and high-volume producers) that should be 
included...?) 
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3.3 Results by participants’ profile 

As presented in Table 2-2, 41 participants answered all three survey rounds. 

In the case of the 6 items having made it on the inclusion list for the consensus 

meeting, these were also rated as highly important by all consistent participants and 

had achieved consensus with ≥75% agreement. Results are presented in more 

details in Table S11 (Appendix II – section V). 

From the 60 participants that answered Round 3 of the survey, 47 self-

identified as researchers (79%), 7 as healthcare professionals (11%), and 6 as 

policymakers (10%). No participant self-identified as a patient/community 

member/caregiver. Detailed results are presented in Tables S12-S14 (Appendix II – 

section V). For most of the included items (4 out of 6) in the list generated by Round 

3, all participant’s profiles agreed on their classification as highly important (≥75%: 

Table 2-5). For item 14, 1.4% of healthcare professionals and 80.9% of researchers 

rated it as highly important, while only 50% of policymakers did. For item 21, 85.7% 

of healthcare professionals and 89.4% of researchers rated it as highly important, 

while only 66.7% of policymakers rated it in the same way. 

 

4. DISCUSSION 

This study generated a list of the most meaningful methodological questions to 

improve time-efficiency of RRs. Specialists in the field generated 29 initial items that 

were rated and ranked by experts in RRs, and after three rounds of surveys and a 

consensus meeting, 7 items reached a consensus as the most important questions. 

These items covered aspects of search strategy (3 items), study selection (2 items), 

quality/bias assessment, and data extraction (1 item each).  

Aspects around search strategy were consistently identified as priority questions 

within this study, notably the evidence/information sources, search terms, and 

search limits. The selection of databases, can impact the time invested to perform 

the review as well as the reviews’ results.59,60  Most health-based RRs already use 

this step to save time by performing searches on the PubMed/MEDLINE, Cochrane 

Library, and Embase databases, using limits such as date, language and study 

design56. Currently, based on available literature, the Cochrane RRs Methods Group 

recommends limiting main database searching to CENTRAL, MEDLINE (e.g., via 

PubMed), and Embase.14,57 However, comprehensiveness and efficiency can vary 

depending on the review question, so the optimal search strategy may depend on 
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the field, and for some research topics a smaller number of database searches 

combined with supplementary search methods might prove more valuable or 

noninferior compared to searching numerous bibliographic databases.61,62 In 

addition, it is recommended to peer-review the search strategy,14,56 and while the 

use of gray literature searching is common, it needs to be considered carefully 

leveraging the available resources and the review topic.14,56 Gray literature can 

provide important contributions to reviews findings, but might be challenging 

because of time constraints.63 For full systematic reviews, the mean time taken to 

conduct gray literature searches is approximately 7 hours, which represents around 

27% of the total time taken to finalise the search step.64 Empirical research in the 

future is essential to understand how to decide on the evidence/information sources 

that should be searched in different fields, especially for time-efficiency. 

Another methodological research topic identified as a high priority in this study, 

was the study selection phase. For instance, how to determine the inclusion and 

exclusion criteria for study selection and how to perform screening to improve the 

time-efficiency of a RR in a particular field. The inclusion/exclusion question is not 

widely discussed but has also the potential to impact time-efficiency. As RRs are 

recommended to answer key questions from end-users, their involvement is vital to 

make sure the review question is refined and inclusion criteria are appropriate.14,23,65 

RRs often also streamline the process of screening studies, with about 40-50% 

using a single reviewer at each stage.12,56 A study that compared single versus peer-

review screening of titles and abstracts found that single-reviewer abstract 

screening missed 13.4% of relevant studies compared to 2.5% lost by peer-review.26 

In contrast, Cochrane recommends one reviewer be used to include and two 

reviewers to exclude studies at title and abstract screening.14 However, it is still 

unclear what the impact of these approaches are on the magnitudes of effects seen 

in the final analyses or conclusions of the review. According to our results, there is a 

consensus that exploring theses questions is of high importance. 

When data was analysed by participants’ profiles, there was a high agreement 

on the importance of items, with only differences found in two items, one on studies 

selection and the other on quality/bias assessment. A lack of comparable literature 

does not allow for a comparison with other results. However, it would seem that 

whilst policymakers may be willing to sacrifice some certainty for the sake of speed 
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and efficiency, they expect that RR will mirror the validity of systematic reviews,56,62 

which researchers might not seen in the same way. It is crucial for leading evidence 

synthesis organisations to advocate and inform funders about the significance of 

maintaining credible approaches to evidence synthesis.18 In our study, only 50% of 

policymakers, compared to 86% of researchers, considered highly important the 

question around the method for determining how to perform screening. A similar gap 

was seen in the question on the optimal method for determining how to assess the 

methodological quality. These differences highlight the importance of further 

exploring how policymakers and researchers value and consider each review step.  

As per the feedback received during rounds 1 and 2, the discussion around how 

to frame and word the items led to certain clarifications. In the second round of the 

survey, all items were rewritten, and additional details were provided on the survey 

welcome page. We wanted to highlight that there is not a single “optimal” approach 

to all RRs, nor a “one size fit all” approach, by switching to asking “what is the 

optimal method for defining the core set of databases…” instead of “what is the 

optimal core set of databases…”, for example. We believe that there are procedures 

that can help select the optimal methods, or that can help understand the impact of 

those choices. Methodological challenges will vary depending on the type of RR,14,66 

end-users needs, time and resources available.17 Researchers running RRs should 

include the rationale for tailoring their methods,18 and evidence-informed decisions 

should be followed. 

The final list of items that was generated, as mentioned previously, includes 

three items around search strategy, two items on study selection, one item for 

quality/bias assessment, and another one around data extraction. Comparing with 

the updated Cochrane recommendations,57 we found some consistencies and 

inconsistencies. Notably, for search strategy, there was no recommendation around 

the development and use of the search terms in the Cochrane recommendations, 

but it was highlighted as a key concern in our study. The only Cochrane 

recommendation was to involve an information specialist in developing the search 

strategy, which was based on expert opinion. Regarding the other search strategy-

related items, ranked third and fifth, Cochrane provided evidence-informed 

guidelines on search limits, including limitations on databases and language, and 

expert opinion on the need for grey literature and supplemental searches. In terms 
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of study selection, Cochrane offered recommendations aligned with our identified 

items, offering expert-based recommendations on inclusion/exclusion criteria and 

screening methods. Finally, for assessing methodological quality and data 

extraction, Cochrane suggested using validated tools, prioritizing key outcomes, and 

having one person perform the task with a second to verify, all based on expert 

opinion. However, it is important to note that our list of items not only has the 

potential to guide future recommendations but also serves to help understand the 

methods and how to explore each one of those questions to improve the time-

efficiency of an RR in a particular field. 

Our study had some limitations that need to be considered when interpreting the 

results. Our recruitment strategy, though international in nature, was not sensitive 

enough to include participants who self-identified as a patient/community member/ 

caregiver. However, we were able to include a good representation of the 

researcher group, which is considered to be the main knowledge-user for this study. 

The group that participated in the consensus meeting was generally representative 

of the survey participants and brought diverse perspectives and expertise. The 

varied background of the group members allowed for discussions that considered a 

variety of point of views, enhancing the validity and applicability of the final list of 

items, making the findings more relevant. However, to be inclusive, we held two 

consensus meetings, which limited the interaction between some of the participants 

and may have influenced the nature of some discussions of items. However, all the 

discussions held in the first day were brought up by the moderator at the second 

meeting and any discussion at the second meeting were circulated to members of 

the first meeting, which partially mitigates this. Due to the nature of the recruitment 

process, the CSC and participants generally represented the biomedical field, with 

experience in different areas of research such as clinical, health systems, and public 

health. Though the conceptualisation of the responses should translate to other 

fields, this can’t be confirmed in the current study. Despite all the limitations, the 

eDelphi process is a well-established consensus-building process and provided us 

with the list of priority questions that need to be answered regarding the 

methodological conduct of RRs. 
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5. FUTURE DIRECTIONS 

Our results can be used as an initial step towards investigating the different 

timesaving methods followed by RRs. Our final list of items can be used as a 

research agenda that has the potential to impact how we develop RRs, contributing 

to the empirical evidence that raise the scientific rigour of this evidence synthesis 

approach. Methodologists can design studies using this list of items, knowing that 

there is the need to explore these issues according to RRs experts.  

As per our dissemination plan,58 besides academic knowledge products, 

additional knowledge dissemination products will be produced, such as lay 

summaries, public-facing presentations, and infographics. We will also leverage 

social media, via the members of the CSC and related organisations, to disseminate 

results and information as broadly as possible. We will specifically target potential 

funders, as these will be the bodies that will be targeted for the future 

methodological studies that will be needed to address the final priority list. 

 

6. CONCLUSION 

Following a well-recognised and highly structured method, seven methodological 

questions were identified by RR experts as the most important questions to be 

answered to improve the time-efficiency of a RR in a particular field, outlined in Table 

2-5. This list should be used as a prioritised research agenda for exploring the 

methodological aspects of RRs. Methodologists can use this list to explore issues 

aiming to improve the time-efficiency of RRs, ideally using good methodological 

research designs. Ultimately, we hope this will provide reviewers with better evidence 

to inform decisions, allowing them to better understand the impact of their 

methodological choices when timesaving methods are needed. 
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Abstract 

Background: The necessity of delivering evidence synthesis in a time-effective and 

resource-limited way led to an increased interest in Rapid Reviews (RRs). Several 

approaches to streamlining the review methods exist including  restricted search 

strategies. However, it is unclear what the impact of searching in fewer databases is. 

Objectives: To assess the impact of varying databases in the search strategy for 

cardiac rehabilitation (CR) reviews on the list of included studies and primary 

outcome findings. 

Methods: A methodological study used Cochrane CR reviews to evaluate the 

indexing rates across different database combinations. Using RStudio, we performed 

a multiverse analysis to understand how these combinations and missed trials 

influenced the overall effect sizes of the main outcomes. 

Results: Reviews included 10 to 145 studies, and 6 to 85 trials. CENTRAL indexed 

the greatest number of studies and was the database that varied least between 

reviews, indexing from 84.2 to 100.0% of the trials. The best combination was 

Embase plus CENTRAL for study (97.2%, ±2.1) and trials-level (96.8%, ±3.5). When 

considering the mortality meta-analyses mortality, when combining the major 

databases in pairs (MEDLINE, Embase, or CENTRAL), only 37.8% of estimated 

effects were identical to when all databases were combined. When considering trios 

of databases, treatment effects were identical in 65.9% of the analyses. 

Conclusion: In the case of CR reviews, searching on CENTRAL plus two major 

databases such as MEDLINE and Embase is recommended in case a streamlined 

approach to evidence identification is necessary. 

 

Keywords: Rapid review; Systematic review; Search Strategy; Cardiac rehabilitation; 

Databases selection. 
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Strengths and Limitations 

• There is limited empirical evidence available to support the streamlined 

methods applied for the conduct of rapid reviews. This study helps to 

understand the impact of bibliographic database choices on the results and 

conclusions of systematic reviews in cardiac rehabilitation. 

• For researchers in the field of cardiac rehabilitation, this study offers valuable 

insights into how to employ a resource-efficient approach when crafting search 

strategies for evidence synthesis. 

• This is a small methodological study using Cochrane Cardiac Rehabilitation 

Reviews as a case study. Findings may not be translated to other fields. 

• Other researchers can employ our methods to explore whether similar results 

can be observed in different research fields.  
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1. INTRODUCTION 

Rapid Reviews (RRs) have been developed in order to produce evidence for 

knowledge users in a more resource-efficient way by accelerating the process of 

conducting a traditional systematic review through streamlining or omitting a variety 

of methods.9 The conduct of RRs saves an average of 75% of the time compared to 

a standard systematic review.37 High-quality evidence summary methods are 

essential for providing reliable results, which are then used to make policy and 

develop clinical practice guidelines.28 However, it is not clear what are the best 

methods to conduct a RR, balancing speed with accuracy, e.g., the number of 

databases that are needed, the process of study selection, methods for data 

extraction, etc.10 

There is a large number of RRs types and no common rationale for methods 

choices.37 The Cochrane Rapid Reviews Methods Group recommends a few 

approaches, such as limiting the search strategy and including a restricted list of 

outcomes.14 An important program for future methodological research is the 

investigation of the impact of omitting or abbreviating review processes.67 Identifying 

and understanding the impact of the methodological choices for RRs is critical to 

guarantee the validity and robustness of any findings they might generate, which can 

ultimately impact the policy and clinical decisions that they support. 

An eDelphi study developed by our own group, explored the main 

uncertainties around the methods to develop RRs.58 One of the main areas identified 

as high-priority was search strategy. The fifth most important question that experts 

had identified was: “What is the optimal method for defining the evidence/information 

sources that should be searched...?”. The search strategy, more specifically the 

choice of databases, are usually streamlined when performing a RR.6,10,17 This can 

potentially impact the results included and introduce bias. Depending on the selection 

of databases, treatment effect estimates from meta-analysis may vary, both in 

magnitude and direction.61 

Previous methodological studies have been developed to understand the 

impact of different databases combinations or how important comprehensive 

literature searches are. Different databases combinations may lead to various recall 

rates depending on the field. Field-specificity seems to be important when comparing 

search strategies, coverage of Pubmed, for instance, varies across specialties and 

over time.68 For references included in systematic reviews of qualitative research 
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regarding diabetes mellitus, MEDLINE/PubMed and CINAHL and MEDLINE/PubMed, 

CINAHL, and Embase had the highest overall recall rates.60 For various Cochrane 

reviews on clinical interventions, several abbreviated search approaches led to the 

same conclusion. However, combining three regularly used electronic databases 

(MEDLINE, CENTRAL, and Embase) did not allow authors to have the same level of 

certainty when drawing conclusions as a comprehensive search that included 

specialised databases.62  We are not aware of any study that explored the impact of 

different databases combinations on cardiac rehabilitation. 

Considering the limited empirical evidence available to support the 

streamlined methods applied for the conduct of RRs, the critical question around 

databases’ selection this study aims to assess the impact of database selection on 

the inclusion of studies and subsequent implications on outcome point-estimates in 

cardiac rehabilitation-based systematic reviews. Cochrane Heart, Stroke, and 

Circulation, formerly the Cochrane Heart Group, has published several systematic 

reviews, including in cardiac rehabilitation. These reviews are usually updated every 

five years. And although an information specialist is usually part of the team, the 

reviews take around a year to be developed. Understanding their methods could 

potentially help to leverage a time-saving approach that can allow for more frequent 

efficient updates. 

 

2. METHODS 

 Seven Cochrane reviews on cardiac rehabilitation were explored as a case study 

(Table 3-1). One review was considered as two independent reviews because its 

update used a new search strategy with different outcomes. The original searches for 

these reviews were predominantly done in: (1) five primary databases (Cochrane 

Central Register of Controlled Trials (CENTRAL), MEDLINE, Embase, CINAHL, and 

Science Citation Index Expanded); (2) two trial registers (World Health Organisation’s 

International Clinical Trials Registry Platform and Clinicaltrials.gov); and (3) hand-

searches of reference lists of retrieved articles and recent systematic reviews. As 

most of the reviews are not in their first version, the most updated version of the 

review, its list of included studies, and its search strategy were considered. For the 

purpose of this study, we considered the main electronic databases only (CENTRAL, 

MEDLINE, Embase, CINAHL, and any other included in the review). 

 The primary outcome of this methodological study is the number of missed studies 
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and trials for each combination of databases, while the secondary outcomes are the 

changes in treatment effect sizes of the primary outcome, mortality, for each 

combination of databases. 

 

Table 3-1. List of cardiac rehabilitation Cochrane reviews 

CR1 Exercise-based cardiac rehabilitation for coronary heart disease. 

CR2 Exercise-based cardiac rehabilitation for adults with heart failure. 

CR3 Exercise-based cardiac rehabilitation for adults with atrial 
fibrillation-version 1 

CR4 Exercise-based cardiac rehabilitation for adults with atrial 
fibrillation-version 2 

CR5 Psychological interventions for coronary heart disease. 

CR6 Psychological interventions for depression and anxiety in patients 
with coronary heart disease, heart failure or atrial fibrillation 

CR7 Home-based versus centre-based cardiac rehabilitation. 

CR8 Effectiveness of social network interventions to support cardiac 
rehabilitation and secondary prevention in the management of 
people with heart disease. 

 

2.1 Data collection and extraction 

To determine where each included study was initially indexed, we used the 

original libraries of each review for every database before de-duplication. If access to 

the original libraries files was not possible, the search strategy was reverse 

engineered and re-run, considering the most updated version available of the search 

strategy. All the references reported in the “References of studies included in this 

review” section of each Cochrane review were used and exported to an Excel Sheet 

(Microsoft). The number of included studies (all randomised controlled trials) in each 

review varied from 10 to 145. 

After replicating the searches, or based on the original libraries, we recorded 

whether each reference/record included was identifiable from each database. This 

allowed us to understand where each reference is indexed. If a study was not 

indexed in any of the databases, it was considered that it was derived using the hand 

search/grey literature strategy. 

 Data from each study was recorded considering the data already extracted in the 

existing reviews: author; year; publication information; country; language; and design. 

The quality of each included study was also recorded, using the Risk of Bias 

evaluation already performed on each one of the reviews. Trials included in each 

review with ≥ 300 participants randomised and with low risk of bias in < 3 out of 5 



49 
 

domains were categorized as influential trials. 

 We also mapped the outcomes that each reference contributed to in the review, 

extracting whether the study was included in the qualitative or quantitative analyses. 

We extracted the main values for the studies included in the meta-analysis as the 

main raw number (the number of people per group, broken down by whether they 

experienced a given outcome), the effect sizes (e.g., risk ratio), and confidence 

intervals. 

 

2.2 Data analysis 

 Excel Sheet (Microsoft) equations were used to test different search approaches 

(i.e., the different possible combinations of databases, for instance, MEDLINE, 

Embase, and CENTRAL, individually and in combinations of two and three – but at 

least with one of these main databases). We quantified the loss in the number of 

records using an abbreviated search, for instance, when only two databases were 

combined. To perform this analysis, we considered the reference level, where each 

manuscript is considered individually, and at the trial level, where we assessed the 

indexing of any record from a group of references related to a single trial. This is 

because each trial often leads to multiple publications, sometimes in different 

journals, and, in some cases, exploring different outcomes or updated analyses. 

When a publication from a trial is retrieved from the databases’ search, the trial is 

already known by the reviewers and its protocol, and additional publications are 

searched by hand. So, one trial publication may be sufficient for inclusion in the 

review. Exploring the trial-level data becomes an interesting approach, as it allows 

for grouping different publications associated with a trial, recognising that the 

inclusion of one publication alone warrants the consideration of the entire trial in the 

review.  

 References not indexed in any of the databases were considered derived from 

hand searches. Those were considered for the primary outcome but not excluded 

when analysing the change in treatment effect sizes. Using the sample size and 

risk of bias of each study, we assessed if the trials lost in any particular database 

combination were influential trials or not. For this, the classification of each trial was 

considered, and we calculated the number and percentages of lost trials, 

understanding the distribution of high and low-quality trials among the missed 

studies  
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Using RStudio, version 4.2.2, the meta-analysis for the primary outcome (i.e., 

overall mortality) was re-run according to the list of references indexed in each 

database’s combination (combining from one to three databases). This list 

considered the indexing of the databases at trial-level, following the original reviews. 

We assessed whether the treatment effect varies depending on the database 

combinations, examining if the point estimate remains consistent in direction and 

statistical significance level. We also investigated cases where the point estimate 

retains its direction but differs in statistical significance. For this, as our analyses 

excluded hand search, the results used as reference were the values when all 

databases were combined, which differs from the results of the original reviews 

because they also included the trials derived from the hand search. This comparison 

between treatment effects in direction and significance was performed previously by 

Ewald et. al.61 Additionally, depending on the databases used, we registered how 

often the treatment effect estimates could not be calculated (i.e., the abbreviated 

search failed to retrieve any of the included trials or fewer than two trials). 

 

3. RESULTS 

3.1 Indexing rates and loss of studies and trials 

The eight original reviews included a total of 584 studies (547 excluding hand 

search) and 305 trials (293 excluding hand search). Only 6.3% and 3.9% of studies 

and trials, respectively, were derived from hand searches exclusively. Most of those 

references were trial protocols, and some others were corrigendum’s to full reports. 

Table 3-2 presents the number of studies and trials indexed and missed for each 

database. Indexing rates varied from 0 to 100%, considering all the databases. 

CENTRAL had the highest indexing rate, with a mean of 93.5% of included studies 

and 92.8% of included trials, and it was the one that varied least in indexing rates 

across the eight reviews. LILACS was searched only by one review (CR3) and did 

not index any included trial. Across the other databases, PsycINFO had the lowest 

percentage of included studies (8.1% ± 6.1) and trials (16.7% ± 12.9). 

Figure 3-1 illustrates the percentage of indexed trials per database for each 

review when excluding hand search. CENTRAL (mean 92.8% ± 5.7), MEDLINE 

(82.2% ± 12.5), and Embase (72.9% ± 14.1) indexed the greatest number of included 

trials. In the Appendix III, we present detailed study and trial levels results, including 

and excluding retrieves from hand search. 
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Table 3-2. Number of included and missed studies and trials for each database 

compared to the full search. 

 N of Included 
Studies 

N of Included 
Studies Without 
Hand Search 

N of Included 
Trials 

N of Included 
Trials Without 
Hand Search 

 Number of inclusions (% of total) 
Number missing (% of total) 

CR1 
All databases 145 135 85 80 
M 105 (72.41) 

40 (27.59) 
105 (77.7) 
30 (22.22) 

68 (80) 
17 (20) 

68 (85) 
12 (15) 

E 67 (46.20) 
78 (53.79) 

67 (49.62) 
68 (50.37) 

45 (52.94) 
40 (47.06) 

45 (56.25) 
35 (43.75) 

CE 127 (87.58) 
18 (12.41) 

45 (33.33) 
90 (66.67) 

35 (41.17) 
50 (58.82) 

35 (43.75) 
45 (56.25) 

CI 45 (31.03) 
100 (68.97) 

60 (44.44) 
75 (55.56) 

45 (52.94) 
40 (47.06) 

45 (56.25) 
35 (43.75) 

W 60 (41.37) 
85 (58.62) 

127 (94.07) 
8 (5.93) 

77 (90.58) 
8 (9.41) 

77 (96.25) 
3 (3.75) 

CR2 
All databases 104 97 60 58 
M 87 (83.65) 

17 (16.35) 
87 (89.69) 
10 (10.31) 

54 (90) 
6 (10) 

54 (93.10) 
4 (6.90) 

E 72 (69.23) 
32 (30.77) 

72 (74.22) 
25 (25.77) 

43 (71.66) 
17 (28.33) 

43 (74.13) 
15 (25.86) 

CE 92 (88.46) 
12 (11.54) 

5 (5.15) 
92 (94.85) 

5 (8.33) 
55 (91.67) 

5 (8.62) 
53 (91.38) 

CI 5 (4.8) 
99 (95.19) 

5 (5.15) 
92 (94.84) 

5 (8.33) 
55 (91.66) 

5 (8.62) 
53 (91.37) 

P 4 (3.84) 
100 (96.15) 

4 (4.12) 
93 (95.88) 

4 (6.66) 
56 (93.33) 

4 (6.89) 
54 (93.10) 

CR3 
All databases 24 23 20 19 
M 19 (79.16) 

5 (20.83) 
19 (82.60) 
4 (17.39) 

16 (80) 
4 (20) 

16 (84.21) 
3 (15.79) 

E 21 (87.5) 
3 (12.50) 

21 (91.30) 
2 (8.70) 

17 (85) 
3 (15) 

17 (89.47) 
2 (10.53) 

CE 20 (83.33) 
4 (16.67) 

13 (56.52) 
10 (43.48) 

13 (65) 
7 (35) 

13 (68.42) 
6 (31.58) 

CI 13 (54.16) 
11 (45.83) 

13 (56.52) 
10 (43.48) 

12 (60) 
8 (40) 

12 (63.15) 
7 (36.84) 

W 13 (54.16) 
11 (45.83) 

20 (86.95) 
3 (13.04) 

16 (80) 
4 (20) 

16 (84.21) 
3 (15.79) 

P 1 (4.16) 
23 (95.83) 

1 (4.34) 
22 (95.65) 

1 (5) 
19 (95) 

1 (5.26) 
18 (94.74) 

L 0 
24 (100) 

0 
23 (100) 

0 
20 (100) 

0 
19 (100) 

CR4 
All databases 10 3 6 2 
M 1 (10) 

9 (90) 
1 (33.33) 
2 (66.67) 

1 (16.66) 
5 (83.33) 

1 (50) 
1 (50) 

E 3 (30) 
7 (70) 

3 (100) 
0 

2 (33.33) 
4 (66.67) 

2 (100) 
0 

CR5 
All databases 81 79 35 35 
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M 61 (75.30) 
20 (24.69) 

61 (77.21) 
18 (22.78) 

31 (88.57) 
4 (11.43) 

31 (88.57) 
4 (11.43) 

E 59 (72.83) 
22 (27.16) 

59 (74.68) 
20 (25.32) 

25 (71.42) 
10 (28.57) 

25 (71.42) 
10 (28.57) 

CE 74 (91.35) 
7 (8.64) 

31 (39.24) 
48 (60.76) 

17 (48.57) 
18 (51.43) 

17 (48.57) 
18 (51.43) 

CI 31 (38.27) 
50 (61.73) 

74 (93.67) 
5 (6.33) 

35 (100) 
0 

35 (100) 
0 

P 10 (12.34) 
71 (87.65) 

10 (12.65) 
69 (87.34) 

9 (25.71) 
26 (74.29) 

9 (25.71) 
26 (74.29) 

CR6 
All databases 44 40 21 21 
M 28 (63.63) 

16 (36.36) 
28 (70) 
12 (30) 

18 (85.71) 
3 (14.29) 

18 (85.71) 
3 (14.29) 

E 21 (47.72) 
23 (52.27) 

21 (51.5) 
19 (47.50) 

14 (66.66) 
7 (33.33) 

14 (66.66) 
7 (33.33) 

CE 38 (86.36) 
6 (13.64) 

20 (50) 
20 (50) 

15 (71.42) 
6 (28.57) 

15 (71.42) 
6 (28.57) 

CI 20 (45.45) 
24 (54.55) 

38 (95) 
2 (5) 

19 (90.47) 
2 (9.52) 

19 (90.47) 
2 (9.52) 

P 8 (18.18) 
36 (81.82) 

8 (20) 
32 (80) 

8 (38.09) 
13 (61.90) 

8 (38.09) 
13 (61.90) 

CR7 
All databases 50 47 24 24 
M 37 (74) 

13 (26) 
37 (78.72) 
10 (21.28) 

21 (87.5) 
3 (12.50) 

21 (87.5) 
3 (12.50) 

E 19 (38) 
31 (62) 

19 (40.42) 
28 (59.57) 

14 (58.33) 
10 (41.67) 

14 (58.33) 
10 (41.67) 

CE 47 (94) 
3 (6) 

15 (31.91) 
32 (68.09) 

11 (45.83) 
13 (54.17) 

11 (45.83) 
13 (54.17) 

CI 15 (30) 
35 (70) 

47 (100) 
0 

24 (100) 
0 

24 (100) 
0 

P 1 (2) 
49 (98) 

1 (2.12) 
46 (97.87) 

2 (8.33) 
22 (91.66) 

2 (8.33) 
22 (91.66)- 

CR8 
All databases 126 123 54 54 
M 77 (61.11) 

49 (38.89) 
77 (62.6) 
46 (37.40) 

45 (83.33) 
9 (16.66) 

45 (83.33) 
9 (16.66) 

E 55 (43.65) 
71 (56.35) 

55 (44.71) 
68 (55.28) 

36 (66.66) 
18 (33.33) 

36 (66.66) 
18 (33.33) 

CE 111 (88) 
15 (11.90) 

39 (31.70) 
84 (68.29) 

47 (87.03) 
7 (12.96) 

47 (87.03) 
7 (12.96) 

W 39 (30.95) 
87 (69.05) 

111 (90.24) 
12 (9.76) 

27 (50) 
27 (50) 

27 (50) 
27 (50) 

M, MEDLINE; E, Embase; CE, CENTRAL; CI: CINAHL; W, Web of Science; P, PsycINFO ; L, LILACS. 
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Figure 3-1. Trial indexing rates per database 

Gray: Not applicable – The review did not include this database as a resource. 

 

The number of influential trials included in each review (considering sample 

size and risk of bias evaluation) was low. CR1 included 9 influential trials; CR2, 5; 

CR3,1; CR4, none; CR5, 6; and CR7, 1. This information was unavailable for either 

CR6 or CR8 because of the stage of the review update or the way the risk of bias 

evaluation was registered. There were no differences in the numbers when excluding 

trials from hand search. However, one trial that was missed when excluding hand 

search was not considered influential because of the risk of bias but included more 

than 3 thousand participants and contributed to the reviews’ meta-analysis weight by 

about 30%. In the Appendix III, we present the indexing rates of influential trials per 

databases. 

 

3.2 Combination of databases in pairs 

Embase + CENTRAL had the highest indexing rates for both studies (92.0%, ± 

2.7 with hand search and 97.2% ± 2.7 excluding hand search studies) and trials-level 

(94.8% ± 3.7 with hand search and 96.8% ± 3.5 excluding hand search studies). 

Figure 3-2 shows the study indexing percentages for each pair of databases that 

includes at least one of the main databases (MEDLINE, Embase, or CENTRAL). 

Rates were lower when considering the total number of included studies, including 

those derived from hand searches, compared to ratings from the total with no hand 

search studies (Figure 3-2B). Rates that include those derived from hand search 
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reflect the coverage of each pair of databases on the final list of studies included in 

the original reviews.  

Figure 3-3 shows the percentage of trial coverage for each pair of databases 

(that include at least one of the main databases). When CENTRAL is combined with 

other databases besides LILACS (used in one review only), it has an indexing rate 

higher than 90%. When considering all the trials included in the reviews, including the 

ones derived from hand search (Figure 3-2B), pairs of databases can still retrieve a 

high percentage of the trials as a low percentage came from hand search. Embase 

plus PsycINFO showed the lowest indexing rate for both study and trial levels from 

the explored combinations. 

 

Figure 3-2. Study indexing rates per pair of databases 

 

2A: Percentage of studies indexed in each pair of databases corresponding to each review, excluding 

from the total trials the ones derived from hand search. 2B: Percentage of studies indexed in each pair 

of databases corresponding to each review, considering in the total trials derived from hand search. In 

grey, no results were available as the combination of databases did not apply to that review. M, 

MEDLINE; E, Embase; CI: CINAHL; W, Web of Science; P, PsycINFO; L, LILACS; CE: CENTRAL. 
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Figure 3-3. Trial indexing rates per pair of databases 

 

3A: Percentage of trials covered by each pair of databases corresponding to each review, excluding 

from the total trials derived from hand search. 3B: Percentage of trials covered by each pair of 

databases corresponding to each review, considering in the total trials derived from hand search. In 

grey, no results were available as the combination of databases did not apply to that review. M, 

MEDLINE; E, Embase; CI: CINAHL; W, Web of Science; P, PsycINFO; L, LILACS; CE: CENTRAL. 

 

3.3 Combination of three databases 

Figure 3-4 illustrates the indexing rates for trials, without hand search, when 

combining three databases with at least one of the primary databases (MEDLINE, 

Embase, or CENTRAL). All the combinations pertinent to each review showed high 

indexing rates. The only combination relevant to all the reviews and with several 

cases of 100% coverage was MEDLINE plus Embase and CENTRAL. 

From the 31 combinations explored, the only combination of databases with a 

mean of 100% (k = 19 trials) were those only applicable to CR3. This seems to be 

driven by Embase, that although it covers 98% of the trials indexed in this review and 

only one more than CENTRAL, the trials indexed by each differ, with no total overlap. 
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Figure 3-4. Trial indexing rates per combination of three databases 

 

M, MEDLINE; E, Embase; CI: CINAHL; W, Web of Science; P, PsycINFO; L, LILACS; CE: CENTRAL. 

 

3.4 Comparison of effect estimates 

The analysis of effect estimates was only possible for five reviews (CR1, CR2, 

CR5, CR7, and CR8). For CR3 and CR4, not enough trials were included without a 

hand search with estimable effect, so it was not possible to perform a meta-analysis 

with different sets of included trials (i.e., different databases’ combinations). This 

review was considered separate from the original review because it was a previous 

version with a different search strategy. In addition, because of the ongoing update, 

the meta-analysis of CR6 was not available. 

Figure 3-5 presents Forrest Plots of effect estimates for mortality up to 12 

months of follow-up time for combinations of one to three and all databases for each 

review. The results for all databases are the reference for comparison. For CR1, 

CR4, and CR5, CENTRAL alone found the same results as all combinations of pairs 

or trios that included CENTRAL. Overall, results were fairly stable for less than 12 

months as long as MEDLINE, Embase, or CENTRAL were included. For the ones 

mentioned above, CENTRAL or any combination with this database was enough, 
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while CR2 and CR6 needed to have the combination of MEDLINE + Embase or 

CENTRAL to be able to find the same effect estimates as all databases combined. 

For CR6, any combination that included Embase or CENTRAL, but not MEDLINE 

combined with one of the main ones, results were very close to the reference (0.9 

(1.08-0.72) vs. 0.89 or 0.9 (1.09-0.74)). In the Appendix III, we present data for 

additional follow-up times. 

 

3.4.1 Same effect estimates as all studies 

Treatment effect estimates based on pairs of databases were identical to 

those based on all databases in 34 cases of the 90 meta-analyses (37.8%: Figure 3-

6). When considering trios of databases, the treatment effect was identical in 60 

cases of the 90 meta-analyses (66.7%). Notably, even with only one database, an 

identical effect was estimated in nine cases (20.0%, out of the 45 meta-analyses that 

could be performed with only one database). Five of these cases included only 

CENTRAL. Only four of the meta-analyses had insufficient data to estimate treatment 

effects when testing the inclusion of trials derived from only one database.  

 

3.4.2 Same direction but different magnitude as all studies 

When considering only one database, 27 out of the 45 meta-analyses (60.0%) 

found the same direction but a different magnitude. In 46 cases of the 90 meta-

analyses with pairs of databases (51.1%), and in 28 of the 90 meta-analyses (31.1%) 

with trios of databases they were not identical but in the same direction and had the 

same level of statistical significance. 

 

3.4.3 Opposite to as all studies 

Treatment effect estimates moved in opposite directions in five cases for both 

when only one database was included (out of 45, 11.1%) and for pairs of databases 

(out of 90, 5.6%), and in two cases (out of 90, 2.0%) for the combinations of 

databases in trios. 
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Figure 3-5. Forest plots of effect estimates at up to 12 months follow-up using various 
database combinations 
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Figure 3-6. Comparison between treatment effects estimates 

 

The figure shows the agreement of the treatment effect estimates resulting from a meta-analysis 

based on trials found with different combinations of databases compared with that based on all 

included trials from the original searches (last three rows in the figure). Each row corresponds to a 

different database combination, and the columns reflect each review and follow-up time. The last three 

lines reflect the reference, the most comprehensive search.  

Up: up to 6 or 12 months; mt: more than 12 months or more than three years. Or in the case of CR7, 

from 3 to 12 months. 

Color legend: 1: full concordance between treatment effect estimates; 2: estimates without changes in 

the direction of the point estimate and with the same statistical significance; 3: estimates without 

changes in the direction of the point estimate with gain/loss of the statistical significance; 4: estimates 

with changes in the direction of the point estimate; 5: estimates unavailable because of number of 

included trials. NA, not applicable; M, MEDLINE; E, Embase; W, Web of Science; P, PsycINFO; CI: 

CINAHL; CE: CENTRAL. 

 

4. DISCUSSION 

 After exploring various bibliographic database choices, including single, pairs, 

and trios of database combinations, our results indicate that CENTRAL, MEDLINE, 

and Embase have the highest indexing rates. Only CENTRAL indexed more than 

90% of the trials and 97.8% of the influential trials throughout all reviews. In addition, 

estimate effects only from CENTRAL frequently achieved the same values as when 
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all databases were included. CENTRAL was enough to find the same results for 

three of the five available reviews (CR1, CR4, and CR5) for the outcome analysis. 

For the other two reviews, CR2 and CR6, it was necessary to combine MEDLINE 

with Embase or CENTRAL to see the same effect estimates as for all databases 

combined. 

 When comparing with the available literature, we can notice that the type of 

review question can influence the impact of different databases. In the present study, 

although all eight reviews used as a case study are about cardiac rehabilitation, the 

nature of their questions differed. Half of the reviews were focused on exercise 

interventions and the other half on other rehabilitation components or modalities 

(e.g., home-based, psychological, and social network interventions). However, the 

indexing rates, per single database or different combinations, seemed to be very 

similar throughout all the reviews independent of this. When exploring a simplified 

search strategy for review updates, a previous study found that a simplified search 

strategy using MEDLINE performed better for clinically focused topics compared to 

complex or broader topics.69 Another study reported that abbreviated searches 

affected Cochrane reviews of nonpharmacological topics more and for 

pharmacological topics. Studies of pharmacological interventions were usually 

indexed in the major databases, while studies of psychological interventions, for 

instance, were more frequently indexed in specialised databases.62 Of note, in our 

study for cardiac rehabilitation, recall rates were high in major databases. 

 In the present study, we found that CENTRAL alone was enough to acquire 

the same results as the original broader search strategy in most cases. Similarly, 

when exploring Cochrane reviews on therapeutic interventions, Halladay et al. found 

that searching only Pubmed alone was enough to agree with meta-analysis results in 

98% of the cases.70 All the Cochrane reviews explored in the present study are 

based on randomised controlled trials, which are the only bibliographic type of report 

indexed by CENTRAL. Most of the records they index come from bibliographic 

databases, such as Pubmed, Embase, and CINAHL. However, searching one 

database is not recommended for RRs.62 Our results showed that only one database 

does not consistently retrieve the same results. For example, searching CENTRAL + 

Embase or CENTRAL + CINAHL had additional value as it achieved the highest 

indexing rates (96.8% and 95.6%, respectively, compared to 92.8% for CENTRAL 

only). In some cases, even if it is a major database that is being searched (such as 
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MEDLINE or Embase), it can also lead to opposite estimated treatment effects, as 

was seen in the current study. Our results support the recommendation by the 

Cochrane Rapid Reviews Methods Group to limit main database searching to 

CENTRAL, MEDLINE, and Embase, when developing a RR in the medical field.14 

Using this time-saving approach could also be explored as an option when planning 

a review update instead of initiating a review, although literature around that is 

scarce. However, a simplified search strategy with fewer search terms and only for 

MEDLINE may not be enough for broader topics even when updating reviews.69 

Our results show that the outcomes of meta-analyses vary slightly depending 

on the combination of databases used. Including more databases tends to align the 

estimated effects closer to those found when searching five databases. However, 

significant time savings can be achieved by limiting searches to just two or three 

databases. This confirms what previous research has found, particularly for 

respiratory infection-related reviews; restricting meta-analysis based on MEDLINE + 

Embase led to the fewest changes in statistical significance. This previous 

methodological study also explored Infectious Diseases and Developmental 

Psychosocial and Learning Problems reviews and concluded that although most 

relevant studies appear in a limited number of databases, database choice is topic-

specific.71 Trials that are more difficult to find tend to be smaller and with less 

methodological quality, and their importance seems to vary within different health 

fields.59 In the context of cardiac rehabilitation, we found a low number of influential 

trials included in the reviews, so the importance of other trials seem to be high. For 

dementia care research, for instance, instead of exploring eight original databases, 

searching more specific databases (a combination of CINAHL, MEDLINE, Web of 

Science Core Collection, and citation tracking) seemed necessary to retrieve all 

studies.72 For a review of reviews, MEDLINE, Epistemonikos, and reference checking 

was the best combination, with a mean indexing rate of 97.7% of the systematic 

reviews.73 

Reference checking and additional searches beyond traditional databases are 

key components of comprehensive search strategies. Currently, Cochrane 

recommends to “assess the need for grey literature and supplemental searching, and 

justify the sources to be searched”, based on expert opinion.57 When exploring 60 

reviews, half pharmacological and half nonpharmacological, Nussbaumer-Streit et al. 

found that combining the major databases (MEDLINE, Embase, and CENTRAL) with 
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searches of references lists generated the lowest proportion of changes in 

conclusions.62 While this might be time-consuming,63,64 it might also be a crucial step, 

especially when authors anticipate whether the main body of literature is more 

recent. In the future, empirical research is essential to understand how to decide on 

the evidence/information sources that should be searched in different fields, 

especially for time efficiency. Not only which databases to search but what is the best 

combination of databases and supplementary searches. Depending on the field, a 

well-executed grey literature search may be more cost-effective and a valuable 

complement to more standardised search strategies. 

To the best of our knowledge, this is the first study to assess the impact of 

different database combinations on the results of reviews in cardiac rehabilitation. 

However, our study has some limitations. First, we had a limited number of the 

original searches that were available. When re-running the searchers, even when 

considering the date range that the original review searched, the electronic 

databases are generally updated retrospectively, which may influence the indexing 

rates encountered. Also, both CINAHL and LILAS had updated the way that the 

databases are searched, which meant that exact replication of prior searches was 

not possible. Additional issues were encountered when re-running the searches, as 

we only had access to PsycINFO APA, not OVID, as the reviews had used. Second, 

we assumed that the most updated search for each review was the best strategy, and 

we used this version to replicate the search, but the old versions of the review may 

have used different search terms. We also assumed that the Cochrane reviews were 

the best quality reference in the field and that no errors were made when selecting 

the studies, and that the relevant studies that fit the criteria for each review were 

identified and included. Third, as mentioned previously, the Cochrane reviews also 

included searches on two trial registers (World Health Organisation’s International 

Clinical Trials Registry Platform and Clinicaltrials.gov). We decided not to check if the 

included studies were indexed in those as only ongoing trials are generally included 

(outside those that have been published). Finally, when excluding hand search 

retrieves from the outcomes analysis, the estimated effects would not be the same as 

the ones in the original reviews that include hand search. Hand searching is an 

important consideration when exploring evidence sources, as searching reference 

lists of included studies is usually a step followed. However, our study aimed to focus 
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on the question of electronic databases and did not explore the impact of hand 

search. 

 

5. CONCLUSION 

Our study offers valuable insights for researchers in the field of cardiac 

rehabilitation into how to employ a resource-efficient approach when crafting search 

strategies for evidence synthesis. This study also has the potential to inspire other 

researchers to reproduce our methods and further explore the question of the impact 

of searching fewer databases on reviews’ results in other fields. 

For reviews on cardiac rehabilitation, searching only CENTRAL plus a major 

database such as MEDLINE or Embase is viable when a time-saving approach to 

evidence identification is needed. However, it would seem that a minimum of three 

databases would be recommended when developing a meta-analysis. The 

bibliographic database choices need to be based on the resources available, and the 

review commissioners' needs and results should be interpreted taking into 

consideration the influence of these choices. 
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Abstract 

Background: Rapid Reviews (RRs) are used to perform time-efficient evidence 

syntheses. Time-saving methods have been applied, including single-review for the 

study selection process. Peer review (i.e., two reviewers independently assess 

studies for eligibility, with a third solving discrepancies) is usually recommended. 

However, a single review approach has the potential to save time and resources. 

Objectives: To understand the impact on inclusions, time, and costs of having single 

review compared to peer review for title and abstract screening. 

Methods: Using a concluded review, title and abstract screening was performed 

following the single review approach. Peer review was then performed to assess the 

differences in time invested and potential costs. Accuracy (sensitivity and specificity) 

was calculated. 

Results: 2,526 retrieves were divided equally across the five reviewers. Peer-

reviewing all titles and abstracts led to 647 retrieves being included, compared to 797 

retrieves from single review. The sensitivity and specificity of single review was 0.84 

and 0.86, missing 99 (3.9%) retrieves (false negatives) and including 249 (9.9%) 

false positives. Peer review took twice the amount of time (87.57 hours) and twice 

the estimated cost (CA$ 2,479.96). 

Conclusion: The single reviewer approach missed around 4% of inclusions and 

included more false positives (9.9%), potentially leading to longer full-text 

assessments. However, single review can be an alternative approach that takes half 

the time and costs. Larger methodological studies in various fields are needed to 

explore further the impact of single reviewer on studies selection and review results. 

 

Keywords: Rapid reviews, Systematic reviews, Study selection, Methodology 
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Strengths and limitations of this study: 

• By providing empirical data on the differences between single- and peer-

review study selection, this study contributes to the body of evidence on the 

impact of review methods. Insights from this study are valuable for 

understanding how study selection approaches can impact the inclusion of 

studies, costs, and time. 

• As this is a case study based on a specific context, generalizability is limited. 

• The impact of the two study selection approaches was not evaluated on the 

final list of studies included in the review and on the review outcomes. 

• Future studies can replicate this study's methods to further evaluate the 

impact of study selection approaches. It would be important to consider 

additional outcomes, such as the review results, across different disciplines, 

fields of study, or contexts. 

  



67 
 

1. INTRODUCTION 

Evidence summary papers (e.g., systematic reviews [SRs]) are an effective 

method for providing an overview of a specific topic or research area. When 

conducting an SR, it is crucial to employ rigorous methods to ensure that the 

results are trustworthy and can inform precise clinical and policy decisions. SRs are 

a way of searching and selecting the available empirical evidence to answer a 

research question while reducing bias.3 As SRs employ rigorous methodologies to 

generate a conclusion, they require notable time and resources. Performing a SR is 

a time-intensive process, taking from several months to over two years, from 

conception to completion. Consequently, by the time an SR is finalised, it might not 

reflect the available literature anymore as it may not have new and relevant 

publications incorporated into the synthesis. To address these challenges, rapid 

reviews (RRs) have been developed. 

Rapid Reviews are ‘‘a rigorous and transparent form of knowledge synthesis 

that accelerates the process of conducting a traditional systematic review through 

streamlining or omitting a variety of methods to produce evidence for end-users in a 

resource-efficient manner.’’9 This approach can be essential to policymakers and 

health systems managers who need reliable evidence to make timely decisions on 

healthcare. In this case, a full SR may not always be feasible or practical, so RRs 

are an alternative evidence synthesis approach. However, there is no standardized 

methodology applied to RRs,32 and limited evidence on how best to conduct such 

reviews efficiently and reliably. 

In a RR, each step of a systematic review can be omitted or abbreviated, 

depending on the resources and time available.74 This includes a more focused 

question, a narrower search strategy, and streamlined methods for study selection, 

data extraction, quality assessment, and reporting.54 Studies selection is a step that 

can take a long time during the development of a review, depending on the number 

of retrieves, reviewers, and resources available. According to a scoping review of 

RRs methods, 18% (15 out of 82 reviews) used one reviewer only for title and 

abstract screening, and 34% (28 out of 82 reviews) performed screening with two 

or more independent reviewers. Of note, the other 48% of reviews used one 

reviewer and one verifier; did not clearly report the number of reviewers; did not do 

this step; or did not reported the methods.12 The Selecting Approaches for Rapid 

Reviews (STARR) decision tool supports RR researchers in deciding which RR 
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approach to use when planning a review.65 However, this tool provides no specific 

information on study selection. On the other hand, the Guide for RRs, developed by 

McMaster University, recommends a peer-review approach (two reviewers 

independently review the references) to minimise bias.75 

Cochrane also recommends using two reviewers for dual screening of at least 

20% of abstracts for the selection of studies, with conflict resolution. Then, one 

reviewer screens the remaining abstracts, and a second reviewer screens all 

excluded abstracts and, if needed, resolve conflicts.14 This approach is based on a 

study from 2021 that aimed to understand the accuracy of single- and dual-

reviewer screening. Using two reviews and a group of trained participants, they 

found that single-reviewer abstract screening missed 13.4% of relevant studies, 

while dual-reviewer abstract screening missed 2.5% of relevant studies.26 

Empirical evidence is still limited to support the decisions on the study selection 

approach, especially when efficiency is key. Researchers need to consider several 

aspects to make the choice, including available resources, the size of the review, 

and the potential for bias.74 To help inform researchers, this study aims to 

understand the impact on inclusions, time and costs, of having a single review 

compared to peer review process for titles and abstracts screening. 

 

1.1 Hypothesis 

This study aimed to answer: “What is the difference in accuracy and the impact 

on study selection during title and abstract screening between single and peer 

review approaches?” Our hypothesis was that there will be no significant difference 

between single and peer review approaches in the accuracy of study selection 

during title and abstract screening. 

 

2. METHODS 

A methodological study was developed using a rapid review recently completed 

by the META Group's, the evidence synthesis team of the Montreal Behavioural 

Medicine Centre (MBMC). Concordia University Human Research Ethics Committee 

approved this study under the certification number 30020328. 
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2.1 Data source 

The META Group worked on developing a rapid review for the Public Health 

Agency of Canada, via the COVID‐END Initiative. This review aimed to understand 

the effectiveness of different lengths of quarantine and isolation in reducing 

transmission of COVID-19 in non-healthcare community-based settings (review 

questions on Appendix IV).  

Before reviewing titles and abstracts, all individuals involved received training on 

the specific criteria for including or excluding studies in the review. In this training, 

criteria for inclusion and exclusion were discussed, and six examples of titles and 

abstracts were screened together. In addition, reviewers received a decision tree and 

a table with inclusion and exclusion criteria to be used during the actual screening. 

Three rounds of pilot were then performed, summing a total of 110 studies screened 

independently by each reviewer and discussed afterward. After reaching an 80% 

agreement level, the official screening started. 

 

2.2 Participants 

The sample consisted of members of the META Group, including students (one 

Master’s and three doctoral students), a postdoctoral fellow, and a research assistant 

(who was responsible for the project management and did not take part in the study 

selection). 

 

2.3 Single Review 

Following an RR approach, which already has a standard protocol in the group, 

titles and abstracts were screened using Rayyan (https://www.rayyan.ai/), followed by 

the full-text screening. For titles and abstract screening, all the retrieves from the 

database search were divided equally among each reviewer. A separate Rayyan 

project was created for each reviewer. They all contained the same screening 

information, such as keywords for inclusion and exclusion, reasons for exclusion, or 

labels. (Appendix IV). These keywords were only highlighted (either in green or in 

red) and used as a tool to help decision making as the reviewer still needed to read 

the entire abstract before making a decision.  

 

2.4 Peer-review 

We considered peer-review when two independent reviewers assessed each title 
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and abstract separately, with discrepancies between reviewers being resolved by a 

third reviewer. For this, all the titles and abstracts reviewed by one person during 

single review were equally distributed to each of the other four reviewers. For 

instance, 1/5th of the reviewer one’s (R1) articles was sent to reviewer 2 (R2), R3, R4 

and R5, respectively. We followed this approach to make sure every reviewer was 

paired with one another, so that every pair of reviewers had a different combination of 

experience levels. 

Again, each reviewer received a single Rayan project with their own set of titles 

and abstracts to screen and the same screening information—keywords, reasons for 

exclusion, or labels.  

 

2.5 Data collection and Informed Consent 

The data collected included the decisions on inclusion during the single and peer-

review title and abstract screening. To explore the cost-benefit of each screening 

approach, the time invested in the process was recorded using Rayyan’s time control 

feature and a time-tracking sheet. 

An Information and Consent Form was sent to all reviewers to clarify the study 

objective and procedures and invite them to answer a short survey to gather 

information about their level of knowledge and experience. After participants provided 

agreement, a link to the survey using Concordia Microsoft Forms was shared by 

email. The survey consisted of eight questions, taking around 15 minutes to be 

completed. Questions asked about their job title, level of experience in evidence 

synthesis, and level of knowledge in the research topics. 

 

2.6 Statistical analysis 

Microsoft Excel (version 2406, Microsoft Corporation) was used for data 

organisation and analysis. The level of agreement between all the reviewers was 

calculated using the proportional agreement (Po), expected agreement (Pe), and 

Cohen’s Kappa. The peer-review screening results were compared to the single 

review screening, and the percentage of missed studies was calculated. The primary 

outcome of interest was the accuracy (sensitivity and specificity) of study selection 

during single (already performed to the review development) compared to peer-

review title and abstract screening. We followed the analyses used by previous 
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research.26 For this, we calculated the following outcomes: the number of studies 

identified as relevant by the screening process (true positives); the number of studies 

actually relevant but missed by the screening process (false negatives); the number 

of studies identified as non-relevant by the screening process (true negatives); and 

the number of studies actually non-relevant but incorrectly included (false positives). 

Sensitivity was calculated as True Positives / (True Positives + False Negatives). And 

Specificity as True Negatives / (True Negatives + False Positives). The reference was 

the results obtained by the peer-review approach. 

To explore the cost-benefit of each screening approach, the potential cost was 

calculated based on the working hours of each member. All costs were reported in 

Canadian dollars (CA$) and were based on the average salary in Canada. For 

students, the reference was how much a standard scholarship pays 

(https://src.uqam.ca/subvention/remuneration/). Human resources were considered 

as the number of reviewers needed and their invested working hours for the title and 

abstract screening only, excluding any time and costs involved in project 

management or prospective review steps. 

 

3. RESULTS 

The search yielded a total of 2,526 retrieves needing to be screened for this 

review. Figure 4-1 shows the overall process followed in this methodological study. 

The total number of titles and abstracts was divided between five reviewers. After 

single review screening, the same titles and abstracts were divided between the 

same five reviewers for the peer-review process, ensuring each reviewer was paired 

with every other reviewer equally.  

 

  

https://src.uqam.ca/subvention/remuneration/
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Figure 4-1. Overview of the two screening processes 

 

The single review process led to 797 articles being sent to full text screening 

(31.6% of the retrieves) as this is the standard method used to develop the review. 

After peer-reviewing all titles and abstracts, there were 627 conflicts (24.8%) and 

1,899 agreements (75.2%). This led to 647 studies that would have been sent to full-

text screening (25.6% of the retrieves). 

Table 4-1 presents the accuracy, cost, and time results for the two title and 

abstract screening approaches. Single review screening included 150 (6% of the total 

number of studies), more retrieves, missing 99 (3.91%) retrieves (false negatives), 

and including 249 (9.85%) false positives. Sensitivity was 0.84 (± 0.08), and 

specificity was 0.86 (± 0.03). Overall, the single review screening took half the time 

peer review took, although peer-review accounts for the additional screening plus 

conflict resolution. This is also true for costs; the screening phase (no other related 

steps, such as training, search, export of libraries, or creation of Rayyan projects) 

was estimated to cost CA$ 1,246.48 for a single review screening and CA$ 2,479.96 

for peer review. 
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Table 4-1. Impact and costs of the two studies' selection approaches 

  Single reviewer 

(n = 2,526) 

Peer-review 

(n = 2,526) 

Results Conflict NA 627 (24.8%) 

 Agreement NA 1,899 (75.2%) 

 Included 797 (31.6%) 647 (25.6%) 

Accuracy TP 548 (21.7%) Reference 

 FP 249 (9.9%) Reference 

 FN 99 (3.9%) Reference 

 TN 1,630 (64.5%) Reference 

 Sensitivity  0.84 Reference 

 Specificity 0.86 Reference 

Resources Time (hours) 43.82 87.57 

 Cost (CAD) 1,246.48 2,479.96 

NA: not applicable; TP: true positive (the number of studies identified as relevant by the screening 

process); FP: false positives (the number of studies actually non-relevant but incorrectly included); FN: 

false negatives (the number of studies relevant but missed by the screening process); TN: true 

negatives (the number of studies identified as non-relevant by the screening process). 

 

The reviewers’ experience levels varied (Table 4-2). Self-rated knowledge in 

evidence synthesis varied from 2 to 10 (mean 6.0 ± 3.0) on a 10-point Likert-like 

scale, while knowledge on the review topics varied from 2 to 8 (mean 5.0 ± 2.2 on 

respiratory illness, 6.6 ± 1.0 on social isolation/quarantine, and 6.8 ± 0.7 on public 

health measures). R4 and R5 were highly experienced, with ≥ 7 years of experience 

and 8 and 10 self-rated knowledge in evidence synthesis. 

 The level of agreement between reviewers evaluated by Cohen’s Kappa was 

moderate overall (mean 0.40 ± 0.07), varying from 0.27 to 0.53 (Table 4-3). The 

highest agreement level came from pairing the most experienced reviewer with a 

master's student, with an average experience level (2 years of experience and self-

rated knowledge in evidence synthesis as 7). 
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Table 4-2. Level of knowledge and experience of reviewers 

Revi

ewer 

Job title Years 

of 

experi

ence 

Eviden

ce 

synthe

sis 

knowle

dge* 

No. of 

SRs 

No. of 

RRs 

Field 

of 

resear

ch 

Respir

atory 

illness 

knowle

dge* 

Social 

isolati

on/  

quaran

tine 

knowle

dge* 

Public 

health 

measu

res 

knowle

dge* 

R1 Master’s 

student 

2 7 0 2 HP & S 5 7 7 

R2 PhD 

student 

0 3 0 1 NA 2 6 6 

R3 PhD 

student 

1 2 1 0 HP  3 5 7 

R4 PhD 

student 

7 8 4 5 Covid-

19, 

rehabili

tation,  

patient 

assess

ment 

tools 

7 7 6 

R5 Postdoct

oral 

fellow 

12 10 10 35 HP & 

S, 

infectio

us 

disease 

treatme

nt, 

health 

8 8 8 

*Self-rated knowledge using a Likert-scale, from 0 (no expertise) to 10 (expert).  

HP: health policy; HP & S: health policy and systems. 

 

Table 4-3. Agreement between the different pairs of reviewers 

Pair Po Pe Cohen’s Kappa 

R1+R2 0.78 0.58 0.47 
R1+R3 0.71 0.57 0.32 
R1+R4 0.69 0.58 0.27 
R1+R5 0.79 0.55 0.53 
R2+R3 0.77 0.61 0.41 
R2+R4 0.77 0.62 0.40 
R2+R5 0.71 0.56 0.34 
R3+R4 0.77 0.57 0.47 
R3+R5 0.73 0.56 0.38 
R4+R5 0.75 0.58 0.42 

Po: proportional agreement; Pe: expected agreement. 

 

Tables 4-4 and 4-5 present the results by members of the evidence synthesis 
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team. As can be observed, the mean time for each reviewer to screen 505 retrieves 

was 526 minutes / 8.76 hours (±3.39). A similar time was taken when peer-reviewing 

the additional 505 retrieves, leading to an average time for the entire peer review of 

1,051 min / 17.51 hours (±5.59) per reviewer. The average cost per reviewer was 

CA$249.26 for single review and CA$495.99 for peer review. 

Sensitivity across individual reviewers varied from 0.74 to 0.92, while specificity 

ranged from 0.84 to 0.92. High values of true positives (TP) and true negatives (TN) 

and low values of false positives (FP) and false negatives (FN) indicate better 

performance in study selection. R2, the reviewer with the lowest experience level, 

had the lowest sensitivity, missing a higher proportion of relevant studies (high 

number of false negatives), but the highest specificity (with the lowest number of 

false positives), indicating a good ability to exclude non-relevant studies from the 

selection correctly. R5, the more experienced reviewer, achieved the highest 

sensitivity among all the reviewers, identifying 117 TP out of a total of 126 relevant 

studies (117 TP + 9 FN), and also performed well in excluding studies that did not 

meet the inclusion criteria. 

 

Table 4-4. Time and costs by each member of the evidence synthesis team 

Review
er 

Reviewer 
job title 

Time 
investe
d 
Single 
review
er  
(min) 

Time 
investe
d 
Secon
d 
-
review
er 
(min) 

Time 
investe
d 
Peer-
review 
(min) 

Hourly 
rate 
(CAD) 

Single 
reviewe
r  
Total 
Cost 
(CAD) 
 

Peer-
review 
Additio
nal 
Cost 
(CAD) 

Peer-
review 
Total 
Cost 
(CAD) 

R1 Master’s 
student 

389 389 778 25.51 165.30 165.30 330.60 

R2 Doctoral 
student 

824 760 1,584 27.73 380.73 351.06 731.79 

R3 Doctoral 
student 

483 557 1,040 27.73 223.22 257.33 480.56 

R4 Doctoral 
student 

309 443 752 27.73 142.80 204.64 347.45 

R5 Postdocto
ral fellow 

625 477* 1,102* 32.11 334.26 255.27 589.53 

*This reviewer did not participate in the conflict resolution, so the peer-review time did not account for 

that. 
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Table 4-5. Accuracy results by members of the evidence synthesis team 

 
  Conflict No conflict Total 

Sensitivity Specificity 

 

Years of 

experien

ce 

Self-rated 

knowledg

e 

n TP TN FP FN n TP TN n TP FP FN TN 

R1 2 7 115 26 32 44 13 383 105 285 505 131 44 13 317 0.910 0.878 

R2 0 3 122 14 49 29 30 390 72 311 505 86 29 30 360 0.741 0.925 

R3 1 2 139 21 41 63 14 392 73 293 505 94 63 14 334 0.870 0.841 

R4 7 8 138 28 22 55 33 366 92 276 506 120 55 33 298 0.784 0.844 

R5 12 10 113 26 20 58 9 368 91 301 505 117 58 9 321 0.929 0.847 

TP: true positive (the number of studies identified as relevant by the screening process); TN: true 

negatives (the number of studies identified as non-relevant by the screening process); FP: false 

positives (the number of studies actually non-relevant but incorrectly included); FN: false negatives 

(the number of studies relevant but missed by the screening process). 

 

4. DISCUSSION 

In the present study, we found that when performing title and abstract screening, 

a single review approach included 797 retrieves, compared to 647 retrieves included 

by a peer-review approach. The single review included 548 (21.7%) true positives 

and 249 (9.9%) false positives, while it excluded 1,630 (64.5%) true negatives but 

missed 99 (3.9%) retrieves, i.e., false negatives. The single-review approach's 

sensitivity was 0.84, and its specificity was 0.86. The level of agreement and 

accuracy varied among the five reviewers, with the highest sensitivity and specificity 

of 0.92 coming from different reviewers with divergent levels of knowledge and 

experience. Peer review took twice the estimated time and cost. 

The single review approach during title and abstracts missed almost 4% of the 

relevant studies. In a more extensive methodological study, Gartlehner et al. found 

that single reviewer abstract screening missed 13%, with a sensitivity similar to the 

one found by the present study of 86.6% and a specificity of 79.2%.26 However, the 

reviewers' experience level seems to play an important role. When synthesising four 

studies that compared single screening vs peer review screening, the median 

proportion of missed studies was 3% for more experienced reviewers and 13% for 

less experienced reviewers.25 It is recommended that producers of RRs keep highly 

experienced staff in their teams.6,55 In the present study, 2 out of 5 (40%) reviewers 

were highly experienced in evidence synthesis, while 3 out of 5 (60%) reviewers had 
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high domain-knowledge. So, missing 3.9% of eligible studies seemed to be better 

than expected according to experience level when looking at the reports available in 

the literature. Two studies compared the performance of students and experts and 

found that performance was highly variable among students, below that of 

experienced reviewers in one study,76 but with the higher inter-rater agreement and 

no difference for abstract sentencing in another one.77 

Although the single review approach missed a small percentage of studies, it 

included 249 false positives, which would greatly impact the time taken to complete 

the full-text screening phase. This contrasts with previous findings indicating that a 

single review approach typically identifies most of the relevant studies, but peer 

review can enhance the identification of relevant records by an average of 9%.78 Our 

findings should be leveraged depending on the time and budget available. We agree 

with the available literature,78–80 and recommend the peer-review approach whenever 

possible. Still, the single review can be a valid alternative method when time or cost-

saving methods are necessary. 

Despite the training offered and the pilot screenings performed, the agreement 

between reviewers was lower than expected. A pilot with 30 to 50 abstracts is 

recommended so that the entire screening team can calibrate and test the review 

material.14 In the present study, this was not enough to guarantee a good agreement 

level during full screening. Although the reviewers were part of the same team, most 

of them were not used to working together and were only available for this particular 

review.  Although piloting is part of good practices when developing a review, the 

question of its structure and impact before screening is still open.25 

The moderate agreement between reviewers may be due to the nature of the 

review question and the topic. This methodological study is based on a review 

commissioned by knowledge users to answer a few questions on the consequences 

of isolation and quarantine related to infectious diseases. There is not only one 

question but three, and definitions of isolation and quarantine are often confounded 

in the literature and the remits for what constitutes these measures is inconsistent 

across studies.81–83 For instance, lockdown or any measure of mass quarantine was 

an exclusion criterion for the review. However, this is usually unclear in the abstracts. 

Similarly in other parallel domains, the lack of information in the abstract was shown 

to impact the accuracy in identifying studies that meet eligibility criteria in studies on 

diagnostic tests.79  
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Research questions that are too vague may make the identification of studies 

difficult. For example, Waffenschmidt et al. found the best results for single screening 

with the most specific research questions.25 Also, as highlighted by various authors, 

deciding on methodological strategies for conducting RRs may be challenging due to 

the inherent variability across different research topics.32,80 Single-reviewer screening 

may seem to miss more relevant studies for public health than pharmacological 

topics.26 Although an optimal approach seems to not exist, developing methods to 

explore this question may be relevant for researchers in various fields who want to 

investigate the same methodological question. 

Although the present study can offer valuable insights into the RR field, there are 

a few limitations. The generalisability is limited because the review question and 

inclusion criteria were very specific, as well as the size of the present study (only one 

review domain and five reviewers). However, we believe the transferability of 

methods can help assess how these results vary across different disciplines, fields of 

study, or contexts. Previous studies have highlighted the limitations of using the 

kappa coefficient of agreement.84,85 One key point is that the kappa statistic can vary 

significantly based on the proportion of records that are considered eligible, it is 

sample size sensible. In the present study, more than 20% of the retrieves were 

considered eligible. Such a higher disproportion of eligible:ineligible records may lead 

to increased variability in kappa values. In addition, there is no universally accepted 

standard for what constitutes a "good" kappa value, as it can depend on the context 

and field of study.85 Another limitation of our study is that the review results were not 

taken into consideration as an outcome to better understand the impact of having a 

different set of studies included. 

 Future studies need to explore further the impact of performing single review 

versus peer review approaches, to understand the impact on the end results of the 

reviews. More extensive methodological studies that control for several factors, such 

as experience level, field of study, training, and piloting, are necessary to create 

substantial evidence for decisions around RR methods. 

 

5. CONCLUSION 

By examining the advantages and drawbacks of single and peer review for study 

selection during the title and abstracts phase, we found that the single reviewer 

approach missed around 4% of inclusions and included many false positives (9.9%), 
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potentially leading to longer full-text assessments. However, the single review 

approach took half the time and cost of peer-review title and abstract study selection. 

As such, a single review approach can be a useful alternative when time-saving 

methods are necessary. 

This study offers valuable insights to evidence synthesis teams as they develop 

their selection methods by comparing two study selection approaches. Information on 

accuracy and costs is useful for researchers and organisations conducting reviews, 

and guideline developers. These findings can inform decisions about human 

resource allocation in RR projects. 
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CHAPTER 5 

Discussion 

 

Summary of Findings and Thesis Implications 

 The primary purpose of this thesis was to identify critical methodological 

questions and undertake methodological studies to explore how aspects of RR 

methods impact the review processes and review findings. In order to do this, we first 

conducted an eDelphi study to build consensus around the main methodological 

questions on RRs development. Based on the list generated from this study, we 

designed and conducted two methodological studies. The first one aimed to explore 

the impact of the number of databases on included studies and results. The second 

methodological study explored the differences between single review and peer 

review approaches for titles and abstract screening. 

In chapter 2, 78 experts in RRs and evidence synthesis knowledge users were 

surveyed about the main methodological questions on RR development. The majority 

had more than nine years of experience in evidence synthesis and were from various 

countries around the world. After three survey rounds and a consensus meeting, the 

list that started with 29 items was reduced to seven key methodological questions. 

Those items are essential to understanding how to improve an RR's time efficiency. 

Of the seven items, three were related to search strategy, while two were on study 

selection, one on quality/bias assessment, and one on data extraction. 

Considering the increasing use of RRs in policy and decision-making and the 

numerous unresolved methodological questions, this eDelphi study advances the 

science of RRs by building a research agenda and serving as a “road map” for 

researchers. The questions were structured to be specific and pertinent to one review 

step, so they are ready for researchers to design methodological studies. The 

generated list can also help to prioritise the issues that experts consider more 

important to be explored. This can support resource allocation, ensuring that funding 

focuses primarily on the key areas. 

Next, in Chapter 3, we developed a methodological study exploring how 

different combinations of databases searched would impact cardiac rehabilitation-

based reviews. For this, seven reviews were used as a case study, and each 

included study's possible indexing was investigated. The meta-analyses of each 
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review were re-run depending on the list of studies included by each combination of 

databases. The results from pairs and trios of databases were compared to the 

results from all databases included in the review combined. We found that CENTRAL 

had the highest indexing rates, and Embase plus CENTRAL was the best 

combination of databases. However, when looking at effect estimates for meta-

analyses, combining the major databases (MEDLINE, Embase, and CENTRAL) in 

pairs, only 38% of results were identical to all databases combined. While with three 

major databases combined, 66.7% of results were identical to when all databases 

were combined. 

An additional meta-analysis could be conducted to explore the characteristics 

of included trials across different database combinations. For example, a sensitivity 

analysis could be performed, considering various study characteristics, such as risk 

of bias and sample size, to assess their impact on effect estimates. Furthermore, a 

qualitative assessment comparing the characteristics of studies indexed in each 

database combination could provide a deeper understanding of how these factors 

influence the effect estimates. These analyses could also include an examination of 

the geographic location of studies retrieved from each database combination, which 

may reveal whether certain methods capture a broader or more diverse set of 

evidence. Additionally, coverage of key journals and redundancy analysis —

examining the overlap of studies retrieved from different database combinations —

could further enrich the discussion by highlighting the comprehensiveness and 

uniqueness of the evidence gathered. 

This study offers valuable insights into an essential question about RR 

methods. Researchers in the field of cardiac rehabilitation now have some guidance 

on the best combination of databases if a more streamlined approach is necessary. 

Our findings indicate that major databases can be utilised to identify potentially 

eligible studies, though additional databases are required for comprehensive meta-

analyses. Evidence synthesis producers can consider these findings to understand 

how different database combinations can impact reviews, the list of included studies, 

and estimated effects. Furthermore, this study shows the importance of selecting 

appropriate databases to enhance the quality and reliability of reviews. By adopting 

the recommended database combinations, researchers can improve the accuracy 

and comprehensiveness of their reviews. To build on these findings, the methods of 

this study need to be replicated in other fields and also be used in bigger studies with 
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review questions of a different nature to further understand the impact of various 

databases’ combinations. 

In Chapter 4, we present the results of a methodological study using a rapid 

review as a case study. We explored the impact of single vs. peer-review approaches 

for title and abstract screening. The single review process included more studies, 797 

compared to 647 retrieves included by peer review. Single review took half the time 

and cost but missed 3.9% of retrieves (false negatives) and included 9.9% false 

positives. 

 Our study was based on a review with complex questions and results should 

be interpreted taking this into consideration. We provided empirical evidence on the 

impact of a single reviewer and how this approach only missed a small percentage of 

eligible studies while saving time and resources. These results contribute to a more 

comprehensive understanding of the advantages and disadvantages of each study 

selection approach. However, the time-benefits during screening for the single review 

approach need to be weighed against the time that might be taken to review more 

studies during full-text screening, which could increase the total time taken to 

complete the review. Depending on the time and resources available, in general, our 

results suggest recommending a single review approach for studies selection, as it 

missed a low percentage of included studies and had the potential to save resources 

during initial screening. 

 It is relevant to highlight the differences in the scope and eligibility criteria 

between studies 2 and 3. The database study was developed in the context of 

Cochrane reviews, which are known for their rigorous evidence synthesis methods. 

They gather data on RCTs, while the studies selection in study 3 focused on a RR of 

observational and modeling studies. The findings of each study are context-

dependent, as previously mentioned, and potentially influenced by these differing 

scopes. As discussed in Chapter 3, the identification of trials also varies depending 

on the study size and topics. If study 2 had focused on indexing rates of 

observational studies, the results might have shown a higher degree of variability due 

to the inherent limitations of observational data. The conclusion could have been 

different, also emphasizing the need for a more cautious interpretations of findings 

and the importance of RR methods tailored to handle the proper identification of 

observational studies. Conversely, if study 3 had been conducted using a Cochrane 

review, screening title and abstracts of RCTs, the results would likely have been 



83 
 

more robust in terms of accuracy for study selections, as RCTs usually follow more 

structured abstract, with more specific questions in terms of population, intervention, 

and outcomes. In this situation, the appropriateness of single review selection might 

be improved. This limits the generalizability of studies 2 and 3, as the findings from a 

methodological study in one context may not be directly applicable to others, but 

understanding and confirming the impact of these differences would also be 

important to reviewers to better understand the methods choices. 

Taken together, the results of these studies advance the science of RRs, 

contribute to building the research agenda on RR methods, and provide specific 

insights and empirical evidence, encouraging further exploration of these questions. 

 

Strengths and Limitations of this thesis 

 As a collective thesis there are several limitations which need to be 

considered when interpreting the results of the studies (beyond those previously 

mentioned in chapters 2-4). 

 Lack of consensus on RRs: RRs are a useful strategy for informing decision-

making more efficiently. However, their accelerated process can have several 

implications that are still poorly understood nowadays. Although the present thesis 

aimed to contribute to a better understanding of the questions surrounding this and 

the impact of these time-saving methods, the heterogeneity and lack of consensus 

around RRs still exist. Heterogeneity in nomenclature, methods, and reporting have 

already been observed.12,22,86,87 During the development of the eDelphi study, we 

received several comments and discussed how to phrase each methodological 

question to avoid any misunderstanding about the search for a single optimal method 

for each review stage. Asking about an “optimal” approach would leave unclear 

whether the answer should be generalizable to different reviews. Authors have 

argued that standards and expectations for systematic reviews are nonnegotiable 

and RRs could potentially be placed into a spectrum of reviews, from non-systematic 

to a full systematic review.18 RRs are also viewed as an alternative until a full 

systematic review can be developed,32,86 but it should not be used as a ‘faster’ 

substitute for a comprehensive systematic review.32 Therefore, it is essential to 

carefully assess whether a RR is suitable, particularly when an urgent need for a 

summary of the evidence arises.88 When comparing the outcomes of RRs and SRs 

addressing the same questions, Watt et al. found that RRs were able to reach the 
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appropriate conclusions, but their scope was narrower, and their appropriateness 

may be better for well-defined questions.32,89 Although this restricts the 

generalisability of the review findings to other contexts, it enables RRs to provide 

timely information for specific policy or practice decisions.80 

The limitations of methodological studies: “Research-on-research,” also known 

as methodological studies, are important for health research and can greatly impact 

the quality of research conducted and decrease research waste. Experimental 

studies that compare different methods also play an important role.90 A few 

limitations have been previously highlighted in chapters 3 and 4, as the complexity of 

topics, reviewer variability, and team expertise. However, we want to emphasise 

some limitations, such as sample size and generalizability as limitations. The 

development of those studies is resource-intensive, and funding is essential to 

develop larger methodological studies. Moreover, given the specificity of the studies 

developed in the present thesis, it is not possible to generalise the findings to various 

research fields as they might be context specific, with context covering the field of 

research, the nature of the research question, the team composition, and the 

available resources and methods in place. The fact that the reviews chosen for 

comparison might not represent the full diversity of reviews can introduce selection 

bias. However, inconsistent metrics across fields may be an issue. For example, how 

accuracy, time, and cost are estimated can make comparisons difficult. In a 

methodological systematic review of studies comparing study selection methods, 

authors found that the evaluations were inconsistent and incomplete.25 

Inclusion of knowledge-users: Although the eDelphi study included a broadly 

representative group of participants, our recruitment strategy was not good enough to 

capture community members and public partners. This might be a reflection of the 

absence of a representative of this group on our research team and scientific 

committee. Although the participation of patient/community member/caregiver was 

considered since the beginning, a proactive recruitment plan specifically targeting 

this group was not developed. The Delphi survey was shared by multiple partners 

that have this group of people as members and by social media, which we expected 

to generate some participation from this group. Our inclusion criteria may also have 

been a barrier to participation, as we looked for people with some experience in 

evidence synthesis. More accessible language with better-defined concepts or 

examples would potentially have influenced people’s interest in the study. The same 
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issue is true for the methodical studies, in which we only have researchers in the 

health field with similar backgrounds. In the case of these studies, we could have 

included policymakers and decision-makers. As all the studies developed were 

methodological, one could argue that the primary knowledge users were the 

researchers themselves. However, it is known that the inclusion of other knowledge 

users can enhance the quality of the research and the potential uptake of its 

findings.91,92 

Strengths: Despite these limitations, some overall strengths should be 

emphasised in addition to the ones already described in each study, notably, the 

uniqueness of this thesis. RRs are still considered a new review approach,67 and if 

they are now better described the concept of RRs is clarified,9 there are still 

considerable gaps in our understanding of RRs. It is an emerging topic that caught 

great attention during the COVID-19 pandemic due to the urgency of answering 

health-related questions. The present thesis addresses some of the gaps in the field, 

including understanding the essential methods questions on RRs’ development. A 

key strength was the inclusion of highly experienced researchers from across the 

globe who were part of the Scientific Committee, thus providing a broader 

perspective on the results that were generated. Another strength is the potential 

replication of the methods we applied in this thesis. Although the eDelphi approach is 

already a well-established consensus-building method, this thesis shows how it can 

be a useful process for creating research agendas in the context of evidence 

synthesis. In addition, the methods followed by our methodological studies can also 

be also replicated in other evidence synthesis types, e.g., scoping reviews. A final 

strength is how the three main components of this thesis (i.e., the Delphi and the two 

methodological studies) build upon each other and provide unique and valuable 

results in a complementary and coherent way. 

 

Future Directions 

 This thesis generated a list of the essential questions regarding methods to 

develop more time efficient RRs. Future studies can be designed to answer these 

questions for different research fields. Conducting methodological studies with 

rigorous procedures across multiple fields can help to understand the impact and 

potential bias caused by the time-saving methods followed in RRs. The goal is to 

create a substantial body of evidence on the influences of methodological choices 
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across a range of areas in order to inform researchers and end-users when selecting 

the reviews’ methods or when considering the reviews’ results. 

A large body of evidence would also serve as a model when researchers need 

to explore a methodological question in another field. Exploring the same questions 

in different fields can help to identify commonalities and differences, which can help 

to improve the understanding of how RRs perform or whether they could or should be 

developed in various contexts. The methods followed in our methodological studies 

can also serve this purpose. Future methodological studies can adapt and expand 

those questions by examining the effects of other methodological choices or the 

same ones in additional outcomes. For instance, questions about the impact of 

databases should be further explored, considering the available hand search 

strategies. Exploring the same question for other fields is also appropriate, such as 

reviews on pharmacological interventions. This can help to develop more universally 

applicable methods for RRs development. 

There are a variety of tools that apply artificial intelligence (AI) to the 

development of evidence synthesis, especially for study selection and data 

extraction. These tools are not yet widely available, sometimes not considered user-

friendly, and still need further exploration around their accuracy and sensitivity, as 

they can help reduce human biases but can also increase errors. For this reason, 

exploring the more traditional methods that lack empirical evidence is still important. 

However, the great potential of AI to speed up the evidence synthesis process needs 

to be considered, especially in the context of RRs.93,94 AI has the potential to further 

advance the science of RRs, and the available methods should also be compared to 

the available tools to further understand their efficiency and limitations. 

 

Concluding Remarks 

The results from this thesis elucidate the essential questions that need to be 

answered about RR methods. Questions around search strategy and study selection 

should be prioritised when developing methodological studies, followed by 

quality/bias assessment and data extraction approaches. Our results also showed 

the impact of database choices in cardiac rehabilitation reviews and the impact of two 

study selection approaches.  

For database combinations, a minimum of three databases would be 

recommended when developing a meta-analysis, but depending on the review 
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question, and resources available, one large database may be enough for identifying 

the most relevant studies. Considering study selection approaches, single review can 

be an alternative method for title and abstract screening, as it saves resources, but 

considerations for the potential additional screening time in the full-text phase need 

to be considered. 

The present thesis advances the field by providing a comprehensive analysis 

of RR methods and some basis for improved practices and methodologies in future 

research. Thus, further exploration of the most critical questions and advances in 

understanding the impact of RR methods in different contexts are needed. 
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Sociodemographic Information Questions 

This project aims to include responses from a wide range of people, including people 

with a variety of backgrounds considered experts in evidence-synthesis. For that, we 

would like to ask you for some general information about you. Your answers will be 

confidential, and no individual will be identified when the results are presented. Your 

contact is requested to send you the next rounds of the survey. This project aims to 

include responses from a wide range of people, including people with a variety of 

backgrounds providing valuable expertise in evidence-synthesis. To this end, we 

would like to ask questions about your personal background. Your answers will be 

confidential, and no individual will be identified when the results are presented. Your 

contact information is only requested to send you the next rounds of the survey. 

 

1. In which age group do you better fit? 

66 years or more 

56-65 years 

46-55 years 

36-45 years 

26-35 years 

18-25 years 

Less than 18 years 

Prefer not to answer 

 

2. With which sex do you most strongly identify? 

Female 

Male 

Prefer not to answer 

Other 

 

3. What is your job title? 

This information will help to understand the profile of the participants. You can write 

in a few words your current position. For example, Graduate 

student, Research Assistant, Managing director. 

 

4. In which country do you currently work? 
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This question will help to understand the demographics of the participants. You can 

write the name of the country where you hold a position. For 

example: Canada, Australia, Nigeria. 

 

5. In which city do you currently work? 

 

6. In what field/area or research do you predominantly perform your 

evidence syntheses (please select all that apply)? 

Evidence syntheses are studies developed to gather evidence available to answer a 

specific question. This includes systematic reviews, scoping reviews, and rapid 

reviews, for example. 

Clinical 

Public Health 

Health system 

Prefer not to answer 

Other 

 

7. What is your role in evidence synthesis (lead reviewer, coordinator, field 

expert, contributor to study selection and data extraction, responsible for 

results interpretation,…) ? 

Evidence syntheses are studies developed to gather evidence available to answer a 

specific question. This includes systematic reviews, scoping reviews, and rapid 

reviews, for example.  
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Glossary of terms/List of definitions 

 
Data analysis is the process of taking data and turning it into a useful material to 

answer a research question. There are different methods, such as qualitative and 

quantitative approaches. 

 

Data abstraction/extraction is related to the act of separating, withdrawing, and 

taking data of interest from included studies or different sources. Usually, information 

about study characteristics, descriptive data, and findings (outcome data) are part of 

data extraction (Munn et al., 2014). 

 

Efficiency is the ability to perform something well, successfully, and without waste 

(e.g. time, money). Balance between quality and resource consumption. 

 

Evidence synthesis is a type of study developed to gather available evidence to 

answer a specific question. This includes SRs, scoping reviews, living reviews, 

overview of reviews and RRs for example. 

 

Grey literature is materials and research produced outside of the traditional 

commercial or academic publishing and distribution channels. Common grey 

literature publication types include pre-prints, reports, working papers, government 

documents, white papers and evaluation (Simon Fraser Library, accessed in 2022). 

 

Interested and affected parties/end users (previous referred to as 

stakeholders): the parties who will engage in, benefit from or be affected by the 

procedure (Tricco AC, et al. WHO Practical Guide, 2017). For this study, end users of 

a rapid review process include decision-makers, guideline and policy developers, 

healthcare providers, health system managers, end-users (public and patients), and 

journal editors. 

 

Methods: Research methods are particular processes for collecting and analyzing 

data. For evidence syntheses, it usually covers the methods for: acquisition of 

evidence (search strategy, inclusion criteria, selection process), data extraction, data 
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analysis, data appraisal/risk of bias/quality assessment strategy, and data synthesis 

process. 

 

Rapid systematic reviews (RRs) are another evidence synthesis method that 

accelerates the process of conducting a traditional systematic review through 

streamlining or omitting a variety of methods to produce evidence in a resource-

efficient manner (Hamel et. al., 2021). The kinds of methods that this study will 

include are: search strategy, studies selection (level one and two of the screening), 

data extraction, risk of bias appraisal and data analysis. It is also referred in this 

project as Rapid Reviews. 

 

Report: “A document (paper or electronic) supplying information about a particular 

study. It could be a journal article, preprint, conference abstract, 

study register entry, clinical study report, dissertation, unpublished manuscript, 

government report, or any other document providing relevant 

information” (Page et al., 2021). 

 

Risk of bias appraisal/assessment: “The purpose of study quality assessment is to 

capture and analyze variations among the included studies—those that met initial 

inclusion criteria— in terms of their credibility and vulnerability to various sources of 

bias” (Littell et al., 2008, Chapter 4). 

 

Screening is part of the studies selection process for a review, checking if the 

references fit or not the inclusion criteria. It includes different levels, such as Title and 

Abstract and Full text screening. 

 

Search Strategy, in the context of evidence syntheses, is the structured plan of how 

to find studies of interest. The search strategy includes the terms that are going to be 

used and also the sources that will be consulted (e.g. databases, repositories). 

 

Synthesis: In the context of evidence syntheses, the synthesis is the summarization 

of the data that were collected. “In systematic reviews of quantitative (numerical) 

data, data synthesis usually appears as a meta-analysis, a statistical method that 
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combines the results of a number of studies to calculate a single summary effect” 

(Munn et al., 2014). 

 

Systematic reviews (SRs) are the most common type of evidence synthesis. It is a 

way of searching, selecting, appraising, and synthesising the available evidence to 

answer a research question. It organises all empirical evidence that fits in pre-

specified eligibility criteria and aim to reduce bias (Higgins et. al., 2022). 
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APPENDIX II: Chapter 2 

Essential methodological questions for developing time-efficient rapid reviews: 

results from an eDelphi study 

 

Section I: Summary of the Central Scientific Committee roles and expertise 

The Central Scientific Committee (CSC) was formed initially with twelve 

members, with one member resigning due to other commitments after the start of the 

project, leaving a final group of eleven. The CSC included members with a variety of 

expertise, including pioneering researchers in the field of evidence synthesis, 

members who have been part of multiple evidence synthesis teams, and 

policymakers. Detailed information is presented in Table S1. This group was 

responsible for reviewing, editing, and agreeing with the first list of methodological 

items, sharing the survey with all their networks, providing feedback on the survey 

structure and project plan, and providing feedback on the results of each survey 

round (agreeing on the items that participants may suggest, dropping off items). They 

were also invited to participate in the consensus meeting and had the opportunity to 

vote on the inclusion and exclusion of items and discuss items’ wording.  

 

Table S1. Members of the Central Scientific Committee 

Central Scientific Committee (in alphabetical order) 

Andrea Tricco Lead of the Strategy for Patient-
Oriented Research (SPOR) 
Evidence Alliance 

Canada 

Ariany Marques Vieira 
(Chair of the Committee) 

Concordia University / MBMC 
MBMC Meta Group – Evidence 
synthesis team 

Canada 

Chiara de Waure University of Perugia/ Chair HTA 
section of EUPHA 

Italy 

Danielle Pollock HESRI (Health Evidence Synthesis 
Recommendations and Impact); 
University of Adelaide 

Australia 

Elie Akl Clinical Research Institute, AUB 
GRADE center, and SPARK, 
American University of Beirut 
(AUB) 

Lebanon 

John Lavis Lead of the McMaster Health 
Forum and Department of Health 
Research Methods, Evidence and 
Impact, McMaster University; 

Canada 
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Institute for Better Health, Trillium 
Health Partners 

Jovana Stojanovic Canadian Agency for Drugs and 
Technologies in Health 

Canada 

Laurenz Langer Africa Centre for Evidence (UJ) South Africa 

Peter Bragge Monash Sustainable Development 
Institute Evidence Review Service, 
Monash University, Melbourne 
Australia 

Australia 

Sandy Oliver EPPI-Centre, University College 
London. Africa Centre of Evidence, 
University of Johannesburg 

United 
Kingdom 

Simon L Bacon, PhD Concordia University / Co-director 
MBMC 
Lead MBMC Meta Group – 
Evidence synthesis team 

Canada 

Tanja Kuchenmuller* WHO Regional Office for Europe Switzerland 

*This member resigned participation after ethical approval and after the first eDelphi round due to 

other commitments.  

 

Section II: First list of items 

 

List of items: Questions on rapid reviews methods 

 

This list was created based on the following references: 

● Results of the Priority III Study: Setting priorities for rapid review research. 

https://evidencesynthesisireland.ie/priority-iii/ 

● Tricco, AC; et al. An international survey and modified Delphi approach 

revealed numerous rapid review methods. Journal of Clinical Epidemiology 

2015; 70:61-7. 

● Tricco AC, Langlois EV, Straus SE, editors. Rapid reviews to strengthen health 

policy and systems: a practical guide. Geneva: World Health Organization; 

2017. Licence: CC BY-NC-SA 3.0 IGO. 

 

Conceptual/high level questions 

1. What is the optimal composition of a rapid review team (e.g., number of team 
members, expertise, stakeholders, etc.)...? 

2. What is the optimal way of registering a rapid review or making the protocol 
available on a freely accessible platform (such as PROSPERO or Open 
Science Framework)...? 

3. What is the optimal time frame that a rapid review should take (from search 
strategy to data analysis)...? 

4. What is the optimal use of guidelines (including checklists and templates)...? 

https://evidencesynthesisireland.ie/priority-iii/
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5. What are the optimal methods for involving stakeholders...?  
6. When updating a completed rapid review, what is the optimal level of 

consistency in the reviewers (e.g., the same reviewers vs. different 
reviewers)...? 

 

Search Strategy 

7. What is the optimal number of databases used for the search strategy...? 
8. What are the optimal core set of databases that should be searched...? 
9. What are the optimal non-peer-reviewed publication databases (i.e., pre-

prints) that should be included...? 
10. What are the optimal kinds of grey literature (other than pre-prints) that should 

be included...? 
11. What are the optimal approaches for developing search terms for the key 

elements in the rapid review...? 
12. What are the optimal restrictions and search limits (e.g., years of inclusion, 

language, phase of study, study design)...? 
 

Studies selection and data extraction 

13. What are the optimal approaches for determining the inclusion and exclusion 
criteria for studies...? 

14. What is the optimal balance between automated and manual screening...? 
15. What are the optimal automated processes (e.g., machine learning algorithms, 

specific SR programs, etc.) for screening...? 
16. What is the optimal way to leverage online collaboration platforms (e.g., 

Cochrane Task Exchange) when doing screening...? 
17. If using peer-reviewing, what is the optimal method to perform screening (e.g., 

independent screening, partial peer review, etc.)...? 
18. What is the optimal number of people needed to perform screening...?  

  

Data Extraction 

19. What is the optimal balance between automated and manual data extraction 
techniques...?  

20. If using peer-reviewing, what is the optimal approach to perform data 
extraction (e.g. independent extraction and comparison of discrepancies, one 
reviewer extracting and the other double checking)...? 

21. What is the optimal number of people needed to perform data extraction...? 
 

Quality/bias assessment 

22. What are the optimal approaches to assess the quality of included studies 
and/or risk of bias...? 

23. What are the optimal dimensions of quality (e.g., trustworthiness, relevance) 
that should be considered when appraising studies...? 

24. What is the optimal usage of quality assessment results (e.g., to further 
exclude studies, to allow a more tailored synthesis)...?  
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25. What is the optimal balance between automated and manual quality 
assessments...?  

26. What is the optimal number of people needed to perform quality 
assessment...?  

 

Synthesis 

27. What are the optimal synthesis methods to use (e.g., narrative, thematic, 
meta-analysis)...? 

28. What are the optimal methods for assessing the strength of individual 
synthesis findings and recommendations (e.g., GRADE)...? 

29. What factors need to be used when choosing how to disaggregate synthesis 
findings for priority populations (e.g., PROGRESS-Plus groups)...?  

 
 

Section III: Characteristics of the eDelphi participants  

 

Table S2. Characteristics of all survey respondents 

 

  NUMBER OF 
RESPONDEN

TS 

PARTICIPANTS 
WITH COMPLETED 

ANSWER 
 

N (%) 

NUMBER 
OF 

RESPONDE
NTS 

PARTICIPANTS 
WITH PARTIAL 

ANSWERS 
 

N (%) 

Profile 

Healthcare 
Practitioner 

 52 11 (14.1%) 50 4 (8%) 

Researcher  52 60 (76.9%) 50 45 (90%) 

Policymaker  52 7 (8.9%) 50 0 

Patient / community 
member / caregiver 

 52 0 50 1 (2%) 

Sociodemographic Information 

Age Group 18-25 years 
26 – 35 years 
36 – 45 years 
46 – 55 years 
56 – 65 years 
66 years or 

more 

52 
52 

 
52 

 
52 

 
52 

 
52 

1 (1.2%) 
16 (20.5%) 
31 (39.7%) 
17 (21.7%) 
12 (15.3%) 

1 (1.2%) 

9 
9 
 
9 
 
9 
 
9 
 
9 
 
 

0 
3 (33.3%) 

 
1 (11.1%) 

 
5 (55.5%) 

 
0 
 
0  

Sex Female 
Male 

Prefer not to 
answer 

52 
52 
52 

47 (60.2%) 
28 (35.8%) 

3 (3.8%) 

9 
9 
9 

5 (55.5%) 
4 (44.44%) 

0 

Country of work Argentina 
Australia  
Austria 
Belgium 
Brazil  

52 
52 
52 
52 
52 

2 (2.56%) 
6 (7.69%) 
1 (1.28%) 
1 (1.28%) 
3 (3.85%) 

9 
9 
9 
9 
9 

0 
0 
0 
0 
0 
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Canada 
Canada/Colo

mbia 
Colombia 
Ethiopia  
Greece 
India 

India/New 
Zealand 
Ireland 

Italy  
Kyrgyzstan 
Lebanon 
Mexico 

Romania 
Slovenia 

South Africa  
Spain 

Switzerland 
Turkey 
United 

Kingdom 
United States 

52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 
52 

 
52 

26 (33.33%) 
1 (1.28%) 
3 (3.85%) 
1 (1.28%) 
1 (1.28%) 
2 (2.56%) 
1 (1.28%) 
1 (1.28%) 
3 (3.85%) 
1 (1.28%) 
1 (1.28%) 
1 (1.28%) 
2 (2.56%) 
1 (1.28) 
2 (2.56) 

3 (3.85%) 
2 (2.56%) 
1 (1.28%) 
6 (7.69%) 
6 (7.69%) 

9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
 
9 

6 (66.6%) 
0 
0 
0 
0 
0 
0 
0 
0 
0 

1 (11.1%) 
0 
0 
0 
0 
0 
0 
0 
0 
0 

2 (22.2%) 
 
0 
 

 Experience 

Years of experience 
with evidence 
syntheses 

None 
≤ 4 years 
5-6 years 
7-8 years 

9-10 years 
11-12 years 
13-14 years 
≥ 15 years 

52 
52 
52 
52 
52 
52 
52 
52 

0 
3 (3.8%) 

16 (20.5%) 
9 (11.5%) 
8 (10.2%) 
8 (10.2%) 
7 (8.9%) 

27 (34.6%) 

51 
51 
51 
51 
51 
51 
51 
51 

2 (4%) 
21 (41.2%) 
12 (23.5%) 

2 (4%) 
4 (8%) 
1 (2%) 
1 (2%) 

8 (15.6%)  
Aspects of evidence 
synthesis that 
previously 
participated  

Conceptualiz
ation/Researc

h question 
development 

52 78 (100%) 56 42 (75%) 

Undertaking 
literature 
searches 

52 69 (88.4%) 56 41 (73.2%) 

Study 
screening 

and selection 

52 71 (91%) 56 41 (73.2%) 

Data 
extraction 

52 71 (91%) 56 42 (75%) 

Quality 
appraisal 

52 66 (84.6%) 56 38 (67.8%) 

Data 
synthesis 

52 70 (89.7%) 56 34 (60.7%) 

Interpretation 
of results 

52 72 (92.3%) 56 38 (67.8%) 

Knowledge 
translation 

52 63 (80.7%) 56 32 (57.14%) 

 Other 52 9 (11.5%) 56 4 (7.14% 

Knowledge in 
evidence syntheses 
(0 = no expertise to 
10 = very strong 
expertise) 

(Mean, SD) 52 8.3 (±1.43) 50 7.2 (±2.12) 

Clinical 52 39 (50%) 9 4 (44.5%) 
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Fields/areas of 
research 
predominantly 
perform evidence 
syntheses  

Public Health 52 54 (69.2%) 9 7 (77.8%) 
Health 
Systems 

52 45 (57.6%) 9 4 (44.5%) 

Other 52 15 (19.2%) 9 1 (11.1%) 
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Section IV: Detailed Results 

 

The first eDelphi round was launched in June 2022 and the last round closed in 

January 2023. The specific dates and duration of each round is listed int the table 

below (table S3). 

 

Table S3. Date and duration of each eDelphi survey round 

 START DATE END DATE DURATION 

Round 1 02/06/2022 13/07/2022 6 weeks 
Round 2 20/10/2022 09/11/2023 3 weeks 
Round 3 06/12/2022 01/01/2023 4 weeks 

 

In total, 78 participants answered one of the three rounds. From those, 41 

participants were consistent and answered all the three rounds. In Table S4, you can 

find the characteristics of participants. Although only 76 participants answered the 

question on where they currently work, the sample represent all continents. 

 

Table S4. Characteristics of participants 

  OVERALL 
PARTICIPANTS 

CONSISTENT 
PARTICIPANTS 

   n (%) n (%) 

Profile 

Healthcare Practitioner  11 (14.1%) 5 (12.1%) 

Researcher  60 (76.9%) 33 (80.4%) 

Policymaker  7 (8.9%) 3 (7.3%) 

Sociodemographic Information 

Age Group 18-25 years 
26 – 35 years 
36 – 45 years 
46 – 55 years 
56 – 65 years 

66 years or more 

1 (1.2%) 
16 (20.5%) 
31 (39.7%) 
17 (21.7%) 
12 (15.3%) 
1 (1.2%) 

0 
8 (19.5%) 
14 (34.1%) 
10 (24.3%) 
8 (19.5%) 
1 (2.4%)  

Sex Female 
Male 

Prefer not to answer 

47 (60.2%) 
28 (35.8%) 
3 (3.8%) 

23 (56%) 
16 (39%) 
3 (7.3%) 

Country of work Argentina 
Australia  
Austria 
Belgium 
Brazil  

Canada 
Canada/Colombia 

Colombia 
Ethiopia  
Greece 
India 

India/New Zealand 

2 (2.56%) 
6 (7.69%) 
1 (1.28%) 
1 (1.28%) 
3 (3.85%) 

26 (33.33%) 
1 (1.28%) 
3 (3.85%) 
1 (1.28%) 
1 (1.28%) 
2 (2.56%) 
1 (1.28%) 

0 
5 (12.19%) 

0 
1 (2.43%) 

0 
17 (41.46%) 

0 
1 (2.43%) 

0 
1 (2.43%) 

0 
0 
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Ireland 
Italy  

Kyrgyzstan 
Lebanon 
Mexico 

Romania 
Slovenia 

South Africa  
Spain 

Switzerland 
Turkey 

United Kingdom 
United States 

1 (1.28%) 
3 (3.85%) 
1 (1.28%) 
1 (1.28%) 
1 (1.28%) 
2 (2.56%) 
1 (1.28) 
2 (2.56) 

3 (3.85%) 
2 (2.56%) 
1 (1.28%) 
6 (7.69%) 
6 (7.69%) 

1 (2.43%) 
2 (4.87%) 

0 
1 (2.43%) 

0 
1 (2.43%) 

0 
1 (2.43%) 
3 (7.31%) 

0 
0 

5 (12.19%) 
2 (4.87%) 

 Experience 

Years of experience 
with evidence 
syntheses 

≤ 4 years 

5-6 years 
7-8 years 
9-10 years 

11-12 years 
13-14 years 
≥ 15 years 

3 (3.8%) 
16 (20.5%) 
9 (11.5%) 
8 (10.2%) 
8 (10.2%) 
7 (8.9%) 

27 (34.6%) 

1 (2.4%) 
6 (14.6%) 
6 (14.6%) 
5 (12.1%) 
4 (9.7%) 
4 (9.7%) 

15 (36.5%) 

Aspects of evidence 
synthesis that 
previously participated  

Conceptualization/Research 
question development 

78 (100%) 41 (100%) 

Undertaking literature 
searches 

69 (88.4%) 38 (92.6%) 

Study screening and 
selection 

71 (91%) 39 (95.1%) 

Data extraction 71 (91%) 38 (92.6%) 

Quality appraisal 66 (84.6%) 34 (82.9%) 

Data synthesis 70 (89.7%) 35 (85.3%) 

Interpretation of results 72 (92.3%) 37 (90.2%) 

Knowledge translation 63 (80.7%) 35 (85.3%) 

 Other 9 (11.5%) 8 (19.5%) 

Knowledge in evidence 
syntheses (0 = no 
expertise to 10 = very 
strong expertise) 

(Mean, SD) 8.3 (±1.43) 8.5 (±0.9) 

Field/area of research 
predominantly perform 
evidence syntheses  

Clinical 39 (50%) 25 (60.9%) 
Public Health 54 (69.2%) 32 (78%) 
Health Systems 45 (57.6%) 28 (68.2%) 
Other 15 (19.2%) 10 (24.3%) 

 

SD: standard deviation. 
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Round 1 – Overall Results 

The results of round 1 are presented in the table S5. Overall, in this round 129 

answers were collected, 52 were complete and 77 partials. 

 

Table S5. Ratings results of Round 1. 

ITEMS CLASSIFICATION n (%) 

Conceptual/high-level questions  
What is the optimal composition of a rapid review 
team (e.g., number of team members, expertise, 
stakeholders, etc.)...? 

High importance 25 (20%) 
Medium importance 21(39%) 
Low importance 7 (13%) 

What is the optimal way of registering a rapid 
review or making the protocol available on a freely 
accessible platform (such as prospero or open 
science framework)...? 

High importance 8 (15%) 
Medium importance 24 (45%) 
Low importance 21 (39%) 

What is the optimal time frame that a rapid review 
should take (from search strategy to data 
analysis)...? 

High importance 25 (47%) 
Medium importance 15 (28%) 
Low importance 13 (24%) 

What is the optimal use of guidelines (including 
checklists and templates)...? 

High importance 30 (56%) 
Medium importance 21 (39%)  
Low importance 2 (3%) 

What are the optimal methods for involving 
stakeholders...? 

High importance 23 (43%) 
Medium importance 24 (45%) 
Low importance 6 (11%) 

When updating a completed rapid review, what is 
the optimal level of consistency in the reviewers 
(e.g., the same reviewers vs. Different 
reviewers)...? 

High importance 13 (24%) 
Medium importance 19 (35%) 
Low importance 21 (39%) 

Search strategy 
What is the optimal number of databases used for 
the search strategy...? 

High importance 21 (39%) 
Medium importance 27 (50%) 
Low importance 5 (9%) 

What are the optimal core set of databases that 
should be searched...? 

High importance 31 (58%) 
Medium importance 16 (30%) 
Low importance 6 (11%) 

What are the optimal non-peer-reviewed 
publication databases (i.e., pre-prints) that should 
be included...? 

High importance 13 (24%) 
Medium importance 27 (50%) 
Low importance 13 (24%) 

What are the optimal kinds of grey literature (other 
than pre-prints) that should be included...? 

High importance 20 (37%) 
Medium importance 22 (41%) 
Low importance 11 (20%) 

What are the optimal approaches for developing 
search terms for the key elements in the rapid 
review...? 

High importance 40 (75%) 
Medium importance 9 (16%) 
Low importance 4 (7%) 

What are the optimal restrictions and search limits 
(e.g., years of inclusion, language, phase of study, 
study design)...? 

High importance 41 (77%) 
Medium importance 8 (15%) 
Low importance 4 (7%) 

Studies selection 
What are the optimal approaches for determining 
the inclusion and exclusion criteria for studies...? 

High importance 38 (71%) 
Medium importance 10 (18%) 
Low importance 5 (9%) 

What is the optimal balance between automated 
and manual screening...? 

High importance 28 (52%) 
Medium importance 19 (35%) 
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Low importance 6 (11%) 
What are the optimal automated processes (e.g., 
machine learning algorithms, specific SR 
programs, etc.) for screening...? 

High importance 25 (47%) 
Medium importance 20 (37%) 
Low importance 8 (15%) 

What is the optimal way to leverage online 
collaboration platforms (e.g., Cochrane Task 
Exchange) when doing screening...? 

High importance 14 (26%)  
Medium importance 24 (45%) 
Low importance 15 (28%) 

If using peer-reviewing, what is the optimal 
method to perform screening (e.g., independent 
screening, partial peer review, etc.)...? 

High importance 29 (54%) 
Medium importance 21 (39%) 
Low importance 3 (5%) 

What is the optimal number of people needed to 
perform screening...? 

High importance 18 (33%) 
Medium importance 23 (43%) 
Low importance 12 (22%) 

Data extraction 
What is the optimal balance between automated 
and manual data extraction techniques...? 

High importance 24 (45%) 
Medium importance 21 (39%) 
Low importance 8 (15%) 

If using peer-reviewing, what is the optimal 
approach to perform data extraction (e.g. 
independent extraction and comparison of 
discrepancies, one reviewer extracting and the 
other double checking)...? 

High importance 30 (56%) 
Medium importance 21 (39%) 
Low importance 2 (3%) 

What is the optimal number of people needed to 
perform data extraction...? 

High importance 14 (26%) 
Medium importance 25 (47%) 
Low importance 14 (26%) 

Quality/bias assessment 
What are the optimal approaches to assess the 
quality of included studies and/or risk of bias...? 

High importance 41 (77%) 
Medium importance 9 (16%) 
Low importance 3 (5%) 

What are the optimal dimensions of quality (e.g., 
trustworthiness, relevance) that should be 
considered when appraising studies...? 

High importance 36 (67%) 
Medium importance 15 (28%) 
Low importance 2 (3%) 

What is the optimal usage of quality assessment 
results (e.g., to further exclude studies, to allow a 
more tailored synthesis)...? 

High importance 31 (58%) 
Medium importance 17 (32%) 
Low importance 5 (9%) 

What is the optimal balance between automated 
and manual quality assessments...? 

High importance 12 (22%) 
Medium importance 24 (45%) 
Low importance 17 (32%) 

What is the optimal number of people needed to 
perform quality assessment...? 

High importance 14 (26%) 
Medium importance 25 (47%) 
Low importance 14 (26%) 

Synthesis 
What are the optimal synthesis methods to use 
(e.g., narrative, thematic, meta-analysis)...? 

High importance 28 (52%) 
Medium importance 15 (28%) 
Low importance 10 (18%) 

What are the optimal methods for assessing the 
strength of individual synthesis findings and 
recommendations (e.g., GRADE)...? 

High importance 26 (49%) 
Medium importance 21 (39%) 
Low importance 6 (11%) 

What factors need to be used when choosing how 
to disaggregate synthesis findings for priority 
populations (e.g., PROGRESS-Plus groups)...? 

High importance 18 (33%) 
Medium importance 24 (45%) 
Low importance 11 (20%) 

 

After round 1 data collection, 15 items from the initial list of 29 items were rated high 

or medium by less than 50% of the participants and added to a list of exclusion, while 
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14 items remained in the main list. The Central Scientific Committee reviewed all the 

comments, and a survey was circulated among the members asking for agreement 

on the modification of the items and the inclusion of new suggested questions. The 

format in the way the items were first suggested was repeatedly commented on. The 

main concerned was around asking about an “optimal” approach, which left unclear 

whether the answer should be generalizable to different reviews. After discussion, all 

the items were re-written, and members of the CSC provided agreement and 

comments. 

In addition, there were different items covering aspects of team composition and 

team expertise. So, the CSC voted on whether we could structure those items: as a 

general concept (e.g. What is the optimal method for balancing the skills and 

experience of the team...?), or by specific tasks (e.g. What is the optimal method for 

selecting the team needed to perform data extraction...?). Most of the members 

preferred to have it as a general question. 

Some of the suggested questions were considered to be out of scope and twelve 

new questions were voted in favor to be added between the members of the CSC 

(conceptual – 1, search strategy – 4, studies selection – 2, data extraction – 2, quality 

assessment – 2, synthesis – 1). 

 

Table S6. Rewording and inclusion of items to Round 2. 

OLD WORDING NEW WORDING 

Conceptual/high-level questions  
What is the optimal composition of a 
rapid review team (e.g., number of team 
members, expertise, stakeholders, 
etc.)...? 

Excluded- This item was grouped with a new item. 

What is the optimal way of registering a 
rapid review or making the protocol 
available on a freely accessible platform 
(such as prospero or open science 
framework)...? 

Excluded 

What is the optimal time frame that a 
rapid review should take (from search 
strategy to data analysis)...? 

Excluded 

What is the optimal use of guidelines 
(including checklists and templates)...? 

What is the optimal method for using guidelines 
(including checklists and templates)..? 

What are the optimal methods for 
involving stakeholders...? 

Excluded 

When updating a completed rapid 
review, what is the optimal level of 
consistency in the reviewers (e.g., the 
same reviewers vs. Different 
reviewers)...? 

Excluded 

NEW ITEM What is the optimal method for balancing the skills 
and experience of the review team...? 

Search strategy 
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What is the optimal number of databases 
used for the search strategy...? 

What is the optimal method for selecting the 
minimum number of databases for the search 
strategy...? 

What are the optimal core set of 
databases that should be searched...? 

What is the optimal method for defining the core 
set of databases that should be searched...? 

What are the optimal non-peer-reviewed 
publication databases (i.e., pre-prints) 
that should be included...? 

What is the optimal method for determining the 
non-peer-reviewed publication databases (i.e., 
pre-prints servers and high-volume producers) 
that should be included...? 

What are the optimal kinds of grey 
literature (other than pre-prints) that 
should be included...? 

Excluded – This item was grouped with another 
one. 
 

What are the optimal approaches for 
developing search terms for the key 
elements in the rapid review...? 

What is the optimal method for developing search 
terms for the key elements in the rapid review...? 

What are the optimal restrictions and 
search limits (e.g., years of inclusion, 
language, phase of study, study 
design)...? 

What is the optimal method for defining 
restrictions and search limits (e.g., years of 
inclusion, language, phase of study, study 
design)...? 

NEW ITEM What is the optimal method for gauging the 
sensitivity vs. specificity of your search 
strategy...? 

NEW ITEM What is the optimal method for evaluating the 
quality of your search (i.e., estimating coverage 
rate)…? 

NEW ITEM What is the optimal method for using different 
types of search fields (e.g., controlled vocab vs. 
title/abstract vs. full text)…? 

NEW ITEM If you search in multiple languages, what is the 
optimal method for adapting your search for each 
language…? 

Studies selection 
What are the optimal approaches for 
determining the inclusion and exclusion 
criteria for studies...? 

What is the optimal method for determining the 
inclusion and exclusion criteria for studies...? 

What is the optimal balance between 
automated and manual screening...? 

What is the optimal method for determining the 
use of automated and manual screening...? 

What are the optimal automated 
processes (e.g., machine learning 
algorithms, specific SR programs, etc.) 
for screening...? 

Excluded 

What is the optimal way to leverage 
online collaboration platforms (e.g., 
Cochrane Task Exchange) when doing 
screening...? 

Excluded 

If using peer-reviewing, what is the 
optimal method to perform screening 
(e.g., independent screening, partial peer 
review, etc.)...? 

What is the optimal method for determining how 
to perform screening (e.g., independent 
screening, 1+1 approach/partial peer review, 
etc.)...? 

What is the optimal number of people 
needed to perform screening...? 

Excluded – This is was grouped to the question 
on team composition. 

NEW ITEM When duplicating screening, what is the optimal 
method to determine the screening approach (e.g. 
10% duplication of title and abstract, full 
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duplication of title and abstract with single 
reviewer for full-text review, and vice versa)…? 

NEW ITEM What is the optimal method to determine the level 
of reliability between coders should we aim for 
during screening…? 

Data extraction 
What is the optimal balance between 
automated and manual data extraction 
techniques...? 

Excluded 

If using peer-reviewing, what is the 
optimal approach to perform data 
extraction (e.g. independent extraction 
and comparison of discrepancies, one 
reviewer extracting and the other double 
checking)...? 

What is the optimal method for defining the data 
extraction approach (e.g. peer review with 
independent extraction and comparison of 
discrepancies, one reviewer extracting and the 
other double checking)...? 

What is the optimal number of people 
needed to perform data extraction...? 

Excluded 

NEW ITEM What is the optimal method to decide on the 
development of valid and reliable data extraction 
sheet...? 

NEW ITEM What is the optimal method to decide on the core 
sets of variables everyone should aim to extract 
(e.g., basic sample info from each sample)...? 

Quality/bias assessment 
What are the optimal approaches to 
assess the quality of included studies 
and/or risk of bias...? 

What is the optimal method for determining how 
to assess the quality of included studies and/or 
risk of bias...? 

What are the optimal dimensions of 
quality (e.g., trustworthiness, relevance) 
that should be considered when 
appraising studies...? 

What is the optimal method for determining the 
dimensions of quality (e.g., trustworthiness, 
relevance) that should be considered when 
appraising studies...? 

What is the optimal usage of quality 
assessment results (e.g., to further 
exclude studies, to allow a more tailored 
synthesis)...? 

What is the optimal method for determining the 
usage of quality assessment results (e.g., to 
further exclude studies, to allow a more tailored 
synthesis)...? 

What is the optimal balance between 
automated and manual quality 
assessments...? 

Excluded 

What is the optimal number of people 
needed to perform quality 
assessment...? 

Excluded 

NEW ITEM What is the optimal method to decide on the 
standard set of quantitative analyses you can 
conduct to supplement reviews to examine 
various forms of bias (e.g., funnel plots, p-curves, 
Z-curves)…? 

NEW ITEM What is the optimal method to decide between 
having ratings of quality assessments, or having a 
set of RoB variables…? 

Synthesis 
What are the optimal synthesis methods 
to use (e.g., narrative, thematic, meta-
analysis)...? 

What is the optimal method for deciding on the 
synthesis methods to use (e.g., narrative, 
thematic, meta-analysis)...? 

What are the optimal methods for 
assessing the strength of individual 

Excluded 
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synthesis findings and recommendations 
(e.g., GRADE)...? 
What factors need to be used when 
choosing how to disaggregate synthesis 
findings for priority populations (e.g., 
PROGRESS-Plus groups)...? 

Excluded 

NEW ITEM What is the optimal method for deciding the data 
synthesis quantitative procedures...? 

 

Round 2 – Overall Results 

The second round's results are displayed in Table S7. On this round, new participants 

were also welcomed, bringing the total number of collected answers to 127. Of these, 

81 responses were obtained from new participants, while 45 were contributed by 

participants who had already taken part in the previous round. Among these answers, 

a combined total of 70 consisted of complete responses, with 27 from new 

participants and 43 from those who had previously participated. 

At the beginning of the round, there were a total of 26 items (14 carried over from 

Round 1 and 12 new items). All items listed for exclusion received agreement from 

over 75% of the participants, resulting in their removal. After analysis, all the 26 items 

were kept on the list to Round 3. All the comments received are available on 

Appendix VI. 

 

Table S7. Ratings results of Round 2. 

ITEMS CLASSIFICATION N (%) 

Conceptual/high-level questions    
What is the optimal method for using guidelines 
(including checklists and templates)..? 

High importance 34 (47%) 
Medium importance 29 (40%) 
Low importance 8 (11%) 

What is the optimal method for balancing the skills 
and experience of the review team...? 

High importance 25 (35%) 
Medium importance 30 (42%) 
Low importance 16 (22%) 

Search strategy   
What is the optimal method for selecting the 
minimum number of databases for the search 
strategy...? 

High importance 23 (32%) 
Medium importance 33 (46%) 
Low importance 14 (19%) 

What is the optimal method for defining the core 
set of databases that should be searched...? 

High importance 43 (60%) 
Medium importance 21 (29%) 
Low importance 6 (8%) 

What is the optimal method for determining the 
non-peer-reviewed publication databases (i.e., 
pre-prints servers and high-volume producers) 
that should be included...? 

High importance 14 (19%) 
Medium importance 32 (45%) 
Low importance 24 (33%) 

What is the optimal method for developing search 
terms for the key elements in the rapid review...? 

High importance 57 (80%) 
Medium importance 10 (14%) 
Low importance 3 (4%) 

What is the optimal method for defining 
restrictions and search limits (e.g., years of 
inclusion, language, phase of study, study 
design)...? 

High importance 55 (77%) 
Medium importance 14 (19%) 
Low importance 1 (1%) 
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What is the optimal method for gauging the 
sensitivity vs. specificity of your search strategy...? 

High importance 24 (33%) 
Medium importance 33 (46%) 
Low importance 13 (18%) 

What is the optimal method for evaluating the 
quality of your search (i.e., estimating coverage 
rate) 

High importance 28 (39%) 
Medium importance 23 (32%) 
Low importance 19 (26%) 

What is the optimal method for using different 
types of search fields (e.g., controlled vocab vs. 
Title/abstract vs. Full text) 

High importance 22 (30%) 
Medium importance 27 (38%) 
Low importance 21 (29%) 

If you search in multiple languages, what is the 
optimal method for adapting your search for each 
language 

High importance 13 (18%) 
Medium importance 31 (43%) 
Low importance 26 (36%) 

Studies selection   
What is the optimal method for determining the 
inclusion and exclusion criteria for studies...? 

High importance 57 (80%) 
Medium importance 5 (7%) 
Low importance 8 (11%) 

What is the optimal method for determining the 
use of automated and manual screening...? 

High importance 31 (43%) 
Medium importance 32 (45%) 
Low importance 7 (9%) 

What is the optimal method for determining how to 
perform screening (e.g., independent screening, 
1+1 approach/partial peer review, etc.)...? 

High importance 42 (59%) 
Medium importance 27 (38%) 
Low importance 1 (1%) 

When duplicating screening, what is the optimal 
method to determine the screening approach (e.g. 
10% duplication of title and abstract, full 
duplication of title and abstract with single 
reviewer for full-text review, and vice versa)...? 

High importance  30 (42%) 
Medium importance 29 (40%) 
Low importance 11 (15%) 

What is the optimal method to determine the level 
of reliability between coders should we aim for 
during screening...? 

High importance 16 (22%) 
Medium importance 39 (54%) 
Low importance 15 (21%) 

Data extraction   
What is the optimal method for defining the data 
extraction approach (e.g. peer review with 
independent extraction and comparison of 
discrepancies, one reviewer extracting and the 
other double checking)...? 

High importance 37 (52%) 
Medium importance 30 (42%) 
Low importance 2 (2%) 

What is the optimal method to decide on the 
development of valid and reliable data extraction 
sheets...? 

High importance 28 (39%) 
Medium importance 22 (30%) 
Low importance 19 (26%) 

What is the optimal method to decide on the core 
sets of variables everyone should aim to extract 
(e.g., basic sample info from each sample)...? 

High importance 34 (47%) 
Medium importance 24 (33%) 
Low importance 11 (15%) 

Quality/bias assessment   
What is the optimal method for determining the 
dimensions of quality (e.g., trustworthiness, 
relevance) that should be considered when 
appraising studies...? 

High importance 50 (70%) 
Medium importance 16 (22%) 
Low importance 3 (4%) 

What is the optimal method for determining how to 
assess the quality of included studies and/or risk 
of bias...? 

High importance 50 (70%) 
Medium importance 16 (22%) 
Low importance 3 (4%) 

What is the optimal method for determining the 
usage of quality assessment results (e.g., to 
further exclude studies, to allow a more tailored 
synthesis)...? 

High importance 37 (52%) 
Medium importance 26 (36%) 
Low importance 6 (8%) 

High importance 17 (23%) 
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What is the optimal method to decide on the 
standard set of quantitative analyses you can 
conduct to supplement reviews to examine 
various forms of bias (e.g., funnel plots, p-curves, 
Z-curves)...? 

Medium importance 32 (45%) 
Low importance 20 (28%) 

What is the optimal method to decide between 
having ratings of quality assessments, or having a 
set of RoB variables...? 

High importance 19 (26%) 
Medium importance 31 (43%) 
Low importance 19 (26%) 

Synthesis   
What is the optimal method for deciding on the 
synthesis methods to use (e.g., narrative, 
thematic, meta-analysis)...? 

High importance 31 (43%) 
Medium importance 28 (39%) 
Low importance 10 (14%) 

What is the optimal method for deciding the data 
synthesis quantitative procedures...? 

High importance 25 (35%) 
Medium importance 26 (36%) 
Low importance 18 (25%) 

 

Round 3 – Overall Results 

Sixty participants answered this round. From the 26 initial items, 6 items were rated 

as high important by at least 75% of participants and are included in the final list of 

items. The ranking question was analyzed, and an average score was calculated. 

Each item in the first position received one point, the item in the second position 

received two points and so on. The sum of points was divided by the number of 

participants that rated that item as high (that had the item included in their ranking 

question). So, lowest the average score, more important the item is. Items are 

presented in order of importance in Table S8. 

 

Table S8. Round 3 ratings’ results of items that met the cut-off point (included in the 

final list of items). 

Item Classification Frequency Average  
Score 

What is the optimal method for 
developing search terms for the key 
elements in the rapid review...?  
(Search strategy) 

High importance 96% 

4.37 Middle importance 2% 

Low importance 2% 

What is the optimal method for 
determining the inclusion and 
exclusion criteria for studies...? 
(Studies Selection) 

High importance 83% 

4.46 Middle importance 13% 

Low importance 3% 

What is the optimal method for 
defining restrictions and search limits 
(e.g., years of inclusion, language, 
phase of study, study design)..? 
(Search strategy) 

High importance 88% 

4.96 Middle importance 10% 

Low importance 2% 

What is the optimal method for 
determining how to assess the quality 

High importance 86% 
5.28 

Middle importance 12% 
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of included studies and/or risk of 
bias...? 
(Quality/bias assessment) 

Low importance 1% 

What is the optimal method for 
determining how to perform screening 
(e.g., independent screening, 1+1 
approach/partial peer review, etc.)..? 
(Studies Selection)  

High importance 77% 

6.10 Middle importance 21% 

Low importance 2% 

What is the optimal method for 
determining the dimensions of quality 
(e.g., trustworthiness, relevance) that 
should be considered when 
appraising studies...?  
(Quality/bias assessment) 

High importance 88% 

6.67 Middle importance 8% 

Low importance 4% 

All items are finalized by the following sentence: “to improve the time-efficiency of a RR in a particular 

field?”. 

 

Two items were rated as high important by 73% and 65% of participants (Table S9). 

These items will be discussed and voted on the consensus meeting for potential 

inclusion in the final list. 

 

Table S9. Round 3 rating results of items close to cut-off point. 

Item Classification Frequency Average 

Score 

17. What is the optimal method for 

defining the data extraction 

approach (e.g. peer review with 

independent extraction and 

comparison of discrepancies, one 

reviewer extracting and the other 

double checking)...? 

(Data Extraction) 

High importance 65% 

7.42 

Middle importance 34% 

Low importance 1 

4. What is the optimal method for 
defining the core set of databases 
that should be searched...?) 
(Search Strategy) 

High importance 73% 

6.02 Middle importance 25% 

Low importance 2% 

All items are finalized by the following sentence: “to improve the time-efficiency of a RR in a particular 

field?”. 

 

All the items that did not meet the cut-off point or are not close by (18 items) are 

presented in the table below (Table S10). 
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Table S10. Round 3 rating results of excluded items. 

Item Classification Frequency 

Conceptual/high-level questions  
1. What is the optimal method for 
using guidelines (including 
checklists and templates)..? 

High importance 43% 
Medium importance 49% 

Low importance 8% 

2. What is the optimal method for 
balancing the skills and experience 
of the review team...? 

High importance 29% 
Medium importance 50% 

Low importance 21% 

Search strategy 
3. What is the optimal method for 
selecting the minimum number of 
databases for the search 
strategy...? 

High importance 15% 
Medium importance 60% 

Low importance 
25% 

5. What is the optimal method for 
determining the non-peer-reviewed 
publication databases (i.e., pre-
prints servers and high-volume 
producers) that should be 
included...? 

High importance 10% 
Medium importance 47% 

Low importance 43% 

8. What is the optimal method for 
gauging the sensitivity vs. specificity 
of your search strategy...? 

High importance 22% 
Medium importance 58% 

Low importance 20% 

9. What is the optimal method for 
evaluating the quality of your search 
(i.e., estimating coverage rate) 

High importance 30% 
Medium importance 55% 

Low importance 15% 

10. What is the optimal method for 
using different types of search fields 
(e.g., controlled vocab vs. 
Title/abstract vs. Full text) 

High importance 14% 
Medium importance 50% 

Low importance 36% 

11. If you search in multiple 
languages, what is the optimal 
method for adapting your search for 
each language 

High importance 6% 
Medium importance 32% 

Low importance 62% 

Studies selection 

13. What is the optimal method for 
determining the use of automated 
and manual screening...? 

High importance 
Medium importance 

Low importance 

33% 
55% 
12% 

15. When duplicating screening, 
what is the optimal method to 
determine the screening approach 
(e.g. 10% duplication of title and 
abstract, full duplication of title and 
abstract with single reviewer for full-
text review, and vice versa)...? 

High importance 32% 
Medium importance 58% 

Low importance 10% 

16. What is the optimal method to 
determine the level of reliability 
between coders should we aim for 
during screening...? 

High importance 8% 
Medium importance 49% 

Low importance 
43% 

Data extraction 
18. What is the optimal method to 
decide on the development of valid 

High importance 25% 
Medium importance 52% 
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and reliable data extraction 
sheets...? 

Low importance 23% 

19. What is the optimal method to 
decide on the core sets of variables 
everyone should aim to extract (e.g., 
basic sample info from each 
sample)...? 

High importance 47% 
Medium importance 48% 

Low importance 5% 

Quality/bias assessment 
22. What is the optimal method for 
determining the usage of quality 
assessment results (e.g., to further 
exclude studies, to allow a more 
tailored synthesis)...? 

High importance 53% 
Medium importance 38% 

Low importance 9% 

23. What is the optimal method to 
decide on the standard set of 
quantitative analyses you can 
conduct to supplement reviews to 
examine various forms of bias (e.g., 
funnel plots, p-curves, Z-curves)...? 

High importance 6% 
Medium importance 50% 

Low importance 44% 

24. What is the optimal method to 
decide between having ratings of 
quality assessments, or having a set 
of RoB variables...? 

High importance 12% 
Medium importance 52% 

Low importance 36% 

Synthesis 
25. What is the optimal method for 
deciding on the synthesis methods 
to use (e.g., narrative, thematic, 
meta-analysis)...? 

High importance 33% 
Medium importance 57% 

Low importance 10% 

26. What is the optimal method for 
deciding the data synthesis 
quantitative procedures...? 

High importance 14% 
Medium importance 61% 

Low importance 25% 
All items are finalized by the following sentence: “to improve the time-efficiency of a RR in a particular 

field?”. 
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Section V: Additional analysis – overall and consistent participants 

An additional analysis was performed considering only the participants that answered all 

three survey rounds (consistent participants). The results are presented in Table S11, 

showing the frequency for each rate of overall participants (all participants in round 3) and 

consistent participants (that had participated in all the three rounds). 

 

Table S11. Ratings’ results of included items broken down by consistent participants 

and others. 

ITEMS CLASSIFICATION OVERALL 
N (%) 

CONSISTENT 
PARTICIPANTS 

N (%) 

Rounds Rounds 

Conceptual/high-
level questions  

 1* 2 3 1* 2 3 

What is the 
optimal method 
for using 
guidelines 
(including 
checklists and 
templates)..? 

High importance 30 
(56%) 

34 
(47%) 

26 
(43%) 

23 
(56%) 

24 (58%) 17 
(41%) 

Medium 
importance 

21 
(39%) 

29 
(40%) 

29 
(48%) 

17 
(41%) 

16 (39%) 23 
(56%) 

Low importance 2 (3%) 8 
(11%) 

5 (8%) 1 
(2.4%) 

1 (2%) 1 (2%) 

What is the 
optimal method 
for balancing the 
skills and 
experience of the 
review team...? 

High importance NA 25 
(35%) 

17 
(28%) 

NA 9 (21%) 11 
(26%) 

Medium 
importance 

NA 30 
(42%) 

30 
(50%) 

NA 26 (63%) 22 
(53%) 

Low importance NA 16 
(22%) 

13 
(21%) 

NA 6 (14%) 8 (19%) 

Search strategy 
What is the 
optimal method 
for selecting the 
minimum number 
of databases for 
the search 
strategy...? 

High importance 21 
(39%) 

23 
(32%) 

9 
(15%) 

15 
(36%) 

10 (24%) 6 (14%) 

Medium 
importance 

27 
(50%) 

33 
(46%) 

36 
(60%) 

22 
(53%) 

24 (58%) 27 
(65%) 

Low importance 

5 (9%) 
14 
(19%) 

15 
(25%) 

4 (9%) 7 (10%) 8 (19%) 

What is the 
optimal method 
for defining the 
core set of 
databases that 
should be 
searched...? 

High importance 31 
(58%) 

43 
(60%) 

44 
(73%) 

25 
(60%) 

29 (70%) 31 
(75%) 

Medium 
importance 

16 
(30%) 

21 
(29%) 

15 
(25%) 

11 
(26%) 

10 (24%) 9 (21%) 

Low importance 6 
(11%) 

6 (8%) 1 
(1.6%) 

5 
(12%) 

2 (4.8%) 1 (2%) 

What is the 
optimal method 
for determining 
the non-peer-
reviewed 
publication 
databases (i.e., 
pre-prints servers 
and high-volume 
producers) that 
should be 
included...? 

High importance 13 
(24%) 

14 
(19%) 

6 
(10%) 

11 
(26%) 

7 (17%) 4 (9%) 

Medium 
importance 

27 
(50%) 

32 
(45%) 

28 
(46%) 

21 
(51%) 

18 (43%) 18 
(43%) 

Low importance 13 
(24%) 

24 
(33%) 

26 
(43%) 

9 
(21%) 

16 (39%) 19 
(46%) 

What is the 
optimal method 

High importance 40 
(75%) 

57 
(80%) 

58 
(96%) 

30 
(73%) 

35 (85%) 40 
(97%) 
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for developing 
search terms for 
the key elements 
in the rapid 
review...? 

Medium 
importance 

9 
(16%) 

10 
(14%) 

1 
(1.6%) 

8 
(19%) 

5 (12%) 0 

Low importance 4 (7%) 3 (4%) 1 
(1.6%) 

3 (7%) 1 (2.4%) 1 (2%) 

What is the 
optimal method 
for defining 
restrictions and 
search limits 
(e.g., years of 
inclusion, 
language, phase 
of study, study 
design)...? 

High importance 41 
(77%) 

55 
(77%) 

53 
(88%) 

33 
(80%) 

34 (82%) 37 
(90%) 

Medium 
importance 

8 
(15%) 

14 
(19%) 

6 
(10%)  

6 
(14%) 

6 (14%) 3 (7%) 

Low importance 4 (7%) 1 
(1.4%) 

1 
(1.6%) 

2 (4%) 1 (2.4%) 1 (2%) 

What is the 
optimal method 
for gauging the 
sensitivity vs. 
specificity of your 
search 
strategy...? 

High importance NA 24 
(33%) 

13 
(21%) 

NA 15 (36%) 9 (21%) 

Medium 
importance 

NA 33 
(46%) 

35 
(58%) 

NA 20 (48%) 26 
(63%) 

Low importance NA 13 
(18%) 

12 
(20%) 

NA 6 (14%) 6 (14%) 

What is the 
optimal method 
for evaluating the 
quality of your 
search (i.e., 
estimating 
coverage rate) 

High importance NA 28 
(39%) 

18 
(30%) 

NA 15 (36%) 11 
(26%) 

Medium 
importance 

NA 23 
(32%) 

33 
(55%) 

NA 15 (36%) 25 
(60%) 

Low importance NA 19 
(26%) 

9 
(15%) 

NA 11 (26%) 5 (12%) 

What is the 
optimal method 
for using different 
types of search 
fields (e.g., 
controlled vocab 
vs. Title/abstract 
vs. Full text) 

High importance NA 22 
(30%) 

8 
(13%) 

NA 12 (29%) 4 (9%) 

Medium 
importance 

NA 27 
(38%) 

30 
(50%) 

NA 15 (36%) 23 
(56%) 

Low importance NA 21 
(29%) 

22 
(36%) 

NA 14 (34%) 14 
(34%) 

If you search in 
multiple 
languages, what 
is the optimal 
method for 
adapting your 
search for each 
language 

High importance NA 13 
(18%) 

4 (6%) NA 7 (17%) 2 (5%) 

Medium 
importance 

NA 31 
(43%) 

19 
(31%) 

NA 18 (43%) 15 
(36%) 

Low importance NA 26 
(36%) 

37 
(62%) 

NA 16 (39%) 24 
(58%) 

Studies Selection 
What is the 
optimal method 
for determining 
the inclusion 
and exclusion 
criteria for 
studies...? 

High importance 38 
(71%) 

57 
(80%) 

50 
(83%) 

30 
(73%) 

37 (90%) 36 
(87%) 

Medium 
importance 

10 
(18%) 

5 (7%) 8 
(13%) 

8 
(19%) 

1 (2%) 4 (9%) 

Low importance 5 (9%) 8 
(11%) 

2 (3%) 3 (7%) 3 (7%) 1 (2%) 

What is the 
optimal method 
for determining 
the use of 
automated and 
manual 
screening...? 

High importance 28 
(52%) 

31 
(43%) 

20 
(33%) 

23 
(56%) 

22 (53%) 14 
(34%) 

Medium 
importance 

19 
(35%) 

32 
(45%) 

33 
(55%) 

14 
(34%) 

16 (39%) 23 
(56%) 

Low importance 6 
(11%) 

7 (9%) 7 
(11%) 

4 (9%) 3 (7%) 4 (9%) 
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What is the 
optimal method 
for determining 
how to perform 
screening (e.g., 
independent 
screening, 1+1 
approach/partial 
peer review, 
etc.)...? 

High importance 29 
(54%) 

42 
(59%) 

46 
(77%) 

24 
(58%) 

24 (58%) 33 
(80%) 

Medium 
importance 

21 
(39%) 

27 
(38%) 

13 
(21%) 

15 
(36%) 

16 (39%) 8 (20%) 

Low importance 3 (5%) 1 
(1.4%) 

1 
(1.6%) 

2 
(4.8%) 

1 (2%) 0 

When duplicating 
screening (e.g., 
peer-reviewing), 
what is the 
optimal method to 
determine the 
screening 
approach (e.g., 
10% duplication 
of title and 
abstract, full 
duplication of title 
and abstract with 
single reviewer for 
full-text review, 
and vice 
versa)...? 

High importance NA 30 
(42%) 

19 
(32%) 

NA 14 (34%) 13 
(32%) 

Medium 
importance 

NA 29 
(40%) 

35 
(58%) 

NA 18 (43%) 24 
(58%) 

Low importance NA 11 
(15%) 

6 
(10%) 

NA 9 (21%) 4 
(9.7%) 

What is the 
optimal method to 
determine the 
level of reliability 
between coders 
should we aim for 
during 
screening...? 

High importance NA 16 
(22%) 

5 (8%) NA 9 (21%) 2 (5%) 

Medium 
importance 

NA 39 
(54%) 

29 
(49%) 

NA 22 (53%) 19 
(46%) 

Low importance NA 15 
(21%) 

26 
(43%) 

NA 10 (24%) 20 
(49%) 

Data extraction 
What is the 
optimal method 
for defining the 
data extraction 
approach (e.g. 
peer review with 
independent 
extraction and 
comparison of 
discrepancies, 
one reviewer 
extracting and the 
other double 
checking)...? 

High importance 30 
(56%) 

37 
(52%) 

39 
(65%) 

24 
(58%) 

24 (58%) 26 
(63%) 

Medium 
importance 

21 
(39%) 

30 
(42%) 

20 
(33%) 

16 
(39%) 

15 (36%) 14 
(34%) 

Low importance 2 (3%) 2 (2%) 1 
(1.6%) 

1 (2%) 1 (2%) 1 (2%) 

What is the 
optimal method to 
decide on the 
development of 
valid and reliable 
data extraction 
sheets...? 

High importance NA 28 
(39%) 

15 
(25%) 

NA 17 (41%) 11 
(26%) 

Medium 
importance 

NA 22 
(30%) 

31 
(52%) 

NA 11 (26%) 18 
(44%) 

Low importance NA 19 
(26%) 

14 
(23%) 

NA 12 (29%) 12 
(30%) 

What is the 
optimal method to 

High importance NA 34 
(47%) 

47 NA 22 (53%) 18 
(44%) 
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decide on the 
core sets of 
variables 
everyone should 
aim to extract 
(e.g., basic 
sample info from 
each sample)...? 

Medium 
importance 

NA 24 
(33%) 

48 NA 14 (34%) 20 
(49%) 

Low importance NA 11 
(15%) 

5 NA 4 (9%) 3 (7%) 

Quality/bias assessment 
What is the 
optimal method 
for determining 
the dimensions 
of quality (e.g., 
trustworthiness, 
relevance) that 
should be 
considered when 
appraising 
studies...? 

High importance 36 
(67%) 

50 
(70%) 

53 
(88%) 

32 
(78%) 

34 (82%) 39 
(95%) 

Medium 
importance 

15 
(28%) 

16 
(22%) 

5 (8%) 9 
(21%) 

6 (14%) 2 
(4.8%) 

Low importance 2 (3%) 3 (4%) 2 (4%) 0 0 0 

What is the 
optimal method 
for determining 
how to assess 
the quality of 
included studies 
and/or risk of 
bias...? 

High importance 41 
(77%) 

50 
(70%) 

52 
(86%) 

34 
(82%) 

33 (80%) 38 
(93%) 

Medium 
importance 

9 
(16%) 

16 
(22%) 

7 
(12%) 

5 
(12%) 

7 (17%) 3 (7%) 

Low importance 3 (5%) 3 (4%) 1 
(1.6%) 

2 (4%) 0 0 

What is the 
optimal method 
for determining 
the usage of 
quality 
assessment 
results (e.g., to 
further exclude 
studies, to allow a 
more tailored 
synthesis)...? 

High importance 31 
(58%) 

37 
(52%) 

32 
(53%) 

26 
(63%) 

26 (63%) 24 
(59%) 

Medium 
importance 

17 
(32%) 

26 
(36%) 

23 
(38%) 

12 
(29%) 

13 (31%) 16 
(40%) 

Low importance 5 (9%) 6 (8%) 5 (8%) 3 (7%) 1 (2%) 1 (2%) 

What is the 
optimal method to 
decide on the 
standard set of 
quantitative 
analyses you can 
conduct to 
supplement 
reviews to 
examine various 
forms of bias 
(e.g., funnel plots, 
p-curves, Z-
curves)...? 

High importance NA 17 
(23%) 

4 (6%) NA 7 (17%) 3 (7%) 

Medium 
importance 

NA 32 
(45%) 

30 
(50%) 

NA 20 (48%) 20 
(49%) 

Low importance NA 20 
(28%) 

26 
(43%) 

NA 13 (31%) 18 
(44%) 

What is the 
optimal method to 
decide between 
having ratings of 
quality 
assessments, or 

High importance NA 19 
(26%) 

7 
(12%) 

NA 8 (19%) 5 (12%) 

Medium 
importance 

NA 31 
(43%) 

31 
(52%) 

NA 18 (43%) 18 
(44%) 

Low importance NA 19 
(26%) 

22 
(36%) 

NA 14 (34%) 18 
(44%) 
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having a set of 
RoB variables...? 

Synthesis 
What is the 
optimal method 
for deciding on 
the synthesis 
methods to use 
(e.g., narrative, 
thematic, meta-
analysis)...? 

High importance 28 
(52%) 

31 
(43%) 

20 
(33%) 

22 
(51%) 

19 (46%) 14 
(34%) 

Medium 
importance 

15 
(28%) 

28 
(39%) 

34 
(57%) 

16 
(39%) 

18 (43%) 25 
(60%) 

Low importance 10 
(18%) 

10 
(14%) 

6 
(10%) 

4 (9%) 3 (7%) 2 (5%) 

What is the 
optimal method 
for deciding the 
data synthesis 
quantitative 
procedures...? 

High importance NA 25 
(35%) 

8 
(13%) 

NA 12 (29%) 6 (14%) 

Medium 
importance 

NA 26 
(36%) 

37 
(62%) 

NA 19 (46%) 26 
(63%) 

Low importance NA 18 
(25%) 

15 
(25%) 

NA 9 (21%) 8 (21%) 

*Items in Round 1 were written differently, e.g. “What is the optimal method for defining restrictions 

and search limits (e.g., years of inclusion, language, phase of study, study design)...?” was “What are 

the optimal restrictions and search limits (e.g., years of inclusion, language, phase of study, study 

design)...?”. NA: Not applicable. 
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Section VI: Additional analysis – results broke down by participant’s profile 

 

How data was analysed 

Data was analysed by participants’ profile considering the eligibility question: Please, select 

the category with which you most strongly identify (Researcher, including research-focus 

students; Healthcare practitioner, including trainees; Policymaker; Patient / community 

member / caregiver).  

From the 60 participants that answered Round 3 

• 47 self-identified themselves as researchers (79%) 

• 7 healthcare professionals (11%) 

• 6 policymakers (10%).  

• No participant self-identified as a Patient / community member / caregiver.  

 

Results 

Results are presented in Table S12. The items currently in the final list are still highlighted in 

blue.  

As it can be observed, for most of the included items (4 out of 6) all participant’s profiles 

agree on their classification as high important (≥75%). This is not the case only for two items 

(highlighted in blue in table S12): 

• Item n 14 “What is the optimal method for determining how to perform screening 

(e.g., independent screening, 1+1 approach/partial peer review, etc.) ...?”. 1.4% of 

HCPs and 80.9% of researchers rated as high importance, while only 50% of 

policymakers did). 

• Item n 21 “What is the optimal method for determining how to assess the quality of 

included studies and/or risk of bias...?”. 85.7% of HCPs and 89.4% of researchers 

rated as high important while only 4 66.7% of policymakers also rated in the same 

way. 

 

Table S12. Round 3 results of classification of the items in the final list broken down 

by participants’ profile. 

Items Classification n (%) 

HCPS Policymaker Researcher 

Search strategy 
6. What is the optimal 
method for developing 
search terms for the key 
elements in the rapid 
review...?  

High importance 7 (100%) 5 (83.3%) 46 (97.9%) 
Medium 

importance 
0 (0%) 1 (16.7%)  0 (0%) 

Low importance 0 (0%) 0 (0%)  1 (2.1%) 

7. What is the optimal 
method for defining 
restrictions and search 
limits (e.g., years of 
inclusion, language, phase 
of study, study design)...? 

High importance 6 (85.7%) 5 (83.3%) 42 (89.4%) 
Medium 

importance 
1 (14.3%) 1 (16.7%)  4 (8.5%) 

Low importance 0 (0%) 0 (0%)  1 (2.1%) 

Studies Selection 
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12. What is the optimal 
method for determining 
the inclusion and 
exclusion criteria for 
studies...? 

High importance 6 (85.7%) 5 (83.3%) 39 (83.0%) 
Medium 

importance 
1 (14.3%) 1 (16.7%)  6 (12.8%) 

Low importance 0 (0%) 0 (0%)  2 (4.3%) 

14. What is the optimal 
method for determining 
how to perform 
screening (e.g., 
independent screening, 
1+1 approach/partial 
peer review, etc.)...? 

High importance 5 (71.4%) 3 (50%) 38 (80.9%) 
Medium 

importance 
2 (28.6%) 2 (33.3%)  9 (19.1%) 

Low importance 0 (0%) 1 (16.7%)  0 (0%) 

Quality/Bias Assessment 
20. What is the optimal 
method for determining 
the dimensions of quality 
(e.g., trustworthiness, 
relevance) that should be 
considered when 
appraising studies...? 

High importance 7 (100%) 5 (83.3%) 41 (87.2%) 
Medium 

importance 
0 (0%) 1 (16.7%)  4 (8.5%) 

Low importance 0 (0%) 0 (0%)  2 (4.3%) 

21. What is the optimal 
method for determining 
how to assess the 
quality of included 
studies and/or risk of 
bias...? 

High importance 6 (85.7%) 4 (66.7%) 42 (89.4%) 
Medium 

importance 
1 (14.3%) 2 (33.3%)  4 (8.5%) 

Low importance 0 (0%) 0 (0%)  1 (2.1%) 

 

Table S13. Round 3 results of classification of the two-items close to cut-off point 

broke down by participant’s profile. 

Items Classification n (%) 
HCPS Policymaker Researcher 

Search Strategy 
4. What is the optimal 

method for defining the 

core set of databases 

that should be 

searched...? 

High importance 6 (85.7%) 6 (100%) 32 (68.1%) 
Medium 
importance 1 (14.3%) 0 (0%) 14 (29.8%) 
Low importance 

0 (0%) 0 (0%)  1 (2.1%) 
Data Extraction 
17. What is the optimal 

method for defining the 

data extraction approach 

(e.g. peer review with 

independent extraction 

and comparison of 

discrepancies, one 

reviewer extracting and 

the other double 

checking)...? 

High importance 6 (85.7%) 4 (66.7%) 29 (61.7%) 
Medium 
importance 

1 (14.3%) 2 (33.3%) 17 (36.2%) 

Low importance 0 (0%) 0 (0%) 1 (2.1%) 
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Table S14. Round 3 results of classification of the remaining items – not included in 

the final list - broke down by participant’s profile. 

Items Classification n (%) 
HCPS Policymaker Researcher 

Conceptual/high-level questions  
1. What is the optimal 
method for using 
guidelines (including 
checklists and 
templates)..? 

High importance 1 (14.3%) 4 (66.7%) 21 (44.7%) 
Medium importance 5 (71.4%) 2 (33.3%) 22 (46.8%) 

Low importance 1 (14.3%) 0 (0%) 4 (8.5%) 

2. What is the optimal 
method for balancing the 
skills and experience of 
the review team...? 

High importance 1 (14.3%) 1 (16.7%) 15 (31.9%) 
Medium importance 4 (57.1%) 4 (66.7%) 22 (46.8%) 

Low importance 2 (28.6%) 1 (16.7%) 10 (21.3%) 

Search strategy 
3. What is the optimal 
method for selecting the 
minimum number of 
databases for the search 
strategy...? 

High importance 2 (28.6%) 2 (33.3%) 5 (10.6%) 
Medium importance 4 (57.1%) 3 (50%) 29 (61.7%) 

Low importance 1 (14.3%) 1 (16.7%) 13 (27.7%) 

5. What is the optimal 
method for determining the 
non-peer-reviewed 
publication databases (i.e., 
pre-prints servers and 
high-volume producers) 
that should be included...? 

High importance 2 (28.6%) 1 (16.7%) 3 (6.4%) 
Medium importance 1 (14.3%) 3 (50.0%) 24 (51.1%) 

Low importance 4 (57.1%) 2 (33.3%) 20 (42.6%) 

8. What is the optimal 
method for gauging the 
sensitivity vs. specificity of 
your search strategy...? 

High importance 3 (42.9%) 1 (16.7%) 9 (19.1%) 
Medium importance 4 (57.1%) 4 (66.7%) 27 (57.4%) 

Low importance 0 (0%) 1 (16.7%) 11 (23.4%) 

9. What is the optimal 
method for evaluating the 
quality of your search (i.e., 
estimating coverage rate) 

High importance 5(71.4%) 0 (0%) 13 (27.7%) 
Medium importance 2 (28.6%) 5 (83.3%) 26 (55.3%) 

Low importance 0 (0%) 1 (16.7%) 8 (17.0%) 

10. What is the optimal 
method for using different 
types of search fields (e.g., 
controlled vocab vs. 
Title/abstract vs. Full text) 

High importance 1 (14.3%) 0 (0%) 7 (14.9%) 
Medium importance 4 (57.1%) 4 (66.7%) 22 (46.8%) 

Low importance 2 (28.6%) 2 (33.3%) 18 (38.3%) 

11. If you search in 
multiple languages, what 
is the optimal method for 
adapting your search for 
each language 

High importance 2 (28.6%) 0 (0%) 2 (4.3%) 
Medium importance 2 (28.6%) 3 (50%) 14 (29.8%) 

Low importance 3 (42.9%) 3 (50%) 31 (66%) 

Studies selection 
13. What is the optimal 
method for determining the 
use of automated and 
manual screening...? 

High importance 3 (42.9%) 1 (16.7%) 16 (34.0%) 
Medium importance 4 (57.1%) 4 (66.7%) 25 (53.2%) 

Low importance 0 (0%) 1 (16.7%) 6 (12.8%) 

15. When duplicating 
screening, what is the 
optimal method to 

High importance 1 (14.3%) 2 (33.3%) 16 (34%) 
Medium importance 5 (71.4%) 4 (66.7%) 26 (55.3%) 

Low importance 1 (14.3%) 0 (0%) 5 (10.6%) 
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determine the screening 
approach (e.g. 10% 
duplication of title and 
abstract, full duplication of 
title and abstract with 
single reviewer for full-text 
review, and vice versa)...? 

16. What is the optimal 
method to determine the 
level of reliability between 
coders should we aim for 
during screening...? 

High importance 1 (14.3%) 0 (0%) 4 (8.5%) 
Medium importance 6 (85.7%) 3 (50%) 20 (42.6%) 

Low importance 0 (0%) 3 (50%) 23 (48.9%) 

Data extraction 
18. What is the optimal 
method to decide on the 
development of valid and 
reliable data extraction 
sheets...? 

High importance 4 (57.1%) 1 (16.7%) 10 (21.3%) 
Medium importance 3 (42.9%) 3 (50.0%) 25 (53.2%) 

Low importance 0 (0%) 2 (33.3%) 12 (25.5%) 

19. What is the optimal 
method to decide on the 
core sets of variables 
everyone should aim to 
extract (e.g., basic sample 
info from each sample)...? 

High importance 3 (42.9%) 3 (50.0%) 22 (46.8%) 
Medium importance 4 (57.1%) 3 (50%) 22 (46.8%) 

Low importance 0 (0%) 0 (0%) 3 (6.4%) 

Quality/bias assessment 
22. What is the optimal 
method for determining the 
usage of quality 
assessment results (e.g., 
to further exclude studies, 
to allow a more tailored 
synthesis)...? 

High importance 5 (71.4%) 4 (66.7%) 23 (48.9%) 
Medium importance 2 (28.6%) 1 (16.7%) 20 (42.6%) 

Low importance 0 (0%) 1 (16.7%) 4 (8.5%) 

23. What is the optimal 
method to decide on the 
standard set of 
quantitative analyses you 
can conduct to supplement 
reviews to examine 
various forms of bias (e.g., 
funnel plots, p-curves, Z-
curves)...? 

High importance 2 (28.6%) 0 (0%) 2 (4.3%) 
Medium importance 4 (57.1%) 4 (66.7%) 22 (46.8%) 

Low importance 1 (14.3%) 2 (33.3%) 23 (48.9%) 

24. What is the optimal 
method to decide between 
having ratings of quality 
assessments, or having a 
set of RoB variables...? 

High importance 2 (28.6%) 0 (0%) 5 (10.6%) 
Medium importance 3 (42.9%) 5 (83.3%) 23 (48.9%) 

Low importance 2 (28.6%) 1 (16.7%) 19 (40.4%) 

Synthesis 
25. What is the optimal 
method for deciding on the 
synthesis methods to use 
(e.g., narrative, thematic, 
meta-analysis)...? 

High importance 4 (57.1%) 4 (66.7%) 12 (25.5%) 
Medium importance 3 (42.9%) 1 (16.7%) 30 (63.8%) 

Low importance 0 (0%) 1 (16.7%) 5 (10.6%) 

26. What is the optimal 
method for deciding the 

High importance 3 (42.9%) 1 (16.7%) 4 (8.5%) 
Medium importance 4 (57.1%) 4 (66.7%) 29 (61.7%) 
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data synthesis quantitative 
procedures...? 

Low importance 0 (0%) 1 (16.7%) 14 (29.8%) 
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APPENDIX III: Chapter 3 

The impact of database choices: a methodological study using Cochrane cardiac rehabilitation reviews as a case study 

 

Table S1A. Indexing rates by databases (considering studies) 

Review N of studies 
(n of trials) 

MEDLINE Embase CINAHL Web of 
Science 

CENTRAL PsycINFO LILACS 

  n of studies identified (%) 
CR1 145 (85) 105 (72.41) 67 (46.20) 45 (31.03) 60 (41.37) 127 (87.58) NA NA 
CR2 104 (60) 87 (83.65) 72 (69.23) 5 (4.8) NA 92 (88.46) 4 (3.84) NA 
CR3 23 (20) 19 (79.16) 21 (87.5) 13 (54.16) 13 (54.16) 20 (83.33) 1 (4.16) 0 
CR4 10 (6) 1 (10) 3 (30) NA NA NA NA NA 
CR5 81 (35) 61 (75.30) 59 (72.83) 31 (38.27) NA 74 (91.35) 10 (12.34) NA 
CR6 44 (21) 28 (63.63) 21 (47.72) 20 (45.45) NA 38 (86.36) 8 (18.18) NA 
CR7 50 (24) 37 (74) 19 (38) 15 (30) NA 47 (94) 1 (2) NA 
CR8 126 (54) 77 (61.11) 55 (43.65) NA 39 (30.95) 111 (88) NA NA 

 Mean (%) 65.33 
 

54.86 
 

34.34 42.94 88.95 8.14 0 

Color code: ≥80% = dark green; 50 – 79 = yellow; 10 – 49 = light pink; 0 – 9 = grey. NA: not applicable. 

  



134 
 

Table S1B. Indexing rates by databases (considering studies and excluding the hand search studies- not indexed in any database) 

Review N of studies 
(n of trials) 

MEDLINE Embase CINAHL Web of 
Science 

CENTRAL PsycINFO LILACS 

  n of studies identified (%) 
CR1 135 (85) 105 (77.7) 67 (49.62) 45 (33.33) 60 (44.44) 127 (94.07) NA NA 
CR2 97 (60) 87 (89.69) 72 (74.22) 5 (5.15) NA 92 (94.84) 4 (4.12) NA 
CR3 23 (20) 19 (82.60) 21 (91.30) 13 (56.52) 13 (56.52) 20 (86.95) 1 (4.34) 0 
CR4 3 (6) 1 (33.33) 3 (100) NA NA NA NA NA 
CR5 79 (35) 61 (77.21) 59 (74.68) 31 (39.24) NA 74 (93.67) 10 (12.65) NA 
CR6 40 (21) 28 (70) 21 (51.5) 20 (50) NA 38 (95) 8 (20) NA 
CR7 47 (24) 37 (78.72) 19 (40.42) 15 (31.91) NA 47 (100) 1 (2.12) NA 
CR8 123 (54) 77 (62.6) 55 (44.71) NA 39 (31.70) 111 (90.24) NA NA 

 Mean (%) 71.39 65.80 36.02 44.22 93.53 8.6 0 

Color code: ≥80% = dark green; 50 – 79 = yellow; 10 – 49 = light pink; 0 – 9 = white. NA: not applicable. 
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Table S2A. Included studies by the combination of databases pairs (considering Medline, Embase and CENTRAL as the main 

database)  

Review N of 
studies 
(n of 
trials) 

Medline 
+ 

Embase 

Medline 
+ 

CINAHL 

Medline 
+ WoS 

Medline 
+ 

PsycINFO 

Medline 
+ 

LILACS 

Medline 
+ 

CENTRAL 

Embase 
+ 

CINAHL 

Embase 
+ WoS 

Embase 
+ 

PsycINFO 

Embase 
+ 

LILACS 

Embase 
+ 

CENTRAL 

CENTRAL 
+ 

CINAHL 

CENTRAL 
+ WoS 

CENTRAL 
+ 

PsycINFO 

CENTRAL 
+ LILACS  

n of studies identified (%) 

CR1 145 
(85) 

112 
(77.24) 

113 
(77.93) 

114 
(78.62) 

NA NA 129 
(88.96) 

86 
(59.31) 

99 
(68.27) 

NA NA 130 
(89.65) 

130 
(89.65) 

132 
(91.03) 

NA NA 

CR2 104 
(60) 

94 ( 
90.38) 

88 
(84.61) 

NA 87 
(83.65) 

NA 97 
(93.26) 

75 
(72.11) 

NA 74 
(71.15) 

NA 93 
(89.42) 

92 
(88.46) 

NA 92 
(88.46) 

NA 

CR3 23 (20) 23 
(95.83) 

20 ( 
83.33 
) 

20 ( 
83.33 
) 

19 ( 
79.16 
) 

19 ( 
79.16 
) 

20 ( 
83.33 
) 

23 
(95.83) 

23 
(95.83) 

22  
( 
91.66) 

21 ( 
87.5 
) 

23 
(95.83) 

21 ( 
87.5) 

20 ( 
83.33) 

20 ( 
83.33) 

20 ( 
83.33) 

CR4 10 (6) 3 (30) NA NA NA NA NA NA NA NA NA NA NA NA NA NA 

CR5 81 (35) 75 
(92.59) 

62 
(76.54) 

NA 61 
(75.30) 

NA 77 
(95.06) 

65 
(80.24) 

NA 60 
(74.07) 

NA 77 
(95.06) 

77 
(95.06) 

NA 74 
(91.35) 

NA 

CR6 44 (21) 29 ( 
65.90 
) 

31 
(70.45) 

NA 28 
(63.63) 

NA 38 
(86.36) 

38 
(86.36) 

NA 23 
(52.27) 

NA 39 
(88.63) 

39 
(88.63) 

NA 38 
(86.36) 

NA 

CR7 50 (24) 38 (76) 38 (76) NA 38 (76) NA 47 (94) 26 (52) NA 21 (42) NA 47 (94) 47 (94) NA 47 (94) NA 

CR8 126 
(54) 

82 
(65.07) 

NA 84 
(66.66) 

NA NA 115 
(91.26) 

NA 66 
(52.38) 

NA NA 115 
(91.26) 

NA 116 
(92.06) 

NA NA 

 Mean 
(%) 

74.12 78.14 76.20 75.54 79.16 90.31 74.30 72.16 66.23 87.5 91.97 90.55 88.80 88.7 83.33 

NA: not applicable. 
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Table S2B. Included studies (excluding the hand search studies) by the combination of databases pairs (considering Medline, 

Embase and CENTRAL as the main database)  

Review N of 
studies 
(n of 
trials) 

Medline 
+ 

Embase 

Medline 
+ 

CINAHL 

Medline 
+ WoS 

Medline 
+ 

PsycINFO 

Medline 
+ 

LILACS 

Medline 
+ 

CENTRAL 

Embase 
+ 

CINAHL 

Embase 
+ WoS 

Embase 
+ 

PsycINFO 

Embase 
+ 

LILACS 

Embase 
+ 

CENTRAL 

CENTRAL 
+ 

CINAHL 

CENTRAL 
+ WoS 

CENTRAL 
+ 

PsycINFO 

CENTRAL 
+ LILACS  

n of studies identified (%) 

CR1 135 
(80) 

112 
(82.96) 

113 
(83.70) 

114 
(84.44) 

NA NA 129 
(95.55) 

86 
(63.70) 

99 
(73.33) 

NA NA 130 
(96.29) 

130 
(96.29) 

132 
(97.77) 

NA NA 

CR2 97 (58) 94 ( 
96.90) 

88 
(90.72) 

NA 87 
(89.69) 

NA 97 (100) 75 
(77.31) 

NA 74 
(76.28) 

NA 93 
(95.87) 

92 
(94.84) 

NA 92 
(94.84) 

NA 

CR3 23 (19) 23 (100) 20 ( 
86.95 
) 

20 ( 
86.95 
) 

19 ( 
82.6 
) 

19 ( 
82.6 
) 

20 ( 
86.95 
) 

23 
(100) 

23 
(100) 

22  
( 
95.65 
) 

21 ( 
91.30 
) 

23 (100) 21 ( 
91.30 
) 

20 ( 
86.95 
) 

20 ( 
86.95 
) 

20 ( 
86.95 
) 

CR4 3 (2) 3 (100) NA NA NA NA NA NA NA NA NA NA NA NA NA NA 

CR5 79 (35) 75 
(94.93) 

62 
(78.48) 

NA 61 
(77.21) 

NA 77 
(97.46) 

65 
(82.27) 

NA 60 
(75.94) 

NA 77 
(97.46) 

77 
(97.46) 

NA 74 
(93.67) 

NA 

CR6 40 (21) 29 ( 
72.5 
) 

31 
(77.5) 

NA 28 (70) NA 38 (95) 38 
(72.5) 

NA 23 (57.5) NA 39 (97.5) 39 (97.5) NA 38 (95) NA 

CR7 47 (24) 38 (80.9) 38 
(80.9) 

NA 38 (80.9) NA 47 (100) 26 
(55.3) 

NA 21 (44.7) NA 47 (100) 47 (100) NA 47 (100) NA 

CR8 123 
(54) 

82 
(66.66) 

NA 84 
(68.29) 

NA NA 115 
(93.49) 

NA 66 
(53.65) 

NA NA 115 
(93.49) 

NA 116 
(94.30) 

NA NA 

 Mean 
(%) 

86.85 83.04 79.89 80.08 82.6 95.49 75.18 75.66 70.04 91.3 97.23 96.23 93 94.09 86.95 

NA: not applicable. 
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Table S3A. Indexing rates by databases (considering trials) 

Review N of trials MEDLINE Embase CINAHL Web of 
Science 

CENTRAL PsycINFO LILACS 

  n of trials identified (%) 
CR1 85 68 (80) 45 (52.94) 35 (41.17) 45 (52.94) 77 (90.58) NA NA 
CR2 60 54 (90) 43 (71.66) 5 (8.33) NA 53 (88.33) 4 (6.66) NA 
CR3 20 16 (80) 17 (85) 13 (65) 12 (60) 16 (80) 1 (5) 0 
CR4 6 1 (16.66) 2 (33.33) NA NA NA NA NA 
CR5 35 31 (88.57) 25 (71.42) 17 (48.57) NA 35 (100) 9 (25.71) NA 
CR6 21 18 (85.71) 14 (66.66) 15 (71.42) NA 19 (90.47) 8 (38.09) NA 
CR7 24 21 (87.5) 14 (58.33) 11 (45.83) NA 24 (100) 2 (8.33) NA 
CR8 54 45 (83.33) 36 (66.66) NA 27 (50) 47 (87.03) NA NA 

 Mean (%) 76.47 63.25 46.72 54.31 90.91 16.75 0 
Color code: ≥80% = dark green; 50 – 79 = yellow; 10 – 49 = light pink; 0 – 9 = white. NA: not applicable 
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Table S3B. Indexing rates by databases (considering trials and excluding hand search) 

Review N of trials MEDLINE Embase CINAHL Web of 
Science 

CENTRAL PsycINFO LILACS 

  n of trials identified (%) 
CR1 80 68 (85) 45 (56.25) 35 (43.75) 45 (56.25) 77 (96.25) NA NA 
CR2 58 54 (93.10) 43 (74.13) 5 (8.62) NA 53 (91.37) 4 (6.89) NA 
CR3 19 16 (84.21) 17 (89.47) 13 (68.42) 12 (63.15) 16 (84.21) 1 (5.26) 0 
CR4 2 1 (50) 2 (100) NA NA NA NA NA 
CR5 35 31 (88.57) 25 (71.42) 17 (48.57) NA 35 (100) 9 (25.71) NA 
CR6 21 18 (85.71) 14 (66.66) 15 (71.42) NA 19 (90.47) 8 (38.09) NA 
CR7 24 21 (87.5) 14 (58.33) 11 (45.83) NA 24 (100) 2 (8.33) NA 
CR8 54 45 (83.33) 36 (66.66) NA 27 (50) 47 (87.03) NA NA 

 Mean (%) 82.17 72.86 47.76 56.46 92.76 16.85 0 
Color code: ≥80% = dark green; 50 – 79 = yellow; 10 – 49 = light pink; 0 – 9 = white. NA: not applicable 
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Table S4. Influential trials indexing rate 

Review N of trials 
(N of influential 

trials) 

MEDLINE Embase CINAHL Web of 
Science 

CENTRAL PsycINFO LILACS 

  n of trials identified (%) 
CR1 80 (9) 5 (55.55) 4 (44.44) 3 (33.33) 5 (55.55) 8 (88.88) NA NA 

CR2 58 (5) 5 (100) 4 (80) 1 (20) NA 5 (100) 0 NA 

CR3 19 (1) 1 (100) 1 (100) 1 (100) 1 (100) 1 (100) 0 0 

CR4 2 (0) NA NA NA NA NA NA NA 

CR5 35 (6) 6 (100) 3 (50) 4 (66.66) NA 6 (100) 2 (33.33) NA 

CR6 21 (NA)* NA NA NA NA NA NA NA 

CR7 24 (1) 1 (100) 1 (100) 1 (100) NA 1 (100) 0 NA 

CR8 54 (NA)* NA NA NA NA NA NA NA 

 Mean (%) 82.17 72.86 47.76 56.46 92.76 16.85 0 
 

NA: not applicable. *Information is not available for the reviews CR6 and CR8 because of the stage of the review update (no access to data extracted). 
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Table S5A. Included trials by the combination of databases pairs (considering Medline, Embase and CENTRAL as the main 

database) 

Review N of 
studies 
(n of 
trials) 

Medline 
+ 

Embase 

Medline 
+ 

CINAHL 

Medline 
+ WoS 

Medline 
+ 

PsycINFO 

Medline 
+ 

LILACS 

Medline 
+ 

CENTRAL 

Embase 
+ 

CINAHL 

Embase 
+ WoS 

Embase 
+ 

PsycINFO 

Embase 
+ 

LILACS 

Embase 
+ 

CENTRAL 

CENTRAL 
+ 

CINAHL 

CENTRAL 
+ WoS 

CENTRAL 
+ 

PsycINFO 

CENTRAL 
+ LILACS  

n of trials identified (%) 

CR1 145 
(85) 

73 
(85.88) 

70 
(82.35) 

70 
(82.35) 

NA NA 79 
(92.94) 

56 
(65.88) 

66 
(77.64) 

NA NA 79 
(92.94) 

78 
(91.76) 

78 
(91.76) 

NA NA 

CR2 104 
(60) 

56 
(93.33) 

55 
(91.66) 

NA 54 (90) NA 58 
(96.66) 

46 
(76.66) 

NA 45 (75) NA 54 (90) 53 
(88.33) 

NA 53 
(88.33) 

NA 

CR3 24 (20) 19 (95) 17 (85) 16 (80) 16 (80) 16 (80) 16 (80) 19 (95) 19 (95) 18 (90) 17 (85) 19 (95) 17 (85) 16 (80) 16 (80) 16 (80) 

CR4 10 (6) 2 
(33.33) 

NA NA NA NA NA NA NA NA NA NA NA NA NA NA 

CR5 81 (35) 33 
(94.28) 

31 
(88.57) 

NA 31 
(88.57) 

NA 35 (100) 27 
(77.14) 

NA 25 
(71.42) 

NA 35 (100) 35 (100) NA 35 (100) NA 

CR6 44 (21) 19 
(90.47) 

20 
(95.23) 

NA 18 
(85.71) 

NA 19 
(90.47) 

18 
(85.71) 

NA 14 
(66.66) 

NA 20 
(95.23) 

20 
(95.23) 

NA 19 
(90.47) 

NA 

CR7 50 (24) 21 
(87.5) 

21 
(87.5) 

NA 21 (87.5) NA 24 (100) 17 
(70.83) 

NA 14 
(58.33) 

NA 24 (100) 24 (100) NA 24 (100) NA 

CR8 126 
(54) 

49 
(90.74) 

NA 49 
(90.74) 

NA NA 49 
(90.74) 

NA 42 
(77.77) 

NA NA 49 
(90.74) 

NA 51 
(94.44) 

NA NA 

 Mean 
(%) 

83.81 88.38 84.36 86.35 80 92.97 78.53 83.47 72.28 85 94.84 93.38 88.73 91.76 80 

 

Table S5B. Included trials by the combination of databases pairs and excluding handsearch (considering Medline, Embase and 

CENTRAL as the main database) 
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Review N of 
studies 
(n of 
trials) 

Medline 
+ 

Embase 

Medline 
+ 

CINAHL 

Medline 
+ WoS 

Medline 
+ 

PsycINFO 

Medline 
+ 

LILACS 

Medline 
+ 

CENTRAL 

Embase 
+ 

CINAHL 

Embase 
+ WoS 

Embase 
+ 

PsycINFO 

Embase 
+ 

LILACS 

Embase 
+ 

CENTRAL 

CENTRAL 
+ 

CINAHL 

CENTRAL 
+ WoS 

CENTRAL 
+ 

PsycINFO 

CENTRAL 
+ LILACS  

n of trials identified (%) 

CR1 135 
(80) 

73 
(91.25) 

70 
(87.50) 

70 
(87.50) 

NA NA 79 
(98.75) 

56  
(70) 

66 
(82.5) 

NA NA 79 
(98.75) 

78  
(97.5) 

78 (97.5) NA NA 

CR2 97 (58) 56 
(96.55) 

55 
(94.82) 

NA 54 
(93.10) 

NA 58 (100) 46 
(79.31) 

NA 45 
(77.58) 

NA 54 
(93.10) 

53 
(91.37) 

NA 53 
(91.37) 

NA 

CR3 23 (19) 19 
(100) 

17 
(84.47) 

16 
(84.21) 

16 
(84.21) 

16 
(84.21) 

16 
(84.21) 

19 
(100) 

19 
(100) 

18 
(94.73) 

17 
(89.47) 

19 (100) 17 
(89.47) 

16 
(84.21) 

16 
(84.21) 

16 
(84.21) 

CR4 3 (2) 2 (100) NA NA NA NA NA NA NA NA NA NA NA NA NA NA 

CR5 79 (35) 33 
(94.28) 

31 
(88.57) 

NA 31 
(88.57) 

NA 35 (100) 27 
(77.14) 

NA 25 
(71.42) 

NA 35 (100) 35 (100) NA 35 (100) NA 

CR6 40 (21) 19 
(90.47) 

20 
(95.23) 

NA 18 
(85.71) 

NA 19 
(90.47) 

18 
(85.71) 

NA 14 
(66.66) 

NA 20 
(95.23) 

20 
(95.23) 

NA 19 
(90.47) 

NA 

CR7 47 (24) 21 
(87.5) 

21 
(87.5) 

NA 21 (87.5) NA 24 (100) 17 
(70.83) 

NA 14 
(58.33) 

NA 24 (100) 24 (100) NA 24 (100) NA 

CR8 123 
(54) 

49 
(90.74) 

NA 49 
(90.74) 

NA NA 49 
(90.74) 

NA 42 
(77.77) 

NA NA 49 
(90.74) 

NA 51 
(94.44) 

NA NA 

 Mean 
(%) 

93.84 89.68 87.48 87.81 84.21 94.88 80.49 86.75 73.74 89.47 96.83 95.59 92.05 93.21 84.21 
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Table S6A. Included trials by the combination of databases excluding handsearch (considering Medline as the main database)  

Revie
w 

N 
studie
s (n 
trials) 

M + 
E + 
CE 

M +  
E + 
CI 

M +  
E + 
P 

M + 
 E + 
W 
 

M + 
E + 
L 
 

M + 
CE + 

CI 

M + 
CE + 

P 

M + 
CE + 
W 

M +  
CE + 

L 

M +  
CI + 

P 

M +   
CI + 
W 

M +   
CI + 

L 

M +   
P + 
W 

M +   
P + 
L 

M +  
W +  

L 

n of trials identified (%) 

CR1 135 
(80) 

80 
(100) 

73 
(91.25
) 

NA 75 
(93.75
) 

NA 80 
(100) 

NA 79 
(98.75
) 

NA NA 72 
(90) 

NA NA NA NA 

CR2 97 
(58) 

58 
(100) 

57 
(98.27
) 

56 
(96.55
) 

NA NA 58 
(100) 

58 
(100) 

NA NA 55 
(94.82
) 

NA NA NA NA NA 

CR3 23 
(19) 

19 
(100) 

19 
(100) 

19 
(100) 

19 
(100) 

19 
(100
) 

17 
(89.47
) 

16 
(84.21
) 

16 
(84.21
) 

16 
(84.21
) 

17 
(89.47
) 

17 
(89.47
) 

17 
(89.47
) 

16 
(84.21
) 

16 
(84.21
) 

16 
(84.21
) 

CR5 79 
(35) 

35 
(100) 

33 
(94.28
) 

33 
(94.28
) 

NA NA 35 
(100) 

35 
(100) 

NA NA 31 
(88.57
) 

NA NA NA NA NA 

CR6 40 
(21) 

20 
(95.23
) 

21 
(100) 

19 
(90.47
) 

NA NA 20 
(95.23
) 

19 
(90.47
) 

NA NA 20 
(95.23
) 

NA NA NA NA NA 

CR7 47 
(24) 

24 
(100) 

21 
(87.5) 

21 
(87.5) 

NA NA 24 
(100) 

24 
(100) 

NA NA 21 
(87.5) 

NA NA NA NA NA 

CR8 123 
(54) 

51 
(94.44
) 

NA NA 52 
(96.29
) 

NA NA NA 53 
(98.14
) 

NA NA NA NA NA NA NA 

 Mean 
(%) 

98.52 95.21 93.76 96.68 100 97.45 94.93 93.7 84.21 91.11 89.73 89.47 84.21 84.21 84.21 

M, MEDLINE; E, Embase; CE, CENTRAL; CI: CINAHL; W, Web of Science; P, PsycINFO ; L, LILACS. NA: not applicable.* 
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Table S6B. Included trials by the combination of databases excluding handsearch (considering Embase as the main database)  

Review N studies (n trials) E + CE + CI 
 

E + CE + P E + CE + W E + CE + L E + CI + P E + CI + W E + CI + L E + P + W E + P + L E + W + L 

n of trials identified (%) 

CR1 135 (80) 79 (98.75) NA 79 (98.75) NA NA 70 (87.5) NA NA NA NA 

CR2 97 (58) 54 (93.10) 54 (93.10) NA NA 47 (81.03) NA NA NA NA NA 

CR3 23 (19) 19 (100) 19 (100) 19 (100) 19 (100) 19 (100) 19 (100) 19 (100) 19 (100) 18 (94.73) 19 (100) 

CR5 79 (35) 35 (100) 35 (100) NA NA 27 (77.14) NA NA NA NA NA 

CR6 40 (21) 20 (95.23) 20 (95.23) NA NA 20 (95.23) NA NA NA NA NA 

CR7 47 (24) 24 (100) 24 (100) NA NA 24 (100) NA NA NA NA NA 

CR8 123 (54) NA NA 52 (96.29) NA NA NA NA NA NA NA 

 Mean (%) 97.84 97.66 98.34 100 90.68 93.75 100 100 94.73 100 

M, MEDLINE; E, Embase; CE, CENTRAL; CI: CINAHL; W, Web of Science; P, PsycINFO ; L, LILACS. NA: not applicable.* 

 

Table S6C. Included trials by the combination of databases excluding handsearch (considering CENTRAL as the main database)  

Review N studies (n trials) CE + CI + P CE +CI + W CE + CI + L CE + P + W CE + P + L CE + W + L 

n of trials identified (%) 

CR1 135 (80) NA 79 (98.75) NA NA NA NA 

CR2 97 (58) 54 (93.10) NA NA NA NA NA 

CR3 23 (19) 17 (89.47) 17 (89.47) 17 (89.47) 16 (84.21) 16 (84.21) 16 (84.21) 

CR5 79 (35) 35 (100) NA NA NA NA NA 

CR6 40 (21) 20 (95.23) NA NA NA NA NA 

CR7 47 (24) 24 (100) NA NA NA NA NA 

CR8 123 (54) NA NA NA NA NA NA 

 Mean (%) 95.56 94.11 89.47 84.21 84.21 84.21 

M, MEDLINE; E, Embase; CE, CENTRAL; CI: CINAHL; W, Web of Science; P, PsycINFO ; L, LILACS. NA: not applicable.* 

*Not in the tables: 
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• CINAHL, PsycINFO, WoS 

• CINAHL, PsycINFO, LILACS 

• CINAHL, WoS, LILACS 

• PsycINFO, WoS, LILACS 

• CR4, as the number of databases is low, the combination of three is impossible. 
There are 35 possible combinations of three databases chosen from Medline, Embase, CENTRAL, CINAHL, PsycINFO, WoS, and LILACS. 

There are 21 combinations of two databases chosen from Medline, Embase, CENTRAL, CINAHL, PsycINFO, WoS, and LILAC
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Figure S1. Forest Plot CR1 – Mortality analysis by different databases 

combinations 
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Figure S2. Forest Plot CR2 – Mortality analysis by different databases 
combinations 
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Figure S3. Forest Plot CR6 – Mortality analysis by different databases 
combinations 
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APPENDIX IV: Chapter 4 

 

Methodological Insights: Comparing Single Review and Peer-Review 

Approaches in Study Selection for Evidence Synthesis 

 

I. REVIEW QUESTIONS 

The review previously developed by the META Group answered the following 

questions:  

1. What is the effectiveness of isolation on reducing the transmission of 

respiratory infectious diseases (RIDs) (i.e., COVID-19, H1N1, severe acute 

respiratory syndrome (SARS), middle eastern respiratory syndrome (MERS), 

respiratory syncytial virus (RSV) and influenza? 

2. What are the unintended health and social consequences/outcomes (e.g., 

mental health, financial circumstances) of isolation and quarantine (used for cases of 

COVID-19, H1N1, severe acute respiratory syndrome (SARS), middle eastern 

respiratory syndrome (MERS), respiratory syncytial virus (RSV) and influenza?  

3. What is the effectiveness of quarantine on reducing the transmission of 

respiratory infectious diseases (RID), including COVID-19, H1N1, severe acute 

respiratory syndrome (SARS), middle eastern respiratory syndrome (MERS), 

respiratory syncytial virus (RSV) and influenza? 
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