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Abstract

Objectives: The proliferation of evidence synthesis methods makes it challenging for reviewers to select the “right” method. This
study aimed to update the Right Review tool (a web-based decision support tool that guides users through a series of questions for recom-
mending evidence synthesis methods) and establish a common set of questions for the synthesis of both quantitative and qualitative studies
(https://rightreview.knowledgetranslation.net/).

Study Design and Setting: A 2-round modified international electronic modified Delphi was conducted (2022) with researchers,
health-care providers, patients, and policy makers. Panel members rated the importance/clarity of the Right Review tool’s guiding ques-
tions, evidence synthesis type definitions and tool output. High agreement was defined as at least 70% agreement. Any items not reaching
high agreement after round 2 were discussed by the international Project Steering Group.

Results: Twenty-four experts from 9 countries completed round 1, with 12 completing round 2. Of the 46 items presented in round 1, 21
reached high agreement. Twenty-seven items were presented in round 2, with 8 reaching high agreement. The Project Steering Group dis-
cussed items not reaching high agreement, including 8 guiding questions, 9 review definitions (predominantly related to qualitative syn-
thesis), and 2 output items. Three items were removed entirely and the remaining 16 revised and edited and/or combined with existing
items. The final tool comprises 42 items; 9 guiding questions, 25 evidence synthesis definitions and approaches, and 8 tool outputs.

Conclusion: The freely accessible Right Review tool supports choosing an appropriate review method. The design and clarity of this
tool was enhanced by harnessing the Delphi technique to shape ongoing development. The updated tool is expected to be available in
Quarter 1, 2025. © 2024 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY license (http://
creativecommons.org/licenses/by/4.0/).

Keywords: Evidence synthesis; Web-based decision tool; Qualitative evidence synthesis; Systematic reviews; Research methods; Delphi
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What is new?

Key findings

e The updated Right Review tool comprises 42 items;
nine guiding questions for qualitative and quantita-
tive reviews, 25 evidence synthesis definitions and
approaches, and 8 tool outputs.

What this adds to what was known?

o The Right Review tool was developed to assist
those conducting evidence syntheses, particularly
less experienced researchers, in identifying appro-
priate evidence synthesis methods. The tool was
initially developed as a pilot project for quantita-
tive reviews but was then expanded to separately
include qualitative evidence synthesis.

e The updated Right Review tool has integrated the
quantitative and qualitative branches into a single
set of guiding questions, eliminating the need for
the user to preselect a quantitative or qualitative
evidence synthesis from the outset.

What is the implication, what should change now?
e The updated tool is expected to be available in
Quarter 1, 2025.

1. Introduction

Evidence synthesis uses formal explicit rigorous
methods to bring together the findings of studies already
completed, and to integrate the totality of what is known
from that pre-existing research [1]. Robust and trustworthy
evidence syntheses are increasingly viewed as critical to
inform decision making in policy and practice [2,3].

The field of evidence synthesis has been described as
having a ““midlife crisis’’ as it has begun the transition
to maturity [4]. Conventionally, evidence synthesis
comprised of systematic reviews focused on the effec-
tiveness of interventions. Over the last few decades, there
has been substantial growth in the different types of evi-
dence synthesis used to support decision making with a
recent catalog of approaches by Sutton et al. identifying
48 distinct review types categorized into 7 families [5].
The family of systematic reviews itself now numbers
multiple approaches, including reviews of effectiveness,
prevalence and incidence, etiology and risk, test accu-
racy, and more [6]. Simultaneously, evidence synthesis
methodology has evolved to address questions which
are broad and complex and do not fit within the conven-
tional systematic review model which typically focuses
on questions of effectiveness. This expansion now in-
cludes scoping reviews, mixed methods reviews, realist

reviews, network meta-analysis, metanarrative reviews
and metasynthesis.

While this growth reflects the recognition of the utility
of evidence synthesis in supporting decision making
beyond questions of effectiveness, it presents several chal-
lenges. The growing number of evidence synthesis types al-
lows researchers to conduct syntheses that meet knowledge
user needs. However, choosing the ‘right” method is
complicated by a lack of consistency in the terminology
and methodology available for some review types, particu-
larly for less experienced researchers or those with limited
exposure to different evidence synthesis types [7,8].
Choosing an appropriate review type will ensure the correct
methodological steps and appropriate standards for report-
ing are followed. To assist with this challenge, a web-
based decision support tool (Right Review) that guides re-
viewers through a series of simple questions when selecting
quantitative reviews and qualitative evidence synthesis
methods was developed following a rigorous process [9].
Through a series of guiding questions, the tool aims to
recommend the best type of evidence synthesis required
to meet the research goals. Conduct/reporting guidance
and open-access examples are provided for each recom-
mended method. Initial evaluation of the tool demonstrated
it has supported thousands of users worldwide to identify
appropriate review methods [9].

Currently, the tool separates quantitative reviews and
qualitative evidence synthesis. Five questions are asked to
select from among 26 methods for quantitative reviews
and 10 questions to select methods from among 15 qualita-
tive evidence syntheses [9]. However, requiring the user to
know whether they wish to do a quantitative or qualitative
review from the outset may be problematic, particularly for
less experienced researchers. In the context of a rapidly
evolving field, such tools must be updated regularly. The
purpose of this international electronic modified Delphi
(e-Delphi) exercise was to reach high agreement on inte-
grating the quantitative and qualitative branches of this
tool, in particular, integrating the 5 quantitative and 10
qualitative guiding questions within a single set of guiding
questions. A secondary objective was to explore participant
views on the use of structured evidence synthesis support
tools.

2. Methodology
2.1. Design

An international e-Delphi was employed. The Delphi
process was selected as it is a structured group facilitation
technique, widely used in health-care research to obtain
high agreement among multidisciplinary groups of experts,
particularly in complex area with inconsistencies such as
evidence synthesis [10]. The approach is characterized by
anonymity, iterative rounds and the opportunity for
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participants to change their opinion in response to
controlled feedback [10]. An e-Delphi was selected to facil-
itate international participation [11]. Reporting of this
manuscript was in line with the ACCORD (ACcurate
COnsensus Reporting Document) reporting guideline
(Appendix A) [12]. Ethical approval was obtained from
the Royal College of Surgeons in Ireland ethics committee
(REC202103012). We preregistered our protocol on the
Open Science Framework https://osf.io/2qcpz.

2.2. Delphi survey

Unlike a classical Delphi approach where the first round
consists of open-ended questions to generate possible state-
ments [10], this modified e-Delphi began with items iden-
tified from the current version of the Right Review tool
(Appendix B), developed following a robust methodology
including literature reviews and extensive user testing [9].
The international Project Steering Group (PSG),
comprising the coauthors (chair Dr Clyne, Appendix C),
determined the survey structure, as follows.

1. Background information and participant experience
with evidence synthesis
2. Right Review tool refinement, rating

a. proposed guiding questions to integrate quantitative
and qualitative branches (n = 14)

b. definitions of the possible evidence synthesis
methods and approaches (n = 27)

c. current tool output elements (n = 5)

3. Advantages and disadvantages of the tool.

For the purposes of the survey we conceptualized evi-
dence synthesis methods as per the Evidence Synthesis In-
ternational definition [1] and operationalized approaches as
those review types that can be applied to many of the evi-
dence synthesis methods. For example, a systematic review
(method) can be followed and also apply a living or rapid
approach.

All panel members also had the opportunity to provide
comments and feedback. The e-Delphi survey was admin-
istered using Welphi (Welphi.com) and piloted using a con-
venience sample (n = 10) of researchers from the Royal
College of Surgeons in Ireland and Health Information
and Quality Authority, to check face validity, comprehensi-
bility, and acceptability. These pilot researchers were not
involved in the development or updating of the Right Re-
view tool. Based on the feedback, some minor wording
changes were made to improve clarity. All data were ano-
nymized to maintain confidentiality.

2.3. Delphi panel recruitment

A panel of international knowledge users was formed.
The initial evaluation of the Right Review tool found that
the adoption and reach of the tool extended to a diverse

audience [9]. Feedback on the tool is received regularly
via a random usability questionnaire that pops up on the
website tool and there have been >40,000 users. There-
fore, for the purposes of this e-Delphi, we defined a knowl-
edge user as anyone who may use or benefit from this tool
including researchers, librarians, methodologists, clini-
cians, patient representatives, policy makers, and commis-
sioners of research. We aimed to recruit a pool of
participants with extensive knowledge in this area. An
initial list of individuals was identified through PSG
(Appendix C) contacts and networks and a limited, unsys-
tematic search of PubMed and PubReMiner for interna-
tional experts actively (ie, past 5—8 years) publishing
extensively (ie, >10 systematic reviews). Students were
not specifically included given the likelihood to have
limited experience in evidence syntheses methodologies.
Email addresses were collected from personal contact lists
and publicly available sources (eg, corresponding author
details). Panellists were invited by the PSG to participate
via e-mail, with a study invitation letter and information
sheet attached. The principal investigator (BC) contacted
individuals (via e-mail) 1 week later to establish their will-
ingness to participate. There is no set standard for sample
size of a panel. It has been suggested that a range of 10
to 18 panel members per area of expertise is appropriate
[13]. To obtain a response rate of above 25 panel members,
we aimed to invite at least 70 individuals.

2.4. Data collection

The survey was planned a priori to be conducted across
2 rounds, with any items not reaching high agreement after
round 2 discussed by the PSG. Nonresponders or those
failing to complete each round were sent a minimum of 3
email reminders, at 1-week intervals, per survey round.
Data collection took place between July and October
2022. Although there is no set definition of high agreement
in a Delphi study, reviews have highlighted that the most
common definition is a percentage agreement with cut-off
levels ranging from 51% to 80% [14,15]. For this survey,
we defined high agreement as at least 70% agreement (e,
70% agreement across the highest categories).

2.4.1. Round 1

Panel members were asked to provide background infor-
mation and details of experience with evidence synthesis.
They were then provided with the combined quantitative
and qualitative set of guiding questions and asked to rate
on a 7-point Likert scale (“‘1-not at all important” to *“7-
extremely important’) to what extent the item was impor-
tant in deciding which review to conduct. They were also
asked to rate (on a 7-point Likert scale) the clarity of def-
initions of reviews and the importance (on a 7-point Likert
scale) of current tool output elements. Panel members were
given the option to select “‘not applicable/unsure” if they
were unable to offer an opinion, along with any additional
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comments or suggestions for items. Panel members were
then asked their views (free text) on the possible advantages
and disadvantages of the tool. Any additional items pro-
posed in the free-text comment boxes were discussed by
the PSG. Items were then included for rating in round 2
if the majority of the PSG agreed that the item was unique.

2.4.2. Round 2

After round 1, the guiding questions and definitions not
reaching high agreement were edited and amended by the
study authors based on feedback from panel members
(Appendix B). All panel members who participated in
round 1 were provided with summary feedback from round
1. They were asked to rerate items that did not achieve high
agreement in round 2. New items added to round 2 were
rated only once.

2.4.3. PSG meeting

The PSG met online to discuss outstanding items
(February 2023). Before this meeting, the PSG were sent
a copy of the round 1 and 2 results and a summary of the
remaining items to be discussed, with any comments from
panel members. Discussion on whether to retain, modify, or
eliminate an item was facilitated by BC. A detailed written
summary was circulated to the PSG following the meeting
for review and confirmation of agreement.

2.5. Analysis

Demographic characteristics were summarized descrip-
tively. Ratings for each outcome in the e-Delphi were con-
verted to a summary score by calculating the means along
with standard deviations. Medians and interquartile ranges
were also calculated to account for potential skewed data.
All analysis was conducted in Excel.

3. Results
3.1. Response rate and panel members

A total of 80 individuals were invited to participate, of
whom 28 (35%) initiated the Delphi. A total of 24 panel
members from 9 different countries (Ireland, Canada,
Australia, USA, UK, South Africa, Greece, Germany, In-
dia) completed all sections of round 1 and 12 completed
all sections of round 2 (Fig 1). Most panel members
described themselves primarily as a researcher with exten-
sive previous history in undertaking evidence syntheses
(Table 1); only 1 panel member was a patient representa-
tive. Over 90% of panel members had not used the Right
Review tool previously (Table 1).

Excluded (51)

‘ - Extended leave: 4

’ » - Mail delivery failure: 3
- Unavailable: 6
- No response: 38

Participants contacted: 80

v

‘ Drop outs (5)

Round 1 initiated: 29 » - Entryonly:1

_‘ - Completed some sections: 3

- Technical problem with system
log-in:1

v

Round 1 completed: 24

- Drop outs (5)
- Withdrawal: 1
- Completed some sections: 1

|
’ Round 2 initiated: 14

v

’ Round 2 completed: 12

Figure 1. Panel member flow diagram. (For interpretation of the refer-
ences to color in this figure legend, the reader is referred to the Web
version of this article.)

3.2. Advantages and disadvantages of structured tools
to support evidence synthesis

A total of 19 panel members provided 35 comments
(Appendix D) on the advantages/disadvantages of a tool
such as Right Review. The main advantages identified
included educating less experienced researchers (n = 10),
setting researchers on the right track (n = 6), exposing re-
searchers to new methods (n = 2), and standardizing evi-
dence synthesis nomenclature (rn = 2). The main
disadvantages included the potential to preclude creative
ways of thinking about evidence synthesis (n = 4), possible
misinterpretation of the tool output (n = 3), and difficulties
with keeping the tool up to date (n = 3).

3.3. Overview of rounds

The flow of items through the rounds is presented in
Figure 2 and Table 2. All items, including any new, disag-
gregated, or consolidated items are presented in Table 2.

3.4. Round 1

In Round 1, 21 of 46 items achieved high agreement for
inclusion (Table 2). From the 14 guiding questions pre-
sented, high agreement on the importance of 6 questions
(eg, questions on the review goal and time/resource con-
straints) was reached in Round 1. Eleven of the 27 review
definitions (eg, systematic review and scoping review)
and approaches (eg, rapid review and living review)
reached high agreement on clarity. Of the 5 current tool
output elements presented, 4 reached high agreement on
importance (eg, the suggested method and links to relevant
handbooks). Most comments (n = 218, Appendix D) sug-
gested minor wording changes to improve clarity and
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Table 1. Characteristics of Delphi survey participants

Round 1 initiated

Round 1 complete

Round 2 complete

(n = 28) (n = 24) (n=12)
Characteristic N % N % N %
Current primary position
Researcher 19 67.9 18 75.0 8 66.7
Health-care provider 1 3.6 1 4.2 1 8.3
Decision maker 1 3.6 0 0 0 0
Journal editor 1 3.6 1 4.2 1 8.3
Librarian 3 10.7 1 4.2 0 0
Educator 1 3.6 1 4.2 1 8.3
Community member/patient 1 3.6 1 4.2 1 8.3
representative
Other (project manager) 1 3.6 1 4.2 0 0
Area of residence
Europe 12 42.9 10 41.7 5 41.7
North America 8 28.6 7 29.2 2 16.7
Australia 5 17.9 5 20.8 4 33.3
Middle East 1 3.6 0 0.0 0 0.0
Africa 1 3.6 1 4.2 0 0.0
Asia 1 3.6 1 4.2 1 8.3
Evidence syntheses involved in (last 5 y)
2 1 3.6 1 4.2 0 0
3 2 7.1 2 8.3 1 8.3
5to 10 8 28.6 6 25.0 2 16.7
>10 17 60.7 15 62.5 9 75.0
Last evidence syntheses involved in
Systematic reviews (with or without 18 64.3 16 66.7 8 66.8
meta-analysis)
Scoping reviews 3 10.7 2 8.3 1 8.3
Rapid reviews 1 3.6 1 4.2 0 0
Qualitative evidence syntheses 2 7.1 2 8.3 1 8.3
Health technology assessments 2 7.1 1 4.2 1 8.3
Other (overview of reviews) 2 7.1 2 8.3 1 8.3
Reason for last review
Peer review publication 6 21.4 5 20.8 4 33.3
Support guideline development 7 25 6 25.0 2 16.7
Support local decision making 1 3.6 1 4.2 0 0
Requested by decision makers 6 21.4 B 20.8 2 16.7
(nationally)
Thesis or other higher degree 4 14.3 4 16.7 3 25.0
qualification
Other (student supervision) 4 14.3 3 12.5 1 8.3
Role in last review
Main author/coordinator 13 46.4 12 50 B 4.7
Coauthor/research assistant/data 1 3.6 1 4.2 1 8.3
screening/extraction
Methods and statistical advice 7 25 7 29.2 4 33.3
Search strategy developer/librarian 2 7.1 0 0 0 0
As an expert in the field, knowledge 2 7.1 2 8.3 1 8.3
user, or public providing advice and
approving final document
Commissioner 1 3.6 0 0 0 0

(Continued)
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Table 1. Continued

Round 1 initiated

Round 1 complete Round 2 complete

(n = 28) (n = 24) (n=12)
Characteristic N % N % N %
Knowledge translation/implementation 1 3.6 1 4.2 8.3
Other (project manager) 1 3.6 1 4.2 0 0
Previously used Right Review tool
Yes 2 7.1 2 8.3 2 16.7
No 26 92.9 22 91.7 10 83.3

understanding of the question stem or the list of potential
answers provided. For the review definitions, general feed-
back recommended the use of evidence synthesis rather
than knowledge synthesis and some additional clarifica-
tions. After detailed discussion within the PSG, the second
round survey was updated; 1 review type (systematic

review of burden of illness studies or monetary cost studies)
was disaggregated into 2 separate review types and 2 re-
view approaches (umbrella review and overview reviews)
were consolidated due to similarities. Three new items sug-
gested by panel members, including a summary of limita-
tions, a list of appropriate alternatives and an evidence

() Items amended for Round 2
Round 1 (46 items): agreement * Gwc_hng qu<_es_t|_ons: 814
«  Guiding questions: 6/14 . Rev!ew definitions: 12/21
«  Review definitions: 9/21 ——»| © Reviewapproaches: 3/6
e Review approaches: 2/6 . T(:Jol outputs: 4
e Tooloutputs:4/5 | _____ :
o 3 new items suggested
= Round 2 (27 items): agreement <----- ’ Items for PSG discussion
g e  Guiding questions: 0/8 e  Guiding questions: 8
] e  Review definitions: 5/12 — »| e Review definitions: 7
5 e Review approaches: 1/3 e Review approaches: 2
> e Tool outputs: 2/4 e Tool outputs: 2
._g
S
o v
8 PSG discussion (19 items)
2 e Guiding questions
o 3included (1 text amendment)
o 3 combine with existing item
o 2exclude
e Review definitions:
o 5included with text amendments
o 1item spitinto 2
o 1 excluded
o Review approaches:
o 2items combined
e Tool outputs:
— o 2items included
'aEmn
" v
g Final Items included
g e  Guiding questions: 9
] e Review definitions: 21
° .
3 ¢ Review approaches: 4
2 e Tool outputs: 8
—

Figure 2. Delphi process summary. (For interpretation of the references to color in this figure legend, the reader is referred to the Web version of this

article.)
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synthesis ecosystem map, were added to the tool output
elements.

3.5. Round 2

In Round 2, 27 remaining items were presented,
including the 3 new items suggested in Round 1 (Fig 2).
None of the guiding questions presented reached high
agreement on importance, 6 definitions (eg, framework syn-
thesis) and approaches (eg, overview of reviews) reached
high agreement on clarity and 2 tool output elements (in-
clusion of limitations and references) reached high agree-
ment on importance (Table 2). A total of § items reached
high agreement in round 2, with the remaining 19 items
brought forward for discussion by the PSG.

3.6. PSG review

Following discussion within the PSG of the remaining 8
guiding questions.

e Two were included as is (fixed vs emergent and
theory)

e One was included with an edit to text (number of
comparisons),

e Three (audience, context, number of studies) were
amalgamated into an existing question (review goal)
as potential answer options, as opposed to being re-
tained as individual questions

e Two were excluded (type of sampling method, team
experience in evidence synthesis).

Of the remaining definitions and approaches, 5 were
included with text amendments, 1 item was split (system-
atic review of burden of illness studies or monetary cost
studies), 1 excluded (qualitative interpretive metasynthe-
sis), and 2 items combined (umbrella review and overview
reviews), Appendix E provides a full overview of the
amendments made. The 2 remaining tool output items (a
list of appropriate alternatives and an evidence synthesis
ecosystem map) were also included (Fig 2).

3.7. Final tool

The final tool now comprises 42 items (Table 3). The
full outline of changes from the original tool is presented
in Appendix E. In summary, the guiding questions in the
previous tool are separated into 2 branches with 5 questions
to guide quantitative review selection, and 10 questions to
guide qualitative evidence syntheses selection [9]. The up-
dated tool suggests 41 evidence synthesis methods, count-
ing eg a scoping review and a rapid scoping review as 2
methods. The updated tool includes 21 unique evidence
synthesis definitions, the majority of which can adopt any
of 4 included approaches (eg, rapid or living). The current
tool has 5 output elements which has been updated to 8
items (see Table 2).

4. Discussion

The Right Review tool was developed to assist those
conducting evidence syntheses, particularly less experi-
enced researchers, in identifying appropriate evidence syn-
thesis methods. The tool was initially developed as a pilot
project for quantitative reviews but was then expanded to
separately include qualitative evidence synthesis [9]. This
modified international e-Delphi facilitated reaching high
agreement on integrating the quantitative and qualitative
branches of this tool, in particular, integrating the 5 quanti-
tative and 10 qualitative guiding questions into a single set
of guiding questions. By combining these branches, we
have eliminated the need for the user to preselect a quanti-
tative or qualitative evidence synthesis from the outset,
thereby increasing the potential utility of the tool, particu-
larly when broader topics are being explored and research
questions are still being refined.

The number of published evidence syntheses is growing
exponentially, with nearly 80 systematic reviews being pub-
lished daily in 2019 [16]. Overlap, redundancy, poor
conduct, and duplication in evidence syntheses is escalating
as their numbers grow [17—19]. Tools such as the Right Re-
view, occupy a potentially valuable role in improving the
field of evidence synthesis. Panel members highlighted its
educational function, particularly in educating less experi-
enced researchers and commissioners, and in alerting re-
searchers to new evidence synthesis methods and
alternative approaches. Given the substantial growth in
the different types of evidence synthesis methods [5,6], it
has become critical to enable researchers to ensure they
are undertaking the most appropriate review approach to
support clinical and policy level decision making, and thus
avoid research waste.

The lack of consistency in the terminology available
for review types [7,8] has arguably also contributed to
confusion in the field, the mass production of redundant
and misleading reviews and a conflicted evidence base
[20]. Evidence Synthesis International has highlighted
the need to develop and share standards, terminology
and methodology consistently [1]. Our panel members
identified the development and updating of the Right Re-
view tool as an opportunity to standardize evidence syn-
thesis nomenclature. Several of our research team are
members of the Evidence Synthesis Taxonomy Initiative,
collaborating with like-minded researchers to develop a
living taxonomy of evidence syntheses, continuously up-
dated (such as via a living wiki platform) and refined
alongside advances in the field [21]. We envision that this
work will be synergistic with future updates to the Right
Review tool. However, establishing high agreement on
the core components of some evidence syntheses will
be challenging, particularly for approaches that are less
established and formalized. Our e-Delphi demonstrated
that reaching high agreement on established quantitative
review types and definitions such as systematic reviews
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Table 2. Modified e-Delphi agreement results

Table 2. Continued

Percentage in

Percentage in

agreement agreement
(agreement level: (agreement level:
>70% >70%
Item (as originally worded in round 1 unless highlighted in bold) Item (as originally worded in round 1 unless highlighted in bold)
otherwise stated) Round 1 Round 2 otherwise stated) Round 1 Round 2
Tool guiding questions Metastudy 50% 55%
What is your goal or objective or key 91% N/P Economic evaluation systematic review 96% N/P
contribution to knowledge by doing Metasummary 62% 75%
iew?
T?e review? — , — — Thematic synthesis 75% N/P
yourl rewew_ is about interventions o o Mixed methods 87% N/P
or diagnostic tests, how many? .
What type of evidence will you be 92% N/P Narratwg summary - 59% /5%
using? Narrative Synthesis 41% 47%
What type of analysis will you conduct? 79% N/P Qualitative intgrpretive 50% 50%
Is your review question fixed or likely 50% 50% : metasynthesis
to be emergent? Review approaches
Who is your primary audience? 42% 50% Rapid 88% N/P
Will the likely included articles 34% 41% Living 93% N/P
contain sufficient detail regarding Overview” 67% 75%
tr;e rolzof t.heo7ry within your Umbrella® 55%
planned review: . Mega-aggregation 46% 59%
Will the likely included articles 46% 33% . o
contain sufficient supporting detail Megaethnography 47% 49%
to understand the study context? Tool output
What is your provisional estimate of 51% 58% Summary table of your responses 91% N/P
the' number of studies you plan to The suggested method 100% N/P
review? Links to relevant methodological 87% N/P
What type of sampling method do 67% 67% handbooks
?
_ you pIar.1 [0 Uz . Links to references 68% 92%
W|IIlyour review tgam |n(;|ude members 71% N/P Links to underlying logic of the 79% N/P
with expertise in qualitative suggested method
research? A summary of limitations of proposed N/P 91%
Will your review team include 67% 58% method(ys,) prop °
members with experience in . . . o
knowledge synthesis? A list of appropriate alternative N/P 41%
) reviews
Do you have time, resource and/or cost 84% N/P ) .
constraints to complete your review? A map/dlaégram.of vtvhere _tthe i N/P 58%
. . o proposed review type sits within
L yqu a”?“ 19 contlrjually UIpeEie oL ke N/ the broader ecosystem of evidence
review, incorporating relevant new synthesis
evidence as it becomes available?
Review types Abbreviation: N/P, not presented.
Scoping review 87% N/P @ Presented as 1 item in Round 1 and disaggregated into 2 items
. . o in Round 2.
Systematic rewew = 795’ N/E b Presented as 2 items in Round 1 and as 1 consolidated item in
Burden of illness 67% 67% Round 2.
Costing systematic review® 66%
Mapping review 76% N/P and scoping reviews (which have extensive guidance
Concept analysis 30% 42% available from organizations such as Cochrane and JBI)
Framework synthesis 54% 75% was easier than for qualitative approaches that are less
Best fit framework synthesis 54% 58% well established (eg, Metastudy). The learnings from this
Epidemiological systematic review 75% N/P process will help underpin the development of any future
Meta-aggregation 55% 59% evidence synthesis taxonomy.
Prognostic systematic review 88% N/P A strength of this study was the inclusion of different ex-
Metaethnography 63% 759, perts in evidence synthesis conduct and use including re-
Diagnostic accuracy systematic review 100% N/P searchers, and decision makers from 9 different countries
Metainterpretation 639 759 and incorporating opportunities for feedback and discus-
sion. However, the majority of panel members were primar-
(Continued) ily researchers with extensive expertise in undertaking
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Table 3. Final updated tool elements

Section 1: Guiding questions

Question

Answer options

1. What is your goal or objective or key contribution to
knowledge by doing the review?

2. Is your review aim to compare between pairs of
interventions/diagnostic tests (ie, an experimental
intervention and a comparator intervention) or
compare between multiple competing interventions/
diagnostic tests?

3. What type of evidence will you be using?

4. What type of analysis will you conduct?

5. Is your primary review question fixed (ie, following a
framework with predefined parameters such as
Population, Intervention, Comparison, Outcome) or
emergent (ie, more akin to an overall objective but
does not have a set of predefined parameters)?

6. Within a planned qualitative evidence synthesis,
reviewers can ignore, acknowledge, generate, explore,
or test theory. Based on preliminary searches of the
literature, is theory likely to have a role in structuring
the review, in analysis or in interpreting review
findings?

7. Will your review team include members with
expertise in qualitative research?

8. Do you have time, resource and/or cost constraints to
complete your review?

9. Do you aim to continually update your review,
incorporating relevant new evidence as it becomes
available?

a.

S O 0O

o T 9 O

o

O

Assess the effectiveness and/or safety of interventions

. Assess the burden of illness, monetary costs alone or the cost-effectiveness of

interventions

. Assess the epidemiology of a disease or health condition
. Assess the prognosis of a disease or health condition
. Assess a diagnostic test for precision and accuracy

Explore how and why interventions/programs work (or do not work) in particular
contexts or settings

. ldentify/clarify concepts, definitions, available research; identification of research

gaps; provision of research agenda

. Synthesis of qualitative data

. Adoption of a new perspective

. Theory building

. Theory testing

. Both quantitative and qualitative goals

. Pairwise comparison (ie, an experimental intervention and a comparator

intervention)

. Multiple competing interventions/diagnostic tests.
. Systematic reviews

. Primary studies only

. Both systematic reviews and primary studies

. Descriptive analysis only

. Quantitative synthesis only

. Both

. Fixed

. Emergent

Yes

. No
. Yes

. No

Yes

. No

Yes

. No

(Continued)
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Table 3. Continued

Section 1: Guiding questions

Question

Answer options

Section 2: review definitions

Scoping review

Mapping review

Systematic review

Systematic review without meta-analysis

Epidemiological systematic review

Overview of systematic reviews

Prognostic systematic review

Diagnostic Accuracy systematic review

Systematic review of burden of illness studies

Costing systematic review

Economic evaluation systematic review

Rapid review

Living systematic review

A form of evidence synthesis that addresses an exploratory research question aimed at
mapping key concepts, types of evidence, and gaps in research related to a defined
area or field by systematically searching, selecting, and synthesizing existing
knowledge.

A form of evidence synthesis that maps out and categorizes existing literature across a
broadly defined topic from which to commission further reviews and/or primary
research by identifying gaps in research literature.

A form of knowledge synthesis that attempts to collate all empirical evidence that fits
prespecified eligibility criteria to answer a specific research question. Systematic
reviews use explicit, systematic methods that are selected with a view to minimize
bias, thus providing more reliable findings from which conclusions can be drawn and
decisions made.

A systematic review may include a meta-analysis (a statistical technique for combining
data from multiple studies on a particular topic) or a network meta-analysis (a meta-
analysis in which multiple treatments (ie, three or more) are being compared using
both direct comparisons of interventions within randomized controlled trials and
indirect comparisons across trials based on a common comparator).

A systematic review examining the quantitative effects of interventions for which meta-
analysis of effect estimates is not possible, or not appropriate, for a least some
outcomes

A form of evidence synthesis that utilized prevalence and incidence data to describe
geographical distribution of a disease or health condition and the variation in the
distribution between subgroups (eg, gender or socioeconomic status). Synthesizing
such data is necessary to monitor trends in disease burden and emergence and to
contribute to the design of further etiological studies.

Overview of systematic reviews (sometimes known as an overview, overview of
systematic reviews, review of reviews, review of systematic reviews, or umbrella
review) are systematic reviews of reviews and seek to provide an overview on a topic,
rather than focus on a single intervention.

A form of evidence synthesis that summarizes and analyzes evidence from prognostic
studies in a systematic review and meta-analysis. Prognosis studies seek to
understand average (overall) prognosis, prognostic factor studies, risk prediction
modeling studies, and treatment effect modification studies.

A form of evidence synthesis that summarizes the evidence on the accuracy (eg,
sensitivity, specificity, likelihood ratios) of a test or instrument.

A form of evidence synthesis that searches, identifies and synthesizes data from burden
of illness studies. The synthesis aims to provide information on the economic burden
of a specific condition from both a societal and individual perspective, collating
information on the overall costs to society, including medical and nonmedical costs.

A form of evidence synthesis that searches, identifies, and synthesizes data from
monetary cost studies.

A form of evidence synthesis that searches, identifies, and synthesizes data from
economic evaluation studies. This type of systematic review seeks to help decision
makers understand the resource allocation problem and the potential impact of the
added cost to obtain a unit of effectiveness (eg, the cost of gaining 1 quality-adjusted
life year). Such reviews should focus less on trying to generate a summarized
estimate of the cost-effectiveness ratio and more on demonstrating the extent to
which this ratio varies from setting to setting, and why.

A form of evidence synthesis in which components of the systematic review process are
simplified or omitted to produce information in a timely manner.

A systematic review which is continually updated, incorporating relevant new evidence
as it becomes available. Practically, this means that living systematic reviewss: Are
underpinned by continual, active monitoring of the evidence (ie, monthly searches),
immediately include any new important evidence (meaning data, studies or
information) ie identified, Are supported by up-to-date communication about the

(Continued)
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Table 3. Continued

Section 1: Guiding questions

Question

Answer options

Mixed methods (also known as mixed methods research
syntheses, mixed studies reviews, mixed research
syntheses)

Realist review

Thematic synthesis

Framework Synthesis

MetaEthnography

Metalnterpretation

MetaSummary

Narrative Summary

Concept Analysis

status of the review, and any new evidence being incorporated.

Mixed methods systematic reviews can bring together the findings of effectiveness
(quantitative evidence) and patient, family, staff or other’s experience (qualitative
evidence) to enhance their usefulness to decision makers. In conducting mixed
methods systematic reviews, the core intention is to combine quantitative and
qualitative data (from primary studies) or integrate quantitative evidence and
qualitative evidence to create a breadth and depth of understanding that can confirm
or dispute evidence and ultimately answer the review question/s posed.

A form of evidence synthesis for studying complex interventions that involves
identification of contexts, mechanisms, and outcomes for individual programs to
explain differences, intended or unintended, between them. Realist reviews are used
when needing to answer the question *‘what works, for whom, under what
circumstances?”

Thematic synthesis applies thematic analysis to study data in a systematic review of
multiple qualitative studies. Thematic analysis is a method ie often used to analyze
data in primary qualitative research. Thematic synthesis has 3 stages: the coding of
text 'line-by-line’; the development of 'descriptive themes’; and the generation of
'analytical themes’. While the development of descriptive themes remains 'close’ to
the primary studies, the analytical themes represent a stage of interpretation whereby
the reviewers 'go beyond’ the primary studies and generate new interpretive
constructs, explanations or hypotheses.

A form of qualitative evidence synthesis, adapted from framework analysis of primary
data, which promotes generalization of findings through use of theory. Although
framework analysis may generate theories, the prime concern is to describe and
interpret what is happening in a particular setting. Framework analysis is best
adapted to research with specific questions, a limited timeframe and issues that have
been identified a priori. Analysis applying a theoretical framework can enable
systematic identification and understanding of drivers that predict success in
different settings, guide adaption of targeted practice changes and implementation
strategies, and more quickly and confidently build the scientific knowledge base.

A form of qualitative evidence synthesis that aims to synthesize qualitative research or
develop ‘“‘translations of qualitative studies into one another” (ie, reciprocal
translation analysis). Metaethnography is intended to develop mid-level theory to
inform new conceptualizations of a phenomenon. The phases involved in conducting
a metaethnography are parallel to the general characteristics of systematic reviews.
However, this is an interpretive approach that aims to provide a new interpretation of
included studies or a new theory to explain the range of research findings
encountered, rather than a simple aggregation.

A form of qualitative evidence synthesis that focuses on the interpretive synthesis of
qualitative research. Metainterpretation aims to highlight differences between
studies resulting from different data collection methods or different researchers.
Such differences are not “corrected for,”” but acknowledged in the analysis. It
represents ‘‘an interpretation’ rather than “‘the interpretation’ of the different
included studies, rather than identifying common themes across studies.

A form of qualitative evidence synthesis ie a quantitatively oriented summary to
accommodate the distinctive features of qualitative surveys. This approach can be
used to combine descriptive quantitative and qualitative studies. The approach
includes the extraction, grouping and formatting of findings, and the calculation of
frequency and intensity effect sizes, which can be used to produce mixed research
syntheses and to conduct analyses of the relationship between reports and findings.

A form of evidence synthesis that typically involves the selection, chronicling, and
ordering of evidence to produce an account of the evidence. Its form may vary from
the simple recounting and description of findings through to more interpretive and
explicitly reflexive accounts that include commentary and higher levels of
abstraction.

A form of evidence synthesis used to clarify the definition and attributes of an abstract
concept to outline the meaning of that concept with respect to a certain domain or

(Continued)
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Table 3. Continued

Section 1: Guiding questions

Question

Answer options

context. There are numerous methods of concept analysis but most follow a staged
process, to identify the attributes and provide researchers with a precise definition of

the concept.

Best Fit Framework Synthesis

A form of evidence synthesis ie a subvariant of framework synthesis. It has two strands

involving i) a systematic approach to creating an initial framework based on existing
frameworks, models, or theories (a priori framework) and ii) searching for and
selecting the primary research studies for inclusion. These 2 ‘‘strands’ then join
together at the framework synthesis stage.

Meta-aggregation

A form of qualitative evidence synthesis that synthesizes all relevant qualitative study

findings (the author’s analytical interpretation of study data), not study data itself
(such as the empirical data collected). A strong feature of the metaaggregative
approach is that it seeks to enable generalizable statements in the form of
recommendations to guide practitioners and policy makers. Meta aggregation is
therefore sensitive to the nature and traditions of qualitative research while being
predicated on the process of systematic review.

Metastudy

A form of qualitative evidence synthesis that involves an analysis of the theory

(metatheory), methods (metamethod), and findings of qualitative research (metadata
analysis) in a substantive area, followed by the synthesis of these insights into new
ways of thinking about phenomena (metasynthesis).

Overview of qualitative evidence synthesis

Overviews of qualitative evidence synthesis aim to provide an overview of the existing

evidence, identify evidence gaps, and make recommendations for future research or
the generation of new theory or deeper conceptual interpretations of findings.

evidence syntheses. Therefore, the views of less experi-
enced researchers, patients (as we had only 1 patient repre-
sentative complete all rounds), and those from middle and
low-income countries were less well represented, despite
the extensive network of the international and multidisci-
plinary coauthor team. To avoid survey fatigue, we planned
a priori to conduct two rounds, with items not reaching high
agreement after round 2 being discussed and final decisions
made for remaining items by the PSG. Once the tool has
been updated, we plan to obtain feedback via the website
and through user testing and evaluation.

There are, however, limitations to our study and the tool
itself. Response rate was lower than anticipated. We achieved
aresponse rate of 30% (24/80) in round 1, while 50% of those
who completed round 1 completed round 2. We opted not to
be comprehensive in retaining all items through both rounds
to reduce burden to participants and attrition given that
studies that include a higher number of items tend to have
significantly lower response rates in the second round [22].
It is unclear if retaining all items through both rounds would
have impacted upon the Delphi outcome if panelists had
altered their ratings based on group feedback. Additionally,
employing only 2 rounds as opposed to 3 rounds to reduce
burden to participants means the final decision on a number
of items was by the PSG only. We opted to invite only panel-
ists who responded to round 1 to round 2; however, it has
been suggested that invitation to every round independent
of response to the previous round may lead to a better repre-
sentation of opinions of the originally invited panel [23].
Such an approach may also increase sample size across
rounds. Finally, given that a Delphi consensus parameter

can vary from 51% to 80% [ 14,15], we pragmatically consid-
ered high agreement as being 70%. We have not explored
whether changing this cut-off would alter findings of our
study. The tool is only available in English, which could limit
the potential pool of users.

5. Conclusions

The substantial growth in the different types of evidence
synthesis available makes it challenging for reviewers to
choose an appropriate review method. The use of a modified
e-Delphi facilitated updating the Right Review tool, a freely
accessible practical decision support tool that will help re-
viewers choose an appropriate method from a common set
of quantitative and qualitative review-specific questions. The
updated tool is expected to be available in Quarter 1, 2025.
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