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"The evolutionary race is not in fact won by the perfect, but by the good-enough."  

~Carl Zimmer 
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ABSTRACT 

‘Rapid review’ is an accelerated evidence synthesis approach that has emerged to meet the 

needs of knowledge users in healthcare settings who require timely input to support 

evidence-informed policy and practice questions. Although use of rapid reviews continues to 

expand, there is a paucity of research on this topic. This thesis addresses three identified 

knowledge gaps: 1) To address the lack of an established definition for rapid reviews, a 

modified Delphi process was used to pursue expert consensus on the defining characteristics 

of rapid reviews and an operational definition; 2) To further our understanding of the 

prevalent opinions and perceptions towards rapid reviews, a Q methodology was used to 

characterize the viewpoints of research producers and knowledge users; and, 3) To extend 

our knowledge on the characteristics, conduct and reporting quality of rapid reviews, 

compliance with currently accepted checklists (AMSTAR, PRISMA) was explored in a 

sample of recent rapid reviews.  
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1. INTRODUCTION 

Health care decision-makers are under constant pressure to make timely, evidence-informed 

policy or practice decisions. These decision-makers, also called knowledge users, often rely 

on the rigour and comprehensiveness of systematic reviews or health technology assessments 

(HTA) to inform these processes. Although highly valued, there is a tension between 

evidence producers and users as the time required to complete a full systematic review of the 

literature often exceeds the time that end-users have to evaluate or incorporate evidence into 

their decision processes. The consequence is that decision-makers needs are often not met, 

decisions are made in the absence of evidence that would be provided from an evidence 

synthesis, and there may be impacts in political, social, or economic settings or to patients as 

a result. Additionally, this conflict may result in a decision being made with ‘less-than-best’ 

evidence, or no evidence at all (1). Rapid reviews have become increasingly popular as 

evidence producers struggle to balance the requirements of the decision-making process with 

the need for high quality, inclusive evidence summaries (2, 3).  

1.1  Rationale 

Despite a recent increase in research on rapid reviews, a paucity of knowledge in specific 

content areas exists (4-8). Rapid reviews have no established definition and there is no 

commonly accepted or validated methodology (9). Numerous approaches to rapid review 

have been cited in the literature, some a simple list of citations related to a research question 

and others resembling more comprehensive systematic reviews (4, 10). This range of 

approaches makes it difficult to differentiate rapid reviews from more fulsome or 

comprehensive systematic reviews or other evidence synthesis products. Decision-makers 
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using rapid reviews face a conundrum. They must decide whether it is acceptable to trade-off 

the timely receipt of evidence with the risk that altering evidence synthesis methods could 

introduce bias or yield incomplete information that could lead to erroneous decisions (11). 

This trade-off is often an explicit choice to employ less-rigorous methodological approaches 

at one or more review stages in order to expedite processes, with acceptance that study 

quality or validity could be influenced by these choices. Limitations or biases that may be 

introduced through the streamlining of systematic review processes are understudied, and it 

is unclear if or how these biases impact results. We know that decision-making must proceed 

without delay, and therefore, the trade-off is often use of ‘good enough’ evidence when it is 

not possible to wait for strong or ‘best’ evidence (12). The problem is that there may be no 

straightforward answer to what counts as good evidence.  

Although opinions about rapid reviews abound, no formal study of these perceptions exists 

in the literature. Little is known about how evidence producers or knowledge users view or 

value rapid reviews and questions about appropriateness and validity continue to accompany 

statements reflecting the stigma that they are ‘quick and dirty’ systematic reviews. These 

views, coupled with challenges of producing dependable results with methods that are less 

time and resource intensive, have led to a call for additional primary research in this area 

(13).  

There is a need to explore these issues in further detail to advance our knowledge on rapid 

reviews. While all of these matters cannot be addressed comprehensively in a single study, a 

better understanding of rapid reviews will benefit both evidence producers and knowledge 
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users, and ultimately provide further insight into the spectrum of common themes and issues 

associated with accelerating evidence synthesis processes. 

1.2  Objectives 

This thesis investigated the characteristics of rapid reviews and worked toward achieving an 

accepted definition of rapid reviews, and explored the perceptions and attitudes that both 

evidence producers and knowledge users (decision and policy makers at all levels) hold 

towards rapid reviews. 

We identified the defining characteristics of rapid reviews using two discrete methods. First, 

by way of an iterative, consensus-based survey which examined what an expert panel of 

stakeholders felt were the essential traits of a rapid review. Following that, we evaluated how 

researchers structure, conduct and report rapid reviews to meet the needs of decision-makers 

using a cross-sectional review of journal-published and unpublished (grey literature) rapid 

reviews. Results from both studies were compared with the end goal of using the findings to 

inform and shape a comprehensive definition for rapid reviews.  

In addition, this project also explored the individual attitudes that both evidence producers 

and knowledge users hold towards rapid reviews. Our goal of achieving a better overall 

understanding of how individuals value this form of evidence and identifying positive and 

negative attitudes may lead to improved uptake or knowledge transfer for rapid reviews.  

To accomplish these objectives, the following questions were addressed: 

1. What characteristics do evidence producers and knowledge users consider essential to 

defining rapid reviews? 
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2. What are the defining characteristics of published and unpublished rapid reviews 

identified in the literature? 

3. What subjective opinions do evidence producers and knowledge users hold about 

rapid reviews? 

4. How similar are the rapid review characteristics found in the published or grey 

literature when compared with those that an expert panel identifies. Is there a 

disconnect? 

1.3  Significance of the proposed study 

Producers and users of rapid reviews may have different views on what constitutes a rapid 

review. Opinions may also differ on the value of this form of evidence in evidence-informed 

decision-making processes. As a result, individual stakeholders may have a different 

understanding about the limitations or benefits rapid reviews can deliver. It is crucial to gain 

a better grasp on these issues so that evidence producers can continue to support health care 

decision-making, and so that policy-makers have the information they need to be confident 

in their use of evidence while accepting a comfortable level of risk. A clear, transparent, and 

sufficiently detailed definition of rapid reviews is necessary to solidify the placement of 

rapid reviews in the evidence continuum. Once defined, healthcare decision-makers will be 

better able to judge how much value to place on the evidence contained in a rapid review and 

research producers will be better able to communicate how this approach differs from other 

evidence synthesis methods. 
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1.4  Chapter summary 

This thesis is structured into six chapters and has been formatted as a manuscript-based 

thesis.  

The following is an overview of each chapter: 

Chapter One 

The current chapter, Chapter one, provides a rationale for the research project, describes the 

overall objectives and summarizes the chapter structure. 

Chapter Two 

Chapter two presents a background for the current research project based on a literature 

review of published articles on rapid reviews. Previous work in the area is described in 

context with common themes related to rapid reviews, and key knowledge gaps are 

described. 

Chapter Three 

Chapter three presents a manuscript based on the results of a detailed cross-sectional review 

of published and unpublished rapid review samples. A detailed evaluation of their study 

characteristics and compliance to PRISMA
1
 and AMSTAR

2
 checklists is presented. 

Chapter Four 

Chapter four presents a manuscript describing the results from a modified Delphi consensus 

study of experts knowledgeable in rapid reviews conducted to explore the defining 

characteristics of rapid reviews. 

                                                 
1
 Preferred Reporting Items for Systematic Reviews and Meta-Analyses: the PRISMA Statement. 

2
 A Measurement Tool to Assess Systematic Reviews. 
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Chapter Five 

Chapter five presents a manuscript reporting a Q methodology study of research producer 

and knowledge user attitudes and opinions towards rapid reviews. 

Chapter Six 

Chapter six provides an overall summary of the findings for each research project and 

summarizes the research contribution of this thesis. The results of the individual studies are 

presented in context with each other and the pivotal literature. Suggestions for future 

research are also described.  
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2. BACKGROUND 

2.1  Evidence-informed decision-making 

Evidence-informed decision-making is “the process of distilling and disseminating the best 

available evidence from research, context and experience, and using that evidence to inform 

and improve practice and policy” (1). Research evidence is just one of many important 

information sources feeding into these processes. Decision and policy-makers, commonly 

referred to as knowledge users, may be patients, allied health professionals, clinicians, 

healthcare managers, or local, regional or federal government payers or regulators, or those 

who inform them. At all levels, these knowledge users rely on evidence producers to take 

often unmanageable amounts of information on a particular topic or policy question and 

synthesize it into a functional summary based on a research question. In order to effectively 

support the knowledge users who rely on this evidence, producers must turn out evidence 

that is reliable, valid, up-to-date, relevant to their policy needs, comprehensive, and timely. 

They must also report this evidence in a format that is both useful and understandable by the 

end-user while still allowing for reproducibility and scientific credibility. For the last 20 to 

30 years, knowledge users have relied on health technology assessments (HTA) and 

systematic reviews as the standard to synthesize and report research findings in health care 

settings (2, 3). The Canadian Agency for Drugs and Technologies in Health (CADTH, 

formerly CCOHTA) has been carrying out HTA for federal, provincial and territorial 

knowledge-users for 26 years. The United States Office of Technology Assessment 

(USOTA) carried out similar activities in health care, along with environmental other 

scientific assessments, between 1972 and 1995 before it was closed, paving the way for a 

diverse group of state, academic and private organizations to continue HTA work in the US.  
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The rationale for using systematic reviews as evidence sources, alone or as part of broader 

HTAs, is well-documented (2, 4). They offer comprehensive and structured approaches to 

evidence synthesis with explicit, repeatable methods and transparent processes for reporting 

research findings in a way that limits bias. Supporting evidence-informed decision-making 

processes requires financial resources, trained and experienced researchers, and structured, 

validated approaches. This requirement led to the original formation and international spread 

of organizations and agencies dedicated to production of systematic reviews and HTAs 

including, the Cochrane (1992) and Campbell Collaborations (1999), the Agency for 

Healthcare Research & Quality (AHRQ, 1989), the National Institute for Health and Care 

Excellence (NICE, 1999), the Center for Evidence-Based Medicine (CEBM, 1995), the 

International Network of Agencies for Health Technology Assessment (INAHTA, 1993)(5), 

and the European Network for Health Technology Assessment (EUnetHTA, 2005), along 

with many others too numerous to mention. CADTH was established in 1989 to assess 

medical devices, but has developed into a broker of evidence for the Canadian context on 

best practices, health-care systems and health technologies, including drugs, diagnostic tests 

and medical, dental and surgical devices (6). Together, these and other groups set standards 

for evidence synthesis, and themselves collect and summarize research evidence to provide 

knowledge users with the ‘best’ information they can use to inform their processes. These 

standards have been documented in The Cochrane Handbook (7), the AHRQ Methods Guide 

for Effectiveness and Comparative Effectiveness Reviews (8), the Campbell Systematic 

Reviews Policies and Guidelines Manual (9), the EUnetHTA Core Model (10), and the 

Joanna Briggs Institute Reviewers Manual (11).  
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A number of factors may influence the uptake or use of research evidence in a decision- or 

policy-making environment. Certain barriers, possibly representing fundamental differences 

in ideology between evidence producers and the knowledge users, can form a disconnect 

between research and policy (12). Tension based on differing fundamental values may arise 

from differences in the understanding of knowledge (colloquial versus (vs.) scientific), the 

relevance of the knowledge (policy vs. theory), the criteria for validity of that knowledge 

(anything reasonable vs. proven empirically), and the format of that knowledge (short and to-

the-point vs. thorough reporting of all findings). Arguably, one of the most fundamental 

tensions between policy and research is the time frame for the production of knowledge (12-

14). While knowledge users require timely or ‘on time’ evidence to inform their processes, 

evidence producers rely on rigid, systematic procedures with theoretical underpinning that 

producing the best evidence ‘takes as long as it takes’ to get to the truth.  

Research that is not produced in a timely fashion may be too late to support the needs of 

knowledge users (15, 16). On the other hand, decision-makers must often make decisions in 

an emergent or urgent way. This may result in important decisions or changes to policy being 

made without evidence from a validated form of knowledge synthesis which can impact 

political, economic, or social facets of our healthcare landscape, and ultimately, the health 

and safety of individuals. It may also necessitate the use of ‘less than best’ evidence for 

decisions, including opinion, single studies, or unsystematic literature reviews. Timely 

receipt of evidence is an essential facilitator to increase uptake (17); however, extensive and 

lengthy processes required to produce high-quality evidence are well-documented. Pai et al. 

(2004) documented the complex, process-heavy steps required to carry out a systematic 

review (Figure 2-1) and illustrate why the process of synthesizing evidence is often time- and 
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resource-intensive (18). Decision-makers may not always desire or need the precise effect 

estimate that is produced by a lengthy evidence synthesis; In fact, they may only require 

evidence to inform their clinical or policy questions that is better than what they could 

produce on their own (19). 

2.2  Challenges in evidence production 

Theoretically, evidence producers and knowledge users aim to balance the two sides in a 

contract; one expecting research results in a timeframe negotiated a priori, and the other 

expecting a realistic schedule allowing for the appropriate collation of evidence. In reality, 

there is tension between producers and users of evidence as the time required to conduct a 

comprehensive assessment of evidence often conflicts with fast moving and constantly 

evolving landscape of healthcare decision-making. 

Timeliness is a true challenge for evidence producers, and they have been criticized for 

turnaround times that have been measured in years, rather than weeks or months (12, 20). 

Studies have documented time to completion for a complex HTA to be anywhere from one to 

four years (20, 21). In three surveys of 45 HTA agencies conducted for INAHTA, Merlin et 

al. (2014) reported that the median timeframe for completion for an HTA was 9 months 

[interquartile range (IQR) 3 to >12 months], with most agencies producing two to four 

reports per year (22). Systematic reviews, which have less responsibility for reporting 

comprehensively on the legal, economic, social or ethical implications of their subject 

matter, may take less time; however, still result in timelines of anywhere from 6 months to 

more than two years (23). Sampson et al. (2008) reviewed a cohort of 156 systematic reviews 

published between 1995 and 2008 for time from final search to publication (24). Results 
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showed an overall median time of 61 weeks (IQR 33-87) and authors concluded that 

systematic reviews can be both produced and published faster. The Cochrane Collaboration,  

Figure 2-1. Steps in conducting a systematic review 

 

Source: Pai et al. 2004 (18) 
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has been criticized for its average 23 month timeline from protocol to publication (25), yet 

lauded for consistency and high quality. Even without the added time of the publication 

process accounted for, systematic reviews often make it to the desk of the knowledge user 

too late (26). Evidence syntheses are most useful when they are up-to-date, but evidence is 

dynamic and research has suggested that many systematic reviews are out-of-date by the 

time they are published (27). This can not only be unhelpful to knowledge users, it can also 

be detrimental. Pattanittum et al. (2012) reviewed methods and studies identifying out-of-

date systematic reviews and noted that many Cochrane and non-Cochrane evidence 

producers do not update their systematic reviews regularly (within 2 to 5 years) and that 

there are no standard approaches as to when and how to update an evidence synthesis (27, 

28). Although further assessment of these issues is warranted, there is no evidence to suggest 

that out-of-date can be equated with an incorrect conclusion or decision as this would be 

dependent on the characteristics and outcomes available in newer studies compared those 

previously obtainable. 

Systematic reviews may have a lengthy time to completion for a variety of reasons, 

dependent on the complexity of the research questions, the volume of literature returned, the 

processes of the reviewing organization, the requirements for quantitative synthesis (via 

meta- or network meta-analysis) and the financial and human resources available to carry out 

the review (6, 29). Indeed, the concept of appropriate time for evidence production is 

relative; regardless of actual time to completion, any evidence synthesis not produced in time 

to meet the needs of the end-user cannot be considered timely. Commissioners of HTA have 

requested improvement, citing a need for evidence that answers their research questions 

rapidly, efficiently and adequately (30). While systematic reviews and HTAs are still the 
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evidence benchmark employed to support health-care decision-making, the urgency of some 

decisions necessitates a more immediate response.  

2.3  Accelerating evidence synthesis: Rapid reviews  

Rapid review is an approach to evidence synthesis with no commonly accepted or validated 

methodology. A 2008 Delphi study on preferences and priorities in HTA showed that rapid 

reviews held the number two and four positions (of 22 products explored) in both categories 

when INAHTA members were queried about the types of products and services a new HTA 

agency in Spain could offer (31). Over 95% of INAHTA respondents showed interest in 

rapid reviews as a key product or service for Spain and this type of product was associated 

with innovation in HTA products in a healthcare assessment setting. Rapid reviews are being 

produced and used with increasing frequency in an expanding array of domains including 

public health, health systems research, guidelines and health economics. Recent years have 

seen an increase in formal studies on rapid reviews, yet a paucity of knowledge still exists 

(22, 23, 30, 32-42). A review by Ganann et al. (2010) found that nomenclature, 

methodological approaches and timelines in published rapid reviews are inconsistent, under 

reported and unclear. Studies published since 2010 have supported these suppositions.  

A detailed review of the literature shows that several themes are commonly associated with 

rapid reviews. There is no commonly accepted definition for rapid reviews and there are 

varied opinions across various stakeholders about what even constitutes a rapid review, or if 

a single definition is even appropriate. The term ‘rapid review’ is used interchangeably to 

describe a heterogeneous group of synthesis products ranging from summary lists of 

bibliographic evidence to what outwardly appear to be comprehensive systematic reviews 
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indistinguishable from what is considered the gold standard for the method. Nomenclature 

also fluctuates in the literature; Rapid reviews may be described using a variety of terms, for 

example ‘rapid’, ‘accelerated’, ‘emerging’, ‘map’, ‘summary’, ‘HTA’ or ‘brief’(30, 35, 43). 

The approaches used to expedite the evidence synthesis process also differ and do not 

necessarily align with any particular nomenclature or methodological concession. Often, 

these reviews are not indexed in bibliographic databases and a detailed grey literature search 

is required to locate them (1). 

Systematic and explicit methods for knowledge synthesis exist to maintain rigour, enable 

replication and aim to reduce bias that may be introduced at any stage. In theory, each and 

every methodological component in a systematic review may be tailored in some way, or 

omitted to produce an evidence synthesis faster. In doing so, we risk introducing bias which 

may, in turn impact the validity of the results. It is unclear whether there are preferred ways 

to tailor methods to make the process rapid and what the overall impact is to the conclusions, 

or even the precision of effect estimates (35). Similarly, other components may be eliminated 

from the review process altogether (e.g., external peer review, meta-analysis). When 

methods are accelerated, the approach is often reported inconsistently, buried on agency 

websites, or not reported at all (30, 33, 35). No guidelines for the conduct or reporting of 

rapid reviews exist and experts disagree on whether such guidance is even appropriate or 

helpful to evidence producers and users (40, 42, 44). There is also no guidance on the 

‘tipping point’ when tailoring methods may cause a review to transition from being 

systematic to unsystematic, a notable issue that has yet to be resolved (45).  
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Through our study of systematic reviews and other evidence synthesis processes, we 

understand that tailoring these explicit processes may impact the validity of the results or the 

conclusions that may be made based on these findings. No comprehensive study has assessed 

the impact of these concessions on the findings of a rapid review and compared it to those of 

a more traditional systematic review. There are some who maintain that a rapid review can, 

in fact, be a systematic review, and others who disagree wholeheartedly. Rapid reviews have 

their place as standalone evidence syntheses; however, a rapid review may also be part of a 

phased process, where the focus is to guide and scope future research syntheses. It is unclear 

whether rapid reviews are a unique methodology, a systematic appraisal of secondary 

research, an adaptation of a systematic review that maintains rigour wherever possible, or 

possibly, all of the above (23, 30, 32-35, 38, 39, 41, 42, 46).  

2.4  Interest in rapid reviews 

Rapid reviews are being requested by a variety of knowledge users, including but not limited 

to health ministries, parliaments, public and private sector regulators and payers (34, 35). 

Internationally, organizations large and small are following the lead of early rapid review 

producers like the Australian Safety and Efficacy Register of New Interventional Procedures 

- Surgical (ASERNIP-S), the Alberta Heritage Foundation for Medical Research, and the 

Canadian Agency for Drugs and Technologies in Health (CADTH) (32). In 2008, a survey of 

International Network of Agencies for Health Technology Assessment (INAHTA) members 

revealed that at least eighteen of the twenty-three agencies who responded were producing 

rapid reviews for stakeholders (33). This led to the recent establishment of an INAHTA 

Community of Practice for rapid reviews, managed by CADTH, to promote and enable 

continuous knowledge exchange and learning amongst members (47). A more recent 
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inventory by Polisena et al. (2015) found 29 international rapid review programs from 

government, academia, research institutions and not-for-profit organizations (41). Even the 

Cochrane Collaboration has recognized that offering high-quality, abbreviated and 

accelerated review products may better meet the needs of a certain portion of their clientele 

better than their traditional systematic review products. They launched the for-profit 

Cochrane Response program on an interim basis in 2012 in collaboration with the 

Knowledge Synthesis Group at the Ottawa Hospital Research Institute (OHRI)(37).  

In Canada, rapid reviews are being produced at the national, provincial, regional and local -

levels. In addition to the successful pan-Canadian ‘Rapid Response’ program run by CADTH 

(48), the Canadian Institutes of Health Research (CIHR)-funded Drug Safety and 

Effectiveness Network (DSEN) now funds a collaborative evidence synthesis team (the 

Methods and Applications Group for Indirect Comparisons, or MAGIC) offering rapid 

review and rapid network meta-analysis services to federal agencies and other provincial 

knowledge users. Provincial programs have been established by Health Quality Ontario, the 

Ontario Drug Policy Research Network (ODPRN) and the Nova Scotia Health Research 

Foundation to serve constituent organizations. Hospital-based or academic programs such as 

those found at the Technology Assessment Unit (TAU) of the McGill University Health 

Centre, the McMaster University Health Forum and the Ottawa Hospital Research Institute 

Knowledge Synthesis program supplement larger-scale programs with a more regional, local 

or institutional focus.    

Interest in this type of product from knowledge users is also growing. In 2006, CADTH 

produced approximately 155 rapid response reports for a variety of Canadian stakeholders. In 
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2008-9, the number more than doubled to 409 reports across 5 different rapid product 

offerings (48). The program continues to develop and grow while maintaining a yearly report 

production level over 300; an indication that health-care decision-makers are both interested 

in, and consuming this type of report (49).  

Interest in accelerated products and methods can also be gauged by recent symposium and 

conference activities focused on rapid reviews. In 2013, at the International Cochrane 

Colloquium in Quebec City, Canada, a meeting was held to establish an informal network of 

organizations and researchers interested in rapid reviews. Over 40 international attendees 

shared and participated in a discussion on methods, reporting, and research priorities. In 

February 2015, CADTH held a Rapid Review Summit in Vancouver, BC intended to be a 

forum for rapid review producers, health care decision-makers and providers. The intent was 

to share knowledge and experiences in the context of successes, challenges, advancing the 

science and prioritizing future research agendas (37, 40, 43, 44).  

2.5  Common themes 

2.5.1 Definition 

It is generally understood that rapid reviews employ tailored methods to expedite traditional 

systematic review processes with the goal of shortening delivery time frames or adapting to 

limited production resources (35). There is currently no definition that explicitly details what 

a rapid review is and further, what distinguishes it from similar evidence synthesis products. 

In a sample of international rapid review products, Watt et al. (2008) noted that all of the 36 

included rapid reviews were poorly defined. This sentiment is repeated in much of research 

on rapid reviews that has followed (22, 23, 30, 35, 39).  
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Attempts to define rapid reviews using targeted searches of sample products have been 

carried out with a goal of summarizing methodology, scope, and other key features. 

Although a better understanding of these accelerated reviews may have been achieved, no 

one group to date has produced an explicit definition of rapid reviews based on these results. 

Ganaan et al. (2010) describe rapid reviews as a method to “streamline traditional systematic 

review methods in order to synthesize evidence in a shorter timeframe” (35). Khangura et al. 

(2012) noted the lack of a definition for rapid reviews and went on the further characterize 

rapid reviews in a similar manner to Ganaan, adding that they are produced in a shorter 

timeline in order to meet the emergent needs of decision-makers in a healthcare setting (23). 

A comprehensive analysis of 46 full rapid reviews and three extractable summaries of rapid 

reviews by Harker et al. in 2012 was unable to elucidate a clear or final definition for what 

actually constitutes a rapid review. Authors noted in their conclusions that coming up with 

such a definition may be difficult due to the heterogeneous mix of nomenclature and 

methods used. Authors also noted that there was no literature describing how a rapid review 

differs from a systematic review in any meaningful way (30). Abrami et al. use the term 

‘brief review’ to describe rapid reviews as they assert that both time and scope should be 

emphasized in the definition (50).  

The only other illustrative feature associated with rapid review comes with the 

acknowledgement that rapid review is, in fact, a set of varied approaches. This deviates from 

the initial thinking that a single approach could be captured and distinguished from other 

evidence synthesis methods. Rapid reviews have been conceptualized as a ‘spectrum’ of 

products, but there is little clarity on whether a rapid review abstractly represents multiple 
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points on that spectrum, or if there is overlap with other evidence synthesis products (Figure 

2-2) (30, 37, 39). 

A recent brief (2014) by the McMaster University Health Forum describes a rapid review as 

a “comprehensive systematic review that has been conducted in a condensed timeline”. They 

distinguish this approach from what they refer to as ‘rapid synthesis’ which fundamentally 

differs from a rapid review in terms of timeline and type of included studies, however, no 

further detail is provided (51).  

Figure 2-2. Rapid reviews on the evidence synthesis continuum 

 

*Adapted from the HLWIKI International (http://hlwiki.slais.ubc.ca/index.php/Rapid_reviews) 

Late in 2014, the INAHTA Quality Assurance Group published a study which aimed to 

define HTA products based on a survey and consultation with their 57 public sector agencies 

(response rate 79%) (22). Following a thorough investigation of member products, they 
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proposed three product definitions, including one for rapid reviews (Table 2-1). This 

definition allows for the variation that inherently accompanies descriptions of rapid reviews 

through its categorization of traits using the headings ‘always’, often’ and ‘optionally’; 

However, it also limits the scope of rapid reviews so much, that the universal applicability of 

the definition should be questioned, especially outside of HTA agencies. The ‘always’ 

category limits rapid reviews to evaluations of safety or effectiveness, inadequately describes 

any systematic components, and leaves critical appraisal optional. Although there has been 

no test of applicability to-date, this definition directly excludes rapid review products 

produced by some of their membership HTA agencies, and so further revision is underway 

(47). 

Table 2-1. Proposed INAHTA rapid review definition  

A Rapid Review will: 

Always 

• describe the characteristics and current use of the technology; and, 

• evaluate safety and effectiveness issues. 

Often  

• conduct a review of only high level evidence or of recent evidence and may 

restrict the literature search to one or two databases. 

Optionally  

• critically appraise the quality of the evidence base; or, 

• provide information on costs/financial impact.  

Extracted from a publication by Merlin, 2014 (22) 

It seems that philosophically, there is a collective understanding that rapid reviews: 1) 

synthesize evidence in a expedited manner, usually referenced relatively against the timeline 

of a systematic review; 2) aim to meet the needs of knowledge users in healthcare settings; 

and, 3) employ varying approaches to synthesize the available evidence. In reality, there is 

no concrete descriptor of this approach that has been validated or delineated in the literature. 
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This may be further complicated by the fact that individual evidence producers may have 

their own internal definition of the products they yield, which may or may not be congruent 

across organizations or agencies, and may, even at a very basic level, differ in concept (22). 

This is a large factor in the currently muddled understanding of rapid reviews, and directly 

impacts research outcomes on this topic. If research is to advance, it seems necessary to at 

least very practically understand the nature of the reviews we seek to describe, appraise and 

possibly even standardize. It is clear that an unambiguous and adequately detailed definition 

of rapid reviews is necessary to solidify the placement of rapid reviews on the evidence 

continuum. Once defined, healthcare decision-makers will be better able to gauge how much 

merit to place on the evidence presented in a rapid review. A definition is also required 

before researchers can proceed with further study into the epidemiology of rapid reviews. 

2.5.2 Nomenclature 

A lack of definition that explains or identifies the nature or essential qualities of a rapid 

review is further complicated by the language used to describe these products, which varies 

widely and is inconsistent at best (35, 43). The vernacular used to report or publish rapid 

reviews is diverse, making it difficult to identify them in the literature (35). Although there is 

still variation, more consistent terminology is used to describe systematic reviews, yet the 

terminology is often misused. Terms used to identify rapid review publications in journals, or 

to ‘name’ accelerated evidence syntheses products produced by agencies and organizations 

also differ considerably (35). These product names may describe what the product is used for 

(e.g., practice, policy, information), refer to rapidity, speed or time in some manner (e.g., 

accelerated, rapid, brief), or indicate a truncation of methods, scope or reporting in relation to 

other synthesis methods (e.g., systematic review or HTA - mini, overview, summary, review, 
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update, mapping, brief) (43). On the other end of the spectrum, there may be no indication at 

all from nomenclature used that an accelerated review has been conducted (e.g., systematic 

review update, health technology assessment, tiered business case). Coupled with this, two 

different rapid review products may use similar nomenclature, but have very different 

approaches, aims, or end-users. Interpretation of the language used to label rapid review 

products may also have different meanings to the evidence producers and the stakeholders 

who make use of them in policy and practice (23, 30, 35). 

2.5.3 Production timelines 

Time is a fundamental element in rapid reviews. In fact, it may be the only variable that ties 

differing approaches together other than the common demand to inform health care 

knowledge users. While we have a reasonable understanding of the production timelines 

necessary for systematic reviews and HTAs, they too, vary. Similar dialogue on rapid review 

timelines is hampered by a number of factors. What is ‘rapid’ about an accelerated review of 

evidence is ultimately relative and tied to a baseline production timeframe for systematic 

reviews and HTAs that can be anywhere from 6 months to 4 years (12, 20). Additionally, 

rapid reviews are difficult to identify strictly using shorter production timelines as a 

distinguishing characteristic because their reporting on these factors is historically poor (35, 

52). Time to completion has been estimated in previous work on rapid reviews using the time 

from the last search date to the publication date, which also may need to be approximated 

and may be biased by publishing lag time. Harker et al. (2012) estimated the length of time 

to completion in a sample of 49 rapid reviews by calculating the time between the last search 

date and the approximate (or specific) review publication date. Using this method, a large 

proportion of the reviews (51%) were estimated to have taken 7 to 12 months, with only 22% 
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of the samples estimated to have taken under 6 months, and 36% taking 12-24 months (30). 

Hartling et al. (2015) characterized the timeframe for production of rapid reviews in a sample 

of 36 rapid reviews following a detailed review of methods and interviews with the 

organizations producing them. Time to completion for some rapid reviews in this sample was 

as short as 5 minutes (a computer algorithm) and as long as 4 to 8 months in some products 

(38). Although it is implied that rapid reviews are produced faster than a full systematic 

review, a literature review of studies reporting on this variable found that authors are in 

agreement that this information is often missing or unclear (30, 35). It is unfair, however, to 

expect time to completion to be reported in rapid reviews as it is uncommon for other 

evidence products to report this information.  

There has been suggestion anywhere from 8 weeks to 6 months is appropriate and pragmatic 

maximum timeline for a review to be considered ‘rapid’ (35, 42), but this may be an arbitrary 

cap. A review of the literature showed that minimum and maximum times to completion for 

rapid review samples, when reported, varied extensively (Figure 2-3). A scoping review of 

rapid review samples by Tricco et al. (2015, in press) found examples of rapid reviews 

carried out in one week or less (43), while Harker et al. (2012) noted similar examples that 

took 24 months. In the same study one outlier that identified as a rapid review was completed 

in 42 months (30). One study excluded sample rapid reviews that were completed in less 

than one month or more than six months, but this may be a flawed approach to summarizing 

rapid review timelines as this method is likely not reflective of the actual variety of products 

produced.  
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Figure 2-3. Star chart depicting minimum and maximum time to completion, in weeks, for 

studies of rapid review samples found in the literature (30, 33, 35, 41, 43). 

 

*Review eligibility criteria excluded samples with timelines identified longer than 6 months. 

†Review minimum timeline estimated at 6 weeks as publication reported only “<3 months”. One outlier were reported 42 months to 

completion and was not included in this chart. 

 

2.5.4 Methods  

Conduct and process is delineated clearly for systematic reviews through guidelines 

advocated by the Cochrane Collaborations, and many other organizations (7, 9). Arguably, 

the gold standard for the systematic assessment of health care evidence is the Cochrane 

review. It is generally understood that rapid reviews accelerate, abbreviate or tailor these 

methods in some manner, and at the very least, aim to search comprehensively to address a 

research question. Although every procedure in a systematic review has been put in place 

with the goal of minimizing bias, all of the methodological components may be altered, or 

omitted, in a rapid review to accelerate the process. These concessions are not without risk, 
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although some aspects of the systematic review process have not been studied in detail to 

determine the impact of methodological concessions. Methodological quality is a 

requirement for well-founded interpretation and application of the review findings so it is 

essential to assess the conduct of rapid reviews carefully (53). It is important to note that 

quality of conduct can be tied to credibility and reputation for the evidence producer, but 

production of a quality product does not equal rigour and should not be confused with 

deviation in results or inferences from the truth (54). 

Rapid reviews vary greatly in the methods utilized and in the descriptions provided for those 

methods (55). There are sometimes differences in rapid review products produced by a single 

organization. CADTH, for example, offers five different rapid response products to their 

stakeholders, with a focus on being both ‘fast and flexible’ (48). All vary in method based on 

the time and rigour negotiated with the end user following careful consultation. Flexibility is 

achieved by making adjustments to the explicit methodological components of a systematic 

review process based on careful consideration and consultation with the knowledge user. 

There is a notion that ‘one size does not fit all’ with rapid review methodology (which 

applies to other factors like reporting and timeline too), which is closely tied to the policy or 

practice needs of the individual knowledge user.  

Previous methodological reviews have found that there are many different strategies 

employed to expedite the review process while trying to maintain rigour and curtail bias (30, 

33, 35). It is common to narrow the search strategy by limiting or omitting key components. 

This may be accomplished by eliminating peer review of a search strategy, limiting the 

number of databases (possibly by date, language or study type) or limiting or omitting grey 
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literature or hand searching, among others. Screening or eligibility assessment, data 

extraction and quality assessment processes are also commonly modified. While the 

Cochrane Handbook (7) supports the use of two independent review authors, in a rapid 

review one reviewer may carry out these processes with or without checking by a second 

reviewer (30, 34, 35). Some rapid reviews exclude key review methods altogether, including 

quality/validity assessment or peer review. The breadth and depth of the review scope or the 

number of research questions may be narrowed to expedite the evidence synthesis or the 

scope may also be limited to a specific geographic context or setting (35). Quantitative 

synthesis (meta-analysis) may be limited or not done at all. Hartling et al. (2015) recently 

summarized the dimensions of systematic reviews that may be altered in rapid products 

(Figure 2-4); however, the impact of tailoring or simplifying the individual processes on the 

results of the report or their uptake has not been formally assessed in some of these 

dimensions (e.g., peer review, Grading of Recommendations Assessment, Development and 

Evaluation (GRADE) (38).   

A search of the literature shows that the potential bias introduced through the streamlining of 

systematic review processes are understudied (35). No study to date has evaluated the 

methodological quality of rapid reviews using validated quality assessment tools such as 

Sack’s Instrument (56) or AMSTAR (53, 57). Additionally, poor reporting makes it difficult 

to study rapid review quality, validity and risk of bias variables. Harker et al. (30) reported 

that that less than half of the rapid reviews they examined reported assessments of study 

quality, but this may speak to reporting rather than conduct. Previous assessments of rapid 

review samples have shown that disclaimers or limitations sections are utilized to 
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Figure 2-4. Dimensions of standard systematic reviews that may be altered in rapid reviews 

(38) 

 

communicate and acknowledge bias or risk that may be introduced through the streamlining 

of methods. This provides the end user with a way to fully consider the evidence in context 

with concessions made in the review process. Unfortunately, less than 50% of samples 

qualified their results with any sort of provision for the knowledge user about limitations, 

and often the included studies were the focus of the disclaimer, not the rapid review itself 

(30). No study has elucidated the extent to which a rapid review reports a specific context for 

an end-user or discloses this context through a limitations or discussion section, which limit 

applicability outside the related jurisdiction.  

There is still considerable debate over whether a standard methodology for rapid reviews 

should be delineated. Agencies and organizations new to rapid reviews want guidelines from 

those experienced with rapid review production to facilitate their processes without 

‘reinventing the wheel’; however, others opposed support the idea that a standardized 

methodology would impact the ability of their organizations to be tailored to the needs of 

their end-users (44). The reality is that rapid reviews must be timely, flexible to the needs of 
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the end-user and accurate. Previous work suggests that improvement in reporting and 

transparency of methods would better serve evidence producers and knowledge users. No 

evidence-based reporting guidelines currently exist for rapid reviews. Recently, researchers 

have started to explore the idea that a rapid review reporting guideline through extension of 

the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

Statement would help to clarify methods and be valuable to both evidence producers and 

users going forward (40).  

Registration or publication of rapid review protocols (e.g., PROSPERO) would also allow 

for better assessment of reporting bias, limit post hoc modifications and possibly serve to 

reduce duplication and minimize research waste across organizations. It is unclear whether 

rapid review producers also modify their protocol development processes in order to get 

evidence to the end-user faster. Protocols for rapid reviews have not been extensively studied 

and often go unpublished (43). Polisena et al. note that that over 96% of the agencies 

answering their questionnaire include protocol development in their rapid response 

processes, however, few publish or post the protocols. No evidence-based protocol reporting 

guidelines have been developed for rapid reviews to-date, and similar guidelines for 

systematic reviews, the PRISMA for Protocols (PRISMA-P), were published early in 2015 

(58). Coupled with poor reporting, lack of a protocol makes it difficult to assess the impacts 

to validity and limits our capacity to differentiate rapid reviews from other evidence 

synthesis products. 
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2.5.5 Approach 

The fundamental approach to evidence synthesis in a rapid review can be differentiated from 

its methodology. Rapid reviews have recently been described by a variety of different 

approaches, or sub-types, used to answer research questions posed by knowledge users (23, 

33, 35). Similar differences in approach can be seen with systematic reviews (review of 

secondary studies versus review of primary studies) although there is innately less 

variability. All rapid approaches studied to date aim to comprehensively search the literature 

in an attempt to answer a research question, however, the fundamental management of the 

search and handling of the results are often dissimilar and may not actually be 

comprehensive at all.  

It is possible to categorize rapid review approaches based on key features or common 

premise. The range of approaches is represented well by the Rapid Response Service offered 

by CADTH which has been replicated and adapted by many other agencies following its 

inception a decade ago (59). CADTH offers Canadian healthcare decision-makers five 

different rapid response products: 1) Reference List, 2) Summary of Abstracts, 3) Summary 

with Critical Appraisals, 4) Peer-Reviewed Summary with Critical Appraisals, and 5) 

Systematic Review and Meta-Analysis. The first three rapid review products are offered to 

end-users in as fast as a day and usually not longer than 4 months. The other two products 

are more comprehensive, as their names suggest and take longer to produce, but not as long 

as a full HTA report. Although other agencies many not offer the full range of rapid review 

products that CADTH offers, their products generally fit within the categories of their 

approaches. Reporting for the CADTH products generally becomes more comprehensive as 

the approach becomes more thorough; however, scope and size of the research base can 
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impact the actual length and volume of the results presented. A similar structure is reported 

by Hartling et al. (38). Moher et al. (2015) have also suggested a typology of rapid review 

products based on a study of rapid review samples (40). Even though the nomenclature used 

may differ for some approaches, the typology follows a similar pattern to the CADTH 

product base, starting at one end with succinct brief or mapping reviews at one extreme, and 

comprehensive systematic reviews at the other (adapted below in Table 2-2). Further 

refinement to this typology, specifically the order of the approaches, may be warranted as it 

could be suggested, for example, that V is more comprehensive than VI as it includes 

primary studies.   

One facet of approach also captured by the range of sub-types, is the type of evidence or 

studies that are considered. An additional way to differentiate rapid review approaches is to 

categorize them based on whether they provide a synthesis of primary or secondary studies, 

or both. Further, some rapid reviews follow a top-down hierarchical or ladder study inclusion 

approach which aligns with the traditional hierarchy of evidence (Figure 2-5). CADTH and 

other HTA producers use this technique in their rapid review approaches to guide what 

Table 2-2. Typology of rapid reviews proposed by Moher et al. (2015)* 

Number i. ii. iii. iv. v. vi. vii. 

Approach Evidence 

Brief 

(Snapshot) 

Rapid 

Evidence 

Map 

(Scoping) 

Rapid 

Evidence 

Map 

Rapid Review Traditional 

SR 

done 

quickly 

Evidence 

Considered 

 SR, HTA or 

CPG ± 

primary 

studies 

SR, HTA 

or CPG 

Primary 

studies 

only 

SR, HTA 

or CPG + 

primary 

studies 

SR, 

HTA 

or 

CPG 

Shortened 

timeframe 

only 

SR=systematic review, HTA=health technology assessment, CPG=clinical practice guideline. 

*Adapted from a presentation made at the 2015 CADTH Rapid Review Summit, Vancouver, BC (40) 
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Figure 2-5. The top-down evidence hierarchy approach employed by some rapid reviews. 

 

evidence is considered for the end-user, starting with high-quality HTAs or previous 

evidence syntheses (60). Table 2-2 shows that Moher et al. also capture this feature. 

Producers may start out looking for secondary studies, and move on to primary studies only 

when there is a lack of evidence at higher levels. This too may dictate how search date 

ranges are limited (i.e., “if we search back five years and there are no high-quality studies, 

we will search back 10 years” or if existing syntheses are ‘dated’ and have not been updated 

to include important new primary studies) or serve to expand language limitations. This also 

suggests some flexibility within each approach, which may be a key feature of rapid reviews 

that distinguishes them from the rigid and formal approach taken in systematic reviews or 

HTAs. Negotiation or consultation with the end-user may also play into which approach 
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taken, as both producers and users agree on a ‘contract’ stipulating how and when the rapid 

review will be carried out and reported. 

Approach may also be flexible based on what the topic of the research question is or on the 

needs of the specific policy or practice decision on which it is based. For example, a rapid 

review may incorporate evidence from non-randomized studies only when there are research 

questions on safety. Although Merlin et al. (22) imply in their definition that rapid reviews 

always evaluate safety and effectiveness together, when in practice, healthcare knowledge 

users may have a good understanding of the benefit of an intervention, but producers must 

carefully work with each knowledge user to figure out which approach meets their needs, 

using which evidence base. Many different types of questions can be answered by rapid 

reviews, and each type of question may dictate a different approach. No study to-date has 

described how rapid review approaches vary by practice or policy area. Flexible approaches 

may be applied when undertaking rapid reviews of public health, service delivery, 

professional practice, health economics or even the strength of prognostic factors. Watt et al. 

found that rapid reviews were more likely to exclude studies of lower quality, and may 

include different types of evidence more subjectively and may include more readily available 

articles (33). Refining approach based on the individual need of the end-user and the decision 

at hand may increase the impact and reduce research waste, but it may also impact validity or 

limit the external generalizability of the reviews to other knowledge users or settings. 

Approaches may vary by organization, be flexible and be based on the availability or need 

for high-quality primary or secondary studies, tied to the needs of the end user. There are 

opposing views over whether some approaches (e.g., a reference list or map) are actually true 
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rapid reviews, but little research to refute claims of what constitutes a rapid review and what 

does not. 

2.5.6 Validity  

Although various typologies of synthesis methods in HTA have been proposed, few 

published comparisons of rapid reviews to full systematic reviews products exist (33, 52, 61, 

62). To fully understand the impact of tailoring methods to expedite accepted systematic 

review methods, there is agreement that further research is required (43). It is unclear 

whether there are impacts to the validity or precision of results and existing studies that have 

attempted to explore these issues have been limited by small sample size and the 

heterogeneous, unclear or inconsistent methods of the rapid reviews included which limited 

comparisons and conclusions.  

In 2008, the Australian Safety and Efficacy Register of New Interventional Procedures - 

Surgery (ASERNIP-S), explored differences between systematic reviews and rapid reviews 

by comparing a small sample of rapid INAHTA member products to full syntheses on the 

same topics. Seven rapid reviews considering four subject areas (drug-eluting stents, lung 

volume reduction surgery, living donor transplantation and hip resurfacing) were compared 

to four full systematic reviews (33, 52). In the examples explored, obvious differences were 

found. The number of outcomes included and the type and volume of studies included 

differed, and in some cases the full systematic reviews included more fulsome investigations 

into safety by including nonrandomized evidence. The largest difference reported by the 

study authors comparing full and rapid reviews on drug eluting stents was that was the 

inclusion of a full economic evaluation in the full review; economics were only briefly 
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touched on in the rapid review. Similarities were also found in both the rapid and full 

products, including that both reported limited capacity to evaluate safety outcomes due to the 

inherent limitations of the trials included, a broader problem encountered by many 

systematic reviews and HTAs. In two cases, both the rapid and full reviews reported the lack 

of evidence for the indication being studied, although the systematic reviews were more 

likely to cover other issues such as ethics, in-depth. Results showed that although there were 

many differences between all of the rapid and full reviews, overall conclusions did not differ 

between products. No details were provided on precision of the estimates. Poor reporting of 

the methodology within each rapid review limited their capacity to determine reasons for the 

differences. The authors concluded that generally the rapid review scope was narrower, and 

that a lack of any exclusive, validated methodology may compromise their appropriateness 

for evaluating health technologies in certain circumstances. This is a key finding, and one 

that deserves further attention by researchers studying rapid reviews, evidence producers and 

knowledge users as we struggle to balance the tension between traditional systematic review 

methodologists who ultimately desire the ‘truth’ in the findings of an evidence synthesis, and 

the needs of the end-user who may desire evidence that is ‘good (or truthful) enough’ to feed 

into their decision and policy processes.    

A single comparison of findings from a rapid review and a full systematic review on the 

medicinal use of potato-derived products for skin burns conducted in parallel was published 

in a letter to the editor by Van de Velde et al. (2010) (62). Authors checked for consistency 

in the conclusions and noted that the full systematic review included five clinical trials, and 

one specifically on burn wounds. The rapid review included three clinical trials on burn 

wounds, and notably, two trials not included in the systematic review. The conclusions of the 
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reviews differed, with the systematic review concluding that there was no beneficial effect of 

the potato wound bandages and the rapid review concluding that there was. The rapid review 

authors asserted that they found the true association. The authors published the comparison 

as an important flag that because systematic reviews are the accepted standard, which means 

they are more often read and cited, and therefore, likely have higher impact on practice and 

policy. No critical appraisal was completed by the authors of the study, but it is important to 

note that we cannot assume that all systematic reviews are, in fact, systematic. This could 

mean that a high-quality rapid review may produce better or less flawed results than a poorly 

conducted systematic review, but there is little evidence to support at what point a systematic 

review becomes ‘unsystematic’. Proper publication or registration of protocols and 

transparent reporting may be a way to better this situation, by allowing end-users to make 

these judgements themselves. 

2.5.7 Attitudes and perception 

Opposing views about the content, quality and validity of rapid reviews exist, but remain 

colloquial. Rapid reviews are often viewed as inferior because they are not systematic 

reviews (19). Others assert that rapid reviews narrowly benefit policy makers who require 

answers to efficacy or effectiveness questions, and that it is inappropriate to consider safety 

or cost-effectiveness outcomes using a rapid review (52). Some have stated that rapid 

reviews are merely intermediary steps in a broader evidence review process meant to ‘hold 

over’ decision-makers until a full systematic review can be completed (35). In opposition, 

some perceive rapid reviews as a necessary step preceding a systematic review that can 

inform stakeholders on the state of the evidence, the direction and magnitude of the effect 

estimates under consideration, and ultimately, as an informed source of whether a more 
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comprehensive review should be carried out at all (19). Further to this, there is a perception 

that the risk of missing pertinent information by limiting retrieval methods may be high 

when rapid reviews are commissioned to inform funding decisions or those where there may 

be legal implication (32, 34), but little evidence to support the notion that rapid reviews 

‘miss’ evidence. These views, added to existing knowledge gaps, have led some health 

services researchers to question the true value of rapid reviews, and ultimately their place in 

decision-making. 

Although opinions about rapid reviews abound, no formal study of these perceptions exists 

in the literature. No research to date has attempted to capture research producer viewpoints 

about generating and authoring accelerated evidence summaries. Similarly, no organized 

study to date has measured policy-makers’ opinions on rapid reviews, or likewise, how they 

feel about basing decisions on this form of evidence. A 2002 systematic review captured 

health policy-makers perceptions of their own use of evidence emphasized that decision-

makers need timely, relevant and high quality evidence, but made no ties to specific study 

types or accelerated reviews (11). Knowledge-users, however, seem to be aware that they 

cannot always receive what they want, but hope that methods to protect against bias are 

employed whenever possible. The study also noted that in the opinion of knowledge users, 

use of evidence is facilitated by timely research. 

Although difficult to delineate, the study of attitude and opinion is necessary from the 

perspective of users and producers. Cross (2005) states that attitude and opinion help to form 

cognitive relationships, which in turn may influence actions or conduct. Positive opinion on a 

topic like rapid reviews could lead a researcher or healthcare decision-maker to approach this 
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subject in a positive manner. A comprehensive understanding of beliefs towards rapid 

reviews will further inform both evidence producers and researchers on how to continue to 

support the needs of decision-makers. 

There seems to be a stigma attached to rapid reviews that they are “quick and dirty” 

systematic reviews. Authors with expertise critiquing rapid review samples noted in their 

conclusions that rapid reviews should not be viewed as inherently inferior to systematic 

reviews, and that an exploration further into their validity should be explored more before 

any judgements are made. Health care decision-making is a complex process that continues 

to evolve, and with tens of thousands of health products coming to market each year, there is 

a need to balance ‘good enough’ evidence with the realities of the often burdensome 

challenge of evaluating and assessing these products (63). The reality is that a full HTA 

cannot be carried out for each of these products, and so there must be some concession on 

what evidence is used to feed into these processes. The world of health technology 

assessment is also changing and with that, comes adjustments to the processes that feed into 

health product market entry, launch and ultimately coverage decisions. There is more 

emphasis now on post-marketing surveillance of approved health products, which may mean 

that new products or technologies are launched with less rigorous evidence but are followed-

up more closely by regulators as evidence develops using continued sequential assessments 

(63). It would appear that there is a role for rapid reviews in these processes and that 

knowledge users are keen to amend traditional evidence assessment routes when efficiency 

and timeliness can be achieved.  
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2.6  Overview 

A key message in the literature on rapid reviews is the value of a systematic approach that 

has been tailored to expedite production time lines, yet there is little evidence to support a 

turning point when a systematic review becomes ‘less systematic’ or even ‘unsystematic’. 

We accept that tailoring methods may increase the risk of bias being introduced, but have yet 

to qualify this notion with a prospective study contextualized to rapid reviews (8, 64, 65). 

Appropriateness is a reoccurring theme in the rapid review literature, and it seems that there 

is little consensus on when it may be appropriate to conduct a rapid review, and when it is 

not. Published literature highlights the lack of an accepted definition, the broad array of 

methods and approaches employed to accelerate evidence synthesis processes, and the 

general paucity of knowledge surrounding rapid reviews. Given the interest from healthcare 

decision-makers, more research is needed before conclusions about validity, value and 

suitability for the decision-making process can be answered. Until then, policy-makers using 

rapid reviews face a conundrum. They must decide whether it is acceptable to trade-off the 

timely receipt of evidence with the risk that altering methods could introduce bias or yield 

incomplete information that could lead to erroneous decisions. 
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3. REPORTING AND CONDUCT IN ‘RAPID REVIEWS’ 

The following is a manuscript prepared for publication based on a literature review of rapid 

review samples. The objective of this study was to describe rapid review characteristics and 

explore compliance with published reporting and conduct checklists.  

Appendices which directly supplement the main manuscript have been included at the end of 

this chapter. Additional supporting documentation for this study is provided in Appendix B, 

including:  

a) INAHTA survey questionnaire and summary of responses; and, 

b) Detailed list of data extracted for each rapid review sample 

 

This manuscript was co-authored by the student, her co-supervisors, Dr. Tammy Clifford and 

Dr. David Moher, with additional assistance from a medical information scientist, Leigh-Ann 

Topfer. The student is the first author of this paper, having been responsible for study 

conception, design and implementation and writing of the manuscript. Drs. Clifford and 

Moher provided valuable feedback throughout the process and Leigh-Ann Topfer assisted 

with the literature search, updates and screening of the initial sample of rapid reviews. Ms. 

Topfer preferred to be acknowledged in this manuscript over being a named author. 
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Abstract 

Background: Rapid reviews are an accelerated evidence synthesis approach intended to 

meet the timely needs of decision-makers in healthcare settings. Quality of conduct and 

reporting has been described in the rapid review literature; however, no formal 

assessment has been carried out using available instruments. The objective of this study 

was to explore compliance with conduct and reporting guidelines in rapid reviews 

published or posted online during 2013 and 2014. 

Methods: We performed a comprehensive literature search for rapid reviews using 

multiple bibliographic databases (e.g., PubMed, MEDLINE, EMBASE, the Cochrane 

Library) through December 31, 2014. Grey literature was searched thoroughly, and health 

technology assessment agencies were surveyed to identify additional rapid review 

products. Candidate reviews were assessed for inclusion using pre-specified eligibility 

criteria. Detailed data was collected from the included reviews on study and reporting 

characteristics and variables significant to rapid reviews (e.g., nomenclature, definition). 

We evaluated the quality of conduct and reporting of included rapid reviews using the 

AMSTAR (A Measurement Tool to Assess Systematic Reviews) and PRISMA (Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses) checklists. Compliance 

with each checklist item was examined and the sum of adequately reported items was 

used to describe overall compliance. Rapid reviews were stratified to explore differences 

in compliance related to publication status. The association between compliance and time 

to completion or length of publication was explored through univariate regression. 

Results: Sixty-six rapid reviews were included. There were heterogeneous nomenclature, 

research questions, and approaches to rapid reviews. Compliance with AMSTAR and 
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PRISMA checklists was poor. Published rapid reviews were compliant with individual 

PRISMA items more often than unpublished reviews, but no difference was seen in 

AMSTAR item compliance overall. There was evidence of an association between length 

of publication and time to completion and the number of adequately reported PRISMA or 

AMSTAR items.     

Conclusion: Transparency and inadequate reporting are significant limitations of rapid 

reviews. Scientific editors, authors and producing agencies should ensure that the 

reporting of conduct and findings is accurate and complete. Further research may be 

warranted to explore reporting and conduct guidelines specific to rapid reviews and how 

these guidelines may be applied across the spectrum of rapid review approaches.       

Keywords  

rapid review, decision-making, methodology, conduct, quality, evidence synthesis, 

accelerated methods, reporting, research transparency, time factors  
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INTRODUCTION 

Healthcare decision-makers at all levels are under constant pressure to make timely 

evidence-informed policy or practice decisions. Although highly valued, the time needed 

to complete a full systematic review of the literature often exceeds the time that end-users 

have to evaluate evidence or incorporate it into their processes. Rapid reviews are an 

accelerated evidence synthesis approach specifically intended to meet the needs of 

knowledge users in healthcare settings (1, 2). Ideally, to minimize potential sources of 

bias, a rapid review should follow frameworks for systematic review conduct, such as 

those published by the Cochrane Collaboration, as closely as time will allow. However, 

in order to pragmatically achieve timely delivery of evidence, certain concessions are 

often made in these processes. Attempts have been made to describe and assess rapid 

reviews through selection and careful appraisal of exemplar samples (1, 3-6). The 

characteristics of rapid reviews, and the limitations of these products, have been 

described in previous work (1, 6, 7). Heterogeneity of rapid review approaches and poor 

reporting of methods or processes have been consistently observed, making evaluation of 

these evidence products difficult.(6) This, in turn, makes it difficult for decision-makers 

to quantify any bias that may have been introduced or to judge how much value to place 

on the evidence contained in a rapid review.  

Rapid reviews are created by a variety of producers worldwide, including individuals, 

independent research groups, and organizations and agencies which offer rapid evidence 

services to their stakeholders. Until recently, most rapid review products have not been 

unpublished and the majority are not indexed in health-related bibliographic databases 
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(e.g., MEDLINE, CINAHL). The diverse nomenclature used to describe these 

approaches also makes it difficult to identify rapid reviews using traditional search 

methods. This is complicated further by the lack of an accepted or validated definition for 

rapid reviews, which results in the term ‘rapid review’ having different meanings to the 

assortment of stakeholders who produce or use them (2, 8).  

There are currently no guidelines or accepted rules for the reporting or conduct of rapid 

reviews. The PRISMA (Preferred Reporting Items of Systematic reviews and Meta-

Analyses) Statement and the AMSTAR (A Measurement Tool to Assess Systematic 

Reviews) checklist are reliable and practical instruments designed to help end-users 

discriminate between systematic reviews with a focus on quality of reporting and conduct 

(9, 10). Both have become widely accepted by publishing agencies and evidence 

producers since 2011. Given the aim of rapid reviews to optimize to the extent possible a 

systematic process while synthesizing evidence and balancing the timely requirements of 

health care decision-making, it is feasible that these tools could also be applied to rapid 

reviews. No studies to date have applied validated reporting or conduct instruments such 

as PRISMA or AMSTAR to rapid reviews with the goal of assessing the quality of 

conduct and reporting, although previous work has suggested this task may be helpful to 

improve reporting transparency (4).  

Given the above, and the importance of rapid reviews to decision-makers, this study was 

carried out to explore the general study characteristics of these research products. We 

also aimed to evaluate the quality of both process and reporting in both journal-published 

and unpublished (grey literature) rapid evidence synthesis products through measurement 
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of compliance with the PRISMA and AMSTAR checklists. Secondary aims were to 

explore whether the time to completion or the length of the report influenced instrument 

compliance. 

METHODS 

The strategy for locating rapid reviews and assessing the quality of their conduct and 

reporting involved three fundamental steps. First, a protocol was developed in August 

2011 in consultation with methodological experts in knowledge synthesis, HTA and 

evidence-based decision-making. Second, a broad and comprehensive literature search 

was carried out to identify published and unpublished samples of rapid reviews produced 

internationally since 2005. Third, an in-depth examination of the characteristics of the 

included rapid reviews was conducted. We examined the quality of reporting and process 

for both published and unpublished rapid reviews using validated tools (AMSTAR and 

PRISMA) and compared the results to identify areas for improvement. In addition, we 

explored a variety of common themes identified in previously published work in the area 

of accelerated evidence synthesis.  

Information Sources 

Comprehensive literature searches were conducted with the assistance of an experienced 

medical information specialist knowledgeable in evidence synthesis and rapid reviews. 

Search strategies were peer reviewed (11) and used both controlled vocabulary (e.g. 

National Library of Medicine’s MeSH terms) and keywords. Between October 25 and 31, 

2011 we searched PubMed, MEDLINE (Ovid MEDLINE(R) In-Process & Other Non-

Indexed Citations, Ovid MEDLINE(R) Daily and Ovid MEDLINE(R) 1948 to Present;), 

EMBASE (Ovid, 1980 to 2011 Week 42), the Cochrane library, York Centre for Reviews 
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and Dissemination (CRD) Database of Abstracts of Reviews of Effects (DARE), NHS 

Economic Evaluation Database (EED) and HTA, Web of Science, National Library of 

Medicine Gateway, and CINAHL (EBSCOHost). The Medline search strategy is 

presented in the Supplemental Appendix to this article. Search updates were carried out 

monthly in PubMed until December 31, 2014.  

A thorough grey literature search was conducted using CADTH’s Grey matters: A search 

tool for evidence-based medicine (https://www.cadth.ca/resources/finding-evidence/grey-

matters-practical-search-tool-evidence-based-medicine) to identify rapid reviews not 

formally published in peer-reviewed journals and rapid reviews produced by 

organizations and agencies whose products are not indexed in the bibliographic databases 

searched. The grey literature search was augmented by a general internet search 

(Google/Google Scholar) to identify web-based reports. The searches were supplemented 

by reviewing the bibliographies of key papers and conference proceedings, citation 

mapping and hand searching of HTA agencies known to deliver rapid review services. 

The searches were large in scope and intentionally unrestricted in order to capture the 

wide variety of published and unpublished products falling under the global term of 

‘rapid review’. 

Scan of HTA Agency Rapid Reviews 

In order to more comprehensively identify rapid review producers, we supplemented the 

formal literature search with an email scan of International Network of Agencies for 

Health Technology Assessment (INAHTA) agencies circulated in November 2011. Each 

organization was asked: 
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1. Does your agency currently undertake rapid review? 

a. If NO, does your agency have plans to produce rapid reviews in the 

future? 

b. If YES, what type of rapid review products does your agency produce? 

2. What timeframes do you offer for your rapid review products? 

3. Are your rapid reviews publicly available on your website? If so, can you please 

forward the URL/address? 

Screening and selection 

Broad eligibility criteria were piloted on a sample of 100 database records following the 

literature search. These criteria were revised to improve specificity and then applied to 

each title and abstract identified by one reviewer (LAT) in a standardized manner. A 

second review author (SK) screened a random sample (10%) of excluded records. Any 

uncertainties were resolved by discussion and consensus with a third review author (TC 

or DM). Any candidate rapid review passing the initial selection criteria with a definite or 

unclear status, along with all potential samples identified in the grey literature search 

were obtained in full text format. One reviewer (SK) applied the eligibility criteria and 

made a final decision for inclusion.  

Eligibility criteria 

Due to the diversity of methodologies, production timelines and nomenclature used in 

previous rapid review research (1-3) we followed inclusive selection criteria to identify 

candidate studies (Figure 3-1). 
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Figure 3-1. Eligibility criteria for rapid review selection. 

  

Rapid reviews were included regardless of publication status. The protocol was revised 

prior to data extraction to limit the eligibility of rapid reviews to those produced between 

January 1, 2013 and December 31, 2014. This revision was necessary in order to obtain a 

manageable sample of rapid reviews and to ensure that the samples collected reflected 

current practice given the continuous evolution of rapid review approaches between 2005 

and 2014. We included all journal-published rapid reviews meeting the eligibility criteria 

in the specified timeframe, and an equivalent number of agency-produced samples 

located in the grey literature. Hereafter, journal-published rapid reviews are referred to as 

‘published’ while those located in the grey literature are referred to as ‘unpublished’ 

rapid reviews. Where organizations produced multiple rapid reviews in a single year, a 
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random selection of two samples from all available 2013 or 2014 rapid reviews was made 

for inclusion. No more than two samples from a single organization were included. 

Data abstraction 

A single reviewer (SK) abstracted data into a Microsoft Excel 2007 spreadsheet 

standardized for the project. Five samples were used to pilot the form and revisions were 

made before global extraction. Data was collected from included rapid reviews for study 

characteristics [e.g., primary author or agency, country, date posted or published, date 

submitted/accepted (if applicable), number of authors, eligibility and selection criteria, 

type of research questions, purpose, type of decision under consideration, number of 

outcomes, funding, use of supplemental appendices], methodological processes 

[approach, use of protocol/protocol elements reported, number of reviewers 

screening/extracting/performing assessment of research quality, search date, number of 

bibliographic databases searched, date /language or geographical filters applied to search 

or screening, additional search methods employed (e.g., grey literature, hand searching, 

trial registries, citation mapping) instruments used for quality assessment, use of 

GRADE, types of study included, use of internal or external peer-review], author-

reported limitations or disclaimers, rapid review definitions and nomenclature, length of 

report (in pages) and time frames for completion where reported. We also assessed if 

findings were framed in context with any reported decision-making need.  

In the case where unpublished rapid review methods were not reported or a source 

document was referenced, agency and organization websites were checked for additional 

clarification of process. Details on methods or approach were extracted from additional 
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source documents if described in such a way that no variation in process was expected 

and the process for all rapid review products was standardized and clear. Data were not 

used if the associated documentation stated that that the method was used ‘sometimes’ or 

that methods were report-specific.  

Data synthesis and quality appraisal 

Data were extracted for published and unpublished rapid reviews separately and then 

aggregated into a single table for evaluation. Variables were synthesized narratively and 

summarized using descriptive statistics (frequencies, proportions and percentages) and 

category groupings (e.g., number of authors, length in pages).  

Two dimensions of rapid review reporting and methodological conduct were explored. 

First, we applied the A Measurement Tool to Assess Systematic Reviews (AMSTAR) 

checklist, an 11-item measurement tool validated to critically appraise the 

methodological quality of systematic reviews using currently understood knowledge on 

bias potentially introduced through conduct in evidence synthesis. We used the 

AMSTAR checklist to evaluate each included review to examine the overall, and by-

item, quality of conduct. Response options for each domain were ‘yes’, ‘no’, ‘can’t 

answer’ and ‘not applicable’ and domains that were partially answered were recorded by 

noting which item was answered adequately. We counted each sufficiently reported 

domain (answer = ‘yes’) and summed responses based on a maximum possible count of 

11.  

Next we evaluated the reporting quality of the rapid review samples using the PRISMA 

Statement. The PRISMA Statement is a 27-item (and 4-item flow diagram) measure of 
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overall reporting strength for evidence syntheses reporting randomized controlled trials 

(RCT). We chose this instrument as it is widely accepted as a scientific standard for 

reporting of secondary studies of RCTs that can also be applied to other types of research, 

including healthcare interventions. Response options for each item were ‘yes’, ‘no’ and 

‘not applicable’ and we recorded items that were partially answered (e.g., for item 5 if 

use of a protocol was mentioned but no registration number was provided). Each included 

study was evaluated individually and we counted each sufficiently reported item (answer 

= ‘yes’) and summed responses based on a maximum possible count of 27.  

Overall compliance with PRISMA and AMSTAR were calculated as an overall sum of 

adequately met items for each rapid review, a mean or median numbers of items reported 

adequately across all included rapid reviews (overall and by domain), and then stratified 

by publication status for exploratory analysis. 

We explored the potential confounding effect of journal word limits (represented by 

length in pages) and the impact of time to completion on the number of PRISMA or 

AMSTAR items adequately reported or met. We carried out univariate regression in 

Microsoft Office Excel 2007 using the ‘Real Statistics’ data add-in (www.real-

statistics.com). Extracted data on the length of the publication (in pages, excluding 

references and appendices) and reported times to completion for all included studies were 

used. Rapid reviews were stratified by publication status for additional analyses and 

documented the proportion of adequately reported PRISMA and AMSTAR checklist 

items.  
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RESULTS 

Selection of rapid review samples 

Fourteen HTA agencies responded to the INAHTA scan, and their external web sites 

were searched for relevant rapid review products following the comprehensive search for 

published and unpublished reports. Figure 3-2 shows a flow diagram of studies included 

using guidance from the PRISMA Statement (12). The literature search yielded 5,478 

titles and abstracts after deduplication across databases. In total, 1,008 articles were 

potentially relevant and their full-text was reviewed. Few rapid review samples in the 

published literature were located prior to 2011; however, samples of unpublished rapid 

reviews were plentiful. Following full text review, 66 rapid reviews produced between 

2013 to 2014 fulfilled our eligibility criteria and were included (13-78). Thirty-three were 

journal-published (13-45) and 33 were unpublished (46-78) rapid reviews (Full list in the 

supplemental appendix). The thirty-three published rapid reviews were reported in 43 

published articles including companion studies (79-87) for one included rapid review that 

was published in a journal as a series of 10 articles (20). We considered these 

publications a single rapid review as they reported results by intervention from a single 

literature search. Thirty-one unpublished rapid reviews were located on the websites of 

their producing agency or organization. Two unpublished rapid reviews (73, 77) were 

located through contact with primary authors following expert input.  

Characteristics of Rapid Reviews 

Table 3-1 summarizes characteristics of the included rapid reviews. Detailed 

characteristics could not be reported and explored fully in this study and are reported 
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elsewhere
3
. Sixty-six rapid reviews were included. Thirty three were published in 25 

unique journals and the remaining 33 were produced by 31 unique evidence producers, 

including HTA agencies, academic research groups, or international, national or local 

agencies. The number of rapid reviews published in peer-reviewed journals significantly 

increased between 2013 and 2014. All published rapid reviews, and a majority (88%) of 

the included unpublished samples self-identified as a rapid review somewhere in the title, 

abstract, or body of the report. Unpublished studies that did not self-identify as a rapid 

review were categorized or labelled as a rapid review by their associated agency or 

organization website through a product description or additional source documentation. 

The most common countries of production were Canada, USA, the United Kingdom and 

Australia. The number of authors varied greatly among the included rapid reviews. Single 

authorship (a single named individual or attribution to the producing agency only with no 

individual listing of authors) was found only in the unpublished rapid review samples. 

 

  

                                                 
3
 Note: The rapid review characteristics presented in this study are free from selective reporting. The surplus of study and 

methodological characteristics could not be adequately addressed in a single manuscript and will be explored in a supplemental 

manuscript separate to this student thesis. A detailed list of data variables extracted is provided in the Appendix B.   
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Figure 3-2. PRISMA flow diagram of rapid review sample selection 

 

Nomenclature used to describe the accelerated or timely evidence synthesis process 

varied greatly amongst the included studies. The terms ‘rapid review’ (36%), ‘rapid 

systematic review’ (15%) or ‘rapid evidence assessment’ (15%) were most common. 

Over 60% of the research questions were aimed at the clinical efficacy or effectiveness of 

an intervention. Health economics, cost questions and those related to health care systems 

or service delivery were also frequent. Few samples addressed questions related to 

diagnostic or screening tests. A large proportion (88%) of the included studies 
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 Table 3-1. Characteristics of the Included Rapid Reviews (n=66). 

Characteristic Published 

(n=33) 

Unpublished 

(n=33) 

All  

(n=66) 

Year of Production, n (%)    

2013 8 (24) 11 (33)
 ¥
 19 (29) 

2014 25 (76) 22 (67)
 ¥
 47 (71) 

Number of Authors, n (%)    

1 0 (0) 3 (9) 3 (5) 

2-4 14 (42) 11 (33) 25 (38) 

5-8 13 (39) 5 (15) 18 (27) 

>8 6 (18) 5 (15) 11 (17) 

Not reported 0 (0) 9 (12) 9 (14) 

Self-identifies as a rapid review, n (%)  

Yes 33 (100) 29 (88) 62 (94) 

No 0 (0) 4 (12) 4 (6) 

Country, n (%)    

Canada 5 (15) 13(39) 18 (27) 

USA 4 (12) 3 (9) 7 (11) 

United Kingdom 11 (33) 8 (24) 19 (29) 

Australia 4 (12) 5 (15) 9 (14) 

Netherlands 6 (18) 0 (0) 6 (9) 

Korea 1 (3) 0 (0) 1 (2) 

Switzerland 0 (0) 1 (3) 1 (2) 

Scotland 0 (0) 1 (3) 1 (2) 

Malaysia 0 (0) 1 (3) 1 (2) 

Various 2 (6) 1 (3) 3 (5) 

Rapid Review Definition, n (%)    

Cited 20 (60) 10 (30) 30 (46) 

Own 0 (0) 6 (18) 6 (9) 

Not reported 13 (40) 17 (52) 30 (46) 

 

Nomenclature, n (%)
§
 

  
 

Rapid review 14 (15) 10 (30) 24 (36) 

Rapid systematic review 9 (12) 1 (3) 10 (15) 

Rapid evidence assessment 6 (18) 4 (12) 10 (15) 

Rapid evidence synthesis  2 (6) 1 (3) 3 (5) 

Rapid synthesis 0 (0) 1 (3) 1 (2) 

Rapid review of systematic reviews 1 (3) 1 (3) 2 (3) 

Systematic rapid evidence assessment 1 (3) 0 (0) 1 (2) 

Evidence-based analysis 0 (0) 1 (3) 1 (2) 

Rapid response 0 (0) 2 (6) 2 (3) 

Rapid evidence report/review 0 (0) 6 (18) 6 (9) 

Evidence briefing 0 (0) 1 (3) 1 (2) 

Evidence Map 0 (0) 1 (3) 1 (2) 

Rapid Advice Guideline 0 (0) 1 (3) 1 (2) 

Systematic rapid evidence review 0 (0) 1 (3) 1 (2) 

None used 0 (0) 1 (3) 1 (2) 

Research Question*, n (%)    

Clinical Efficacy 18 (55) 22 (67) 40 (61) 
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Characteristic Published 

(n=33) 

Unpublished 

(n=33) 

All  

(n=66) 

Clinical Effectiveness 16 (48) 25 (76) 41 (62) 

Safety 13 (30) 15 (45) 28 (42) 

Diagnostic/Screening Test 2 (6) 1 (3) 3 (5) 

Health Economics/Cost 4 (12) 14 (42) 18 (27) 

Guidelines 1 (3) 7 (21) 8 (12) 

Public Health 6 (18) 5 (15) 11 (17) 

Health Systems 9 (27) 11 (33) 20 (30) 

Health Policy 5 (15) 3 (9) 8 (12) 

Service Delivery 9 (27) 12 (36) 21 (32) 

Other† 5 (15) 5 (15) 10 (15) 

Synthesis Method, n (%)    

Narrative 31 (94) 27 (82) 58 (88) 

Meta-Analysis 2 (6) 2 (6) 4 (6) 

Indirect Comparison 0 (0) 1 (3) 3 (5) 

Economic Evaluation 0 (0)
 ±

 0 (0) 0 (0) 

None (no studies located) 0 (0) 3 (9) 3 (5) 

Length of Publication, Number of Pages
a
, n (%)    

1-5 5 (15) 3 (9) 8 (12) 

6-10 17 (52) 6 (18) 23 (35) 

11-15 9 (27)** 3 (9) 12 (18) 

16-20 2 (6) 5 (15) 7 (11) 

20-50 0 (0) 10 (30) 10 (15) 

>50 0 (0) 6 (18) 6 (9) 

Length of Publication, mean (SD) 8.8 (4.03) 22.8 (27.2) 18.7 (21.7) 
RR= rapid review; SD=standard deviation 

 

¥ Proportion matched by year and limited in number by those published, proportion does not reflect the actual number of 

unpublished rapid reviews. 

§for unpublished refers to the terminology used to describe the methodology employed, not the product name assigned by the 

organization. Some publication identifi9ed by multiple names, but this data reflects the most commonly used term in the 

publication. 
*multiple research questions per rapid review. 

†quality indicators, epidemiological associations, health care study methodology, patient experience. 

a without references or appendices, including figures. One unpublished report was a webpage only and was counted as 5 pages 

approximated to its content. Results sum the number and percentage of rapid reviews in each page range. 

± A single study in the published group did a narrative of economic evaluations, other simply analysed costs reported. No study 

did a de novo economic evaluation. 

**mean across 10 included multiple publications for the same RR used. 

narratively summarized results. Twelve (18, 19, 27, 30, 33-35, 51, 65, 75, 77, 83) studies 

considered meta-analysis, but data was insufficient for pooling which necessitated a 

narrative summary of results. Four (18, 27, 65, 75) rapid reviews conducted meta-

analysis and a single review conducted an indirect treatment comparison (77). None of 

the included studies reported mentioned PRISMA or AMSTAR guidelines in their report, 

although one study did report using PRISMA-P guidelines for their protocol (77). 
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Included rapid reviews had a mean length in pages of 18.7 [standard deviation (SD) = 

21.7] without considering references and appendices. Twelve percent (n=3) of the 

journals publishing the included rapid reviews required PRISMA in their instructions to 

authors. We were unable to ascertain if any of the agencies or groups producing 

unpublished rapid reviews endorsed PRISMA or AMSTAR use. 

Length of time taken to complete a rapid review 

Although 98% of our included samples used language describing rapid, accelerated or 

timely conduct and reporting of an evidence synthesis, very few reported how long it 

took to carry out the review. Three of the published rapid reviews (13, 30, 34) reported 

time to completion of 6 weeks (n=2) or 8 weeks (n=1). Eight of the unpublished rapid 

reviews reported actual time to completion (48, 49, 59-61, 67, 71, 78) of between 3 and 

18 weeks (mean 9.9, SD 4.8). 

In published samples that did not report time to completion, we estimated duration in 

weeks through use of the date of the literature search and calculated the number of days 

before the review was submitted to a journal. In 21 samples that reported both a date for 

the literature search and for journal submission, the mean time to completion was 36.3 

weeks (SD 25.8).  

Methodological quality of rapid reviews: Compliance with the AMSTAR checklist 

Figure 3-3 shows the proportion of rapid reviews (n=66) that adequately met the 

individual AMSTAR checklist domains. Overall, compliance with the 11 items was poor. 

The median number of AMSTAR domains fulfilled was 4 [interquartile range (IQR) = 
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2.5 to 6.0] out of the maximum possible 11 items. Domains were adequately met 39% of 

the time, on average, in the 66 included rapid review samples. 

Items that were better reported than others were the appropriateness of the methods used 

to combine the findings of studies (item 9, 91%), the aggregated study characteristics 

(item 6, 61%), assessment and documentation of study quality (item 7, 52%), 

appropriately forming conclusions based on the quality of the included studies (item 8, 

48%), and listing study sources of funding (item 11, 52%). Compliance was extremely 

poor for the inclusion of a priori design of the research question(s) and inclusion criteria 

(item 1, 24%), duplicate study selection and extraction (item 2, 15%), use of the 

publication status as an inclusion criterion (item 4, 36%) and providing a list of included 

and excluded studies (item 5, 9%). Further exploration of item 2 (duplicate study 

selection and extraction) showed that 23% of rapid reviews limited either study selection 

or data extraction to a single reviewer (with or without checking by a second reviewer) 

and only partially met this domain. Seventy-four percent of rapid reviews partially met 

item 5 by providing references for included studies but not excluded studies. Only 2 rapid 

reviews (59, 60) reported any formal assessment of publication bias, and none presented 

any graphical aids (e.g., funnel plot) to support their evaluation.  

Variables associated with AMSTAR Reporting 

Exploratory univariate regression for AMSTAR could not be carried out for any variable 

as the data for the 66 included rapid review samples did not satisfy the normality 

assumption according to a Shapiro-Wilk test. Square root and logarithmic data 

transformations were attempted, but did not normalize the distribution.   
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Figure 3-3. Star chart depicting proportions of rapid reviews adequately reporting 

AMSTAR items (n=66). 

 

COI=conflict of interest 

The smaller set of 11 rapid reviews reporting time to completion was normally 

distributed according to a Shapiro-Wilk test. Results of the exploratory regression on this 

variable showed that longer time to completion was significantly associated with an 

increase in the number of AMSTAR domains met [regression coefficient 1.7, 95% 

confidence interval (CI): 0.2 to 3.2].  

Reporting of rapid reviews stratified by publication status: Compliance with the 

AMSTAR checklist 

The mean number of AMSTAR domains adequately met for published rapid reviews was 

4.2 (SD 2.2) out of the maximum possible of 11 and 4.3 when unpublished (SD 2.5). 
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Table 3-2 reports the proportion of published and unpublished rapid reviews meeting 

individual AMSTAR domain specifications (answer = ‘yes’). A higher proportion of 

unpublished rapid reviews provided an a priori design (item 1) and searched for reports 

regardless of their publication type (grey literature, item 4) when compared to published 

reviews, although none of the 66 included rapid reviews reported this more than one third 

of the time. Higher proportions of published rapid reviews met the AMSTAR 

requirements for appropriately combining the findings of studies (item 9) and for 

declaring sources of support through conflict of interest statements (item 11). Poor 

reporting of excluded studies led to extremely low number of ‘yes’ responses for item 5 

in all rapid reviews, and similar proportions of rapid reviews met AMSTAR domain 

requirements for the reporting of literature searches (Figure 3-4). Many rapid reviews 

received ‘partial’ responses for this domain as two or more databases were searched in a 

large proportion of rapid reviews; however, they did not employ supplementary strategies 

or methods were so restricted (e.g., searched only 2 years of literature) that the strategy 

could not be considered comprehensive to fulfill this domain requirement. 

Table 3-2. Comparison of compliance to conduct standards outlined by AMSTAR 

 

Item Published 

(n=33) 

(%) 

Unpublished 

(n=33) 

(%) 

1. Was an 'a priori' design provided? 15.2 33.3 

2. Was there duplicate study selection and data extraction? 21.2 9.1 

3. Was a comprehensive literature search performed? 42.4 30.3 

4. Was the status of publication (i.e. grey literature) used as 

an inclusion criterion? 

24.2 48.5 

5. Was a list of studies (included and excluded) provided? 3.0 15.2 

6. Were the characteristics of the included studies 

provided? 

48.5 72.7 

7. Was the scientific quality of the included studies 

assessed and documented? 

54.5 48.5 

8. Was the scientific quality of the included studies used 

appropriately in formulating conclusions? 

51.5 45.5 
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Item Published 

(n=33) 

(%) 

Unpublished 

(n=33) 

(%) 

9. Were the methods used to combine the findings of 

studies appropriate?  

100 81.8 

10. Was the likelihood of publication bias assessed? 0 6.1 

11. Was the conflict of interest included? 69.7 33.3 

 

Variables associated with AMSTAR reporting, stratified by publication status 

Results from a univariate  regression on the length of publication (in pages) showed no 

association with number of overall AMSTAR items fulfilled when published rapid 

reviews were analysed. Data for the unpublished rapid review samples were normalized 

using a square root transformation prior to analysis. Regression coefficients showed a 

significant association [regression coefficient 6.2 (95% CI 2.99 to 9.43)] between length 

of report and the total number of AMSTAR items met. The sample size of rapid reviews 

reporting time to completion (n=11) was insufficient for regression analyses. 

Reporting of rapid reviews: Compliance with the PRISMA Statement 

The mean number of adequately reported PRISMA items was 13.2 (SD 6.0) out of the 

maximum possible 27. Items were adequately reported 49% of the time on average in the 

66 included rapid review samples. Figure 3-5 shows the proportion of rapid reviews that 

adequately reported the individual PRISMA checklist items. Individual items that were 

reported well in a large proportion of rapid reviews were: describing all information 

sources in the search (item 7, 81%), presenting the main results of the review in a 

synthesis of results (item 21, 88%), summarizing the main findings with relevance to key 

groups (item 24, 74%) providing general interpretation and context for the results of the 
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Figure 3-4. Star chart depicting proportions of rapid reviews adequately reporting 

AMSTAR checklist items, by publication status (n = 66, n = 33 published, n = 33 

unpublished). 

 

COI=conflict of interest 

review in the conclusions (item 26, 89%). Other items were very poorly reported, such as 

indicating if a protocol exists or is registered (item 5, 6%), describing the process of data 

collection (item 10, 30%), and discussing the study limitations at the study/outcome and 

review level (item 25, 40%). Less than 50% of rapid reviews described the methods used 

for assessing risk of bias in individual studies (item 12, 44%) or presented data on the 

risk of bias in each study (item 19, 48%). 
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Due to the narrative description of results in most of the included rapid review samples, 

items 16 (additional analyses – methods, 6%) and 23 (additional analyses – results, 8%) 

were often given responses of ‘not applicable’ in the rapid review samples. Summary 

measures (item 13) were also poorly reported in a large proportion of included studies. Of 

the 14 rapid reviews who stated their intention to carry out meta-analyses in their 

methods, only 4 (29%) reported the effect measure that would be considered in their 

analyses. Three included unpublished rapid reviews were “empty”, meaning that no 

candidate studies met the eligibility requirements.  

Total number of PRISMA items reported by rapid review were used in a subsequent 

exploratory regression as the data were normally distributed according to a Shapiro-Wilk 

test (with some negative skewness and kurtosis). 

Variables associated with PRISMA Reporting 

Exploratory regression analyses were carried out for the total number of PRISMA items 

adequately reported using report length and time to completion as variables. Length of 

the primary publication in pages (without appendices or references) was associated with 

an increase of 1.45 PRISMA items adequately reported (95% CI: 0.6 to 2.3). A smaller 

set of rapid reviews (n=11) reporting time to completion did not find a significant 

correlation between the number of weeks required to complete a rapid review and the 

number of PRISMA checklist items adequately reported [regression co-efficient 0.23 

(95% CI: -0.27 to 0.72)]. 
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Figure 3-5. Star chart depicting proportions of rapid reviews meeting PRISMA reporting 

guidelines by item (n=66). 

 

Reporting of rapid reviews stratified by publication status: Compliance with the 

PRISMA Statement 

The mean number of adequately reported PRISMA items for published rapid reviews was 

14.5 (SD 4.7) out of the maximum possible 27 and 11.7 when unpublished (SD 6.8). 

Items were adequately reported 53% of the time, on average, in the 33 included published 

rapid review samples, and 44% of the time in unpublished samples. Table 3-3 shows the 

results of a comparison of total number rapid reviews adequately reporting PRISMA 

items, stratified by publication status. PRISMA items are better reported in published 

rapid reviews for 5 categories: Identifying the report as a rapid or accelerated evidence 



 

73 

synthesis (a slight modification to the item for the purposes of this review) in the title 

(item 1), use of a structured abstract (without protocol registration number considered) 

Table 3-3. Comparison of compliance to PRISMA reporting guidelines 

PRISMA Item 

Published 

(n=33) 

(%) 

Unpublished 

(n=33) 

(%) 

Title   

1. Self-reports as a rapid review 84.85 48.48 

Abstract   

2. Structured summary 93.94 12.12 

Introduction   

3. Rationale 87.88 78.79 

4. Objectives 69.70 48.48 

Methods   

5. Protocol and registration 3.03 9.09 

6. Eligibility criteria 48.48 57.58 

7. Information sources 90.91 72.73 

8. Search 69.70 72.73 

9. Study selection 63.64 45.45 

10. Data collection process 36.36 24.24 

11. Data items 39.39 33.33 

12. ROB in individual studies 45.45 42.42 

13. Summary measures 25.00
*
 50.00* 

14. Synthesis of results 63.64 42.42 

15. ROB across studies 30.30 33.33 

16. Additional analyses 3.03 9.09 

Results   

17. Study selection 75.76 30.30 

18. Study characteristics 48.48 57.58 

19. ROB within studies 48.48 48.48 

20. Results of individual studies 42.42 57.58 

21. Synthesis of results 93.94 81.82 

22. ROB across studies 18.18 30.30 

23. Additional analysis 3.03 12.12 

Discussion   

24. Summary of evidence 75.76 72.73 

25. Limitations 39.39 39.39 

26. Conclusions 100.0 78.79 

Funding   

27. Funding 64.64 39.39 

 

(item 2), stating the selection process for inclusion of studies (item 9), providing a 

general interpretation of results in the form of conclusions (item 26) and declaring 
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sources of funding for the rapid review (item 27). Published rapid reviews more often 

described information sources, syntheses of results, results of the study selection process 

and synthesis of results (Figure 3-6). Unpublished rapid reviews were more likely to 

clearly state eligibility criteria (item 6) for article selection and present a full electronic 

search strategy (item 8) and study characteristics (item 18). Rapid reviews reported study 

rationale, risk of bias methods and results, synthesis of results and summaries of evidence 

equally, regardless of publication status. 

Figure 3-6. Star chart depicting proportions of rapid reviews adequately reporting 

PRISMA items, by publication status (n = 66, n = 33 published, n = 33 unpublished). 
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Variables associated with PRISMA reporting, stratified by publication status 

Number of PRISMA items adequately reported were analysed in a subsequent 

exploratory  regression stratified by publication status as the data were normally 

distributed according to a Shapiro-Wilk test. Separate univariate regression analyses were 

carried out for the PRISMA item compliance using length of report and time to 

completion as variables, stratified by publication status. Results for the published rapid 

review samples showed that length of the primary publication was associated with a 

significant increase in PRISMA items adequately reported (regression coefficient 0.4, 

95% CI: 0.1-0.6). Length of publication in the unpublished samples was associated with a 

larger increase in adequately reported PRISMA items (regression coefficient 2.5, 95% 

CI: 1.3-3.6).  

DISCUSSION 

Our study provides a comprehensive assessment of the design and reporting 

characteristics of a large, recent cohort of rapid reviews. A detailed examination of 

baseline characteristics showed a heterogeneous mix of nomenclature, research questions 

and approaches to rapid reviews from a relatively small number of countries. The rapid 

review samples showed poor compliance with both the PRISMA and AMSTAR 

checklists. Only selected items in both instruments were adequately addressed by any 

rapid review. Stratification by publication status revealed that a higher proportion of 

published rapid reviews adequately complied with PRISMA guidelines compared to the 

unpublished samples. There was no difference in the number of AMSTAR domains met 

when publication status was considered. There was evidence of an association between 
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length of publication (PRISMA) and time to completion (AMSTAR) on total number of 

items reported or met in this cohort of rapid reviews. This relationship with length of 

report was reciprocated when the rapid reviews were stratified by publication status. To 

our knowledge this is the first study to explore the compliance of rapid reviews with the 

PRISMA and AMSTAR instruments, or any other standardized tool that captures 

adequacy of reporting and conduct. No other publications have aimed to study published 

rapid reviews or make comparisons taking publication status into consideration.  

This research follows previous studies examining the transparency of process and quality 

of reporting in rapid reviews without the use of standardized tools or instruments. In line 

with the results of previous work, many of the identified studies did not report methods in 

sufficient detail (1, 3, 5), a problem not unique to rapid reviews (88). Although there 

were differences in the number of PRISMA and AMSTAR items met when published 

and unpublished reviews were considered separately, the limited details reported in the 

rapid reviews prevented a comprehensive evaluation in some domains, notably literature 

search, quality assessment, screening, selection and extraction, all of which are important 

contributors to the reproducibility and evaluation of a review. Any or all of these 

components may be tailored or even omitted as part of the streamlining processes 

designed to expedite systematic review completion times (3), so were unable to ascertain 

whether the reporting omissions were attributable to the rapid review approach or simply 

poor reporting (89). Evaluations of reporting characteristics in systematic reviews and 

meta-analyses have noted similar shortcomings as were found in this study, especially in 

non-Cochrane reviews (89-91).  
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Research protocols are a key feature of systematic reviews, and their absence leaves rapid 

reviews open to selective reporting of results or conclusions and facilitates post hoc 

modifications of approach (92). Our findings show that few rapid review authors are 

reporting use of protocols in their publications and even fewer are registering or 

publishing them. This is reflected in the poor compliance with related items in both the 

PRISMA and AMSTAR checklists. Our results conflict with a recent report by Polisena 

et al. (2015) who reported a cross-sectional review of processes and methods based on a 

survey of 29 international rapid review programs (4). Their results showed that 96.6% 

(n=28) of the agencies queried incorporated protocol development into their rapid review 

process. Many of the rapid reviews included in this study were produced by the agencies 

and organizations in the Polisena survey. There are a number of reasons that authors or 

organizations may choose not register their rapid review protocols, including the belief 

that systems like PROSPERO are for systematic reviews only, which emphasizes the 

viewpoint that a rapid review is not a systematic review (7). Authors of rapid reviews 

may use a more condensed version of a protocol to ensure a timely start to the review 

process, but we were unable to assess this in our samples. Rapid reviews also show 

variety in the types of study questions they answer, including public health, health 

services and systems questions. Applicability of PROSPERO or Preferred Reporting 

Items for Systematic Review and Meta-Analysis for protocols (PRISMA-P) guidance 

outside of the realm of therapeutic efficacy may be questioned (93), although they may 

still provide useful guidance to authors of rapid reviews (94).  

It is concerning that the reporting of limitations specific to the conduct of the rapid 

review was consistently poor given the inherent methodological tailoring which 
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motivates the approach; however, this finding is consistent with previous work. Ganaan 

et al. (2010) also found that very few rapid reviews discussed potential limitations, or any 

potential bias that may have been introduced due to methodological concessions (1). 

Some rapid reviews in this study reported limitations, but a large proportion highlighted 

issues related to the quality of the included studies rather than weaknesses in approach or 

conduct. Disclaimers were used, most often in unpublished reports, to highlight caveats 

to end-users; however, most focused on the currency of the review, or vaguely referenced 

that the review could not be considered comprehensive. It is particularly important for 

rapid reviews to have a comprehensive limitations section to enable the end-user to judge 

the validity of the methods employed, the studies included, and ultimately how applicable 

the findings of the review may be for their own purposes.  

Less than half of rapid reviews reported a structured summary or abstract. When the rapid 

review samples were stratified by their publication status, results changed significantly. 

We found that almost all journal-published samples reported structured abstracts, as is 

usually required by the journal, while few unpublished samples did. Many of the 

unpublished rapid reviews did use executive summaries to highlight key findings; 

however, most were either too lengthy to provide the reader with the intended brief 

overview of the report and did not summarize methods in any capacity. This may be 

attributable to the different aim of unpublished rapid reviews, which may be presented to 

end-users alongside additional support documentation (e.g. research summary document). 

It is probable that these rapid reviews are not aimed at being a standalone product like a 

journal article (95). Still, the Organization for Economic Co-operation and Development 

(OECD) and others still highlight the need for key messages over and beyond the 
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executive summary as they often cannot read detailed the findings from HTA products 

and must have critical messages communicated for better knowledge translation and 

uptake (95, 96).  

Although closely related, it is important to keep the concepts of reporting and conduct 

separate when considering these findings. The low number of items completely met and 

large proportion of domains of partially met for AMSTAR may be attributable to more 

stringent or rigid assessment requirements (when compared to items in PRISMA). For 

example, the use of single reviewers to screen literature or extract data resulted in low 

number of AMSTAR items adequately meeting related domains. It is possible that a more 

granular AMSTAR assessment criterion would capture the methodological tailoring 

intrinsic to rapid reviews in a way that is more descriptive to the end-user. Further detail 

on the individual methods tailored in a rapid review, if captured by AMSTAR, would 

allow for more careful consideration of what is acceptable or not and where bias, if any, 

was likely to be introduced. It may be useful to have sub domains for item 1 where the 

use of a protocol would be kept separate from the description of eligibility criteria or the 

PICO, item 2 (duplicate study selection and data extraction) or item 5 (list of included 

and excluded studies). While not aimed at rapid reviews, a modification to the AMSTAR 

checklist in the form of R(revised)-AMSTAR has been proposed and validated (97), but 

was not developed or endorsed by the AMSTAR research group. R-AMSTAR considers 

3 to 4 more detailed criteria per original AMSTAR item, which in principle may be more 

applicable to assessment of rapid reviews. This tool was later assessed to have poor 

measurement properties compared to the original instrument in a sample of systematic 
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reviews, so further research or revision may be required before investigation of its use 

can be considered (97, 98).  

Regression models were used to explore the influence of article length and completion 

time on the number of PRISMA and AMSTAR items adequately reported or met. Longer 

manuscript length was associated with higher compliance with PRISMA guidelines while 

AMSTAR compliance increased with time to completion. No previous studies have 

assessed rapid reviews using these methods, so there is little evidence to aid with 

interpretation of the significance of this result. Findings suggest reporting quality is 

compromised when not enough space is provided for a fulsome description. Results from 

a study on the reporting of meta-analyses of surgical interventions had similar findings 

(90), and demonstrates that this is not a problem specific to rapid reviews alone.  

The term ‘rapid review’ implies that time is a significant factor in the conduct and 

reporting of this evidence synthesis approach. The influence of time was significant in 

our regression and rapid reviews with longer time to completion (in weeks) showed a 

higher proportion of PRISMA and AMSTAR items adequately reported or met. Harker et 

al. (2012) examined a sample of rapid reviews and estimated time taken to complete 

based on the last search date and date published (3). Their results showed a significant 

association between length of time taken and the number of rapid review methodologies 

that reported clearly and closely adhered to recommended systematic review guidelines 

from Cochrane or the York Centre for Reviews and Dissemination (CRD). This empirical 

evidence may actually conflict with the stance of researchers and knowledge users on this 

topic. In a recent study on research producer and health care decision-maker opinions and 
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attitudes towards rapid reviews, Kelly et al. (2015, under review) noted there is a salient 

viewpoint amongst this mixed group of evidence producers and knowledge users that 

reduced review time is not necessarily associated with a lower quality of review and they 

asserted that quality can be maintained even when rigour is reduced. Additionally, our 

analyses did not take into account the spectrum of rapid review approaches that may also 

be associated with time to completion in a more general sense. It may be more sensible to 

study the influence of time on the quality of conduct and reporting in rapid reviews when 

taking the spectrum of rapid review approaches into account at the same time, as the 

variation in review type (from an evidence brief or map to a fully comprehensive report 

that resembles a systematic review in almost all facets) surely has an influence on these 

factors as well. Data were insufficient to explore these factors though multiple regression, 

but this may be a valuable research objective going forward.  

Strengths and Limitations 

The strengths of this research include a protocol-driven design, a complete and far 

ranging search, and a detailed exploration of the features and traits that make rapid 

reviews unique.   

Limitations of this study may influence the interpretation and applicability of our 

findings. Due to the diversity of approaches, timelines and nomenclature employed by 

rapid review producers, it was difficult to apply a standardized selection criteria and some 

subjectivity by the reviewers may have influenced inclusion of candidate rapid reviews. 

Similarly, the noted heterogeneity of terminology may have led to some rapid reviews 

being missed. Although we limited the rapid reviews we retrieved to a cross-section of 
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samples from 2013 and 2014, we believe we captured a comprehensive representation of 

reviews in both the published and grey literature. The addition of the INAHTA scan also 

supplemented our search and identified smaller organizations producing rapid reviews 

that helped add to our unpublished samples. Additionally, when the protocol was 

amended to restrict the date of publication for the included rapid reviews to 2013 and 

2014, some rapid review producers were omitted from the sample, having not published 

rapid reviews within our eligibility timeline. This necessitated the inclusion of two rapid 

review samples each from two HTA producers (CADTH, Health Quality Ontario).  

In this study we explored two influential variables and their association with the 

PRISMA and AMSTAR checklists through univariate  regression. Further exploration of 

other influential variables is warranted including: the inclusion of primary or secondary 

studies (or both), type of research questions, purpose or type of rapid review approach, or 

journal factors such as PRISMA endorsement or impact factor. In addition, looking at the 

total aggregate number of items adequately reported or met for both instruments as 

absolute measures of compliance is a weakness. These summary totals have limited 

utility to end-users, as there is currently no accepted cut-off denoting low, moderate or 

high quality of conduct or reporting based on these totals. We have described individual 

domain compliance in an effort to make results more practical and to facilitate 

interpretation in the context of rapid reviews. These instruments were designed for use 

with systematic reviews and meta-analyses of therapeutic interventions and it could be 

argued that measuring our sample rapid reviews involving a variety of research question 

types on the same scale is unfair. However, there are limited studies comparing the 

methods of rapid reviews to those of more fulsome systematic reviews (5, 99-101). 
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Instruments like PRISMA or AMSTAR enable comparisons of rapid reviews in a 

standardized manner to each other. This could be extended to allow for comparisons 

against other evidence synthesis products. These tools provide evidence producers with a 

concise, consistent way to ensure that reviews are transparently and adequately reported 

to end-users, which enables decision-makers to assess findings they receive with 

confidence, especially when they must do so urgently when decisions cannot wait.  

We included three ‘empty’ rapid reviews, where no studies of interest were eligible for 

inclusion. There is no clear-cut way to assess these reviews, and although some have 

suggested these studies should be excluded, we elected to include them (102). Although 

AMSTAR and PRISMA compliance was low in these samples, these empty reviews are 

valuable to end-users as they highlight knowledge gaps, communicate topics to reduce 

duplication, and indicate that state of evidence at a certain point of time, which is often 

the primary objective of a rapid review (103). Care should be taken to prevent publication 

bias (104). The authors of the empty rapid reviews samples in this study still provided 

conclusions based on a non-systematic evidence base, but often failed to highlight these 

shortcomings to the end-user. In many of the other included rapid reviews, eligibility 

criteria was expanded to consider more evidence when no studies of a certain type were 

located, an iterative process that is common in both systematic and rapid reviews (2, 9). 

Without a protocol that is posted or registered, it is difficult to assess whether these 

modifications were appropriate, even when the processes are well-described. 
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Conclusions and recommendations for future research 

Rapid review products vary greatly and it is complicated and onerous to compare and 

contrast the numerous approaches used. Standardized reporting and conduct checklists 

such as AMSTAR and PRISMA provide a useful way to compare and contrast rapid 

reviews across a number of key domains. This assessment of 66 rapid reviews shows that 

conduct and reporting are often inadequate and unclear. This is a significant limitation 

attributable to rapid reviews, although this problem is not unique to this approach. Poor 

descriptions of research activities result in research that is not replicable and end-users 

are unable to sufficiently assess potential for bias in the reports. Arguably, clear and 

complete descriptions of conduct and transparent reporting of research activities are more 

important in rapid reviews as they inherently tailor gold standard review methodology. 

Editorial insistence may help to encourage compliance in published reports; however, 

scientific editors, authors and producing agencies all have a responsibility to ensure that 

the reporting of conduct and findings in the research products they produce or publish is 

appropriate and complete. Our results show that future research may be warranted to 

define reporting or conduct guidelines specific to rapid reviews, although it is unclear 

whether these guidelines are necessary or desired by the evidence producers and users, 

and whether these types of products would be applicable across the spectrum of rapid 

review approaches.  
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4. DEFINING ‘RAPID REVIEWS’ – AN EDELPHI 

CONSENSUS APPROACH 

The following is a manuscript prepared for publication, based on a modified Delphi study 

of experts in the field of evidence synthesis and rapid reviews. The objective of this study 

was to use a consensus-building method to work toward a functional definition of rapid 

reviews. 

A copy of the letter from the Ottawa Hospital Research Ethics Board, approving this 

project, is provided in Appendix A. 

Additional documentation for the modified Delphi study is provided in Appendix C as 

follows: 

a) Email invitation sent to potential experts 

b) Round 2 email to expert panel 

In order to maintain the anonymity of research participants in this study, names of those 

who consented to the expert panel have not been included in the documentation.  

The manuscript was co-authored by the student (SK), her co-supervisors, Dr Tammy 

Clifford and Dr David Moher. The student is the first author of this paper, having been 

responsible for survey conception and design, data collection and analyses, and writing of 

the manuscript. Drs Clifford and Moher provided valuable feedback throughout the study 

process and reviewed the manuscript for accuracy and content. 
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Abstract 

Background: Rapid reviews are characterized as a type of accelerated systematic review 

with no commonly accepted or validated methodology or definition. This study aims to 

conduct a modified Delphi consensus survey to develop a comprehensive set of defining 

characteristics for rapid reviews that can be used as a functional definition going forward.  

Methods: Panellists were identified using an iterative approach and represented key 

stakeholders with knowledge in rapid reviews and evidence synthesis. Expert panellists were 

asked to answer a 17-item survey addressing a variety of rapid review themes (e.g., 

timelines, comparisons to other evidence products, approach, tailoring conduct, reporting, 

and appropriateness). A thorough literature review was carried out to ensure that all potential 

topics were considered. Experts were asked to rate and comment on each survey item which 

led to the development of statements describing the characteristics of rapid reviews. Draft 

statements were circulated to experts for agreement in a second survey round and further 

revised in a third survey round. Consensus for a statement was reached if ≥70% of experts 

scored agreed and no significant issues were noted in the text comments. 

Results: A panel of 66 experts (6 countries) comprising mainly independent or academic 

researchers, information scientists and methodologists participated. Consensus was reached 

on 10 of 11statements describing the characteristics or traits of rapid reviews. According to 

the expert panel, rapid reviews aim to meet the requirements and timelines of a decision-

maker commissioning the review and should be conducted in less time than a systematic 

review (suggested median 9 weeks, interquartile range 5 to 13). They employ a variety of 

approaches to accelerate the evidence synthesis process, tailor the methods conventionally 

used to carry out a systematic review and employ the most rigorous methods that the delivery 
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time frame will allow. Consensus could not be reached on a statement describing quality 

assessment in the context of rapid reviews.  

Conclusions: This Delphi study achieved consensus on 10 statements describing the 

defining characteristics of rapid reviews based on the opinion of a panel of experts 

knowledgeable in evidence synthesis and rapid reviews and highlights areas of disagreement. 

Findings emphasize the role of the decision-maker throughout the rapid review process and 

stress the importance of transparent reporting. These results are an essential contribution to 

our understanding of rapid reviews and help to further define the functional concept of rapid 

review that has been used to-date. Future research should explore the applicability of these 

findings across the various approaches, or types, of rapid reviews and to test effective use in 

practice.  

 

Keywords Rapid reviews, definition, decision-making, methodology, Delphi, knowledge 

synthesis, time factors 
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INTRODUCTION 

Healthcare decision-makers aim to make timely, evidence-informed policy or practice 

decisions using the best possible research knowledge on a given subject. Evidence producers 

aspire to generate the highest quality research to inform these clinical or policy questions 

posed across a variety of disciplines using validated methods and transparent, rigourous 

process. The gold standard for evidence synthesis is the systematic review, which utilizes 

transparent, repeatable and rigorous methods to comprehensively answer research questions 

(1-3). It takes time to thoroughly search, extract, appraise and summarize evidence, and 

production times for systematic reviews reflect this [median 61 weeks, interquartile range 

(IQR) 33-87] (4-6). Healthcare decision-makers (also called knowledge-users) often require 

information in a shorter time period and may be compelled to take action before an evidence 

review is complete, diminishing the impact of the systematic review (7). Rapid reviews have 

been proposed as an alternative synthesis approach when there is an emergent need for 

evidence review in a shortened timeframe. Rapid reviews are characterized as a type of 

accelerated systematic review with no commonly accepted or validated methodology or 

definition (8-10). They have become increasingly popular as evidence producers struggle to 

balance the requirements of the decision-making process with the need for high quality, 

inclusive evidence summaries. 

There is no shortage of research on rapid reviews, yet a paucity of knowledge in specific 

content areas exists. Terminology used to report or publish rapid reviews is relatively 

diverse, and research attempting to characterize rapid review methodologies has 

demonstrated a heterogeneous continuum of methods, often similarly grouped by 

nomenclature or label only (8, 9, 11-13). Additionally, producers and users of rapid reviews 
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may have different views on what constitutes a rapid review. Although standards exist for the 

methodological conduct and reporting of systematic reviews and other types of evidence 

syntheses (14, 15), there is no comparable gauge for rapid reviews. It is generally accepted 

that rapid reviews employ tailored methods to expedite accepted evidence synthesis 

processes with the goal of shortening delivery time frames or adapting to limited production 

resources. There is currently no accepted definition that explicitly characterizes what makes 

a rapid review distinct from other forms of evidence synthesis. Despite this, interest in this 

type of product is growing an indication that health-care decision-makers are both interested 

in, and consuming this type of report (16, 17). 

The absence of an accepted rapid review definition is well-documented (8-10, 18). They 

have been conceptually described as a concept, method, or an approach but we have no 

meaningful way to answer the question ‘what is a rapid review?’. While reduced production 

timeframes are considered a key feature of rapid reviews, a wide array of times to 

completion from 1 week to over 9 months or more has been described by previous work. 

Attempts to clarify or characterize common traits have been carried out by scoping the 

literature for methods descriptions or guidance for conduct or through the examination of 

minute details in samples of rapid reviews with a goal of summarizing key features (8, 9, 19, 

20). Although a better understanding of these products was achieved through these efforts, 

the scarcity of research in this area combined with the inconsistency of methods, approach 

and reporting for rapid reviews has resulted in the consistent message that we currently have 

no established definition for a rapid review. 
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Frequent descriptors can be extracted from previous work and there has been some 

progression in the descriptions of rapid reviews in the literature since 2008. Watt et al. 

(2008) first described rapid reviews as a ‘concept’ that meets the imperatives of both 

knowledge users and evidence producers. While this provides a thoughtful way to group 

similar, timely evidence reviews, it offers no context to further delineate this grouping or 

distinguish it from other approaches. Ganaan et al. (2010) captured fundamental variables of 

timeliness and knowledge synthesis in their description of rapid reviews and linked rapid 

reviews to the tailoring of full systematic reviews by summarizing them as a method to 

“streamline traditional systematic review methods in order to synthesize evidence in a 

shorter timeframe” (8). Khangura et al. (2012) furthered this notion by characterizing rapid 

reviews as having an aim to inform the emergent needs of decision-makers in a healthcare 

setting (16). Abrami et al. use the term ‘brief review’ to describe what they consider to be 

rapid reviews as they exert that both time and scope should be emphasized in the definition 

(35). The only other descriptive feature associated with rapid review comes with the 

acknowledgement that rapid review is, in fact, a set of disparate approaches. This deviates 

from the initial thinking that a single approach could be captured in a definition and 

distinguished from other evidence synthesis methods. Harker et al. (2012) and others 

describe rapid reviews as a ‘spectrum’ of approaches not having a single definition while 

Polisena et al. (2015) describe rapid reviews definitions as fluid or flexible (21); However, 

there is little clarity on this concept, and insufficient detail on whether this range of reviews 

can be further delineated (9, 18, 22). 
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A 2014 survey of 57 International Network of Agencies for Health Technology Assessment 

(INAHTA) member agencies produced a definition of rapid reviews in context with other 

HTA products: 

“A Rapid Review will always describe the characteristics and current 

use of the technology; and, evaluate safety and effectiveness issues. (It 

will) often conduct a review of only high level evidence or of recent 

evidence and may restrict the literature search to one or two 

databases. (It will) optionally critically appraise the quality of the 

evidence base; or, provide information on costs/financial impact.” 

(23)  

This somewhat strict definition accounts for the variation that often accompanies 

descriptions of rapid reviews through its categorization of traits using ‘always’, often’ and 

‘optionally’; However, the description confines the types of research questions (safety and 

effectiveness) that rapid reviews should answer, which in turn limits the universal 

applicability of the definition outside of HTA agencies (and arguably within some of their 

own member agencies). It also limits the extent to which a rapid review may be considered 

‘systematic’ by leaving discretionary options for single database literature searching and the 

omission of critical appraisal. It may be beneficial to explore whether rapid reviews can be 

more comprehensively defined using the themes that appear in the rapid review literature, 

such as the requirement to inform decision- or policy-makers, time to completion, conduct or 

approach as compared to other evidence synthesis products, the requirement for a structured 

literature review, or possibly even by the limited depth or focus that a rapid review may 

adopt. Further research is needed to capture a definition of rapid reviews that is more 

generalizable to a wider representation of evidence producers and knowledge users. 
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A clear, transparent, and sufficiently detailed definition of rapid reviews is necessary to 

solidify the placement of rapid reviews on the evidence continuum and to better inform 

healthcare decision-makers about the value and appropriateness of these products. A 

modified Delphi process was used to achieve consensus on the defining characteristics of 

rapid reviews, and to demonstrate how these products are distinct from other forms of 

evidence synthesis based on the opinion of experts in the field of evidence synthesis and 

rapid reviews. 

METHODS 

We used a three-round modified Delphi method to discover what key stakeholders consider 

being the defining characteristics of rapid reviews (Figure 4-1). Ethical approval for this 

study was obtained through the Ottawa Hospital Research Ethics Board.  

The Delphi Process 

The Delphi method is commonly used to obtain input from a group of experts in a structured, 

iterative manner (24, 25). Central to the method is anonymity between participants, the use 

of controlled feedback between successive survey rounds and statistical ‘group response’ 

measured graphically or numerically through measures of central tendency, dispersion and 

frequency distributions (26). The classical Delphi method has a number of predefined 

rounds, or may continue until a pre-specified level of consensus is achieved. The number of 

rounds required to reach stable consensus, and even what constitutes final consensus is a 

topic for debate in the literature (27); however, a minimum of two rounds is required and the 

number of rounds used should be selected pragmatically (28). Hsu et al. (2007) suggest that 

there is no agreement on what the criterion for consensus should be in a Delphi study, but 
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propose that the use of a percentage alone is inadequate. They advise the use of reliable 

alternatives in addition to any designated cut-off for agreement, such as “stability of subject 

responses in successive iterations” (29). 

The electronic modified Delphi technique used in this study is comparable to the classic 

Delphi in terms of process (i.e., a series of rounds with selected experts) and objective (i.e., 

to arrive at consensus). The main modification to the traditional procedure occurred at the 

beginning the process with a questionnaire of pre-selected items carefully selected based on 

rapid review literature, in opposition to the classic Delphi use of an open-ended first round 

questionnaire where key concepts are outlined by the panel before refinement in subsequent 

rounds (27). We selected content topics and themes for the first round survey instrument 

from a review of rapid review literature. This adaptation was carried out in order to 

maximize the response rate in the first round, and to provide a solid foundation for this study 

based on previous research on rapid reviews. We pre-specified three survey rounds and 

targeted 70% for consensus on each statement describing rapid review characteristics, as 

suggested by Sumison (1998) and McKenna et al. (2002) (30) along with the absence of 

significant issues noted in the text comments. Two rounds were considered adequate to 

perform item generation, drafting of characteristics descriptors and obtaining initial 

agreement from the expert panel, with the goal of finalizing key rapid review characteristics 

in the third and final round. The number of rounds was limited intentionally so that experts 

were informed about the length of commitment to expect, limiting potential fatigue amongst 

participants and maximizing response rate.  
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Setting 

Online survey (first round) and e-mail communication (second and third rounds). 

Participants 

We invited a purposive sample of 100
4
 experts to participate in this study through an email 

invitation. The experts were identified through a detailed search of relevant literature, 

conference websites, key membership associations and by referral of content specialists. 

Experts targeted for participation were: (i) subject-matter experts or experienced researchers 

with knowledge of a variety of evidence synthesis methods and practical experience with 

rapid reviews, (ii) authors with publications relevant to rapid reviews, and (iii) delegates 

presenting pertinent work at recent conferences or symposia (Cochrane Colloquium, Health 

Technology Assessment international (HTAi), CADTH Symposium, Cochrane Canada 

Symposium).  

Standardized email invitations contained a letter asking experts to participate, a description 

of study objectives, methods, expected time commitment, consent information, and a link to 

the FluidSurveys (31) website hosting the first round of the Delphi study. Consenting 

participants were asked to refer individuals they considered suitable based on the objectives 

of the study, personal knowledge of rapid reviews and content expertise. Twenty additional 

experts were identified through participant snowball referrals.  

 

                                                 
4
 The sample of experts was not limited to a minimum or maximum number. The 100 experts initially contacted 

was the natural result of the sampling process we employed for this work, and not an arbitrary cap set by the 

investigators. 
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Consensus 

An a priori level of 70% agreement was set for the agreement on the defining characteristics, 

which had to be accompanied by stability in the free-text comments (29). 

Figure 4-1. Flow Chart of the Modified Delphi Process. 

 
 

 

•Define “expert”, establish criteria for invitation, sampling strategy

•Establish list of potential candidates for expert panel

•Preparation of Round 1 questionnaire  and expert panel profile questionnaire

STUDY SCOPING AND EXPERT PANEL DEFINITION

• Invitation to participate with link to round 1 questionnaire

•Secure committed expert panel

•Monitor completion rate

•Reciept and analysis of questionnaire data

•Content analysis of expert comments recieved

•Prepare Round 2 questionnaire (draft defining statements)

ROUND 1

•Circulate Round 2 Questionnaire

•Monitor attrition rate

•Analysis of Round 2 questionnaire data

• If necessary, prepare Round 3 questionnaire (refined defining statements)

• If consensus achieved, terminate Delphi and prepare findings

ROUND 2

•Circulate Round 3 Questionnaire (refined defining statements)

•Monitor attrition rate

•Analysis of Round 3 questionnaire data

• If necessary, prepare questionnaire for additional rounds (refined defining statements)

• If consensus achieved, terminate Delphi and prepare findings 

ROUND 3

•Results collated and final statements confirmed

•Consider the impact of defining statements

•Prepare results summary and  manuscript to report findings

•Disseminate findings to expert panel

ANALYSIS AND PREPARATION OF FINDINGS
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Questionnaire development 

Content topics and themes for the survey instrument were selected from a review of the 

literature on rapid reviews. The web-based questionnaire for the first round was developed 

and designed explicitly for this study using FluidSurveys
5
 as the platform (32). The first 

round survey consisted of 17 broad questions addressing a variety of rapid review themes 

aimed at soliciting opinion and open comments from the expert panel based on their 

knowledge and experience with rapid reviews. The goal of this survey was to solicit rankings 

and free-text comments on a comprehensive set of questions with the goal of eventually 

prioritizing those most characteristic of a rapid review. 

Nine individuals representative of a cross-section of the expert population piloted the 

questionnaire and checked the accompanying instructions on two separate occasions. The 

questionnaire was completed and checked for face and content validity, clarity, feasibility, 

and to ensure that the practical elements of design were appropriate. Feedback from pilot 

testing on two separate occasions resulted in refinement of the survey tool and modifications 

to the wording of questions and instructions. The first round of the web-based survey was 

circulated by email invitation in July 2013 and consenting experts were asked to respond to 

the survey within four weeks. 

First round: generating themes on rapid reviews 

For our purposes, defining characteristics are defined as ‘one of a number of essential 

features by which a rapid reviews can be recognized’ (33). Specific themes addressed in the 

survey were: (i) time lines for conduct, and how rapid reviews and traditional systematic 

                                                 
5
 FluidSurveys is a secure, flexible, web-based survey tool that allows for complex survey questions and for 

participant response on a variety of web-accessible devices. 
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reviews may differ (ii) research questions and protocols (iii) tailoring or omitting specific 

methodological components of a systematic review for a rapid review approach, (iv) 

reporting, (v) appropriateness of rapid reviews in decision-making and, (vi) requirements for 

guidelines on conduct. Panellists were asked to rank the importance of specific 

methodological and reporting components on a 5 point Likert scale where ‘1’ was ‘very 

unimportant’ and ‘5’ was ‘very important’. Subsequent questions addressed a variety of 

topics using categorical input options. A comment box was placed after each question, and at 

the end of the survey, to encourage free-text comments and to ensure all participants had 

sufficient opportunity to make their views known on the different themes explored, or to 

provide context for the answers provided.  

A brief demographic questionnaire was also administered to gain a better understanding of 

perceived expertise in systematic reviews and rapids review, main institutional affiliation (by 

category) and job specialization. Fluid Surveys collected information on the respondents’ 

country of origin by default. To maximize response rate, the initial survey invitation was 

followed by two reminder emails separated by two-week intervals. Individuals who had not 

responded to the survey and not declined consent were contacted by email one final time 

prior to closing the survey, and given a five-day grace period to submit their surveys.  

We analysed responses from each round separately. Response and completion rates, along 

with expert attrition were monitored and recorded throughout the survey rounds. 

Second Round: development of draft defining characteristic statements 

Following the first round, survey responses were analysed quantitatively. We used frequency 

distributions to review categorical data and to summarize questions with ordinal response 



 

126 

scales. Text-responses from open-ended questions on the amount of time required to conduct 

a systematic review or a rapid review were standardized from days, weeks, months and years 

into weeks for analysis. An informal, yet structured content analysis of all free-text 

comments was carried out, specifically capturing word frequency and emergent themes using 

NVivo software (34). In order to condense data for the second round, major themes and 

concepts and those identified by Likert scale as being ‘important’ or ‘very important’ by 

70% or more of the expert panel were extracted and selected for inclusion in draft 

characteristic statements and presentation in the second round survey. Themes were 

compiled and presented in the form of draft language statements proposed as the defining 

characteristics of rapid reviews along with a text summary from the first round that was 

agreed upon by all study authors.  

A second round was administered in May 2014 to experts who responded to the initial round. 

The second round survey endeavored the panel to agree or disagree with the proposed draft 

language statements on rapid review characteristics using an agree/disagree format and 

invited them to comment or suggest wording changes using free text. A summary of 

responses and comments from the first round was also distributed to each expert to provide 

context for how the language statements were assembled. Respondents were asked to return 

the survey document by email within four weeks, and reminder emails were set-up at 10 day 

intervals.  

Third Round: characteristic statement refinement 

A third round was administered in August 2014 to experts who responded to both the first 

and second rounds. Responses from the second round were used to edit the provisional 
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statements on the defining characteristics of rapid reviews based on expert agreement and 

free-text comments received. Draft statements circulated in the previous round were restated 

for reference, and the refined statements were proposed for consideration. Experts received 

an individualized report showing the pooled anonymous group response (% who agreed) to 

each statement on rapid reviews and their own individual response from the second round 

(agree/disagree). Experts were given the opportunity to reconsider their own response in 

context of the group response using a standardized form with room for free-text comments.  

RESULTS 

Expert Panel Profile  

A total of 66 experts consented to participate in the study (response rate 55%). Forty-two 

experts were sent the survey and all email reminders with no response. Three experts refused 

the initial survey invitation, six viewed the online questionnaire but did not complete any 

question, two contacted the first author directly to decline participation citing limited time to 

commit to the study and a single person responded that although they had experience with 

systematic reviews and rapid reviews, they felt that their current level of knowledge in the 

area was inadequate to be considered an expert for the purposes of our study.  

A profile of the expert panel is provided in Table 4-1. Experts who consented to participate 

were predominantly from North America (77%) and the United Kingdom (15%). 

Respondents self-rated their expertise in systematic and rapid reviews on a scale from 0 

(beginner) to 100 (expert). Respondents (now referred to as the expert panel) rated 

themselves as having a moderately-high to high level of expertise in both systematic reviews 

(median 79.0) and rapid reviews (median 75.5). Individuals on the expert panel have not 
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been identified in order to maintain the anonymity agreed upon as a condition of 

participation.  

Table 4-1. Profile of the Expert Panel (n=66). 

Geographic Location n (%) 

Canada 43 (65.2) 

United Kingdom 10 (15.2) 

USA 7 (10.6) 

Australia 4 (6.1) 
Spain 1 (1.5) 
New Zealand 1 (1.5) 

Self-perceived expertise:* 
median  

(IQR) 
Systematic reviews 79.0 (20.0) 

Rapid reviews 75.5 (28.8) 

Primary Affiliation n (%) 

University 20 (30.3) 

Non-Profit Private Organization (e.g., NGO, charity) 10 (15.2) 

Non-Profit Public Organization 8 (12.1) 

Research Institute 7(10.6) 

University Hospital 6 (9.1) 

Government 4 (6.1) 

Hospital 4 (6.1) 

For-profit private organization (e.g., industry) 2 (3.0) 

Other† 2 (3.0) 

No response 3 (4.5) 

Respondents considered themselves first as: n (%) 

Epidemiologists 17 (25.8) 

Independent Researcher 11 (16.7) 

Academic 8 (12.1) 

Information Scientist/Medical Librarian 8 (12.1) 

Clinician or Allied Health Professional 2 (3.0) 

Statistician 2 (3.0) 

Other
§
 17 (25.8) 

No response 1 (1.5) 

*Participants were asked to rate their perceived expertise in systematic and rapid reviews on a scale from 0 to 100, where 0 

represented ‘beginner’ and 100 represented ‘expert’.  

†Other responses = research consultancy  

§Other included: researcher (n=6), systematic review specialist/scientist (n=3), research support (n=2), health economist (n=1), 

librarian (n=1), HTA producer/specialist (n=3), public health physician (n=1),  
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First Round 

Sixty-two of 66 expert panelists completed the first round survey in full (93.9% completion 

rate). Experts were diligent in qualifying the answers they provided through free text 

comments and were helpful in highlighting additional relevant topics not addressed in the 

first round questionnaire. They asserted that time to completion for both systematic and rapid 

reviews may be confounded by how the start (e.g., after topic refinement completed or 

following protocol approval) and finish (e.g., when the report is completed, when it is 

provided to the end-user, when published) of the review is defined. Similarly, the number of 

resources available can influence the time to completion for a review, and may be impacted 

by whether resources are paid or volunteer. The complexity or scope of the review was also 

noted as a potential impact on the time to completion. The variation and requirement for 

multiple rapid review approaches was also addressed, as experts asserted that variation in 

method is potentially tied to variation in time to completion. Certain respondents thought 

‘rapid review’ was too broad of a term to capture all approaches under a single ‘catch-all’ 

phrase. Comments also asserted that accelerating time to completion to meet a decision-

making need was the only justification for modifying systematic review methods.  

Across a variety of different questions (e.g., optimal types of research questions, reporting, 

inclusion of internal or external peer-review), reviewers commented that the ‘best’ answer 

was the one that ultimately meets the needs of the decision-maker. There was a suggestion 

that some types of research questions may be too burdensome to answer using a rapid review 

approach (e.g., safety or harms, development of guidelines).  
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Experts were resolved that rapid reviews must have a protocol (or at minimum a document 

that outlines objectives and approach prior to the review) and that bibliographic databases 

must be searched when conducting a rapid review (e.g., versus a simple web-search using 

Google Scholar). Most comments received reflected a desire to maintain as much rigour as 

time will permit, and that tailoring of processes should be review-dependent and may impact 

the ability to claim that the review is systematic on completion. 

Comments across all themes reflected the need to tailor approach, methods and reporting to 

the requirements of the decision-maker, in close consultation, when there is an emergent or 

urgent decision required.  

Second Round 

In the second round, 44 experts provided their agreement on 11 draft characteristic 

statements circulated (response rate = 66.7%, completion rate = 95.5%). Remaining experts 

did not provide feedback following three email reminders.  

Table 4-2 lists the 11 draft statements reflecting conduct, reporting, and other key 

characteristics associated with rapid reviews in the opinion of the expert panel. Consensus 

and general stability in free-text comments was achieved for 9 of the 11 statements 

circulated. While experts statistically agreed (>70%) on the fundamental concepts in each of 

the nine statements, many comments suggested minor edits to the wording or language used. 

Full consensus was not achieved for 2 statements addressing risk of bias assessment and the 

idea of rapid reviews being a unique methodology. Comments reiterate the experts’ distinctly 

opposing views in these areas rather than disagreement with the wording or language. 
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Third Round 

In the final round, 26 remaining experts rated each of the 11 draft statements a second time. 

Prior to circulation, edits were made to the phrasing of each statement based on feedback 

from the second round (Response rate 59.1%, Completion rate 100%). Consensus was 

achieved for 10 of the 11 characteristics in the final round including 8 which had expert 

consensus of 90% or higher (Table 4-2). No statistically significant increases in statement 

agreement between rounds two and three were observed. 

Table 4-2. Proposed and final statements describing rapid review characteristics. 

 

No. 
Proposed  

(n=44) 

Agreed 

(%) 

Final  

(n=26) 

Agreed 

(%) 
1. Rapid reviews are conducted in 

considerably less time than a standard 

systematic review (In the median range of 

9 weeks compared to a median of 35 

weeks). 

85.7% Rapid reviews are defined by the time taken to 

complete an evidence synthesis related to a 

defined research question(s) using the most 

systematic or rigorous methods as 

possible/time allows. Based on the experience 

of the panel, rapid reviews are conducted in 

less time, on average, than a systematic review 

(median 9 weeks compared to a median of 35 

weeks). There is a spectrum of approaches used 

to produce rapid reviews and, in turn, variable 

times to completion.  

84.0% 

2. Rapid reviews are useful in answering 

questions on the efficacy or effectiveness 

of health technologies or other 

interventions. They may be appropriate for 

other types of research questions, which 

are best considered in the context of the 

particular needs of the decision-maker. 

90.5% Rapid reviews may be useful in answering 

specific questions on the efficacy or 

effectiveness of health technologies or other 

interventions. They may be appropriate for 

other types of research questions, which are 

best considered in the context of the particular 

needs of the decision-maker and the feasibility 

of answering those needs within a limited 

timeframe. 

100% 

3. A protocol should be written prior to 

conducting a rapid review. Further 

research is required to define what content 

a rapid review protocol should contain and 

the most appropriate format. 

90.5% A protocol should be written prior to 

conducting a rapid review. Irrespective of 

contents or design, the protocol should 

generally outline the approach, PICO, scope 

and aim to maximize transparency and 

reproducibility in the end product. 

100% 

4. Structured electronic databases should be 

searched when conducting a rapid review 

and searching a minimum of two 

databases is suggested. The choice of 

individual databases and the requirement 

to search grey literature are specific to the 

topic and decision-making requirements 

and decisions on each should be tailored to 

the needs of the individual rapid review. 

76.2% Structured electronic databases should be 

searched when conducting a rapid review; the 

decision on the number and type of databases 

to be searched and whether to search grey 

literature should be based on the topic of the 

individual rapid review and the need for 

decision-making. 

92.0% 
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No. 
Proposed  

(n=44) 

Agreed 

(%) 

Final  

(n=26) 

Agreed 

(%) 
5. The number of reviewers who participate 

in literature screening and data abstraction 

varies. In order to maintain a systematic 

review process, two reviewers may 

participate in this process; however, to 

expedite or make the process more 

efficient, a single reviewer may carry out 

screening and data abstraction with 

tailored follow-up by a second reviewer 

for agreement and/or error checking. 

76.2% The number of reviewers participating at any 

stage of a rapid review process may vary. It is 

important to balance rigour in conduct with and 

a pragmatic approach to the requirements of the 

rapid review. To streamline the effort, a single 

reviewer may carry out screening and data 

abstraction with a second reviewer checking 

for agreement, errors and/or inter-rater 

reliability, as appropriate. 

91.7% 

6. The decision to conduct a risk of bias 

assessment on included studies should be 

based on the needs of the individual rapid 

review, taking into account the sensitivity 

of the decision, subject complexity, and 

the timeliness required. 

66.7% The decision to conduct quality assessment or 

critical appraisal on the studies included in a 

rapid review should be carefully weighed 

against the impact to rigour, the validity of the 

final product and timelines required. There may 

be select approaches to rapid reviews where it 

is not possible to evaluate the validity of 

included studies. 

44.0% 

7. The decision to include external peer-

review should be based on the needs of the 

individual rapid review, taking into 

account the sensitivity of the decision, 

subject complexity, and the timeliness 

required. 

85.8% Rapid reviews ideally have a peer review 

process incorporated into their approach. To 

meet the specific timelines of a rapid review, 

the process may be tailored. 

92.0% 

8. Rapid reviews are conducted in the same 

way that a systematic review is conducted. 

Taking into account timelines, decision-

making needs, and the topic under study, 

certain methodological components of a 

rapid review may be tailored in order to 

expedite the process. Regardless of how 

the review is conducted, methods should 

be explicitly stated and reporting should 

be transparent to the reader and 

reproducible. 

83.4% There are a spectrum/continuum of approaches 

used to produce rapid reviews, all of which 

tailor accepted systematic review methods in 

some manner to expedite the review process. 

Where the condensed timeframe permits, some 

rapid reviews may approach levels of rigour 

comparable to that of a systematic review. 

Irrespective which shortcuts are made, or at 

which part of the rapid review process, the 

methods should always be explicitly stated, 

with the goal of maintaining transparency and 

enabling reproducibility. This will allow end-

users to fully consider the evidence in context 

with concessions made in the review process. 

92.0% 

9. Rapid reviews are a legitimate form of 

knowledge synthesis. It is reasonable to 

employ rapid reviews to inform policy and 

decision-making processes when there is 

the need for a timely evidence review. The 

decision to use a rapid review should be 

considered in the context of the decision at 

hand and balanced against any potential 

limitations involved in tailoring methods 

or expediting the review process. It is 

important to maintain an open and 

transparent dialogue between the rapid 

review requestor and the review team. 

97.3% Rapid reviews are a legitimate form of 

knowledge synthesis. It is reasonable to 

employ rapid reviews to inform policy and 

decision-making processes when there is the 

need for a timely evidence review. The 

decision to use a rapid review should be 

considered in the context of the decision at 

hand and balanced against any potential risk 

involved in expediting the review process. It is 

important to maintain an open and transparent 

dialogue between the rapid review requestor 

and the review team. 

96.0% 
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No. 
Proposed  

(n=44) 

Agreed 

(%) 

Final  

(n=26) 

Agreed 

(%) 
10. It is unclear if a unique methodology for 

rapid reviews should be developed. 

Further research in this area is warranted. 

66.7% There is no consensus on rapid reviews being a 

unique knowledge synthesis product a variation 

of a systematic review in a condensed 

timeframe. There are a spectrum of approaches 

to rapid reviews being used and that there may 

be no one-size-fits-all methodology. There is 

still tension over whether additional research is 

warranted to better understand the ultimate 

impact of various workflow adaptations on the 

rapid review product. 

72.0% 

11. Reporting length of rapid reviews may 

vary based on the individual requirements 

of the decision-maker commissioning the 

review and the audience for which the 

review is intended. 

92.9% Rapid reviews may vary in length based on the 

level of detail needed to adequately answer the 

research question, the requirements of the 

decision-maker commissioning the review, the 

audience for which the review is intended, and 

the delivery time line. 

100% 

 

Experts agreed on nearly all of the key characteristics generated for rapid reviews, but 

contrasting opinions persisted on the subject of risk of bias assessment and these were 

reflected in the free-text comments received (Table 4-2, statement 6).  

Consensus was reached on: 1) the utility and appropriateness of rapid reviews in answering a 

variety of research questions; 2) the requirement for a rapid review protocol outlining 

approach, PICO, objectives and scope at minimum; and 3) variable reporting length. These 

characteristics predominantly reflected the expert opinion that the approach to rapid reviews 

must be based on the particular needs of knowledge-users, the audience for which the rapid 

review is intended. Based on the experience of the expert panel, these must be a balanced 

with the feasibility of answering those needs in a particular timeline, while maximizing 

transparency and reproducibility. Additional statements with a high level of expert 

agreement represented a variety of concepts on rapid reviews. Experts agreed that, in their 

opinion, the time to completion of a rapid review is significantly less than that of a 

systematic review (median 9 weeks, IQR 5.0 to 13.0 compared to median 35 weeks, IQR 
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21.7 to 52.1)(Figure 4-2) and rapid reviews can be defined by the time taken to complete an 

evidence synthesis  

Figure 4-2. Box plot comparing time to completion for systematic reviews with rapid 

reviews, based on expert opinion. 

 

related to a defined research question(s) using the most systematic or rigourous methods as 

time allows. Experts did not agree that rapid reviews are a unique knowledge synthesis 

method, but established that further research is required to better understand the impact of 

various workflow adaptations on the validity of the final rapid review product. A general 

summary of rapid review characteristics is provided in Table 4-3.  
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Table 4-3. Summary of rapid review defining characteristics, based on expert opinion. 

 

Rapid reviews…. • Are conducted in less time than a systematic review 

 • Use a spectrum of approaches to complete an evidence synthesis related 

to a defined research question(s) using the most systematic or rigourous 

methods as a limited time frame allows 

 • Have a protocol describing objectives, scope, PICO and approach 

 • Tailor the explicit, reproducible methods conventionally used in a 

systematic review in some manner to expedite the review process. 

 • Transparently report methods and findings with a level of detail needed 

to adequately answer the research question, meet the requirements of the 

decision-maker commissioning the review, and inform the audience for 

which the review is intended, while meeting a delivery time line agreed 

upon in advance. 

 • Should be considered in the context with the decision at hand when 

emergent or urgent decisions are required.  

 • Choices to adapt workflow should be balanced against the yet 

undetermined impact to conclusions or validity of findings and this risk 

should be communicated to the end-user. 

 

DISCUSSION 

The aim of this project was to achieve a pragmatic, operational definition for rapid reviews 

that is useful to both evidence producers and users, and allows for differentiation of this 

approach (or spectrum of approaches) from other synthesis methods. Sixty-six experts from 6 

different countries agreed to participate in this modified online Delphi study. An analysis of 

their profile shows that they are an experienced group of researchers with a high level of 

expertise and familiarity with rapid reviews. The panel of experts included prominent 

researchers in the area of evidence synthesis who had an adequate and appropriate 

background to contribute to the development of a definition for rapid reviews. This is the 

first study to our knowledge to explore this topic using the iterative input of experts to work 

towards a consensus definition. We used a three-round modified Delphi approach to query 
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the anonymous expert panel on what they considered to be the key characteristics of rapid 

reviews, or the essential features by which a rapid review can be recognized. Experts reached 

consensus on 10 of 11 final statements considered. Within this collection of statements, full 

consensus (100% agreement) was achieved for 3 statements and a very high level of 

consensus (≥90% agreement) was attained for 8 statements. None of the statements showed a 

significant change in agreement (p=> 0.05) between the second and third survey rounds, 

which is suggestive of stability in the expert sentiment (35). Results demonstrate that rapid 

reviews can be differentiated from systematic reviews or other evidence synthesis products 

using these key defining characteristics, although there may be overlap amongst the common 

traits. 

In our study, experts agreed that a comprehensive definition of rapid reviews should consider 

multiple domains, including: (1) timeliness in relation to full systematic reviews; (2) an aim 

to meet the specific requirements of a decision-maker; (3) tailoring of the explicit and 

reproducible methods conventionally used to conduct systematic reviews in order to expedite 

the process; (4) flexibility of approach, process adapt and turnaround time; (5) the existence 

of risk to the overall validity of the process and findings that must be considered; and, (6) a 

goal to use the most rigorous and systematic methods that time will allow, and, (7) the 

essential requirement of transparency of process and completeness of reporting in all output 

from the rapid review. Experts also agreed on several essential methodological components 

that rapid reviews should aim to comply with, including the requirement for a protocol 

(describing at minimum scope, population, intervention, comparator and outcome, and the 

approach), a search of bibliographic databases, an internal or external peer review process, 

although no further detail on the content came out of this work. Although consensus was 
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achieved on 10 of 11 characteristic statements, experts did not agree on the statement 

describing assessment of the risk of bias within or across studies included in a rapid review, 

and attempts to clarify or revise statements focused on this domain were not successful.  

This work follows that of other research groups who have attempted to extract or compile a 

definition of rapid reviews through different means, including comprehensive investigations 

of methods papers or sample rapid reviews (8-10, 18, 36). A fulsome analysis of 46 full rapid 

reviews and three extractable summaries of rapid reviews by Harker et al. in 2012 did not 

elucidate a clear or final definition for what actually constitutes a rapid review. Similar to 

previous empirical studies of rapid reviews by Watt et al.(19), Ganaan et al.(8), Harker et 

al.(9), and more recently Polisena et al.(21). and Hartling et al.(11), this consensus exercise 

found that experts agreed that, in their experience, rapid reviews can be defined by the time 

variables and referenced relatively against the timeline for a systematic review. Experts 

largely held the opinion that rapid reviews should be conducted in less than 3 months and 

acknowledged the need for variable approaches, which in turn, requires acknowledgement of 

variability in times to completion (Table 4-2, statement 1). The narrow spread of the 

interquartile range (IQR) suggested for rapid review turnaround time indicates less 

variability however, when compared to the IQR suggested for systematic reviews. The wide 

spread of the IQR for systematic review timeframes reiterates concerns previously stated in 

the literature about the inconsistency of timelines required to produce these types of 

structured syntheses. It is notable that the IQRs do not overlap across products, although 

there is considerable overlap in the first quartile. The makes it difficult to make anything 

more than a relative comparison between the rapid and systematic reviews. Experts felt 

strongly that the time component should be qualified with the aim to be as systematic or 
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rigourous as the time negotiated with the end-user will permit when answered a research 

question.  

The expert panel stipulated (Table 4-2, statement 2, 100% agreement) that rapid reviews may 

be most useful for answering efficacy or effectiveness research questions, a thought mirrored 

in previous articles by Merlin and Hailey et al. (23, 36); However, results also showed that 

rapid reviews are potentially useful for any type of research question. There has been 

suggestion in the literature that extra caution should be heeded where legal implications must 

be considered (21) and that rapid reviews of existing guidelines are appropriate, but should 

not be considered to supply evidence to guidelines development processes (37) although 

experts in this study did not consistently raise those issues. The suitability of a rapid review 

to answer a particular research question should be mutually determined by both the evidence 

producer and the knowledge user commissioning the report, and suitability should be 

balanced with the user’s context for the question and the ability of the evidence producer to 

adequately answer the question within the requested timeframe. This close consultation with 

the commissioner of the rapid review is important and has been suggested in previous reports 

(8, 10, 18). Burls et al. highlighted the requirement for a well-formulated question tied to 

clear and definite context from the decision-maker, which was echoed in many of the free-

text comments from experts in the study (8). It can be inferred from this exercise that there 

may be research questions for which a rapid review is not appropriate or feasible; however, 

experts were clear that the impetus for these decisions should be made pragmatically and 

individually on a case-by-case basis.  
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There is no clear delineation as to when a systematic review becomes ‘unsystematic’, but if 

what makes a review systematic is the use of an explicit protocol that can be checked for 

accuracy, then indirectly, any review not adhering to a protocol is not systematic (38). 

Without a protocol we are unable to check whether a review did what it said it would do, nor 

can we truly assess whether arbitrary decisions were made that may bias findings (39). 

Statement 3 (Table A-2, 100% agreement) captures the expert panel’s clear requirement for a 

protocol to be written prior to a rapid review. There was no consensus as to what should be 

included in a rapid review protocol, if specific guidelines for rapid review protocols are 

desired or needed or whether registration of these protocols is necessary or feasible. 

Comments from experts reflected a dual purpose for the rapid review protocol. First a 

protocol should be a type of contract between the evidence producer and the knowledge user 

which defines objectives and scope in a mutually agreeable manner with a goal of 

expectation setting. Second, the key objectives of the systematic review process must be 

upheld, including transparency and repeatability of procedure. In work analyzing over one 

hundred rapid reviews, Tricco et al. state that protocols were not mentioned in 98% of 

included samples (16). Polisena et al. explored the methods of HTA agency rapid review 

programs and conversely report that 96.6% of HTA agencies incorporate protocol 

development into their processes, yet only 51.7% of programs prepare protocols in 

conjunction with the requestor (21). It is clear that improved reporting, registration and/or 

publication of rapid review protocols, coupled with better coordination between researchers 

and decision-makers is necessary going forward to meet this important provision. Further 

research is required to determine if an extension of current reporting guidelines to rapid 

reviews would increase compliance (i.e., PRISMA-P) and whether there is value in this 

exercise.  
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Issues of methodological process were raised by the expert committee. A comprehensive 

search for all published and unpublished literature is a key feature of the systematic review 

process (40). The expert panel mirrored these sentiments and achieved consensus that not 

only is structured searching of electronic databases a key defining characteristic of rapid 

reviews, it is one that axiomatically differentiates rapid reviews from less rigid evidence 

products. This characteristic fails to distinguish rapid reviews from other rigorous evidence 

synthesis products (e.g., systematic reviews). The systematic ideal for eligibility assessment, 

data extraction and quality appraisal is two independent reviewers (1). Ganaan (8), Harker 

(9), Khangura (10), Polisena (21) and Hartling et al. (13) all report that rapid reviews 

commonly revert to a single reviewer for one or all of these steps in order to expedite a 

review or adapt to resource constraints. The expert panel agreed that a flexible number of 

reviewers at any stage of the review process is a defining characteristic of rapid reviews 

(Table A-2, statement 5, 91.7% agreement). When time permits, it is ideal to have a second 

review author check all or a portion of the work for errors, agreement or inter-rater 

reliability, but the panel acknowledged that this may be an acceptable place to concede if it is 

not feasible when negotiating delivery time. A large number of comments by the expert 

panel reflected requirement desire to accurately translate the potential risks limiting reviewer 

numbers to the end-user.  

This study was unable to achieve consensus on quality assessment and whether use, omission 

or modification of these processes are a key defining feature of rapid reviews. Attempts to 

clarify the draft wording between the second and third rounds reduced agreement from 

66.7% to 44%, and likewise, no fundamental topic agreement was noted in the expert 

comments. As per the Cochrane Handbook (1), assessment of the validity of the findings of 
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the included studies is a key characteristic of a systematic review. Experts held opposing 

views on this subject, which, at the most basic level, speaks to the very incongruous opinions 

on what even constitutes a rapid review altogether (8).  

Experts broadly agreed that rapid reviews make use of a spectrum of approaches to complete 

an evidence synthesis related to one or more defined research questions using the most 

systematic and rigourous methods as a limited time frame will allow. There was also general 

agreement that rapid reviews tailor the clear, reproducible and well-documented methods 

typically used when carrying out a systematic review in some manner in order to expedite the 

review process. Additionally, experts established that any tailoring of process or approach 

should be done in a clear and transparent manner in consultation with the commissioning 

decision-maker, making clear the potential risk to the validity of the rapid review that has yet 

to be quantified in the literature (11, 16). This allows the end-user to fully consider the 

evidence from a rapid review in context with concessions or tradeoffs made during the 

review process.  

The strength of this study is the use of a validated methodology aimed at explicitly reaching 

consensus on a definition of rapid reviews. We chose this technique over other consensus 

methods because of suitability for the topic, the systematic and rigorous nature of the 

method, low cost, capacity to overcome geographic limitations, and ability to ensure an 

anonymous, equal voice to all of the expert panelists. The bulk of respondents on the expert 

panel were from Canada, with smaller numbers from the United Kingdom and United States. 

The small number of experts from outside these countries limits the extent to which we can 

say that our findings are representative of the views of a truly international set of experts. 
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The manner of purposive sampling, combined with snowball referrals from experts contacted 

may have contributed to the potential imbalance in geographical representation on the panel 

(41). Despite several attempt to mitigate attrition, response rate for the second and third 

rounds of this survey were moderate and this may influence the validity of the final results 

(30). 

Strengths and Limitations  

It is important to note that the consensus definition of rapid reviews resulting from this work 

may not be the best definition or even a correct definition. It is, rather, a definition based on 

defining characteristics for rapid reviews that a group of experts considered appropriate. 

Other research producers or knowledge users may have different perspectives from this 

expert panel on what constitutes a rapid review, and may have much different thresholds on 

what is considered ‘timely’ evidence. It is important to note that the definition produced here 

does little to eliminate overlap with systematic review definitions, although we may not be 

able to differentiate these two closely related products in any further detail without exploring 

additional categorization of rapid reviews into specific ‘sub-types’ of approach (e.g., 

evidence map, rapid review, rapid systematic review). 

Conclusion 

This modified Delphi study achieved consensus on 10 statements describing characteristics 

of rapid reviews based on the opinion of a panel of experts knowledgeable in evidence 

synthesis methods and rapid reviews. In addition, it highlighted areas of disagreement, 

particularly where quality assessment was considered. According to the expert panel, rapid 

reviews aim to meet the requirements and timelines of a decision-maker commissioning the 
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review and should be conducted in less time than a systematic review. They employ a variety 

of approaches to accelerate the evidence synthesis process, tailor the methods conventionally 

used to carry out a systematic review and employ the most rigorous methods that the delivery 

time frame will allow. Our findings emphasize the role of the decision-maker in the rapid 

review process and stress the importance of transparent reporting. Future research should 

explore the applicability of these findings across the various approaches, or types, of rapid 

reviews and to test effective use in practice. These results are an essential contribution to our 

understanding of rapid reviews and help to further define the functional concept of rapid 

review that has been used to-date. Our findings may assist evidence producers and 

knowledge users with conveying information about rapid reviews, their approaches and 

results to colleagues, review commissioners, and other health care decision-makers.  
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5. EXPLORING ATTITUDES AND PERCEPTIONS  

The following is a manuscript prepared for publication, based on a Q Methodology study 

exploring evidence producer and knowledge user attitudes and perceptions towards rapid 

reviews. The objective of this study was to use qualitative and quantitative methods to 

capture the subjective opinion of these two key stakeholder groups towards rapid reviews in 

order to gain a better understanding of the global discourse on this approach to evidence 

synthesis.  

A copy of the letter from the Ottawa Hospital Research Ethics Board, approving this project, 

is provided in Appendix A.  

Appendices which directly supplement the main manuscript have been included at the end of 

this chapter. Additional supporting documentation for this Q Methodology study is provided 

in Appendix D as follows: 

a) Study materials – Communication and study materials 

b) Detailed study results – Data and results tables 

 

In order to maintain the anonymity of research participants in this study, names of 

participants have not been included in the study documentation.  

The manuscript was co-authored by the student (SK), her co-supervisors, Tammy J. Clifford 

and David Moher. The student is the first author of this paper, having been responsible for 

study conception and design, data collection and analyses, and writing of the manuscript. 
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Drs. Clifford and Moher provided valuable feedback throughout the study process and 

reviewed the manuscript for accuracy and content.
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Abstract 

Background: Rapid reviews expedite the knowledge synthesis process with the goal of 

providing timely information to decision-makers who need to make evidence-informed 

decisions. A range of opinions exists on the value and appropriateness of this kind of 

research product; however, no research to date has formally captured these views. This paper 

aims to explore evidence producer and knowledge user attitudes and perceptions towards 

rapid reviews. 

 Methods: A Q methodology study was conducted to identify central viewpoints about rapid 

reviews based on a broad discourse compiled on the topic. Evidence producers and 

knowledge users rank-ordered 50 text statements compiled from pivotal literature, 

conference proceedings, online sources and unstructured consultation with a key 

stakeholders knowledgeable in rapid reviews. Participants also explained their Q-sort in 

writing and completed a demographic questionnaire. Individual Q-sorts were analysed using 

Q-Assessor (statistical method: factor analysis with varimax rotation). Factors, or salient 

viewpoints on rapid reviews, were identified, interpreted and described using the composite 

sorts, similarities and differences in rank value of the statements among factors using the 

explanations by participants. 

Results: Eleven participants completed the Q-sort. Analysis of the individual Q sorts 

identified 3 prominent viewpoints which represent the broad spectrum of health care 

decision-makers and those who synthesize evidence to inform them.: Factor A, Don’t judge 

a book by its cover, cautions against the use of study design labels to make judgements on 

rapid reviews (or any other research product) and asserts that quality or value must be 

measured individually. Factor B, Gold standard or bust, firmly holds the rigour of 
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systematic review true, and maintains that rapid reviews should be the exception and not the 

rule. Factor C, The pragmatist(s), focuses on the practical needs of the end-user rather than 

the review process.   

Conclusion: Importantly, results show that there are rather opposing viewpoints on rapid 

reviews, but that some commonality across the different perspectives also exists. The three 

factors described here are not necessarily exhaustive of the attitudes and perceptions held 

about rapid reviews; however, the relatively discrete stances represented may be valuable on 

their own as they offer insight into how and why various stakeholders act as they do and 

what issues may need to be resolved before increase uptake of rapid reviews can be realized.    

 

Keywords  

rapid review, opinion, attitude, viewpoint, Q method, evidence synthesis, knowledge user, 

evidence producer, time factor 
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INTRODUCTION  

The requirement for timely input to policy and healthcare decision-making encouraged 

evidence producers to accelerate their processes, resulting in the approach often referred to 

as a rapid review. Rapid reviews expedite the evidence synthesis process by streamlining or 

tailoring the rigourous and explicit methods of a systematic review, and a variety of 

approaches may be employed (1-7). Use of rapid reviews is seemingly increasing as 

organizations struggle to meet the needs of knowledge users requesting timely evidence-

informed decision support. Research on rapid reviews is consequently expanding in parallel 

as investigators attempt to fill documented knowledge gaps by attempting to define and 

validate approaches and quantify the implications and impact of use (1). Despite these 

efforts, little is known about the opinions or views of both evidence producers and 

knowledge users towards rapid reviews. 

Although informal opinions about rapid review approaches seem to abound, no formal study 

of these views exists in the literature. Early on, as this type of approach was new to the 

evidence synthesis landscape, there appeared to be a certain stigma attached to rapid 

reviews. The general perception at that time was that a rapid review was a “quick and dirty” 

systematic review, and there was pushback from conservatives in the research methodology 

community despite uptake from knowledge users. Previous work has highlighted common 

themes associated with rapid reviews: the aim to inform health care decision-makers (also 

called knowledge users), a deficit in reporting and transparency of conduct, and an unclear, 

heterogeneous of approaches that all fall under the broad umbrella term ‘rapid review’ (8-

11). Yet, despite some central shortcomings, rapid response programs continue to thrive and 

expand internationally (4, 7). Although negative views may persist, it seems clear that there 
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is a distinct group of supporters who continue to cautiously champion and encourage the use 

of rapid reviews to support evidence-informed decision making. No research to-date has 

attempted to capture these views, and we know very little empirically how producers 

subjectively feel about rapid reviews and the risk of flawed conclusions or ‘less than best’ 

data that may result from methodological concessions made while accelerating the evidence 

synthesis process. Similarly, no organized study to-date has measured the end-users opinions 

on rapid reviews, how they value this form of evidence, or their experience with rapid 

reviews in practice. 

Though difficult to delineate, improved understanding of the prevailing or varying values, 

beliefs and attitudes pertaining to rapid reviews is essential, as mindset can influence action, 

conduct and uptake. Investigating attitude and perception is important for a few reasons. 

Cross (2005) states that attitude and opinion help to form cognitive relationships, which in 

turn may influence actions or conduct (12). In fact, attitude can be defined by a 

predisposition to act in a particular way (13). As such, positive thought may lead a producer 

or user to approach or value rapid reviews in a positive manner or predispose them to behave 

in a supportive fashion. Likewise, more cautious, or even pessimistic notions around rapid 

reviews may influence conduct, curb use, or sully their value which may limit impact. 

Comparing and contrasting these factors among and across the various stakeholder groups 

may serve to identify correlations in thought, similarities in experience or gaps in needs or 

methods. In addition, a comprehensive understanding of beliefs towards rapid reviews will 

further inform both evidence producers and researchers on how to continue to support the 

needs of decision-makers.  
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A broader view of rapid reviews 

This study is part of a broader research program on rapid reviews which involved 3 

independent, yet related studies, including: 1) a scoping review of rapid review samples to 

map characteristics and methods of rapid reviews and to check their adherence to conduct 

and reporting guidelines; 2) a modified-Delphi study aiming to identify key defining 

characteristics of rapid reviews; 3) the Q methodology study on attitudes and perceptions 

reported here. The course of action from the associated study program contributed to the 

sharing of knowledge and provided a gateway for an expanded discourse on rapid reviews; 

however, opening the dialogue and merely summarizing the collective thought is 

insufficient. Hartling et al. (2015) note the importance of studying end-user perspectives in 

their recent work (4). In order to further our global understanding of rapid reviews, it is also 

important to study the attitudes and traits of those who produce them. Given the absence of 

evidence from either perspective, a more formal review is merited. 

Q methodology 

Fundamentally, Q methodology is a research methodology that allows for the systematic 

study of subjectivity (14). The method employs both qualitative and quantitative methods to 

reveal and detail viewpoints, values, attitudes, and opinions among a group of participants 

on a particular topic (15). A few key objectives underlie the use of a Q methodology; First, 

the goal of finding the range of communicated ideas on a topic, followed by exploration of 

the prevailing variations in it, and finally, to logically connect these variations in an orderly 

way to each other. Following individual rank-ordering of statements, connecting of 

viewpoints is completed statistically through an inversion of conventional factor analysis 

(15). The difference lies in the assessment of correlation of individuals rather than tests or 
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mathematical variables. Correlation is done across viewpoints and ultimately mapped to 

results labelled ‘factors’. Following a careful and methodological interpretation, the resulting 

factors represent the participants’ subjectivity on the topic, and tell a specific ‘story’ about 

their beliefs, values and perceptions (Figure 5-1) (14).  

Figure 5-1. Steps in Q Methodology* 

 

*Adapted from Amin, 2000 (16). 

 

 

The main goal of this study is to gauge how producers and knowledge-users feel about rapid 

reviews, and explore the range of opinion on this emerging evidence synthesis approach. In 

addition, this study hopes to gain an understanding of whether these types of evidence 

summaries are valued, appropriate, or if certain misgivings persist given the lack of 

validation against gold standard methods. This paper presents the results of an explorative Q 
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methodology study of evidence producer and knowledge user attitudes and perceptions 

towards rapid reviews. 

METHODS 

Q methodology was used to identify participants’ collective attitudes and perceptions 

towards rapid reviews.  

There are a small number of fundamental steps essential to the Q methodology(15). First, 

collection of a broad, balanced sample of statements, referred to as the ‘concourse’, which 

represents all relevant dialogue about a topic of interest. The concourse is then further 

refined into a set of statements called the ‘Q set’. The Q set broadly represents the opinion 

field for the topic described in the concourse and is balanced to ensure that individual items 

capture each idea without gaps or unnecessary overlap. It is important to note that balance in 

this sense does not mean that half of the statements are positive and the other half negative. 

There is no solitary or exact way to produce a Q set. According to theory, it must be 

“tailored to the requirements of the study and the demands of the research question it is 

seeking to answer” (17). Development of the Q set can generally be done in a structured or 

unstructured manner. In a structured Q set, relevant subject matter is organized into themes 

or ideas based on research or observation or possibly, a preconceived theory. Items in the Q 

set are then generated to ensure that all relevant themes identified are covered. An 

unstructured Q set is also constructed based on the entirety of relevant themes and key ideas 

collected. The more flexible sampling process allows for arrangement of the Q set into a 

series of statements representative of the whole population in the concourse. Arguably there 

is more freedom with this method of Q set definition; however, efforts must be made to 
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maintain a rigourous and comprehensive process. All Q sets are ultimately judged on 

comprehensiveness, representativeness and balance in relation to the research question while 

remaining unbiased to any particular viewpoint (3).  

Next, a set of participants is selected who are referred to as the P set. Q methodology allows 

for use of small sample size as the aim is not to estimate population statistics, but rather to 

maximize diverse viewpoints and show the existence of these views (14). Q-sets of between 

40 and 80 items have become standard as anything less may not represent the views or be 

too limiting (18, 19).  

Participants are asked to review the Q set of randomly ordered statements and to rank each 

from those they agree with the most to those they disagree with the most. This sorting is 

done using a pre-defined grid based on a quasi-normal distribution. This is a standard means 

of simplifying the following statistical procedure without biasing the factors that are 

interpreted (20). Traditionally, Q sorting is carried out in-person, or by mail, with the 

participant is asked to organize statements individually printed on numbered cards on to a 

grid template. In recent years, numerous online software packages have been developed to 

facilitate the sorting process and remove the difficulty of having to mail study packages to 

participants. Both online and mail-in approaches have been validated against in-person 

interviews. Studies by Tubergen and Olins (1979) and Reber, Kaufman and Cropp (2000) 

showed reliability or validity, with no difference in outcomes associated with changing the 

method of administration (21). Mailing or online methods also allow for access to a 

theoretically relevant sample of individuals that have a much broader national or 

international distribution. Although Q-methodology gives the impression that it is a difficult 
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methodology for a lay-person to self-administer, studies have shown that parents, clinicians 

and the general public respond well when instructions are clear (17, 21). This method is 

referred to as ‘Q sorting’. Following the Q sort, the data are analysed using factor analysis. 

Finally, factor interpretation is carried out based on the results of the analysis phase. 

Setting 

Web-based Q sorting with Q-Assessor software with e-mail communication to participants 

(22).  

Defining the Q set 

A broad, comprehensive concourse representing a range of views towards rapid review was 

derived from a wide-range of sources prior to the refinement of the Q set. The goal at this 

stage was to document as many viewpoints as possible pertaining to rapid reviews, before 

refining these views into the list of opinion statements that form the Q set. Following this 

approach, statements for the concourse were gathered or extracted using 1) a small set of 

academic papers focused on rapid reviews reviewed in detail for author viewpoints; 2) 

conference proceedings where opinions and beliefs towards rapid reviews were transcribed 

in-person from plenary, oral or panel presentations, and posters or abstracts were examined 

for relevant opinions (questions or comments related to expediting evidence production 

during these proceedings were also transcribed); 3) detailed review of online resources in the 

form of relevant blogs (blog.tripdatabase.com, statistically-funny.blogspot.ca, 

blogs.biomedcentral.com), social media (Twitter) and electronic mailing lists (Evidence-

Based-Health) and, 4) in-person consultation in the form of unstructured dialogue with 

experts in evidence synthesis, including both users and producers of rapid reviews (1, 3, 5, 
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23-26). The first author attended the 2011 to 2014 Canadian Agency for Drugs and 

Technologies and Health (CADTH) Symposiums, the 2013 International Cochrane 

Colloquium in Quebec City, Quebec, and the 2014 Cochrane Canada Symposium in Ottawa, 

Ontario in order to document and record concourse statements.   

A semi-structured approach was used to reduce the total number of viewpoints in the 

concourse to a balanced and representative Q set, eliminating repeated thoughts and 

redundancies. Items, or individual opinion statements, were organized based on similar 

themes and viewpoints pertaining to rapid reviews, including: timing, scope, perceived or 

actual bias resulting from tailoring methods, transparency or reporting, inconsistency in 

approaches used to expedite evidence synthesis, ways of tailoring methods, breadth or depth 

of evidence collected, utility of rapid reviews in decision-making, appropriateness, validity 

of results, confidence in results, and suggestions for future research in this area. Best 

practices for evidence synthesis (the gold standard for synthesizing evidence) were also 

factored in to the Q-set statements from the concourse (rigour, precision of estimate, 

reproducibility, transparency, explicit methods). Views in the concourse from both producers 

and knowledge also reflected general support for the use of rapid reviews as well as 

hesitance or reserved judgement until further research is published. Statements from the 

concourse were refined based on these themes and viewpoints into a Q set of 50 items. This 

process was carried out by the first author in consultation with the second and third authors. 

Assembling the P set 

In order to maximize the possibility that a variety of perspectives could be articulated, and to 

ensure that both knowledge users and producers were captured in the sample, participants in 
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this study were identified using a purposeful sampling approach. Study authors used a 

publicly available list of attendees present at four consecutive years of the annual CADTH 

symposium to identify both producers and knowledge users. The goal was to capture 

participants actively involved in the areas of policy making, program decision-making, 

healthcare delivery and research. Ineligible attendees were removed, including those who we 

industry representatives, administrative staff, students, patient group association 

representatives and those who attended the annual symposium only once in the four years 

reviewed. The initial recruitment goal was set at 50 participants. 

Representatives were then split into two distinct lists representing knowledge users and 

producers and randomly ordered. Starting with the first person in each ordered list, those 

without a publicly accessible email address were removed in order to be consistent with 

Canada’s anti-spam legislation that came into effect July 1, 2014 (http://fightspam.gc.ca). A 

large proportion of CADTH research staff were included in the sample. As such, the 

proportion of researchers was restricted to no more than 20% CADTH staff in order to 

maintain an unbiased grouping. After obtaining approval from the Ottawa Hospital Research 

Ethics Board, the first 25 individuals in each list were invited to participate using 

standardized email invitations containing a letter outlining the study objectives, methods, 

expected time commitment, consent information, and a link to the online Q sort. 

Replacement invitations were sent to new potential participants following a refusal or when 

no response was received from an invitee after 2 reminders sent at 7 day intervals.  

The final P set consisted of 11 participants (53 invitations, response rate 20.8%). Five 

invitations were declined for unspecified reasons, 4 email invitations bounced and 2 
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potential participants contacted the first author to decline for personal reasons, including lack 

of time (n=1), lack of knowledge on rapid reviews (n=1). A profile of the expert panel is 

provided in Table 5-1. Participants were predominantly female (72.7%) with doctoral 

degrees (63.6%) and aged 35 or older (81.8%). All were from Canada. Two knowledge 

users, 8 producers and 1 respondent who did not consider themselves part of either category 

responded. Names of participants have not been identified in order to maintain the 

anonymity agreed upon as a condition of participation. Participants were not compensated. 

Table 5-1. Profile of the producers and knowledge users (n=11). 

 

Geographic Location n (%) 

Canada 11 (100) 

Age: n (%) 

18 to 35 2 (18.2) 

36 to 50 4 (36.4) 

50 or above 5 (45.5) 

Sex: n (%) 

Female 8 (72.7) 

Male 3 (27.3) 

Education: n (%) 

Doctorate 7 (63.6) 

Masters 3 (27.3) 

Undergraduate 1 (9.1) 

Consider Themselves: n (%) 

Researcher/Producer 8 (72.7) 

Knowledge User 2 (18.2) 

Neither 1 (9.1) 

Have ever been the author of 

a rapid review 
n (%) 

Yes 7 (63.6) 

No 4 (36.4) 

Have used a rapid review to 

aid in a policy or decision-

making? 

n (%) 

Yes 7 (63.6) 

No 3 (27.3) 

Unsure 1 (0.9) 
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Although the sample size may be considered small for a conventional factor analysis, the 

fundamental ideology and statistical technique underlying the Q method maintain that as 

long as a potential range of views are covered, small sample sizes may be adequate for the 

level of understanding sought out (15).  

Q sort table 

A predetermined grid, or Q sort table, based on a quasi-normal distribution was used (Figure 

5-2). The table consisted of 50 cells spread across 7 columns of varying length matching the 

number of statements in the Q set. Scores of +3 (most agree) and -3 (most disagree) were 

assigned to anchor the extreme limits of the Q sort table, with sequential label numbering 

heading each column, including a value of ‘0’ for neutral. 

Figure 5-2. Fixed distribution for the Q-set 

Least Agree    Most Agree 

Statement Scores  

(n) 

-3 -2 -1 0 1 2 3 

(2) (6) (10) (14) (10) (6) (2) 

 

 

Five individuals piloted the instructions, Q set and Q sort online using Q-Assessor, a web-

based software dedicated to Q methodology that was customized for this study (22). 

Instructions were examined for clarity, feasibility, and to ensure that the practical elements 

of design were appropriate. Q set was examined by the same individuals and the study team 

for content validity. Feedback did not result in a reduction or increase in the number of 

statements, only minor adjustments to wording for clarity or ambiguity. 
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Q sort process 

Participants completed the online Q sorting process using Q-Assessor (22). On the initial 

page, they were provided with an overview of study terminology, reminded of the study 

objectives, and asked to proceed to a preliminary Q sort of the 50 statements on rapid 

reviews. Next, participants sorted the statements into broad categories of “agree”, “disagree” 

and “neutral” based on their own understanding, opinions and perceptions of rapid reviews. 

In the subsequent step, the Q sort table was presented (Figure 5-2). Participants were first 

asked to consider the range of opinion represented in the Q set while selecting and placing 

the statements they most strongly agree (n=2) or disagree (n=2) with onto the extremes of 

the table. After that, they free-sorted the remaining 46 statements, moving and reviewing the 

position of each until satisfied that they best reflected their own views. Finally, participants 

were asked open-ended questions qualifying the strongest views ranked in their Q sort. A 

brief profile questionnaire was also administered. Based on pilot testing, it was estimated 

that the time to completion would be between 20 and 25 minutes. Actual time to completion 

was 45 minutes, on average.   

Analysis and factor interpretation  

 Q sorts entered by participants were analyzed using by-person factor analysis (i.e., statistical 

analysis is based on the individual, instead of a statement, characteristic or trait) in Q-

Assessor. Initially, a correlation matrix was created to identify patterns of agreement and 

disagreement across the individual Q sorts. Correlations larger than 1.96 times the standard 

error (1/√�, where n is the number of statements) were used to identify significant 

relationships in the data (14). Factor extraction was initiated by calculating centroid factor 

loadings from the data. Positive and negative associations between each Q sort and the seven 
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preliminary factors were explored. Eigenvalues, variance (total and by factor) and 

communality (h
2
) were also calculated. Eigenvalues and individual variance represent the 

strength of the factor extracted and its potential explanatory power, with a higher value 

representing superior factor choices (15). Communality is a measure of how much an 

individual Q sort holds in common with the other sorts in the study and is used for 

comparing and contrasting individual response across the initial (unrotated) factors.  

Following a careful assessment of the preliminary factor loadings across a number of 

potential factor arrangements and their associated statistics, primary factors were extracted. 

In order to be considered, factors had to have an eigenvalue ≥ 1.00 and at least one 

significant loading as assessed by the Fuerntratt criterion following a varimax rotation of 

latent factors (27). Additionally, the group of residual factors had to account for at least 40% 

of the total variance in the Q sorts (28).  

Prior to factor interpretation, factor arrays (Table 5-2) and normalized weighted average 

statement scores (z-score
6
), or factor scores, were calculated. Statements with a significant 

factor score (p<0.05) were considered distinguishing for a factor (21). Factors were then 

qualitatively interpreted by the first author based on the systematic and methodical approach 

to factor interpretation using the organization system described by Watt et al. (Chapter 7) 

(15).  

Table 5-2. Factor arrays 

<Author’s note: Table 5-2 is too large to insert in-line, so it can be viewed at the end 

of the manuscript> 

 

                                                 
6 The weight “w” is based on the respondent’s factor loading “f”, and is calculated as: w=f/(1-f2). The weighted average statement score is 

then normalised (with mean of 0.00 and standard deviation of 1.00) to remove the effect of differences in numbers of defining respondents 

per factor, and making statements’ factor scores comparable across factors.21. Van Exel, Job, de Graaf, Gjalt. Q methodology: A sneak 

preview. Online document http://www qmethodology net/PDF/Q-methodology. 2005.  
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RESULTS 

All 11 participants completed the Q sort process and answered the open-ended interview 

questions following (completion rate 100%). Three study factors were identified following a 

by-person factor analysis of 11 Q sorts. Study factors were categorized as Factor A “Don’t 

judge a book by its cover”, Factor B “Gold standard or bust” and Factor C “The 

pragmatist(s)”. Following varimax rotation, the three extracted factors explained 46.1% of 

the total variance in this study. All 11 Q sorts loaded significantly on one of the three factors 

and none of the Q sorts were confounded (meaning that none of the Q sorts loaded 

significantly on more than one factor). All three factors had eigenvalues greater than 1.00, 

however, only two of the factors had two or more significant Q sorts and can be considered 

exemplar individual factors. Table 5-3 shows the characteristics for the factors. The 

composite reliability coefficients (rc) indicated construct validity for each factor as all values 

acceded the acceptable threshold of 0.70 (29).  

Table 5-3. Q Factor characteristics  

 

Characteristics Factors 

 A B C 

Number of Defining Variables 8 2 1 

Composite Reliability 0.97 0.889 0.8 

Standard Error of Factor Scores 0.174 0.333 0.447 

    

 

Each factor, or salient perspective on rapid reviews, emerged from the attitudes and beliefs 

of the participating producers and knowledge users. Factors were ‘named’ according to their 

defining characteristics and following a careful, comprehensive interpretation of the factor 

arrays, scores and rankings. Participant profile information and results from the open-ended 



 

166 

questions were also considered during interpretation. A description of each factor is 

presented with summary details of the participants who loaded significantly on the factor. 

Rankings of relevant items are provided. For example (+ 3) indicates that a statement is 

ranked in the +3 position which represents agreement in the factor array Q sort.  

Factor A. “Don’t judge a book by its cover” 

Factor A explained 24.5% of the total study variance. Eight of 11 participants significantly 

loaded on this factor. Fifty percent were female and 87.5% were evidence producers.  

This group was characterized by their view that we need to look more in-depth at the value 

or quality of individual review as opposed to a global assessment based on the labels 

traditionally employed to distinguish between evidence synthesis products (i.e. systematic 

review, rapid review). They had strong agreement (+3) with two statements in particular: 

“All evidence synthesis products, including rapid reviews, [systematic reviews, or health 

technology assessments], can be conducted very well or very poorly” and “A well-conducted 

rapid review may produce better evidence than a poorly conducted systematic review”. They 

similarly disagreed (-2) with the statement that “a rapid review cannot be a systematic 

review”. Quality and value were again referenced in factor A (+2) through participant 

agreement with the statement “Rapid reviews and all other evidence synthesis products hold 

the same value as long as they retain the core value of being transparent in conduct, include 

the highest quality evidence available and present results with a qualification on the strength 

of evidence”. Participants defined by this factor may prescribe to a manifesto that 

acknowledges ‘the good, the bad and the ugly’ in all types of evidence synthesis products.  



 

167 

The relationship between time and quality were also common themes in factor A. 

Participants agreed that value and quality were not tied to the length of time taken to 

complete a review, no matter how long or short. They agreed (+2) with the statement “A 

good quality review of evidence is determined by the methods used, not by the speed at 

which it is completed” and disagreed (-3) with the statement “The more time spent 

conducting the review of the evidence, the more valid the results of the review will be”.  

This group agreed (+2) that “Using rapid reviews to inform decisions is better than using no 

evidence at all” but that minimum reporting standards are desirable (+2) (e.g. A PRISMA 

statement for rapid reviews). This is supported by the disagreement (-2) documented for 

“Reporting of the results of rapid reviews must be tailored to the knowledge user(s) who 

commissioned the review”.  

Factor B. “Gold standard or bust” 

Factor B explained 9.6% of the total study variance. Two female participants significantly 

loaded on this factor, one producer and one knowledge user. 

This group strongly believed in the gold standard systematic review to meet the needs of 

knowledge-users, and that use of rapid reviews should be the exception, and not the rule. 

They firmly hold the belief (+3) that “deviating from accepted systematic review methods 

may introduce bias and impact the validity of the resulting rapid review, which may be an 

unacceptable risk for some for knowledge users” and that “rapid reviews cannot be 

systematic reviews”. They also strongly disagreed (-3) that it is always appropriate to 

conduct rapid reviews. They agree (+2) with conducting a comprehensive systematic review 
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of all available evidence when time allows, and that rapid reviews do not replace systematic 

reviews or health technology assessments. They were also clear in their disagreement (-2) 

with the statement “The opportunity cost of a comprehensive systematic review or health 

technology assessment is too high and it is more advantageous to conduct rapid reviews 

when timeliness is a factor” and generally agreed (+1) that “Rapid reviews should only be 

conducted when the alternate option is the use of no evidence to inform a decision”. 

Participants also endorsed the view (+1) that “Rapids reviews are ‘quick and dirty’ 

systematic reviews”, which participants in Factors A and C both disagreed with (-2). This 

sentiment is repeated in their disagreement (-2) with the principle suggested by “A well-

conducted rapid review may produce better evidence than a poorly conducted systematic 

review” 

Factor B, more than other groups, asserted that additional research in the area of rapid 

reviews is warranted. They also disagreed with statements pertaining to standardization of 

rapid review methods conflicting with the needs of knowledge users. They are neutral in 

their beliefs that rapid reviews meet the needs of decision-makers, and strongly (-2) disagree 

with the idea that “Knowledge users don't always need all of the evidence, they just need the 

best evidence to support their decision, and what is ‘best evidence' is specific to the 

knowledge user”. To this group, it appears that a systematic review should always be 

considered ‘best’.  

Factor C. “The Pragmatist(s)” 

Factor C explained 11.9% of the total study variance. One participant, a female evidence 

producer, significantly loaded on this factor. 
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This factor was characterized by a focus on the pragmatic needs of the knowledge user, 

balanced with the value of tailored rapid reviews and the inherent risk of bias that may 

accompany their use in decision-making processes. In opposition to those in Factor B, 

participants felt strongly (+3) that “Knowledge users don't always need all of the evidence, 

they just need the best evidence to support their decision, and what is ‘best evidence' is 

specific to the knowledge user”. They also strongly agree (+2) that rapid reviews meet the 

needs of knowledge users and must be tailored to the individual specific needs of those 

commissioning the review (+3). They disagree (-3) that “When time allows, a 

comprehensive systematic review of all available evidence should always be conducted”.  

Factor C participants are also pragmatic in that they seem to accept that use of rapid reviews 

may bring with it some risk. They emphasize (+2) that “The value of rapid reviews in the 

context of emergent decision-making needs outweighs the disadvantages or risk of bias and 

potentially ‘imperfect' evidence” and balance that with the requirement (+2) that 

transparency of process is important as it allows the end user to make their own assessment 

on validity and appropriateness. This is supported by the belief that there should be 

minimum standards for the methodological conduct of rapid reviews but disagree (-2) that 

“It is appropriate to endeavor to define a single, unique methodology for rapid reviews”. 

Related to this, they agree that “Standardization of rapid review methods may conflict with 

the needs of knowledge users”. They also admit more so than other factors they believe it is 

difficult to tell a rapid review from a systematic review unless it is explicitly stated (+1). 

This may carry forward the idea that although they like to have the option of a pragmatic 

approach to meet their needs, they also require as much information about the methods used 

so they know how much confidence they can place on the results. 
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In the perspective associated with Factor C, there is impartiality (0) associated with 

comparing rapid reviews to other product types, and about the needs for further research on 

rapid reviews. Although views on the judgement of quality of this type of evidence are also 

impartial, there is strong disagreement that “It is difficult to judge the validity of a rapid 

review as the reporting is often truncated and protocols are not published”.  

There was some overlap with the perspectives defined by Factor A. Participants firmly 

disagreed (-2) that “A rapid review cannot be a systematic review” and that “Rapid reviews 

are quick and dirty systematic reviews”. 

Consensus statements 

Participants equally agreed or disagreed on several statements that were not distinguishable 

across factors, referred to as ‘consensus statements’ (Table 5-4). They generally agreed with 

the statement “Rapid reviews mean different things to different people”. There was broad 

disagreement with three statements: “It is appropriate to endeavor to define a single, unique 

methodology for rapid reviews”, “Any review of evidence that takes longer than 3 months to 

produce is not a rapid review.” and “Any review of evidence that takes longer than 1 month 

to produce is not a rapid review”. All participants strongly disagreed with the statement 

“Rapid reviews should only precede a more comprehensive and rigorous systematic review”. 

Table 5-4. Statements showing agreement and disagreement across factors 
 

No. Statements Factor Score 

Disagreement across factors A B C 

4 Further research comparing the methods and results of rapid reviews and systematic 

reviews is required before I decide how I feel about rapid reviews. 

-1 2 0 

3 Deviating from accepted systematic review methods may introduce bias and impact the 

validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. 

0 3 1 
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No. Statements Factor Score 

2 When time allows, a comprehensive systematic review of all available evidence should 

always be conducted. 

-1 2 -3 

47 A rapid review cannot be a systematic review. -2 3 -2 

28 Knowledge users don't always need all of the evidence, they just need the best evidence to 

support their decision, and what is ‘best evidence' is specific to the knowledge user. 

1 -2 3 

Agreement across factors    

6 Rapid reviews mean different things to different people. 1 2 1 

7 Rapid reviews should only precede a more comprehensive and rigorous systematic review. -3 -3 -3 

34 It is appropriate to endeavor to define a single, unique methodology for rapid reviews. -1 -1 -1 

42 Any review of evidence that takes longer than 3 months to produce is not a rapid review. -1 -2 -1 

43 Any review of evidence that takes longer than 1 month to produce is not a rapid review. -2 -1 -2 

     

 

DISCUSSION 

This research explored the attitudes and perceptions towards rapid reviews in a group of 

evidence producers and knowledge users. Analysis of the Q sorts identified 3 salient 

viewpoints which represent the broad spectrum of health care decision-makers and those 

who synthesize evidence to inform them. Factor A cautions against using labels to judge the 

quality or value or rapid reviews (or any other evidence synthesis products) and asserts that 

these variables should be assessed on an individual basis before appropriateness and worth 

can be gauged. Those prescribing to Factor B firmly hold the concepts of rigour and 

consistency of process found in a comprehensive systematic review true, and maintains that 

rapid reviews should be the exception and not the rule. Factor C has a focus on the pragmatic 

needs of the end-user instead of process, and is content balancing any risk that may be 

introduced by tailoring of methods with the imperative need for timely review of evidence. 

Importantly, results show that there are quite opposing viewpoints on rapid reviews, but that 

some commonality across these perspectives also exists. The three factors described here are 

not necessarily exhaustive of the attitudes and perceptions held about rapid reviews; 

however, the relatively clear viewpoints may be valuable on their own as they offer insight 
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into how and why various stakeholders act as they do and what issues may need to be 

resolved to increase uptake of rapid reviews. To our knowledge this is the first study to 

specifically address this facet of rapid reviews. 

Results of this study indicate that significant gaps still exist in perceived knowledge about 

rapid reviews. Most participants (Factor A) felt uncomfortable using the broad study labels 

to place any assessment of value or quality on the products falling under the nomenclature 

umbrella of ‘rapid review’. Additionally, there was broad consensus across all of the factors 

extracted that the term ‘rapid review’ means different things to different people. The notion 

that all rapid reviews are not created equal is not a novel finding, but rather a commonly 

asserted trait noted by previous study authors (1, 3, 5, 24, 30). Our results indicate that most 

participants, regardless of viewpoint are well-aware of the heterogeneous range of 

approaches used to conduct rapid reviews, and that there is no standard or accepted way to 

carry out an accelerated evidence synthesis. In truth, it is still unclear whether rapid reviews 

should aspire to any standard at all. Participants in this study stipulated that it is 

inappropriate to consider a single methodology for rapid reviews, which indicates that future 

studies should focus on more acutely describing the range of approaches captured by the 

term “rapid review” with the goal of providing some clarity to end-users. This requirement 

for multiple approaches has been put in practice by health technology assessment agencies 

like the Canadian Agency for Drugs and Technologies in Health (CADTH) and Health 

Quality Ontario who have evolved their internal rapid response and review programs into 

multi-product offerings. Recent endeavors by Moher (2015) and Hartling (2015) suggest 

between 4 and 7 functional groupings of rapid review exist and this provides a good basis for 

further study of the different approaches going forward (4, 9). It is still uncertain if the 
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ability to form an explicit definition for rapid reviews in hindered because of the varied 

approaches that must be captured by it.  

Research can “both communicate and miscommunicate” according to Glaziou et al. (2014), 

and research that is not adequately reported is at risk of becoming what the authors refer to 

as ‘research waste’ of time and resources (31). Transparency is central to the creation and 

evaluation of high quality research evidence, and something that rapid reviews are not well 

known for (3). Providing sufficient information to end-users on research process and results 

is arguably more important for rapid reviews given that they are designed specifically to 

inform policy and practice and are based upon deviations from accepted evidence synthesis 

practices. Results from analysis of the viewpoints in factor A shows that there is a desire by 

researchers to make their own judgements on the potential value and quality of rapid review 

products; However, Ganaan (2010), Harker (2012) and most recently Hartling (2015) have 

pointed out that inconsistencies in reporting and conduct make it difficult for knowledge 

users to apply these judgements. The hesitancy of participants in factors A and B to fully 

endorse rapid review methodology without caveat suggests that transparency is a pressing 

factor that must be addressed. This raises the question of whether extensions to current 

reporting guidelines (e.g., PRISMA, PRISMA-P) or conduct checklists (e.g., AMSTAR) are 

desired, or required to encourage higher quality reporting. The opinions expressed in this 

study serve to remind researchers, academic and non-profit organizations, HTA agencies, 

and editors of journals that we need to do better when it comes to transparent reporting of 

research process and methods (31). 
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Knowledge users are faced with a challenge when it comes to rapid reviews. They must 

decide whether it is acceptable to trade-off the timely receipt of evidence with the risk that 

altering methods could introduce bias or yield incomplete information that could lead to 

flawed conclusion (24).We found that some stakeholders are more risk-adverse (Factor B) 

than others (Factors A and C) when it comes to rapid reviews, even though no empirical 

study has ever quantified what the impact or effect may be to the outcome of a rapid review. 

(1, 2, 5, 7, 25, 26). Hartling and Polisena (2015) both point out that there are many well-

established rapid response programs internationally which underscores that risk is acceptable 

for certain end-users in certain situations (4, 7). There may be situations where rapid reviews 

are inappropriate, as Coates and Polisena (2015) suggest, such as those where there may be 

legal implications (7), or where evidence is required to feed into the development of clinical 

practice guidelines (8). More research is warranted to clarify how decision-makers weigh 

these risks, to gauge when the risk of erroneous decision-making is too high, and which 

situations in particular are inappropriate for rapid review. According Brassey (2015) (32), 

decision-makers want straightforward access to robust answers to their clinical and policy 

questions. He suggests that rapid reviews, by design, are different as they do not aim to be a 

systematic review, now should they aim to this standard as there are inherent flaws with this 

label that do not serve knowledge users’ needs well. He suggests our theoretical ‘bar’ should 

be set lower for rapid reviews, and that decision-makers don’t always want or have time to 

wait for the ‘best’, rather they are interested in evidence that is better than they could have 

produced on their own. This is worth further investigating as it contradicts the notion that all 

rapid reviews aim to achieve most rigorous method of synthesizing evidence. Brassey further 

suggests that systematic reviews are themselves ‘ballpark estimates’ as they summarize 
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imperfect journal articles and are subject to publication bias so much so that they can never 

be described by the word ‘accurate’. He notes emphatically that if we are going to produce 

ballpark estimates, we should turn them around quickly and not take 6 months to produce 

analogous results. 

Factors extracted also showed opposing opinions on whether a rapid review can, in fact, be a 

systematic review. While it is clear that rapid reviews aspire to a standard, it is unclear what 

that standard actually is. Methodologically, we know that it is sometimes feasible for 

systematic processes to be sped up if resources are added. Moher (2015) provides a typology 

of rapid reviews that includes a category for ‘traditional’ systematic reviews done quickly 

(9). Due to poor reporting, we are often unable to tell whether a product like this has been 

tailored, or whether additional project resources were added to meet an expedited timeline. 

Theoretically a split exists amongst the various stakeholders too. Some fundamentally 

believe that if a product is a rapid review, by very nature then, it cannot also be systematic – 

which is equivalent to saying a rapid systematic review is an oxymoron, even though this 

term is often used for accelerated syntheses (33). Based on the results of this study, 

comparisons of rapid reviews to ‘full’, ‘traditional’ or ‘gold standard’ systematic reviews are 

common, and provide a notional frame of reference on which we can judge rapid review 

conduct, reporting and outcomes (34). We currently have little empirical evidence 

differentiating rapid reviews from systematic reviews, and no prospective research to-date 

has quantified differences between the two review types (11, 26). Simply put, at this time we 

do not know when a systematic review becomes ‘unsystematic’. Further, we may be relating 

rapid reviews back to a frame of reference which itself is flawed. Systematic reviews, with 

the possible exception of those carried out by the Cochrane collaboration, have been noted to 
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have extreme variations in conduct, quality and reporting. Future research projects should 

aim to better quantify potential differences amongst these review types and to determine if 

assessing the quality and conduct of rapid reviews against this benchmark is fair or 

appropriate.  

Another unique view stemming from this study relates to concepts of quality and time. 

Participants in Factor A specifically agreed that quality of a rapid review is not inherently 

tied to the time taken to complete the work, in contrast to the view of those in Factor C who 

held the opposite. Evidence actually supports the opinion of those in Factor C. Harker 

(2012), Hartling and Kelly (2015, submitted for publication) have all examined samples of 

rapid reviews in depth, evaluated their quality and balanced this measure against the times 

taken to produce the reviews (3, 4). Results have consistently shown a relationship between 

time and quality of reporting or conduct. Additional research is needed to confirm these 

findings across the typologies of rapid review approaches proposed by both Harker and 

Moher to investigate if time variables may be confounded by the approach.  

Strengths and Limitations 

The strengths in this study lie inherently with the methodology. Q methodology was selected 

for use in this project over other methods (e.g., simple questionnaire, interviews) because it 

offers the means to study subjective topics in a more systematic and rigorous manner. No 

other method explored enabled statements or qualitative descriptions to be quantified 

statistically using validated research techniques. Q methodology also offers a cost-effective 

way to solicit opinion from a geographically diverse pool of evidence producers and 

knowledge users within the confines of the research project timeline. 
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It is important to acknowledge the potential limitations associated with this study. Although 

a large sample size is not required for a Q methodological study, results are based on a small 

number of participants who were predominantly evidence producers in Canada. No benefit 

was derived from efforts aimed at improving response rates, including sampling with 

replacement, use of user-friendly software accessible online or by portable devices (e.g., 

phone or tablet), and weekly email reminders. This smaller than desired sample size meant 

that certain methodological concessions had to be made when interpreting factors. Ideally, 

factors are defined by more than one Q sort, which we did not achieve for Factor C. While 

the same result may have been achieved with a larger sample size we cannot verify this 

claim with our study population. Although inclusion was not intentional by design, this study 

population may enable some conclusions to be drawn about Canadian evidence producers 

and users and may allow for control of other variables (i.e. the health care system, and its 

needs and demands as a whole).   

Second, although we have identified a series of insightful viewpoints on rapid reviews, the 

range of viewpoints is not globally reflective of views of the wider population of evidence 

producers and stakeholders. Q methodology does not endeavour to make a claim of universal 

applicability or to represent the views of a larger sample (12, 14). Q Methodology is also not 

intended to be a test of difference, and accordingly, results for evidence producers and 

knowledge users could not be compared and contrasted (4). While we cannot exclude the 

influence of this dynamic on our results, historically, key memberships are not usually a 

defining influence on the generation of factors. In order to truly identify the views of 

researchers and decision-makers independently, two separate studies would need to be 

carried out using identical Q sets and procedures. Additionally, the comments received post-
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Q-sort more or less represent a unique, complementary qualitative study. Outside of 

interpreting the factors, they offer a depth of knowledge on this topic that deserves further 

exploration.  

Additionally, time to completion was, on average, 15 to 20 minutes longer when study 

participants completed their rankings when compared to the pilot test. Although participants 

were guided in the study instructions not to over think their answers, it is likely that careful 

consideration and deliberation over each statement contributed to the longer time to 

completion. No participants started the ranking process and failed to complete their Q sort, 

so it is unlikely that the longer time impacted the completion rate. 

Conclusions 

This study has shown that there are distinct subsets of evidence producers and users who 

value and appreciate rapid reviews. At the same time, there are cautious segments of these 

populations who acknowledge the place of rapid reviews in evidence-informed decision-

making under certain and exceptional circumstances. Due to a paucity of knowledge on rapid 

reviews, it is difficult to define where and when their suitability should be questioned, and 

decisions on appropriateness may need to be made individually on a case-by-case basis. 

Much of the discourse on rapid reviews revolves around central concepts of time and quality. 

While there is a growing body of evidence showing review quality decreases with 

abbreviated timeframes, there are still key stakeholders who believe that high-quality 

evidence can be synthesized in a timely manner. Empirical evaluation of these two factors is 

limited by historically poor and inconsistent reporting, so there is, it seems, still no right 

answer. It is clear however, that reporting transparency and quality must improve, and some 
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participants in this study suggest that guidelines are needed before improvements will be 

seen. It was also suggested in this study that we must better define our gold standard of 

reference for rapid reviews before some of the uncertainties raised in this dialogue can be 

resolved. Once we have empirical in some of these important research areas related to rapid 

reviews, further study of evidence producer and user attitudes and opinions should be 

explored to evaluate whether the discourse has changed. 
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Table 5-2. Q-set statements and factor array  

No. Statements Factors 

  

  
A B C 

1 The evidence from rapid reviews is good enough to inform low-risk, emergent policy or decision-making needs when the alternative is the use of no evidence. 1 1 0 

2 When time allows, a comprehensive systematic review of all available evidence should always be conducted. -1 2 -3 

3 
Deviating from accepted systematic review methods may introduce bias and impact the validity of the resulting rapid review, which may be an unacceptable risk for some for knowledge 

users. 
0 3 1 

4 Further research comparing the methods and results of rapid reviews and systematic reviews is required before I decide how I feel about rapid reviews. -1 2 0 

5 Rapid reviews are too focused in scope and/or context to be generalizable to a variety of knowledge users. -2 -2 -1 

6 Rapid reviews mean different things to different people. 1 2 1 

7 Rapid reviews should only precede a more comprehensive and rigorous systematic review. -3 -3 -3 

8 The opportunity cost of a comprehensive SR or HTA is too high and it is more advantageous to conduct rapid reviews when timeliness is a factor. 0 -2 1 

9 Rapid reviews do not replace SRs or HTAs. 0 2 0 

10 All evidence synthesis products, including rapid reviews, SRs, or HTAs, can be conducted very well or very poorly. 3 2 0 

11 Rapid reviews are comparable to SRs except they are done in a more timely fashion. -1 1 1 

12 Rapid reviews are ‘quick and dirty' systematic reviews. -2 1 -2 

13 Rapid reviews need to be tailored to the specific needs of the knowledge user. 0 2 3 

14 Rapid reviews meet the needs of knowledge users. 1 0 2 

15 There is a paucity of evidence on rapid reviews, so I cannot support or oppose their use in decision-making. -1 0 -1 

16 There is so much overlap across the various evidence synthesis methods that I cannot generalize my opinion to favor one over the other without the context of the decision at hand. 0 0 -1 

17 There is a risk involved in tailoring accepted SR methods to produce rapid reviews that we do not yet understand. -1 0 2 

18 Using rapid reviews to inform decisions is better than using no evidence at all. 2 0 0 

19 It is always appropriate to conduct a rapid review. -2 -3 -1 

20 
Rapid reviews and all other evidence synthesis products hold the same value as long as they retain the core value of being transparent in conduct, include the highest quality evidence 

available and present results with a qualification on the strength of evidence. 
2 -1 0 

21 Appropriateness of a rapid review varies with the type of decision being made, and any financial, legal or other important contextual facets tied to the decision. 2 1 1 

22 My confidence in a rapid review is impacted by which methods are tailored to speed up the review process. 1 0 0 

23 My confidence in a rapid review is directly tied to results being presented and contextualized by the strength and applicability of the evidence. 0 0 -1 

24 It is important to have minimum standards for the methodological conduct of rapid reviews. 0 1 2 

25 It is important to have minimum standards for the reporting of rapid reviews (e.g., a PRISMA-RR). 2 0 0 

26 Standardization of rapid review methods may conflict with the needs of knowledge users 0 -2 1 

27 The value of rapid reviews in the context of emergent decision-making needs outweighs the disadvantages or risk of bias and potentially ‘imperfect' evidence. 1 -1 2 

28 Knowledge users don't always need all of the evidence, they just need the best evidence to support their decision, and what is ‘best evidence' is specific to the knowledge user. 1 -2 3 
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No. Statements Factors 

  

  
A B C 

29 Knowledge users do not fully understand the implications of streamlining evidence synthesis methods to produce a more timely evidence product. 1 0 0 

30 Reporting of the results of rapid reviews must be tailored to the knowledge user(s) who commissioned the review. 0 0 0 

31 Rapid reviews that omit an assessment of the quality of included studies are useless to knowledge users. 0 -1 -1 

32 Rapid reviews can be timely and valid, even when methodological concessions are made. 1 1 1 

33 
Transparency of process is more important than the actual methods used to produce rapid reviews, as transparency allows the end user to make their own assessment on validity and 

appropriateness. 
0 -2 2 

34 It is appropriate to endeavor to define a single, unique methodology for rapid reviews. -1 -1 -2 

35 Rapid reviews are not a unique methodology, they are simply a variation of a systematic review that can fall anywhere on the continuum of evidence synthesis methods. 1 -1 0 

36 
The results from a systematic review may not differ from those of a rapid review, but more research is needed to support this theory and quantify why results may be the same or 

different. 
1 1 0 

37 I put more confidence in evidence produced in a systematic review than of a rapid review. -1 1 -1 

38 The more time spent conducting the review of the evidence, the more valid the results of the review will be. -3 -1 -2 

39 Achieving a precise estimate of effect (from a SR) may not inform the decision-at-hand any better than a general estimate of effect (produced by a rapid review). 2 -1 1 

40 Rapid reviews should only be conducted when the alternate option is the use of no evidence to inform a decision. -2 1 -1 

41 A well-conducted rapid review may produce better evidence than a poorly conducted systematic review. 3 -1 2 

42 Any review of evidence that takes longer than 3 months to produce is not a rapid review. -1 -2 -1 

43 Any review of evidence that takes longer than 1 month to produce is not a rapid review. -2 -1 -2 

44 A rapid review must be justified with a valid rationale for both speeding up the process and tailoring rigourous methods for evidence synthesis. -1 0 0 

45 A good quality review of evidence is determined by the methods used, not by the speed at which it is completed. 2 1 0 

46 It is difficult to tell a rapid review from a systematic review unless very specific nomenclature is used in the title or description of methods. -1 0 1 

47 A rapid review cannot be a systematic review. -2 3 -2 

48 ‘Rapid review' is too broad a phrase – doing a review in a more timely way can only be relative to how long it takes the same team to produce a full systematic review. 0 -1 -1 

49 Producers are more concerned with the methodology and validity of rapid reviews than knowledge users. 0 0 1 

50 It is difficult to judge the validity of a rapid review as the reporting is often truncated and protocols are not published. 0 0 -2 

Variance 2.08 Standard Deviation 1.4 
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6. DISCUSSION  

6.1  Research Summary 

The purpose of this thesis was to advance the current knowledge on rapid reviews with three 

separate, but interrelated research projects. A comprehensive search for literature on rapid 

reviews allowed for a detailed overview these products in Chapter 2, along with a 

comprehensive summary of common themes and trends. Three manuscripts have been 

produced and presented in this thesis. The final chapter brings together results from an in-

depth study of the quality of reporting and conduct in a recent sample of rapid reviews 

(Chapter 3), a modified Delphi process aimed to arrive at a at definition of rapid reviews 

through a consensus building exercise with a cohort of experts in evidence synthesis 

(Chapter 4), and a Q methodology study with the objective to describe the salient viewpoints 

identified during a qualitative and quantitative study of attitudes and opinions on rapid 

reviews (Chapter 5). This final chapter aims to supplement the discussion and limitations 

sections in each manuscript to provide an overview of findings and their significance in 

current context.  

6.2  Discussion   

This thesis provides a comprehensive assessment of the design and reporting characteristics 

of a large, recent cohort of rapid reviews. Although it may have been preferable to study 

rapid review samples without date restriction, this limitation was necessary for feasibility. A 

detailed examination of the baseline characteristics showed a heterogeneous mix of 

nomenclature, research questions and approaches to rapid reviews from a relatively small 
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number of countries internationally. This finding correlates with those who have previously 

studied rapid review samples, indicating that there has been no real progression towards any 

particular rapid review method in recent years. Harker et al. (1) who also found that a large 

quantity of reviews are being produced by a relatively small number of countries. 

Respondents to both the modified Delphi survey were also limited geographically to the 

same countries, and respondent to the Q methodology study were all Canadian. We do not 

feel that this limits the generalizability of the findings in this thesis. The cross-sectional 

survey of rapid review producers by Polisena et al. published recently also corroborates our 

result (2). It seems that initial rapid review innovators such as Canada, the UK and Australia 

continue to contribute substantially to this field. Given their entrenched HTA and rapid 

response programs, high uptake from health care decision-makers and the increasing 

numbers of smaller evidence producing groups in these countries contributing to the rapid 

review literature, it is clear that there is an opportunity to provide leadership in the evolving 

methodological field. Recent initiatives led by individuals from these countries, such as the 

2015 CADTH Rapid Review Summit and the establishment of a Cochrane Rapid Response 

methods group show that they are accepting of this opportunity. Hopefully, with the more 

global influence of groups such as the Cochrane Collaboration involved, a new group of 

interested parties will join the rapid review dialogue and contribute to filling some of the 

research gaps that persist.  

The rapid review samples included in this study showed low compliance overall with both 

the PRISMA reporting guideline and AMSTAR quality of conduct checklist, although there 

was better overall compliance with reporting characteristics than with the conduct items. 

Only select items in both instruments were adequately addressed by any rapid review. 
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Previous literature has asserted that there may be requirements for both reporting and 

conduct guidelines for rapid reviews (3-5), although little advancement has been made in this 

area. Our results show that there is still much room for improvement in this area, and that 

reporting and conduct guidelines may facilitate and encourage more transparent output from 

accelerated research methods. This in turn, would aid decision-makers in balancing their 

requirements with the potential risk of incomplete or erroneous evidence resulting from 

tailored synthesis processes. In our study of attitudes and perceptions about rapid reviews, a 

salient viewpoint was identified that noted it is inappropriate to use product labels (e.g., rapid 

review, systematic review) to ‘judge a book by its cover’ when it comes to assessing value 

and quality in rapid reviews. It follows then that in order to achieve an adequate assessment 

of value and quality for a particular rapid review, ‘the words must be written on the pages’. 

With deficits noted, future research should focus on tools to facilitate and support 

transparency of process and output. If this can be accomplished through the use of guidelines 

or checklists extended to focus on rapid reviews, then these options should unconditionally 

be pursued.  

Supplementary analyses showed that there was evidence of an association between longer 

length of publication (increased number of PRISMA items adequately reported) and longer 

time to completion (increased number of AMSTAR domains met) on total scores in the 

cohort of rapid reviews studied in this thesis. For our purposes, rapid reviews were 

considered ‘published’ if they were indexed in a bibliographic database and were available in 

a peer-reviewed journal, and ‘unpublished’ when they were located in the grey literature 

(e.g., available on the website of the producing agency or organization). This relationship 

with length of report in pages was reciprocated when the rapid reviews were stratified by 
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publication status, but was not significantly associated with AMSTAR score in the published 

reviews. Although we were unable to explore regression against length of pages for 

AMSTAR due to data limitations, trends in the data also showed a relationship. These 

findings are novel, but should not be taken as definitive given the very small number of rapid 

reviews that reported time to completion, and the limitation of extracting a cross-sectional 

sample of rapid reviews. Interestingly, our findings regarding time to completion and quality 

of conduct as assessed by AMSTAR were in direct opposition to the viewpoint of the 

participants who prescribed to Factor A (“Don’t judge a book by its cover”) in our 

exploration of attitudes and opinions on rapid reviews. While that group firmly believed that 

reduced time to completion was not related to reduced quality, we found a limited set of data 

to show the opposite. Although no formal study has explored this relationship, AMSTAR 

and PRISMA are likely collinearly related, so it is difficult to definitively attribute our 

findings to the quality of reporting or conduct alone. Regardless, these areas should be 

explored further to investigate the reasons for these relationships, and additional explanatory 

variables such as journal factors, or absence of a protocol through, if sample size permits, 

multiple or meta-regression. Modifications to the PRISMA and AMSTAR guidelines to 

allow a more granular examination of some of these factors may facilitate that process.      

One of the aims of this thesis was to achieve a pragmatic, operational definition for rapid 

reviews that is useful to both evidence producers and users, and allows for differentiation of 

this approach from other synthesis methods. Experts in the modified Delphi study reached 

consensus on 10 of 11 final characteristics statements and results demonstrate that rapid 

reviews can be differentiated from systematic reviews or other evidence synthesis products 

using these key defining characteristics , although there may be overlap amongst some the 
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common traits. Experts agreed that a comprehensive definition of rapid reviews should 

consider multiple domains, including: (1) timeliness in relation to full systematic reviews; (2) 

an aim to meet the specific requirements of a decision-maker; (3) tailoring of the explicit and 

reproducible methods conventionally used to conduct systematic reviews in order to expedite 

the process; (4) flexibility of approach, process adapt and turnaround time; (5) the existence 

of risk to the overall validity of the process and findings that must be considered; and, (6) a 

goal to use the most rigorous and systematic methods that time will allow, and, (7) the 

essential requirement of transparency of process and completeness of reporting in all output 

from the rapid review. One domain suggested by Abrami et al. (6) as a key defining factor in 

rapid reviews, scope, was touched on in some of the expert comments, but not explicitly 

included in the final set of characteristics, except through inference from other 

characteristics. Experts did not agree on the statement describing assessment of the risk of 

bias within or across studies included in a rapid review, and attempts to clarify or revise 

statements focused on this domain were not successful. We attempted to apply the 

characteristic statements across the samples of rapid reviews examined in Chapter 3, and 

found that poor reporting obviously limited our capacity to assess goodness on fit on some of 

the variables (e.g., protocol, risk of bias, timeliness, limited reporting of reasons for 

acceleration or context from the commissioning knowledge user). These factors may be 

explored further by the student in follow-up research.    

While this study was the first to report definitive characteristics of rapid reviews, no single 

definitive statement was produced that explicitly differentiates rapid reviews from other 

evidence synthesis methods. We were unable to eliminate overlap with systematic reviews at 

one end of the evidence synthesis continuum, and with scoping reviews at the other end, and 



 

191 

possibly, it was unfitting to attempt this feat. Participants in the Q methodology study 

(Chapter 5) unanimously agreed that it is inappropriate to endeavor to find a single, unique 

methodology for rapid reviews, and following the three studies in this project, the student 

agrees that it may not be appropriate to produce a single, unambiguous statement which 

captures the broad array of report types that fall under the term ‘rapid review’. The 

shortcomings of our results highlight the requirement to move towards an alternative means 

of defining rapid reviews, one that better captures the spectrum of approaches utilized to 

expedite evidence synthesis processes and one that will better serve evidence producers and 

users. Work by Hartling et al. and Moher suggest that rapid reviews are better captured or 

characterized though a classification or taxonomy of rapid review sub-types (4, 7) and this 

idea should be explored further. Classification mechanisms have the advantage of grouping 

alike reviews into an arrangement according to some pre-defined criteria, which in turn, 

assists in generally differentiating these reviews from others and with other evidence 

synthesis products. Both Moher and Hartling et al. ascribe different classification schemes to 

their groupings on between 4 and 7 groupings. Many products produced by HTA and other 

agencies internationally nest easily into these categories, depending how they are defined. In 

order to capture the ‘best’ way to organize rapid reviews into a classification, further 

research should aim to achieve consensus from experts, evidence producers and knowledge 

users on a criteria for sorting these reviews, and pragmatically test the application of such a 

scheme across a wide array of published and unpublished rapid reviews to test applicability.  

6.3  Research Contribution  

The focus of this research was to improve knowledge on rapid reviews in areas where 

knowledge gaps currently exist, and to better understand the experience of evidence 
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producers and users as it relates to rapid reviews. Ensuring that research products better 

address the needs of a range of users is a theme relevant to all types of reviews, but 

undoubtedly central to rapid reviews. This thesis explores our current knowledge on rapid 

reviews and also makes a valuable contribution to the field of research on accelerated 

evidence products. The studies conducted as part of this thesis also provide a natural 

foundation for future research agendas and have already provided valuable contribution to 

the field of research in rapid reviews. A summary of the research activities resulting from 

this work is presented below. 

6.3.1 Meetings and Workshops 

As a student I was selected by an internal committee to receive a full travel bursary from 

CADTH to attend the 2011 CADTH Symposium in Vancouver, British Columbia (BC) 

based on the research potential of my thesis work on rapid reviews, and my ability to 

contribute to the important conversations on this topic with evidence producers, industry and 

decision-makers attending. The valuable personal connections made at that conference laid a 

foundation for my involvement in many rapid review initiatives going forward. Over the past 

five years (2011 to 2015), I have attended all of the CADTH Symposiums across Canada and 

have presented the following in relation to the work from this thesis: 

1. S Kelly, T Clifford, D Moher. Making evidence informative for decision-makers: 

Deconstructing ‘rapid reviews’. Canadian Agency for Drugs and Technologies in 

Health (CADTH) Symposium, Ottawa, ON, April 2012. (Poster) 

2. S Kelly, C Cameron, J Brassey, S Myles, A Chambers, S Bermingham, D Moher, T 

Clifford. Meeting NEED with SPEED: How Rapid Reviews are changing the 

HTA/evidence Landscape. Canadian Agency for Drugs and Technologies in Health 

(CADTH) Symposium, Ottawa, ON. April 2014 (Panel session, oral presentation, 

session moderator)  
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3. S Kelly, T Clifford, D Moher. Deconstructing ‘Rapid Reviews’? When is evidence 

'good enough’? Canadian Agency for Drugs and Technologies in Health (CADTH) 

Symposium, Saskatoon, SK, April 2015. (Oral presentation) 

I attended the 21
st
 International Cochrane Colloquium (19-23 September, 2013) and assisted 

with coordination and facilitation of a workshop on rapid review methodology with other 

research leaders in the field and involved attendees from around the world. The primary 

purpose of the workshop was to exchange and share information among the attendees about 

the methods used for rapid reviews, the usability of rapid reviews and their appropriateness 

to support informed decisions in health care. Discussions centred on the methods used, report 

formats and impact of rapid reviews in policy decisions. This workshop was attended by over 

50 attendees including key leaders in the Cochrane community and formed the foundation 

for the creation of the Cochrane Rapid Reviews methods group of which I am an active 

member. This workshop was followed up by a meeting of select rapid review researchers at 

the Cochrane Canada Symposium in 2013 in Ottawa where official plans to create the 

Cochrane methods group for rapid reviews were communicated and discussed with 

administrators of the Cochrane Library. 

In February 2015, I attended the CADTH Rapid Review Summit in Vancouver, BC with 

approximately 150 other participants where my work on rapid reviews was cited by three 

presenters over the course of the two-day forum attended by knowledge producers and users 

of rapid reviews from a wide range of research and practice settings across Canada and 

internationally (8).     
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6.3.2 Publications 

This thesis has produced three manuscripts that will be submitted for publication in peer-

reviewed journals in 2015: 

1. S Kelly, D Moher, TJ Clifford. Quality of conduct and reporting in rapid reviews: An 

exploration of compliance with PRISMA and AMSTAR guidelines. 

2. S Kelly, D Moher, TJ Clifford. Defining rapid reviews - An eDelphi consensus 

approach. 

3. S Kelly, D Moher, TJ Clifford. Expediting evidence: Exploring attitudes and 

perceptions towards rapid reviews using Q methodology. 

In addition to these manuscripts, the exhaustive data collected on the sample of rapid reviews 

(Chapter 3) will be explored for further publication (Appendix B). I continue to collaborate 

with Dr. Andrea Tricco (St. Michael’s Hospital/Li Ka Shing Knowledge Institute) to explore 

the definitions of rapid reviews cited or stated in the samples collected as part of this thesis 

and a similar project being conducted at St. Michael’s Hospital in Toronto, Ontario. We 

intend to document themes common across the definitions collected and will explore 

publication once the content analysis is complete.   

6.4  Future Research Directions 

Research on rapid reviews is moving forward. At the 2015 CADTH Rapid Review Summit, 

a key objective was to identify areas for rapid review research (8), and several ongoing or 

new research initiatives were cited. Chantelle Garrity (Senior Program Manager, Knowledge 

Synthesis Group, Ottawa Hospital Research Institute) highlighted several research programs 

on rapid reviews underway, including my own. Two PhD students are currently working 

under Dr. David Moher from the Ottawa Hospital Research Institute, Centre for Practice 
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Changing Research to further characterize the types of rapid reviews being produced 

internationally and to strengthen methods that could be used for sharing, including resource 

tool kits and e-tools among other topics (8). Exploring the use of rapid reviews by research 

and funding agencies is also a priority in order to identify knowledge gaps, set research 

priorities, and ensure the appropriate use of funding resources.  

At the same meeting, Dr. Andrea Tricco from St. Michael’s Hospital and the Li Ka Shing 

Knowledge Institute in Toronto, Ontario outlined her research agenda to compare rapid 

reviews and full systematic reviews in a study called DARTS (Diagnostic Accuracy of Rapid 

reviews compared To Systematic reviews). At the meeting, attendees participated in a live 

consensus-building exercise to choose a rapid review approach for this research that will 

involve three research institutes from Canada (5).  

A session was held at the Rapid Review Summit to prioritize rapid review research agendas 

going forward. In groups, summit attendees were asked to identify and share ideas and 

submit their suggestions to meeting organizers. The ideas were presented and discussed in a 

large forum setting which resulted in seven main thematic areas (8): 1) theory and taxonomy; 

2) methods and application; 3) comparison and contrast with systematic review; 4) 

evaluation of use; 5) database; 6) influencing practice; and, 7) tools and guideline 

development. Some of these important topics have been addressed in this thesis, while others 

are being explored by graduate students, scientists and producing agencies internationally.  

Findings from this thesis demonstrate that future research on rapid reviews should focus on 

several priority areas: 

1. Researchers and methodologists must work towards quantifying any bias or differences 

in the estimates of effect that may be introduced through the tailoring of rigorous 
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evidence synthesis methods and whether these differences matter to decision-makers. 

Ideally a large prospective sample would capture systematic and rapid reviews answering 

a wide range of research questions and account for the inherent variation in approach to 

compare whether comprehensive methods, a longer production time and more resources 

truly result in findings that are more precise and/or relevant to end users. In addition, 

there must be an acknowledgement that semantics vary around both rapid and systematic 

reviews and that systematic reviews are subject to methodological, reporting and other 

deficiencies in the same way that rapid reviews have been described. Only then can an 

impartial comparison be carried out.  

2. There must be dedicated research to better understand rapid reviews in the context of the 

needs of decision-makers. According to a May 2015 presentation by Jon Brassey (TRIP 

Database, Wales, United Kingdom) at CADTH, decision-makers want easy access to 

robust answers to their clinical and policy questions. He suggests that rapid reviews, by 

design, are different as they do not aim to be a systematic review, now should they aim to 

this standard as there are inherent flaws with this label that do not serve knowledge users’ 

needs well (9). He suggests our theoretical ‘bar’ should be set lower for rapid reviews, 

and that decision-makers don’t always want or have time to wait for the ‘best’, rather 

they are interested in evidence that is better than they could have produced on their own. 

This is worth further investigating as it contradicts the notion presented in this thesis that 

all rapid reviews aim to achieve most rigorous method of synthesizing evidence. Brassey 

suggests that systematic reviews are themselves ‘ballpark estimates’ as they summarize 

imperfect journal articles and are subject to publication bias so much so that they can 

never be described by the word ‘accurate’. The concept that Brassey emphatically asserts 



 

197 

about systematic reviews (if we are going to produce ballpark estimates, we should turn 

them around quickly and not take 6 months to produce analogous results) is worth 

exploring formally and deserves the attention of a more formal research study. 

3. In order to truly reduce the perception that rapid reviews are inferior simply because they 

aren’t systematic reviews, research must continue to expand on the way rapid reviews are 

described and communicated. The definition of rapid reviews reported in this thesis must 

be expanded to explore the continuum of approaches utilized, and must focus on when it 

may be appropriate or best use of research time to employ any one approach. We need a 

coordinated group to lead, continue and disseminate research on rapid reviews with a 

goal of reducing research waste and diminishing the impact of semantics or language on 

the perception, uptake and use of rapid reviews. Research in this thesis suggests that at 

least some groups believe that rapid reviews should be the exception and not the rule in 

evidence synthesis, however, Jon Brassey (9) suggests the opposite, that systematic 

reviews should only be carried out when the rationale for answering a research question 

with increased time and resources justifies the expenditure.    

6.5  Strengths and Limitations 

Strengths and limitations of the individual studies have been highlighted in each chapter of 

this thesis separately in the manuscripts produced. The greatest strength of this thesis overall 

is the mixed-methods approach that integrated findings from a detailed literature review, a 

cross-sectional sample of rapid reviews, a modified Delphi study and a Q methodological 

study. Although our findings were more hypothesis-generating than confirmatory, no other 

approaches that were identified in the literature have a similar or such an expansive scope. 

This mixed-method approach allowed for integration of findings across different 
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methodological approaches, multiple data sources, different geographies and using 

viewpoints from experts in the field of evidence synthesis, researchers and knowledge users. 

Rapid review is a unique topic area that is relevant and impactful on the health care decision-

making environment in Canada, and world-wide. Although rapid reviews themselves are not 

new in concept, the field of research related to rapid reviews is emerging, and findings from 

this thesis serve to inform and provide an extended baseline for future research efforts. 

Through our aim to produce an operational definition for rapid reviews and our dialogue 

with experts, advancements in the fundamental thought processes surrounding rapid reviews 

were achieved. This includes the need to focus less on a definition for the sake of doing so, 

and more on applying pragmatic schemes that will aid decision-makers in using this type of 

evidence in their processes. The dialogue amongst both evidence producers and knowledge 

users showed that there are commonalities in viewpoints about rapid reviews across these 

two groups, a topic that has not been assessed though formal study yet.  

Sample sizes for the modified Delphi study and especially, the Q methodology portion of this 

thesis were small and a very limited number of knowledge users responded, which may limit 

the validity of the findings of these studies. Further study may be warranted in a larger, more 

geographically diverse group of stakeholder to confirm our findings. Additionally, the 

dialogue on rapid reviews that formed the key viewpoints and the defining characteristics 

was based on the opinion of the individuals who participated. Although we have confidence 

that we made every attempt to produce a comprehensive and demonstrative view of rapid 

reviews for these topics, we must acknowledge that the sampling mechanisms employed may 

have resulted in a group of participants who not representative of all experts in the field, 
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especially those outside academia. Regardless, we hold that the information generated from 

these studies is both valuable in content and informative to the budding field of rapid review 

research. 

6.6  Conclusions 

Rapid reviews have become increasingly popular as evidence producers struggle to balance 

the requirements of evidence-informed decision-making processes with the need to produce 

high quality, inclusive evidence summaries. Knowledge users worldwide rely on evidence 

from rapid reviews to inform their work. The growing number of established rapid response 

programs and services internationally suggest that consumption of this type of evidence 

syntheses is high, and this supported by the recent trend of publishing rapid reviews in peer-

reviewed journals. However, well-established difficulties with reporting transparency and 

completeness limit the abilities of end-users to make informed decisions on the validity and 

value of rapid reviews for their purposes, which has led some to question their more global 

appropriateness in decision-making processes.   

This thesis makes an important contribution to the literature by providing a robust mixed 

methods research program which contributes information to inform documented knowledge 

gaps in our current understanding of rapid reviews. After integrating findings from a detailed 

literature search and three separate studies addressing unique facets of rapid reviews, we 

suggest that future research focus on comprehensively capturing the spectrum of rapid 

review approaches into a more comprehensive classification structure. This will serve to 

clarify methods utilized, and provide a basis on which rapid reviews can be compared and 

contrasted with other evidence synthesis methods. This scheme may also facilitate extension 
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of current systematic review reporting and conduct guidelines (e.g., PRISMA, AMSTAR) to 

rapid review methodologies. We suggest that these future endeavors will move towards 

improvements in protocol use, clarity, transparency and quality of conduct and reporting for 

rapid reviews. These initiatives will benefit researchers and methodologists, evidence 

producers, health care decision-makers and ultimately, individuals in Canada who rely on all 

of these groups for system-wide quality of practice and care. 
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APPENDIX B. ADDITIONAL CONTENT – CHAPTER 3 

SUPPLEMENT 7-1. INAHTA SCAN QUESTIONNAIRE RESULTS 

INAHTA Rapid Response Survey Results 

 

CADTH Query – September 30, 2011: The Canadian Agency for Drugs and Technologies in Health (CADTH) is preparing a paper on ‘rapid 

reviews’ or expedited systematic reviews/HTAs, particularly related to how this type of evidence meets the needs of decision-makers. Part of study 

will involve a comprehensive search for ‘rapid reviews’ that have been produced internationally since 2005 in order to formally capture methods, 

common characteristics and other key features. The search is large in scope and intentionally unrestricted. We are also well aware that definitions 

for ‘rapid reviews’ vary and are intentionally not specifying criteria that need to be fulfilled in order to qualify for a rapid review. As such, we 

would like to briefly survey INAHTA members on their current practice regarding rapid reviews.   

Question: We would like to know about current or planned ‘rapid review’ products: 

ORGANIZATIO

N 

Does your Agency 

currently undertake 

Rapid Review? 

(YES / N0) 

If NO, does your agency 

have plans to produce 

“rapid reviews” in the 

future? 

(YES / NO) 

If YES, What type of 

“rapid review” products 

does your agency 

produce 

(Please name/list if 

possible) 

What timeframe(s) do 

you offer for your “rapid 

review” products? 

Are they publicly 

available on your website 

and if so, can you please 

provide the URL/website 

address? 

SBU, Sweden 
Helena Dahlgreen 

Yes  SBU Alert Reports 

The Alerts could be 

described as early 

assessments. We try to 

assess the methods before 

they are spread in the 

Swedish Health Care. 

6 -12 months Yes 

http://www.sbu.se/en/Publi

shed/ 

 

NHSC, UK 
Claire Packer 

No No n/a n/a n/a 

Catalan, Spain 
Antoni Parada 

Yes  Under the official category 

of CAHIAQ technical 

consultations (but this is 

currently undergoing 

One week – 6 months 

dependant on scope of 

request 

Yes 

www.aatrm.net  
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ORGANIZATIO

N 

Does your Agency 

currently undertake 

Rapid Review? 

(YES / N0) 

If NO, does your agency 

have plans to produce 

“rapid reviews” in the 

future? 

(YES / NO) 

If YES, What type of 

“rapid review” products 

does your agency 

produce 

(Please name/list if 

possible) 

What timeframe(s) do 

you offer for your “rapid 

review” products? 

Are they publicly 

available on your website 

and if so, can you please 

provide the URL/website 

address? 

changes)
7
 

AVALIA-T 

(Galician HTA 

Agency), Spain 
Dr. Leonor Varela 

Lema 

Yes n/a Rapid Assessments 

(technical Reports)
8
 and 

Brief Reports
9
 

1 month (brief reports) to 3 

months (brief assessments) 

Yes 

Consultas técnicas). 

(brief reports are internal 

only and therefore not 

available on the web) 

Ministry of 

Health, Malaysia 
Dr. Issuna Mudla 

bt Mohamed 

Ghazali and 

Dr Rugayah Bakri 

Yes n/a Technology Review 

Report and Information 

Brief 

1 week (Information Brief)  

2-4 months (Technology 

Review Report) 

Yes – technology review 

reports are: 

http://www.moh.gov.my/te

chnology_reviews 

 

Information Briefs are 

                                                 
7  We are actually discussing about how to define our final catalogue of products and services. We have mainly worked with "HTA reports" and "Technical queries or 

consultations". Officially, Technical queries have been definided as documents generated from processes of assessment when the commissioning or requesting party needs to 

obtain an answer in less time than would normally be required for a complex, exhaustive and extensive assessment report. This definition "was respected" until 3 or 4 years. 

Technical queries were similar to "rapid reviews". They were undertaken from 3 to 6 months of time. The problem was not respecting this category by the need to fit some other 

reviews made in a short period of time. For instance, under the category of "Technical queries" we have documents carried out in 6 months, meanwhile other have been carried 

out in just a few days. As you can imagine, the rigor and quality of these documents can not be object of comparison. Thus, we are working in defining new categories of 

products.  

 My preliminary idea would be to keep the following categories: 

• CAHIAQ reports (HTA, evaluation of health care services, drugs, impact of research, and so on.) 

• CAHIAQ technical queries (similar to the rapid reviews according to or adapting the standards proposed at an International level). 

• Rapid responses (a category where to fit those "extremely" rapid answers we are only based maybe on an HTA report performed by other agency or a Cochrane Systematic 

Review).  

 
8  Rapid assessments (Technical reports): which are systematic reports carried out within a timeframe of 3 months. They follow the same methodology as full systematic reviews 

but they have a narrower focus than full reports. They cover the review of effectiveness, safety, and other aspects (economic, ethical, etc) but do not include cost-effectiveness 

evaluations or  ethical analysis. 

 
9  Brief reports: they are reports elaborated in answer to specific questions from decision makers. They are systematic but can be focused only on one or two specific issues or 

simply summarize already available HTA reports. On the contrary to full HTA reports or Technical reports they don´t undergo an external review. 
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ORGANIZATIO

N 

Does your Agency 

currently undertake 

Rapid Review? 

(YES / N0) 

If NO, does your agency 

have plans to produce 

“rapid reviews” in the 

future? 

(YES / NO) 

If YES, What type of 

“rapid review” products 

does your agency 

produce 

(Please name/list if 

possible) 

What timeframe(s) do 

you offer for your “rapid 

review” products? 

Are they publicly 

available on your website 

and if so, can you please 

provide the URL/website 

address? 

internal only and not 

available on the web 

LBI-HTA, 

Austria 
Ms. Claudia Wild 

Yes n/a Quick scan 

 

 

Early assessment of Onco-

Drugs/HSS 

 

 

DSD on new hospital 

interventions 

1 week 

 

 

1 month 

 

 

 

2-3 months 

Not available on web site 

 

http://hta.lbg.ac.at/en/conte

nt.php?iMenuID=101 
 

 

http://hta.lbg.ac.at/en/conte

nt.php?iMenuID=101 

Healthcare 

Improvement, 

Scotland 
Susan Myles 

Yes n/a Scoping Report 

Evidence Notes 

Approx.. 1 & 3 months Yes   

www.healthcareimporvem

entscotland.org.  

NOTE See link to Scottish 

Health Technologies 

Group page. 

http://www.healthcareimpr

ovementscotland.org/progr

ammes/clinical__cost_effe

ctiveness/shtg.aspx 

DAHTA, 

Germany 
Elisabeth 

Giesenhagen 

No No n/a n/a n/a 

HIQA, Ireland Yes
10

 n/a See below
11

 See below
12

 See below
13

 

                                                 
10  We are planning to do more “rapid HTAs” in the next couple of years (see below) by which we mean shorter HTAs that have a specific research focus, and/or which could be 

used to support a national programme of clinical guidelines in development. We have just completed one project, and another is starting. There is also a tendency in Ireland to 

use the term “rapid HTA” for the industry provided and agency assessed HTA (pharmaceutical reimbursement assessments) 
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ORGANIZATIO

N 

Does your Agency 

currently undertake 

Rapid Review? 

(YES / N0) 

If NO, does your agency 

have plans to produce 

“rapid reviews” in the 

future? 

(YES / NO) 

If YES, What type of 

“rapid review” products 

does your agency 

produce 

(Please name/list if 

possible) 

What timeframe(s) do 

you offer for your “rapid 

review” products? 

Are they publicly 

available on your website 

and if so, can you please 

provide the URL/website 

address? 

Martin Flattery 

CDE, Taiwan 
Grace Hui-Min 

Wu 

Yes n/a Assessment report for all 

new drugs which apply for 

listing 

42 days Yes 

http://www.nhi.gov.tw/we

bdata/webdata.aspx?menu

=21&menu_id=713&WD_

ID=849&webdata_id=368

9. 

IHE, Canada 
Christa Harstall 

yes n/a Qwiknotes (list of 

abstracts) 

Technotes 

Compnote (offered but 

have not yet produced) 

Qwicknotes (2 -4 weeks) 

Technotes (1-3 months) 

Compnote (3-6 months) 

Depends on the level of the 

response 

 

Qwicknotes (not published 

but listed on website) 

Technotes (none published 

yet but will be available on 

website) 

 

A list of all our rapid 

assessments can be found 

at: 

http://www.ihe.ca/research

/health-technology-

                                                                                                                                                                                                                          
11  Our two examples are (i) the estimation of cost-effectiveness of a policy of introducing repeat universal screening of pregnant women for HIV infection in the 3rd trimester ( to 

support a national guideline) and (ii) the specifications for, and costs, of a deep brain stimulation service to be provided in Ireland and comparison with the usual policy of 

referring these patient to the UK  

 
12  90 days will be the target. We are currently trying to refine the process, and the pregnancy study referred to above has taken longer than anticipated. The DBS study (which has 

very specific purpose) is about to commence, and will be interesting to see how it goes. Our longer term objective is to do these types of review in 90 days. 

 
13  The HIV report above is due to be made available on our website during December. If it would be of any benefit for you to look at, I would be happy to share a draft of it with 

you before then. 
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ORGANIZATIO

N 

Does your Agency 

currently undertake 

Rapid Review? 

(YES / N0) 

If NO, does your agency 

have plans to produce 

“rapid reviews” in the 

future? 

(YES / NO) 

If YES, What type of 

“rapid review” products 

does your agency 

produce 

(Please name/list if 

possible) 

What timeframe(s) do 

you offer for your “rapid 

review” products? 

Are they publicly 

available on your website 

and if so, can you please 

provide the URL/website 

address? 

assessment/rapid-

assessments/ 

<http://www.ihe.ca/researc

h/health-technology-

assessment/rapid-

assessments/>   

Gesundheit 

Osterreich 

GmbH, Austria 
Daniela Perti 

No – but did in past Yes – will be doing these 

again in the future 

Rapid Assessments 22 weeks (400 hours)
14

  Yes 

http://www.goeg.at/de/Beri

chtDetail/ 
15

 

VASPVT, 

Lithuania 
Juozas Galdikas 

No  Yes – in the near future
16

 n/a n/a n/a 

FINOHTA, Finland Yes n/a MUMM (Managed uptake of 6 – 12 months Yes 

                                                 
14  In detail we have described the process of the preparation and the methodology of Rapid Assessments and also HTA in a process manual and methodology manual 

(process: http://www.goeg.at/de/BerichtDetail/Prozesshandbuch-fuer-Health-Technology-Assessment-2010.html , methods: http://www.goeg.at/de/Bereich/HTA-Methoden-und-

Prozesse.html , available only in German until now). 

 
15 Links to specific Rapid Assessments from Gesundheit Osterreich GmbH  

• Rapid Assessment: Pharmacological interactions between acetylcholinesterase inhibitors (drugs for treatment of dementia) and other drugs (finished 2010, available only 

in German): http://www.goeg.at/de/BerichtDetail/Interaktionen-zwischen-Antidementiva-und-anderen-Medikamenten.html  

• Rapid Assessment: Effectiveness of screening for COPD using spirometry (finished 2010, available only in German): http://www.goeg.at/de/BerichtDetail/Effektivitaet-

eines-COPD-Screenings-mittels-Spirometrie.html  

• Rapid Assessment: Professional dental hygiene (finished 2009, available only in German): http://www.goeg.at/de/BerichtDetail/Dentalhygiene  

 
16

 State Health Care Accreditation Agency under the Ministry of Health of the Republic of Lithuania (hereafter – Accreditation Agency) does not undertake rapid reviews at the 

moment. Currently Accreditation agency has prepared an application for the project to get the financial support from European Funds. The main purpose of the project is to create 

the HTA system in Lithuania. Furthermore it is planned: to prepare the strategy for HTA in Lithuania and produce HTA and rapid reports as well. Besides Accreditation agency 

has already submitted the required documents to participate in the EUnetHTA Joint Action 2 project. One of the work-packages will produce rapid reports.So we have plans to 

produce rapid reports in the near future. For that reasons we are very interested in the results of your query and the final paper of rapid reviews.  
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ORGANIZATIO

N 

Does your Agency 

currently undertake 

Rapid Review? 

(YES / N0) 

If NO, does your agency 

have plans to produce 

“rapid reviews” in the 

future? 

(YES / NO) 

If YES, What type of 

“rapid review” products 

does your agency 

produce 

(Please name/list if 

possible) 

What timeframe(s) do 

you offer for your “rapid 

review” products? 

Are they publicly 

available on your website 

and if so, can you please 

provide the URL/website 

address? 

Mäkelä Marjukka medical methods) http://finohta.stakes.fi/FI/halo/

katsaukset/index.htm in 

Finnish 

 

http://lib.stakes.fi/ohtanen/hak

u.aspx English summary 

when you search with HALO 

 

*note URLs will change next 

year as website is being 

updated 
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SUPPLEMENT 7-2. DATA EXTRACTED FOR RAPID REVIEW SAMPLES 

The following variables were extracted for each rapid review sample (n=66) included in 

Chapter 3. Data extraction sheets were kept separate for published and unpublished samples. 

Category Variable Extracted 

Study Characteristics First Author 

Year 

Title 

Journal Name 

Organization or Agency Associated 

Country 

URL  

Supplemental Data/Appendices? 

Rapid Review terminology 

and definition, approach 

etc. 

Self identifies as an RR? 

Where is RR mentioned in the report (e.g., abstract, intro, limitations) 

Was a definition of RR cited? (provide citation) 

RR definition used 

Rationale provided for an expedited timeline? 

Which of David Moher’s RR approach categories does the RR best fit 

to (i to vii)? 

Decision-making context Consultation with commissioner/requestor? 

Specific decision-making context provided? 

Type of decision? 

Purpose of rapid review (context) 
Were results presented in context of the decision-at-hand? 

Time to completion Lit search date 

Submitted for publication date 

Accepted date 

Reported time to completion 

Estimated time to completion 

External reference to RR timeframe for completion (general or range) 

Research Questions (check 

all that apply) 

Efficacy, Effectiveness, Safety, Diagnostic or screening test accuracy, 

health economics, policy, public health, service delivery, health 

systems/quality improvement, clinical practice guideline, other (note) 

Protocol Mentioned? 

Published or registered? 

Elements included in protocol (Objectives, PICO, methods, research 

questions) 

Eligibility Criteria Are individual items clearly stated for P,I,C and O 

Intervention(s) being studied 

Inclusion and Exclusion criteria clearly stated? 

Literature Search Were structured databases searched? 

How many? 

Check all that apply, or state other (e.g., MEDLINE, PubMed, 

EMBASE, Cochrane Library etc.) 

Grey lit searched? 
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Category Variable Extracted 

Reference list checked? 

Handsearching? 

Trial registries? 

Citation Mapping? 

Other? 

Search Strategy Supplied 

Flow diagram? 

Search limitations applied Date limitations? 

State the date limit applied 

Language limitations (*in lit search OR in screening) 

Geographical limitations 

Included Study Types Secondary 

Primary RCT 

Primary NRS 

Other 

# Reviewers Screening? 

Was checked if single screen? 

Data extraction 

Was checked if single extractor? 

Quality Assessment? 

Was checked if single extractor? 

Data Extraction Level of detail (Summary, Detailed, Comprehensive) 

Study characteristics provided? 

Patient characteristics provided? 

Other? 

Quality Assessment Done? 

Which tool(s) 

GRADE? 

Peer Review? Internal 

External 

Who reviewed? 

Methods/Tailoring Notable tailoring listed 

Outcomes # of outcomes studied 

Evidence Synthesis Was there a synthesis of evidence? 

Narrative/Descriptive 

Meta-analysis 

Indirect Treatment comparison or network meta-analysis 

Other? 

Economic Evaluation Done? 

Previous model 

De novo Model 

Disclaimer Yes/No 

How and where mentioned? 

Was ‘RISK’ mentioned at all in the context of the rapid review 

methods 

Other 

 

 



 

212 

Category Variable Extracted 

Miscellaneous Included study list? Or references? 

Excluded study list? Or references? (with reasons provided?) 

Were data tables provided? 

Were there supplemental appendices? In document or online 

What was in the appendices? 

Was a key message statement provided? 

Reporting and Conduct 

Guidelines 

PRISMA items adequately met*  

Detailed scores for each domain were also recorded (Y| partially Y| N | 

not applicable) 

AMSTAR items adequately met*  

*Detailed scores for each domain were also recorded(Y | partially Y | 

N | not applicable | can’t assess) 

Notes Free text comments if required 
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APPENDIX C. ADDITIONAL CONTENT – CHAPTER 4  

SUPPLEMENT 7-3. ROUND 1 ONLINE QUESTIONNAIRE AND SUMMARY OF 

RESULTS  

(administered via FluidSurveys) 

QUESTION 1. In your experience, on average, how long does it take to do a systematic review? 

Panel Response (in 

weeks) 

66 responses 

Mean: 39.5±24.6  

Median(IQR): 34.8 (34.8 to 52.2) 

Minimum: 0.3  

Maximum: 104.4  

I don’t know: 5 responses 

Summary of Comments 
• Length of SR is Impacted by many factors: 

• How you define the “start” and “finish” of the review; 

• Review topic, scope and complexity; 

• Size of the literature; 

• Resources available and whether they are funded or 

volunteer/academic; 
 

 

 

QUESTION 2. If you were do a 'rapid review', would it be completed in a shorter time frame than a 

systematic review? 

Panel Response  

66 responses 

 

Summary of Comments 
• Yes! The whole point is to do them more quickly 

• One of CADTH’s rapid review products is a systematic review. 

• A rapid review that takes 4 to 8 weeks could be as long as one of 

our shorter systematic reviews. 

• Yes, but depends on: Scoping, resourcing, concessions taken in 

methods and many other things. 

• A rapid review is a research methodology using a shortened time 

frame; a SR takes as long as it takes. 

• This, in my opinion, is the essence of a rapid review. The methods 

may evolve (more/less) depending on the complexity of the 

question, but the point is to provide a relatively rigorous product 

88%

3%
9%

Panel Responses (n=66)

YES

NO

MAYBE
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as efficiently as possible to an end user in need of information to 

inform an important decision. 

 

QUESTION 3. In your experience, on average, how long does it take to do a rapid review?  

Panel Response (in 

weeks) 

66 responses 

Mean: 10.4±7.4 

Median(IQR):  8.7 (8.6 to 13.0) 

Minimum: 0.3  

Maximum: 32.6 

I don’t know: 4 responses 

Summary of Comments 
• There are varying levels of rapid reviews with varying time lines 

• It depends on similar factors to a SR: topic, scope, PICO, number 

of shortcuts taken, level of detail, whether you search primary 

studies or other SR/MAs 

• Timeframe varies based on when the decision-maker needs the 

information 

• Never more than: 

•  1 month 

• 6 months 

• Rapid review is too broad of a term – some can be done in a day, 

and others in  a month 

•  I do not think there is a time that a rapid review ‘ought’ to take, 

just that it should be less than a full systematic review, otherwise 

a modification of methods is unjustified. 

 

QUESTION 4. What types of research questions are best answered using a ‘rapid review’ methodology? 

Panel 

Response 

 

Response Chart Percentage Count 

Efficacy/Effectiveness   78% 50 

Safety/Harms   44% 28 

Cost-effectiveness/Utility   38% 24 

Guidelines   42% 27 

Public Health or Policy   39% 25 

None   6% 4 

Other   14% 9 

 Total Responses 64 
 

Summary of 

Comments 

• Any type of question works, but it must be focused, especially if the only 

defining characteristic of rapid reviews is speed. 

• The best research question is the one that meets the decision-makers needs. 

• Rapid reviews are good for overviews of guidelines, but not for development 
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of guidelines. 

• Safety/Harms may be too burdensome to review in a rapid review 

 

QUESTION 5. Should a research protocol be written prior to conducting a 'rapid review'? 

Panel Response 

 

Response Chart Percentage Count 

Yes   72% 46 

No   5% 3 

Maybe   22% 14 

I don't know   2% 1 

 Total Responses 64 
 

Summary of Comments 
• A protocol necessary for all scientific work. 

• A full protocol is too long for a rapid review, it won’t be quick 

enough. 

• A protocol is required to keep both the research and the decision-

maker focused and agreeable. 

• A protocol should define the methods and be transparent about 

what will be done (and not done). 

• It would be interesting to explore the possibility of developing a 

standard protocol for rapid reviews, as one of the strategies for 

accelerating the process. 

• The minimum that should be done are objectives, PICOS and a 

literature search outline and time frame. 

• My system doesn't need research protocols because I've action-

researched myself four algorithms to structure the process. The 

four are for interventional procedures, medicines, cell-based 

therapies and tests. 

 

QUESTION 6. Should electronic databases (e.g., PubMed, MEDLINE, Cochrane Library, etc.)  be searched 

when doing a 'rapid review'? 

Panel Response 

 

Response Chart Percentage Count 

Yes   98% 64 

No   0% 0 

Maybe   2% 1 

I don't know   0% 0 

 Total Responses 65 
 

Summary of Comments 
• They are a crucial resource, as are registers like clincialtrials.gov 

etc. 
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• Same searches as a regular systematic review. 

• At least the minimum recommended by the Cochrane Handbook. 

• A smaller number of databases may be searched for a rapid 

review (vs. a full SR). 

• Even if you don’t restrict the databases you search, you may 

restrict the dates of the search, increase the specificity of the 

search or do more snowballing. 

• Which databases (and how many) depends on the nature of the 

rapid review and the topic under study. 

• I’m not sure where else you would get evidence for the review. 

QUESTION 6a.  If YES, how many databases should be searched at minimum? 

Panel Response 

 

Response Chart Percentage Count 

1   20% 13 

2   33% 21 

3   34% 22 

4   6% 4 

5   3% 2 

6   2% 1 

7   0% 0 

8   0% 0 

9   0% 0 

10   2% 1 

 Total Responses 64 
 

Summary of Comments 
• Hard to set a minimum number of databases. 

• In order to get high quality RCTs (randomized controlled trials) 

and SRs (systematic reviews), you need to use several defined 

databases. 

• Number and type of databases are important, but it is also 

important to consider how else you will limit further once you 

have results (will you only use readily retrievable, no  interlibrary 

loans)  

• This is a poorly worded question – there is no magic number and 

it depends on a number of factors. 

 

QUESTION 7. Should grey literature (unpublished) literature be searched when doing a 'rapid review'? 

Panel Response 

 

Response Chart Percentage Count 

Yes   37% 24 

No   15% 10 
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Maybe   46% 30 

I don't know   2% 1 

 Total Responses 65 
 

Summary of Comments 
• This is dependent on both topic and database return/yield. 

• Grey literature may be very important for newer technologies. 

• Very important if you don’t find published literature. 

• This is the only place to find current policy information. 

• How do you define grey literature? All grey literature is not 

unpublished. 

• Conference abstracts should not be included in rapid reviews. 

• This is too time consuming to do for a rapid review. 

• This may be an important way to distinguish rapid reviews from 

full SRs. 

• Grey lit is becoming easier to search, but without it there is 

substantial potential for bias. 

 

QUESTION 8.  How many reviewers should participate in literature screening for a 'rapid review'? 

Panel Response 

 

Response Chart Percentage Count 

1   44% 28 

2   52% 33 

3   2% 1 

4+   3% 2 

 Total Responses 64 
 

Summary of Comments 
• It depends on the topic, the decision being made, and whether 

you still want to claim your review is ‘systematic’ 

• Question is unclear – are you addressing how many people should 

look at a given bibliographic record or how many people in total 

should be involved in the screening process?  

• At least 2 people should be involved in the screening process 

because difficult decisions can arise regarding eligibility, and it is 

better to have two people review and decide. I would be 

conservative and exclude only if both agree. 

• One reviewer OK for rapid reviews, but should test inter-rater 

reliability on a portion of citations and/or check excluded studies 

for agreement. 

• If time permits, two reviewers are best. 

• The number of reviewers depends on the level of certainty 

needed in the decision. 

• Regardless of what you do, be transparent when reporting. 
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QUESTION 9.  How many reviewers should participate in data abstraction for a 'rapid review'? 

Panel Response 

 

Response Chart Percentage Count 

1   53% 34 

2   44% 28 

3   0% 0 

4+   3% 2 

 Total Responses 64 
 

Summary of 

Comments 

• It depends. (on the quality standard needed | timelines | review topic | 

resources available) 

• Data extraction must be efficient, so it is OK to have one extract and one 

check. 

• A random sample of data could be checked by a second reviewer 

following single extraction. 

• Two is better than one, but time and resources factor in to this. 

 

QUESTION 10. Should a risk of bias analysis be conducted when doing a 'rapid review'? 

Panel Response 

 

Response Chart Percentage Count 

Yes   59% 38 

No   6% 4 

Maybe   31% 20 

I don't 

know 

  3% 2 

 Total Responses 64 
 

Summary of 

Comments 

• Yes, always (Note: multiple answers for this question were decidedly 

more ‘firm’ than in previous questions). 

• Always should be done, but work needed. A full Risk of Bias (e.g., 

Cochrane tool) is too long when considering rapid review timelines. 

There is nothing quick for non-randomized studies. 

• Yes - Could be a full or cursory examination, but if the latter, then it 

should be stated as a limitation and how much weight placed on cursory 

examinations of bias should be considered during interpretation of 

findings. Serves as a good to signal to the reader. 

• If appropriate for the question. 

• If the sources being included have already been assessed, this step may 

be expedited. 

 

QUESTION 11. Should external peer review be conducted when doing a 'rapid review'? 
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Panel Response 

 

Response Chart Percentage Count 

Yes   34% 22 

No   12% 8 

Maybe   50% 32 

I don't know   3% 2 

 Total Responses 64 
 

Summary of 

Comments 

• Dependent on the content and decision-making need 

(sensitivity of decision, timelines, money involved, 

disinvestment etc.). 

• An efficient system is needed to maintain the ‘rapidity’ of the 

review: If this can be achieved then yes. 

• Question unclear – for a journal? For publication? I was under 

the impression that rapid reviews are not published in journals 

and are housed in institution websites which make peer review 

a much more complex issue in terms of implementation. 

• Can limit number of peer-reviewers and response to comments 

in a rapid review. 

• Can limit to internal peer-review. 

• May need to condense turnaround times (this may be hard for 

busy peer-reviewers). 

• This could happen after the review has been submitted for the 

purpose for which it was commissioned. 

• There is little time for this unless the processes of a systematic 

review are altered. 

 

QUESTION 12. Conducting 'rapid reviews' | How important is each item to the conduct of a rapid review: 

Panel Response 

 

Panel Response: 
1 2 3 4 5 n/a Total  

Responses 

Protocol written and/or 

registered a priori 

3 

(5%) 

6 

(9%) 

7 

(11%) 

18 

(28%) 

30 

(47%) 

0 

(0%) 

64 

Strict study protocol 3 

(5%) 

16 

(25%) 

16 

(25%) 

17 

(27%) 

12 

(19%) 

0 

(0%) 

64 

Narrow review question(s) 2 

(3%) 

1 

(2%) 

7 

(11%) 

18 

(28%) 

36 

(56%) 

0 

(0%) 

64 

Explicit objectives 2 

(3%) 

0 

(0%) 

5 

(8%) 

8 

(12%) 

49 

(77%) 

0 

(0%) 

64 

Clear PICO(s) statement 1 

(2%) 

2 

(3%) 

5 

(8%) 

7 

(11%) 

49 

(77%) 

0 

(0%) 

64 

Eligibility criteria specified a 

priori 

1 

(2%) 

1 

(2%) 

8 

(12%) 

16 

(25%) 

38 

(59%) 

0 

(0%) 

64 

Comprehensive literature 

search 

2 

(3%) 

10 

(16%) 

22 

(34%) 

22 

(34%) 

7 

(11%) 

1 

(2%) 

64 
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Limited literature search 5 

(8%) 

5 

(8%) 

14 

(22%) 

20 

(31%) 

17 

(27%) 

3 

(5%) 

64 

Stringent eligibility criteria 

for study selection 

2 

(3%) 

2 

(3%) 

12 

(19%) 

17 

(27%) 

31 

(48%) 

0 

(0%) 

64 

Data abstraction piloted 7 

(11%) 

11 

(17%) 

19 

(30%) 

17 

(27%) 

10 

(16%) 

0 

(0%) 

64 

Assess risk of bias 5 

(8%) 

2 

(3%) 

14 

(22%) 

17 

(27%) 

25 

(39%) 

1 

(2%) 

64 

Narrative or descriptive 

data synthesis 

2 

(3%) 

2 

(3%) 

10 

(16%) 

24 

(38%) 

25 

(39%) 

1 

(2%) 

64 

Meta-analysis (if possible) 5 

(8%) 

7 

(11%) 

19 

(30%) 

25 

(39%) 

8 

(12%) 

0 

(0%) 

64 

Additional analyses (if 

required)(e.g., 

sensitivity/subgroup/meta-

regression/consistency) 

9 

(14%) 

10 

(16%) 

27 

(42%) 

11 

(17%) 

7 

(11%) 

0 

(0%) 

64 

Assess findings using GRADE 

approach 

10 

(16%) 

13 

(20%) 

23 

(36%) 

14 

(22%) 

4 

(6%) 

0 

(0%) 

64 

 

Summary of Comments 
• Terminology is unclear – important to differentiate between 

‘essential’ and ‘necessary’ 

• Literature searching is not about being comprehensive or limited – it’s 

about the yield, which speaks to timelines, not methods.  

• GRADE is very time consuming, but it is important to present the 

strength of evidence somehow. 

• Engagement with the users of the review is essential for deciding how 

to conduct your review. 

• Reviewers note: overwhelmingly, the comments focused on the 

following overall statements versus the inclusion or exclusion of 

individual components: 

• This is very topic, scope and objective-dependent 

• What makes sense for one review may not make sense for 

another. 

• There is no “one-size-fits-all” 

• Which shortcuts, and where they are taken, should be 

tailored for each rapid review. Some matter more than 

others. 

• It is impossible and/or unhelpful to make sweeping 

statements. 

• Although I support a full protocol, there needs to be a built-in 

component of flexibility and iterative design 

• Compromises must be done intentionally and thoughtfully. 

• No matter what you do, what is tailored, you must be 

transparent and inform the reader/decision-maker. 

• The decision-maker should sign-off on tailored methods. 

• Individual types of bias – selection, language, publication, 

outcome reporting – should be understood, reported 

transparently, and it is important to understand how results 

may be impacted.  

• A rapid review should not be necessarily equivalent to “low 
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quality” evidence syntheses. You may want to consider what 

types of bias you are willing to accept in the rapid review. 

What is important is to be explicit and transparent in 

reporting and clearly state where the risk of bias at the rapid 

review level may affect results and conclusions.  

• Many ‘neutral’ answers – important to recognize that there 

are contingencies which could render the item more or less 

important. 

• Compromises will vary from project to project. 

 

QUESTION QUESTION 13. The importance of reporting transparency | How important is it to report the 

component in a rapid review: 

Panel Response 

 

Panel Response: 
1 2 3 4 5 n/a Total 

Responses 

Title identifies the 

report/summary as a rapid 

review or some sort of 

accelerated knowledge 

synthesis 

2 

(3%) 

1 

(2%) 

1 

(2%) 

12 

(19%) 

45 

(73%) 

1 

(2%) 
62 

Structured summary or 

abstract 

3 

(5%) 

5 

(8%) 

12 

(19%) 

17 

(27%) 

24 

(39%) 

1 

(2%) 
62 

Protocol written and/or 

registered 

3 

(5%) 

5 

(8%) 

12 

(19%) 

22 

(35%) 

19 

(31%) 

1 

(2%) 
62 

Post-hoc changes made to the 

protocol 

4 

(6%) 

4 

(6%) 

8 

(13%) 

27 

(44%) 

17 

(27%) 

2 

(3%) 
62 

Rationale for the review (and 

possibly for why expediting 

was necessary) in context of 

what is already known or a 

relevant policy question 

0 

(0%) 

3 

(5%) 

6 

(10%) 

20 

(32%) 

32 

(52%) 

1 

(2%) 
62 

Objectives 
1 

(2%) 

2 

(3%) 

2 

(3%) 

12 

(19%) 

45 

(73%) 

0 

(0%) 
62 

Explicit research questions 
1 

(2%) 

1 

(2%) 

0 

(0%) 

10 

(16%) 

50 

(81%) 

0 

(0%) 
62 

PICO (Population, 

Intervention, Comparator, 

Outcomes) 

2 

(3%) 

0 

(0%) 

6 

(10%) 

11 

(18%) 

43 

(69%) 

0 

(0%) 
62 

Eligibility criteria for article 

selection 

1 

(2%) 

1 

(2%) 

6 

(10%) 

10 

(16%) 

44 

(71%) 

0 

(0%) 
62 

Information sources searched 
1 

(2%) 

2 

(3%) 

2 

(3%) 

10 

(16%) 

47 

(76%) 

0 

(0%) 
62 

Date last searched 
1 

(2%) 

3 

(5%) 

3 

(5%) 

11 

(18%) 

43 

(69%) 

1 

(2%) 
62 

Years of search coverage 
1 

(2%) 

2 

(3%) 

4 

(6%) 

9 

(15%) 

45 

(73%) 

1 

(2%) 
62 

Search terms/strategy for one 

or more databases 

4 

(6%) 

3 

(5%) 

10 

(16%) 

11 

(18%) 

33 

(53%) 

1 

(2%) 
62 

Number of reviewers 

screening literature 

1 

(2%) 

8 

(13%) 

9 

(15%) 

15 

(24%) 

29 

(47%) 

0 

(0%) 
62 
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Number of reviewers 

abstracting data 

1 

(2%) 

8 

(13%) 

9 

(15%) 

15 

(24%) 

29 

(47%) 

0 

(0%) 
62 

Screening and abstraction 

methods 

2 

(3%) 

8 

(13%) 

9 

(15%) 

14 

(23%) 

28 

(45%) 

1 

(2%) 
62 

Assessment of publication bias 
6 

(10%) 

7 

(11%) 

20 

(32%) 

14 

(23%) 

15 

(24%) 

0 

(0%) 
62 

Reasons for/list of excluded 

studies 

9 

(15%) 

10 

(16%) 

21 

(34%) 

17 

(27%) 

5 

(8%) 

0 

(0%) 
62 

Methods for synthesis of 

results 

1 

(2%) 

2 

(3%) 

10 

(16%) 

21 

(34%) 

28 

(45%) 

0 

(0%) 
62 

Summary measure(s) (e.g., RR, 

mean difference) 

3 

(5%) 

0 

(0%) 

17 

(27%) 

13 

(21%) 

29 

(47%) 

0 

(0%) 
62 

Methods for additional 

analyses  - 

sensitivity/subgroup/meta-

regression/consistency 

5 

(8%) 

6 

(10%) 

12 

(19%) 

18 

(29%) 

21 

(34%) 

0 

(0%) 
62 

Review flow reported in 

results (e.g., QUOROM, 

PRISMA) 

3 

(5%) 

9 

(15%) 

10 

(16%) 

10 

(16%) 

30 

(48%) 

0 

(0%) 
62 

Narrative synthesis of results 
1 

(2%) 

3 

(5%) 

6 

(10%) 

15 

(24%) 

37 

(60%) 

0 

(0%) 
62 

Synthesis of results/meta-

analysis (if applicable) 

1 

(2%) 

0 

(0%) 

10 

(16%) 

19 

(31%) 

31 

(50%) 

1 

(2%) 
62 

Results of any additional 

analyses conducted - 

sensitivity/subgroup/meta-

regression/consistency 

3 

(5%) 

6 

(10%) 

10 

(16%) 

19 

(31%) 

23 

(37%) 

1 

(2%) 
62 

Peer review conducted 

(internal or external) 

2 

(3%) 

9 

(15%) 

8 

(13%) 

19 

(31%) 

22 

(35%) 

2 

(3%) 
62 

Discussion or interpretation of 

results 

0 

(0%) 

2 

(3%) 

2 

(3%) 

17 

(27%) 

41 

(66%) 

0 

(0%) 
62 

Study limitations presented 
1 

(2%) 

1 

(2%) 

3 

(5%) 

15 

(24%) 

42 

(68%) 

0 

(0%) 
62 

Employ GRADE approach for 

findings 

5 

(8%) 

11 

(18%) 

24 

(39%) 

14 

(23%) 

6 

(10%) 

2 

(3%) 
62 

Conclusions 
1 

(2%) 

1 

(2%) 

1 

(2%) 

14 

(23%) 

44 

(71%) 

1 

(2%) 
62 

Disclosure of funding sources 
2 

(3%) 

2 

(3%) 

5 

(8%) 

11 

(18%) 

39 

(63%) 

3 

(5%) 
62 

Disclaimer on 'rapid review' 

methods 

2 

(3%) 

3 

(5%) 

2 

(3%) 

16 

(26%) 

37 

(60%) 

2 

(3%) 
62 

Review authors identified 
1 

(2%) 

3 

(5%) 

6 

(10%) 

13 

(21%) 

37 

(60%) 

2 

(3%) 
62 

Author contact provided 
1 

(2%) 

2 

(3%) 

6 

(10%) 

14 

(23%) 

38 

(61%) 

1 

(2%) 
62 

Country of origin provided 
3 

(5%) 

2 

(3%) 

13 

(21%) 

11 

(18%) 

30 

(48%) 

3 

(5%) 
62 

 

Summary of Comments 
ITEM-SPECIFIC COMMENTS  

• Reasons for exclusion should be reported. May not need to include 

list of excluded studies and reasons for excluding each study. 

• No need for the individual review authors as long as the decision-
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maker or reader has someone to contact. 

• By "disclaimer" I presume you mean a statement of the potential 

limitations of the methods used and I take this to be different from 

"study limitations" which I assumed to refer to the individual studies. 

The GRADE approach attempts to do several things, but "employing" 

the approach is not a matter of transparency. Instead should have 

said something like "produce GRADE SOE tables" or something like 

that to focus on reporting.  

• Not sure about review authors and author contact questions - some 

agencies don't like to have personal authorship, but it would be 

important to have contact information for further information shown. 

• Did you mean study-level limitations or review-level limitations? 

• Assessment of publication bias is tricky. The best check is a good 

search, so consideration of its limitations is important. Funnel plots 

are next to worthless, so I'm not sure what is meant by this question. 

GENERAL COMMENTS 

• This question is not overly helpful – all methods should be reported 

transparently and the question  

• I found this last set of questions hard to answer because I felt 

inherent in the question was that they should be done....not all the 

above methods are/should be necessarily employed in a rapid review.  

• In my view, the compromises made for a RR are to the methodology. 

Why would one be less transparent about it?? 

• Ideally an RR process and report should follow the same principles as 

a traditional SR. Explicit, transparent and reproducible reporting is 

essential. Lack of transparency +/- poor reporting invalidates the 

usefulness of an RR approach (RR utility depends on the 

circumstances. Sometimes a full SR is more appropriate. One size does 

not fit all) 

• I find this section a bit hard to answer - in my view, the compromises 

made for a RR are to the methodology. Why would one be less 

transparent about it?? 

• Same comments as previous page (question) 

• It may have been useful to identify what reviewers are thinking of 

when they are thinking of "methods" that can be adjusted. But 

perhaps this is something you are going to try and tease out, though 

more assumptions will have to be made than if you had asked 

respondents about this aspect of the question. 

• Readers aren’t typically interested in detailed methodology, but we 

can tell them if asked. 

 

QUESTION 14. In your opinion, is it reasonable to employ 'rapid reviews' to inform the policy and decision-

making process? 

Panel Response 

 

Response Chart Percentage Count 

Yes   82% 51 



 

224 

No   0% 0 

Maybe   18% 11 

I don't know   0% 0 

 Total Responses 62 
 

Summary of Comments 
• It isn’t feasible or possible to undertake a full SR to underpin every 

single policy or decision. 

• This assumes rapid reviews are a distinct approach – all reviews make 

compromises between what is do-able in the resource /time available 

and what is possible. 

o There should be a caveat that RRs have inherent limitations or 

an opportunity to state that RRs are not complete and that a 

more fulsome review is required 

• The extended wait time for full systematic reviews is often not 

practical. 

• Decision-makers need timely information in order to inform policy. 

o RRs are reasonable and necessary and  what the policy-

makers want and need 

o Some issues are highly time-sensitive, however, considerable 

thought needs to go into whether an RR is appropriate in 

every instance, and then in planning the approach 

� Policy-makers should be made aware of the risks and 

have balanced those risks against the need to have a 

quick response 

o RRs are really is better than nothing. Need an alternative to 

adhoc lit searches or “expert opinion” 

o Realistic in a modern world of economic restraints 

o They will go forward with the decision regardless 

o We should be able to provide the products that decision-

makers need. 

• Spending months on an exhaustive review of one subject leaves three 

or four other subjects un-reviewed 

• RR can be used to see if further research is necessary 

• RRs are only useful if the end users fully appreciate the limitations of 

RRs when employing them in the decision-making process. 

• Unsure if RRs are useful in clinical decision-making and clinical practice 

guideline development 

 

QUESTION 15. In your opinion, are 'rapid reviews' a legitimate form of knowledge synthesis? 

Panel 

Response 

 

Response Chart Percentage Count 

Yes   89% 55 

No   2% 1 

Maybe   8% 5 
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I don't know   2% 1 

 Total Responses 62 
 

Summary 

of 

Comment

s 

• Speed and quality must be combined with a robust methodology and 

transparency. 

• There will always be a need for full SR, but there is a large need for RRs and this 

is most certainly a legitimate form of knowledge synthesis. 

• RRs are important in the right circumstances, not to replace a regular SR 

when you don’t want to bother with a “fussy and overcomplicated” SR. 

• Not enough is known about the methodological difference between a 

full SR and a RR and any potential differences in conclusions. A move 

towards only conducting RRs would not serve the research community 

well.  

• I conceive RRs more as tools for HTA and policy decision making.  

• It can be a valid form of knowledge synthesis if its methods are explicitly 

reported and the potential role of bias incurred in the methodological shortcuts 

are assessed and quantified (a topic for meta-epidemiological research) 

• Variations in RRs exist, so it depends on how each review was conducted.. 

• Important to not only state what you are telling the decision-maker, but also 

what the RR it is not telling them. 

• How you identify the evidence is important, but whether a SR and RR is used, 

you will likely get the key evidence that needs to inform policy –It is the 

interpretation of the evidence and knowing how it will be applied to practice, 

within current standards of practice that are the difficult parts and where 

additional time and efforts are needed. 

• Somewhere in the middle between 'narrative reviews' and 'systematic reviews'. 

 

QUESTION 16. In your opinion, is it important to have an established methodology for conducting 'rapid 

reviews' (e.g., similar to the Cochrane Handbook)? 

Panel 

Response 

 

Response Chart Percentage Count 

Yes   61% 38 

No   10% 6 

Maybe   29% 18 

I don't know   0% 0 

 Total Responses 62 
 

Summary 

of 

Comment

s 

• Yes, however, I think they are far more challenging and nuanced to define in a 

fixed protocol. Whereas systematic reviews are defined by their systematic 

methods and rigour, rapid reviews are defined by their efficient timeline. 

Timeline is secondary to SRs (although still important), whereas methods are 

secondary to RRs (although still important).  

• I have policy makers asking about how to do this all the time. 

• Yes, we have an internal working guidance our group follows which 

incorporates Cochrane and other non-Cochrane approaches (e.g., NICE, AHRQ) 
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• It would be great to have an established valid approach for consistency 

between reviewers. 

• It would enable briefer reporting, and allow a fuller exploration of the 

implications of the methodology if multiple people were using a similar 

approach.   

• RRs are reviews done quickly. Many of the same issues apply so I’m not sure 

they should be seen as a different method. 

o Already have an established method for systematic reviews. People 

trained in SRs know the reasons for the different steps, so depending 

on the context and the question, they will have to judge which steps 

are reasonable to modify.The aim should be to provide as rigorous an 

assessment as possible, while still meeting the time/resource demand 

imposed. I don’t see that much more guidance than this is required. 

• The established methodology would need to allow for a variety of different 

approaches to conducting the rapid review, to reflect the many reasons why a 

rapid review would be undertaken. 

• Yes, but requires flexibility, and acknowledges that there will be variations in 

method based on the topic and the purpose.  

• There will not be a "One size fits all" single methodology which is appropriate in 

every situation. The key is transparency--to say what you did and why you did 

it. Should be focused on what the minimum standards are, or high-level 

principles. 

• Some agreed upon standards are important.  But if they're needlessly onerous, 

they will not be useful. 

 

 

QUESTION 17. What should the full length of a 'rapid review' report (or summary of results) be on 

completion? 

Panel Response 

 

Response Chart Percentage Count 

Under 5 pages   8% 5 

5-10 pages   18% 11 

10-25 pages   35% 22 

25-50 pages   10% 6 

50-100 pages   0% 0 

More than 100 pages   2% 1 

I don't know   27% 17 

 Total Responses 62 
 

Summary of Comments 
• Too hard to dictate the length 

• Need to generate different outputs for different audiences. 

• Should follow CHSRF 1:3:25 format 

• You need to base length on what the decision-maker needs – it 
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could be a single paragraph “elevator note” or a 100 pages of 

scientific text plus appendices. 

• If it is in a journal publication, the usual limitations are 

appropriate. 
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SUPPLEMENT 7-4. ROUND 2 QUESTIONNAIRE 

Title: eDELPHI ON RAPID REVIEWS: ROUND 2 SURVEY 

This questionnaire is part of a Masters research project, being conducted as a Delphi 

study in three rounds (with feedback to participants after each round). You have 

already completed the first round; this is the second. The project aims to identify 

the defining characteristics of ‘rapid reviews’. 

The Round 2 Survey is based on your responses, rankings and free-text comments 

from Round 1. We have specifically sought to propose language regarding defining 

characteristics of rapid reviews that may lead to a broad definition of rapid reviews.  

We are providing you with the opportunity to agree or disagree with the each of the 

eleven (11) statements describing rapid reviews and you have the opportunity to 

propose edits by way of comment for each. 

Please place an ‘X’ in the table to note whether you agree or disagree with the 

proposed wording, and use the comments box to add any additional input you may 

have.  

For example: 

PROPOSED LANGUAGE BASED ON QUESTION A: 

Based on the responses and a content analysis of the comments received, there 

is some consensus … 

 

Do you agree with the following statement?: 
 

Rapid reviews are … 
 

Agree X 

Disagree  

Comments I think you should change the wording… 

 

Please return your completed Round 2 survey as an MS Word document (or 

compatible file format) to Shannon Kelly by way of an email message and attachment 

to <email address removed for privacy> by March 14, 2014.  Your responses will 

remain anonymous and you may leave the study at any time. THANK YOU! 

ROUND 2 SURVEY START 

PROPOSED LANGUAGE ON THE TIMING OF A RAPID REVIEW BASED ON 

QUESTIONS 1-3: 
Based on the responses and a content analysis of the comments received, there is some consensus on 

the length of time required to conduct a rapid review.  
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Do you agree with the following statement?: 
 
Rapid reviews are conducted in considerably less time than a standard systematic review (In 

the median range of 9 weeks compared to a median of 35 weeks).  
 

Agree  

Disagree  

Comments  

 

PROPOSED LANGUAGE BASED ON QUESTION 4: The types of research questions best 

answered by a rapid review 
Based on the responses and a content analysis of the comments received, there was consensus that the 

best type of research questions answered by a rapid review are those related to efficacy and 

effectiveness. There was no consensus on the other types of research questions that may be addressed 

by a rapid review, however, those who commented agreed that the best type of research questions are 

those that meet the need of the decision-maker.  
 
Do you agree with the following statement?: 
 
Rapid reviews are useful in answering questions on the efficacy or effectiveness of health 

technologies or other interventions. They may be appropriate for other types of research 

questions, which are best considered in the context of the particular needs of the decision-

maker.  
 

Agree  

Disagree  

Comments  

 

PROPOSED LANGUAGE BASED ON QUESTION 5: Rapid review research protocols 
Based on the responses received, there was almost consensus that a research protocol should be 

written prior to the conduct of a rapid review in order to keep in line with systematic review best 

practices. The content analysis of the comments received showed that most of those who answered 

‘maybe’ also support a protocol being written, but there is little consensus on what the protocol 

should contain or what the format should be. 
 
Do you agree with the following statement?: 
 
A protocol should be written prior to conducting a rapid review.  Further research is required 

to define what content a rapid review protocol should contain and the most appropriate format. 
Agree  

Disagree  

Comments  

 

PROPOSED LANGUAGE BASED ON QUESTIONS 6 AND 7: Rapid review literature 

searching 
Based on the responses received, there was consensus that electronic databases should be searched 
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when conducting rapid reviews, and that more than databases should be searched at minimum. No 

consensus on whether grey literature should be searched. Content analysis of the comments showed 

opposing views on each question, and a general understanding that these topics may be review-

specific. 
 
Do you agree with the following statement?: 
 
Structured electronic databases should be searched when conducting a rapid review and 

searching a minimum of two databases is suggested.  The choice of individual databases and the 

requirement to search grey literature are specific to the topic and decision-making 

requirements and decisions on each should be tailored to the needs of the individual rapid 

review.  
 
Agree  
Disagree  
Comments  

 

PROPOSED LANGUAGE BASED ON QUESTIONS 8 AND 9: Number of reviewers 
Based on the responses received, there was no consensus on the number of reviewers that should be 

used for literature screening or data abstraction. Content analysis of comments produced differing 

opinions on whether a single reviewer was sufficient or whether two reviewers were essential to 

keeping the rapid review conduct ‘systematic’. 
 
Do you agree with the following statement?: 
 
The number of reviewers who participate in literature screening and data abstraction varies. In 

order to maintain a systematic review process, two reviewers may participate in this process; 

however, to expedite or make the process more efficient, a single reviewer may carry out 

screening and data abstraction with tailored follow-up by a second reviewer for agreement 

and/or error checking. 
Agree  
Disagree  
Comments  

 

PROPOSED LANGUAGE BASED ON QUESTION 10: Assessment of risk of bias in rapid 

reviews 
Based on the responses and a content analysis of the comments received, there is no consensus on the 

inclusion of a risk of bias assessment in a rapid reviews.  
 
Do you agree with the following statement?: 
 
The decision to conduct a risk of bias assessment on included studies should be based on the 

needs of the individual rapid review, taking into account the sensitivity of the decision, subject 

complexity, and the timeliness required. 
Agree  
Disagree  
Comments  
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PROPOSED LANGUAGE BASED ON QUESTION 11: inclusion of peer review in a rapid 

review 
Based on the responses and a content analysis of the comments received, there is no consensus on 

the inclusion of external peer-review in a rapid review.  
 
Do you agree with the following statement?: 
 
The decision to include external peer-review should be based on the needs of the individual 

rapid review, taking into account the sensitivity of the decision, subject complexity, and the 

timeliness required. 
 
Agree  
Disagree  
Comments  

 

PROPOSED LANGUAGE BASED ON QUESTIONS 12 AND 13: Essential conduct and 

reporting items 
Based on the individual responses and a content analysis of the comments received, there is some 

consensus that explicitly stated objectives and a clear PICO are essential to the conduct a rapid 

review. There is also some consensus that reporting of the following items is important: title self-

identifies as a rapid review, objectives, research questions, eligibility criteria, information sources 

searched, dates of literature search, and conclusions. There was no consensus on the other items 

essential to the conduct of a rapid review.  
 
Comments proved to be essential for these two questions. Content analysis of the extensive 

comments on these questions reveal that generally there is not a “one-size-fits-all” solution, and the 

individual items listed may be tailored in one review and not another dependent on the needs of the 

review and the decision being made, along with timelines required to deliver the rapid review. 

Reporting of items should generally not differ from that of a systematic review, although certain 

concessions may be made on the level of detail reported.   
 
Do you agree with the following statement?: 
 
Rapid reviews are conducted in the same way that a systematic review is conducted. Taking 

into account timelines, decision-making needs, and the topic under study, certain 

methodological components of a rapid review may be tailored in order to expedite the process. 

Regardless of how the review is conducted,  methods should be explicitly stated and reporting 

should be transparent to the reader and reproducible.  
 
Agree  
Disagree  
Comments  

 

PROPOSED LANGUAGE BASED ON QUESTIONS 14-15: utility of rapid reviews in the 

decision-making process and legitimacy as a knowledge synthesis format 
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Based on the responses and a content analysis of the comments received, there is consensus that it 

is reasonable to employ rapid reviews to inform policy and decision-making processes and that 

rapid reviews are a legitimate form of knowledge synthesis. Comments also relayed that it is 

important to maintain an open and transparent dialogue between the requestor and the rapid 

review research team. 
 
Do you agree with the following statement?: 
 
Rapid reviews are a legitimate form of knowledge synthesis. It is reasonable to employ 

rapid reviews to inform policy and decision-making processes when there is the need for a 

timely evidence review. The decision to use a rapid review should be considered in the 

context of the decision at hand and balanced against any potential limitations involved in 

tailoring methods or expediting the review process. It is important to maintain an open and 

transparent dialogue between the rapid review requestor and the review team. 

 
Agree  
Disagree  
Comments  

 

PROPOSED LANGUAGE BASED ON QUESTION 16: Established methodologies for 

rapid reviews 
Based on the responses, there is no consensus on whether an established methodology should be 

used for rapid reviews. A content analysis of the comments received shows opposing views in 

this subject area. Although there are many in favour of establishing some sort of RR 

methodological guidance, it is unclear how to structure the guidance so that it meets the needs of 

all stakeholders.  Those not in favour stated that RRs are a variation of SR, possibly not a distinct 

method but rather a variation of an already existing method. RRs should follow already 

established SR standards, maintaining rigour and quality as much as timelines will allow.     
 
Do you agree with the following statement?: 
 
It is unclear if a unique methodology for rapid reviews should be developed. Further 

research in this area is warranted.  
 
Agree  
Disagree  
Comments  

PROPOSED LANGUAGE BASED ON QUESTION 17: Length of a rapid review 
Based on the responses, there is no consensus on what the full length of a rapid review should be. 

Similar to questions 12 and 13, content analysis of the comments received shows that there is not 

a “one-size-fits-all” solution, and report length may be tailored based on the needs of the review 

and the decision being made, along with timelines required to deliver the rapid review. Reporting 

of items should generally not differ from that of a systematic review, although certain 

concessions may be made on the level of detail reported. 
 
Do you agree with the following statement?: 
 
Reporting length of rapid reviews may vary based on the individual requirements of the 
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decision-maker commissioning the review and the audience for which the review is 

intended. 
Agree  
Disagree  

Comments  

 

Please confirm your email address below: 

__________________________________________ 
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SUPPLEMENT 7-5. SAMPLE ROUND 3 QUESTIONNAIRE 

*Note this is a sample of one experts’ survey. Each participant received a survey 

questionnaire with their own responses in context with the group response. 

This survey represents the third round in a modified Delphi survey on Rapid Reviews. You 

have already completed rounds 1 and 2.  The round 3 Survey is based on your responses 

(N=44), level of agreement and free-text comments from Rounds 1 and 2. Although we had a 

great deal of consensus on the proposed language following round 2, we also received a large 

volume of free-text comments proposing changes to the wording or concepts. We have done 

our best to reflect your comments in round 3, keeping the original responses from the round 

1 survey in context.    

For each of the 11 questions in this survey, the draft wording circulated in round 2 has been 

re-stated for your reference, followed by two columns: Column one shows the group 

response to each statement (% who agreed) and column two shows your own individual 

response from round 2 (agree/disagree).  In the rows below, the draft wording proposed in 

round 3 for your consideration, followed by two blank columns that are provided as an 

opportunity for you to reconsider your response. An additional row has been provided should 

you have further comment. An example is listed below: 

SAMPLE QUESTION: Rapid review 

Draft Wording Round 2 Group 

response 
(% who 

agree) 

Your 

response 

Rapid reviews are …  

 
85.7% Agree 

Edited Draft Wording Round 3 Agree Disagree 

Rapid reviews may be… 

   
X  

Further 

Comments? 

 

 

We would appreciate if you would reconsider your original response in the context of 

the group response to each statement and if you wish to change your response, please 

do so by placing an X in the appropriate AGREE or DISAGREE column. Please note 

that you do not have to change your original response if you do not wish to. Comments from 

Round 2 have been provided for your reference in an accompanying attachment (RR eDelphi  

- Round 2 Comments for circulation.pdf). 

Please return your completed Round 3 survey to Shannon Kelly by way of an email 

message and attachment to <email address removed for privacy> by September 12, 2014.  

Your responses will remain anonymous and you may leave the study at any time.  
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THANK YOU! 

 

ROUND 3 SURVEY START 

PROPOSED LANGUAGE ON BASED ON QUESTIONS 1-3: The timing of a rapid review 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

Rapid reviews are conducted in considerably less time than a standard 

systematic review (In the median range of 9 weeks compared to a median 

of 35 weeks).  

85.7% Disagree 

Edited Draft Wording Round 3 Agree Disagree 

Rapid reviews are defined by the time taken to complete an evidence 

synthesis related to a defined research question(s) using the most 

systematic or rigorous methods as possible/time allows. Based on the 

experience of the panel, rapid reviews are conducted in less time, on 

average, than a systematic review (median 9 weeks compared to a 

median of 35 weeks). There is a spectrum of approaches used to 

produce rapid reviews and, in turn, variable times to completion.   

  

Further 

Comments? 

 

 

PROPOSED LANGUAGE ON THE TIMING OF A RAPID REVIEW BASED ON 

QUESTION 4: The types of research questions best answered by a rapid review 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

Rapid reviews are useful in answering questions on the efficacy or 

effectiveness of health technologies or other interventions. They may be 

appropriate for other types of research questions, which are best 

considered in the context of the particular needs of the decision-maker. 

90.5% Disagree 

Edited Draft Wording Round 3 Agree Disagree 

Rapid reviews may be useful in answering specific questions on the 

efficacy or effectiveness of health technologies or other interventions. 

They may be appropriate for other types of research questions, 

which are best considered in the context of the particular needs of 

the decision-maker and the feasibility of answering those needs 

within a limited timeframe. 

  

Further 

Comments? 

 

 

PROPOSED LANGUAGE BASED ON QUESTION 5: Rapid review research protocols 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

A protocol should be written prior to conducting a rapid review.  Further 

research is required to define what content a rapid review protocol should 

contain and the most appropriate format. 

90.5% Agree 
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Edited Draft Wording Round 3 Agree Disagree 

A protocol should be written prior to conducting a rapid review.  

Irrespective of contents or design, the protocol should generally 

outline the approach, PICO, scope and aim to maximize 

transparency and reproducibility in the end product.  

  

Further 

Comments? 

 

 

PROPOSED LANGUAGE BASED ON QUESTIONS 6 AND 7: Rapid review literature 

searching 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

Structured electronic databases should be searched when conducting a 

rapid review and searching a minimum of two databases is suggested.  

The choice of individual databases and the requirement to search grey 

literature are specific to the topic and decision-making requirements and 

decisions on each should be tailored to the needs of the individual rapid 

review. 

76.2% MAYBE 

Edited Draft Wording Round 3 Agree Disagree 

Structured electronic databases should be searched when 

conducting a rapid review; the decision on the number and type of 

databases to be searched and whether to search grey literature 

should be based on the topic of the individual rapid review and the 

need for decision-making. 

  

Further 

Comments? 

 

 

 

PROPOSED LANGUAGE BASED ON QUESTIONS 8 AND 9: Number of reviewers 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

The number of reviewers who participate in literature screening and data 

abstraction varies. In order to maintain a systematic review process, two 

reviewers may participate in this process; however, to expedite or make 

the process more efficient, a single reviewer may carry out screening and 

data abstraction with tailored follow-up by a second reviewer for 

agreement and/or error checking. 

76.2% Agree 

Edited Draft Wording Round 3 Agree Disagree 

The number of reviewers participating at any stage of a rapid 

review process may vary. It is important to balance rigour in 

conduct with and a pragmatic approach to the requirements of the 

rapid review. To streamline the effort, a single reviewer may carry 

out screening and data abstraction with a second reviewer checking 

for agreement, errors and/or inter-rater reliability, as appropriate. 

  

Further  
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Comments? 

 

PROPOSED LANGUAGE BASED ON QUESTION 10: Assessment of risk of bias in rapid 

reviews 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

The decision to conduct a risk of bias assessment on included studies 

should be based on the needs of the individual rapid review, taking into 

account the sensitivity of the decision, subject complexity, and the 

timeliness required. 

66.7% Agree 

Edited Draft Wording Round 3 Agree Disagree 

The decision to conduct quality assessment or critical appraisal on 

the studies included in a rapid review should be carefully weighed 

against the impact to rigour, the validity of the final product and 

timelines required. There may be select approaches to rapid reviews 

where it is not possible to evaluate the validity of included studies. 

  

Further 

Comments? 

 

 

 

LANGUAGE BASED ON QUESTION 11: inclusion of peer review in a rapid review 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

The decision to include external peer-review should be based on the 

needs of the individual rapid review, taking into account the sensitivity 

of the decision, subject complexity, and the timeliness required. 

85.8% Agree 

Edited Draft Wording Round 3 Agree Disagree 

Rapid reviews ideally have a peer review process incorporated into 

their approach. To meet the specific timelines of a rapid review, the 

process may be tailored. 

  

Further 

Comments? 

 

 

LANGUAGE BASED ON QUESTION 12 and 13: Essential conduct and reporting items 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

Rapid reviews are conducted in the same way that a systematic review is 

conducted. Taking into account timelines, decision-making needs, and 

the topic under study, certain methodological components of a rapid 

review may be tailored in order to expedite the process. Regardless of 

how the review is conducted, methods should be explicitly stated and 

reporting should be transparent to the reader and reproducible. 

83.4% Agree 

Edited Draft Wording Round 3 Agree Disagree 

There are a spectrum/continuum of approaches used to produce   
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rapid reviews, all of which tailor accepted systematic review 

methods in some manner to expedite the review process. Where the 

condensed timeframe permits, some rapid reviews may approach 

levels of rigour comparable to that of a systematic review. 

Irrespective which shortcuts are made, or at which part of the rapid 

review process, the methods should always be explicitly stated, with 

the goal of maintaining transparency and enabling reproducibility. 

This will allow end-users to fully consider the evidence in context 

with concessions made in the review process.  

Further 

Comments? 

 

LANGUAGE BASED ON QUESTIONS 14-15: utility of rapid reviews in the decision-making 

process and legitimacy as a knowledge synthesis format 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

Rapid reviews are a legitimate form of knowledge synthesis. It is 

reasonable to employ rapid reviews to inform policy and decision-

making processes when there is the need for a timely evidence review. 

The decision to use a rapid review should be considered in the context of 

the decision at hand and balanced against any potential limitations 

involved in tailoring methods or expediting the review process. It is 

important to maintain an open and transparent dialogue between the 

rapid review requestor and the review team. 

97.3% Agree 

Edited Draft Wording Round 3 Agree Disagree 

Rapid reviews are a legitimate form of knowledge synthesis. It is 

reasonable to employ rapid reviews to inform policy and decision-

making processes when there is the need for a timely evidence 

review. The decision to use a rapid review should be considered in 

the context of the decision at hand and balanced against any 

potential risk involved in expediting the review process. It is 

important to maintain an open and transparent dialogue between 

the rapid review requestor and the review team. 

  

Further 

Comments? 

 

 

LANGUAGE BASED ON QUESTION 16: Established methodologies for rapid reviews 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

It is unclear if a unique methodology for rapid reviews should be 

developed. Further research in this area is warranted. 
66.7% Agree 

Edited Draft Wording Round 3 Agree Disagree 

There is no consensus on rapid reviews being a unique knowledge 

synthesis product a variation of a systematic review in a condensed 

timeframe. There are a spectrum of approaches to rapid reviews 

being used and that there may be no one-size-fits-all methodology. 

There is still tension over whether additional research is warranted 

to better understand the ultimate impact of various workflow 
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adaptations on the rapid review product. 

Further 

Comments? 

 

 

LANGUAGE BASED ON QUESTION 17: Length of a rapid review 

Draft Wording Round 2 Group 
response (% 

who agree) 

Your 

response 

Reporting length of rapid reviews may vary based on the individual 

requirements of the decision-maker commissioning the review and the 

audience for which the review is intended. 

92.9% Agree 

Edited Draft Wording Round 3 Agree Disagree 

Rapid reviews may vary in length based on the level of detail needed 

to adequately answer the research question, the requirements of the 

decision-maker commissioning the review, the audience for which 

the review is intended, and the delivery time line. 

  

Further 

Comments? 

 

 

OVERALL COMMENTS (Optional) 
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SUPPLEMENT 7-6. INVITATION EMAIL SENT TO POTENTIAL EXPERTS 

Subject: Invitation to participate: eDelphi on 'Rapid Reviews'  

Email Message Body: 

Dear <custom name>, 

You are being asked to participate in an eDelphi study aiming to identify the 

defining characteristics of ‘rapid reviews’.  This study is being conducted by 

Shannon Kelly of the University of Ottawa, Department of Epidemiology and 

Community Medicine and is being done as part of a Masters thesis. This research is 

being conducted under the direction and supervision of Tammy Clifford, PhD., and 

David Moher, PhD. 

 

Background 

Although not delineated by an established definition, ‘rapid reviews’ are a type of 

accelerated systematic review with no commonly accepted or validated methodology. 

They have become increasingly popular as evidence producers struggle to balance the 

urgent or emergent requirements of the decision-making process with the need for 

high quality, inclusive evidence summaries. A clear, transparent, and sufficiently 

detailed definition of rapid reviews is necessary to solidify the placement of rapid 

reviews in the evidence continuum. This study will contribute to this end goal. 

 

Purpose of this study 

 

The purpose of this study is to survey evidence producers and experts to discover 

what these key stakeholders consider being the key defining characteristics of rapid 

reviews. Defining characteristics are defined as ‘one of a number of essential features 

by which a rapid review can be recognized’. The results will be used to study the key 

characteristics of expedited knowledge synthesis reports, in order to gain a better 

understanding of completeness, quality and potential bias. Once defined, healthcare 

decision-makers will be better able to judge how much value to place on the evidence 

contained in a rapid review, and be more informed regarding the potential risk 

associated with altering traditional systematic review methods. 

 

Your participation 

 

You are being asked to respond with your input on the defining characteristics of 

rapid reviews. Your responses (not your identity) will be shared with other 

participants in this study. Pilot testing suggests each round takes about 15 minutes to 
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complete. We will contact you by the email address you provide for invitations for 

the next round. There will be approximately 4-6 weeks in between each 

round. Should you agree to participate, we ask that you kindly respond to the initial 

survey round by June 21, 2013. 

 

As a participant in the study, you will be asked to identify yourself to the main study 

investigator (Shannon Kelly), solely for the purpose of administering the study. A 

brief demographic survey will be administered as part of the first survey round.  Your 

anonymity will be secured and at no time will your name or any other identifying 

information be shared with other study participants or any third party. There are no 

known risks associated with this study. Potential benefits of participating include the 

opportunity to learn more about this type of evidence product and the satisfaction of 

contributing to knowledge in this methodological area. You may withdraw at any 

time without consequence. 

 

This study has been granted ethical approval by the Ottawa Hospital Research Ethics 

Board. 

 

Confidentiality 

 

All research-related records will be kept for ten years after termination of the study. 

The Ottawa Hospital Research Ethics Board and the Ottawa Hospital Research 

Institute may review your relevant study records for audit purposes. 

The results of this research may also be published in professional journals or 

presented at scientific conferences, but any such presentations will report only 

aggregated findings. Should you be interested in receiving a copy of the study 

findings or a link to the website highlighting these findings, please contact Shannon 

Kelly. 

Shannon Kelly, Msc. (candidate) 

Department of Epidemiology and Community Medicine, Faculty of Medicine 

University of Ottawa 

<contact information removed for privacy> 

Any questions about study participation may also be directed to: 

Tammy Clifford, PhD 

Vice President, Strategic Initiatives and Chief Scientist, Canadian Agency for 

Drugs and Technologies in Health (CADTH) 

Adjunct Professor, Department of Epidemiology and Community Medicine, 

Faculty of Medicine, University of Ottawa 
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<contact information removed for privacy> 

 

David Moher, PhD 

Senior Scientist, Clinical Epidemiology, Ottawa Hospital Research Institute 

Associate Professor, Department of Epidemiology and Community Medicine, 

Faculty of Medicine, University of Ottawa 

<contact information removed for privacy> 

If you have any questions about your rights as a research participant you may contact 

the Chairman of the Ottawa Hospital Research Ethics Board at <contact information 

removed for privacy>. 

 

Consent Decision  

 

By selecting the “I agree to participate" link below you confirm that you: 

1. Understand what is required based on reading the letter of information 

2. Understand that your participation is voluntary and you are free to withdraw 

at any time 

3. Understand the provisions for confidentiality 

I agree to participate 

http://fluidsurveys.com/s/rapidreviews/?code=6g3wpcxsvw 

  

By selecting the “I do not agree to participate" link below you confirm that you are 

not agreeing to take part in this study at this time: 

 

I do not agree to participate 

http://fluidsurveys.com/s/rapidreviews/?code=6g3wpcxsvw&invact=unsubscribe 

 

Thank you! 

Shannon Kelly 

 

This link is uniquely tied to this survey and your email address. Please do not 

forward this message.  

SUPPLEMENT 7-7. EMAIL SENT TO EXPERT PANEL FOR ROUND 2 

Subject: Invitation to participate: eDelphi on 'Rapid Reviews' : Round 2 Survey 

Email Message Body: 

Dear <custom name>, 
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Thank you for your participation last year in our eDelphi on rapid reviews and for 

completing the first round questionnaire! Apologies for the delay in getting round 

two circulated, but we have collected a lot of information and are committed to 

ensuring we obtain high quality results from this study. 

We invite you to participate in the Delphi Round 2 survey attached to this email. 

We have attached a summary of Round 1 responses to assist with your feedback in 

this round. Please review these before, and use them while, completing the Round 2 

survey.  

The Round 2 Survey is based on your responses, rankings and free-text comments 

from Round 1. We have specifically sought to propose language regarding defining 

characteristics of rapid reviews that may lead to a broad definition of rapid reviews.  

We are providing you with the opportunity to agree or disagree with the proposed 

wording and you have the opportunity to propose edits by way of comment for each 

statement listed.  

The Delphi Round 2 Survey will close on March 14, 2014. We hope that you will be 

able to provide your valuable feedback by this date, and we thank you for your time 

and continued participation in this important initiative.  

With best wishes, 

Shannon Kelly 

CC: Tammy Clifford, David Moher 

 

SUPPLEMENT 7-8.EMAIL SENT TO EXPERT PANEL FOR ROUND 3 

Subject: Invitation to participate: eDelphi on 'Rapid Reviews' : Round 3 Survey 

Email Message Body: 

Dear <custom name>, 

 

Thank you for your continued participation in our eDelphi on rapid reviews and for 

completing the first and second round questionnaires. We are now inviting you to 

participate in Round 3. The Round 3 survey is attached to this email message, along 

with a document containing all comments from Round 2 for your reference. 

 

The Round 3 Survey is based on your responses (N=44), level of agreement and free-

text comments from Rounds 1 and 2. Although we had a great deal of consensus on 

the proposed language following Round 2, we also received a large volume of free-

text comments proposing changes to the wording or concepts. We have done our best 
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to reflect your comments in Round 3, while carefully considering the original 

responses received from Round 1. 

 

We hope that you will be able to provide your valuable feedback by way of a 

returned survey on or before August 31, 2104, and we thank you for your time and 

continued participation in this important initiative.  

 

Regards,  

Shannon Kelly
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APPENDIX D. ADDITIONAL CONTENT – CHAPTER 5 

SUPPLEMENT 7-9. INVITATION LETTER 

Subject: REQUEST FOR SURVEY PARTICIPATION: Exploring Attitudes and 

Perceptions Towards Rapid Reviews 

Hello <name>, 

You are invited to participate in a survey aiming to solicit personal opinion 

about ‘rapid reviews’. This study is being conducted by Shannon Kelly of the 

University of Ottawa, Department of Epidemiology and Community Medicine and 

is being done as part of a Masters thesis. This research is being conducted 

under the direction and supervision of Drs. Tammy Clifford and David Moher. 

‘Rapid reviews’ expedite the knowledge synthesis process by tailoring traditional 

methods with the goal of providing more timely information to decision-makers 

(also referred to as knowledge users) who need to make emergent or urgent 

evidence-informed decisions. No research to date has attempted to capture how 

various stakeholders subjectively feel about accelerated evidence syntheses, or 

rapid reviews. 

PURPOSE OF THE STUDY: 

We are specifically looking to explore perceptions and attitudes of evidence 

producers and knowledge users to determine if there are differing opinions on 

rapid reviews amongst them and across a variety of thematic areas. The ultimate 

goal is to achieve a better overall understanding of how individuals value this 

form of evidence and to identify positive and negative attitudes that may lead to 

restricted uptake, knowledge transfer and ultimately, impact. 

YOUR PARTICIPATION: 

In order to ensure that the survey reflects the perspectives and opinions of a 

broad range of knowledge users and producers, we are contacting individuals 

from various groups and organizations who have previously attended 

the CADTH Symposium on more than one occasion to ask for their participation. 

You have been invited to participate in this study because you have been 

identified as either a researcher or knowledge user who may have a viewpoint to 

share on this topic. We value all opinions – there is no wrong answer. 

You will be asked to represent your own views on rapid reviews by 

assessing a range of opinion statements using the online interface. Pilot 

testing suggests the survey may take up to 30 minutes to complete. Participants 

are encouraged to consider each statement carefully, but not to over think the 

statements. A very brief demographic survey will be administered after the main 
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survey. Your anonymity will be secured and at no time will your name, your 

responses or any other identifying information be shared with other study 

participants. You may withdraw at any time without consequence. 

If you would like to participate, please complete the survey before 

<Date>. The survey has been configured for use on desktop computer web 

browsers and on iOS (Apple) devices, although other devices *may work. 

Thank you, 

Shannon Kelly 

 

To participate in this study, please click on this link: 

Yes, I want to participate in this study. 

Your browser should open to the study’s start page. If for some reason it doesn’t, 

simply copy and paste this entire link into your browser’s location bar: 

http://q-assessor.com/studies/847/responses/new?code=XXXX 

We hope that you want to participate, but if you do not, click on this link: 

No, I do not want to participate in this study. 

Your browser should open to the study’s page to refuse this invitation. If for some 

reason it doesn’t, simply copy and paste this entire link into your browser’s 

location bar: 

http://q-assessor.com/studies/847/responses/refuse?code=XXXX 

SUPPLEMENT 7-10. THANK YOU REPLY TO PARTICIPANTS 

Subject: THANK YOU FOR PARTICIPATING: Exploring Attitudes and 

Perceptions Towards Rapid Reviews 

Hello, 

Thank you for taking the time to complete our survey exploring attitudes and 

perceptions towards rapid reviews. Your opinion is very important to us! 

If you have provided us with your email address, we will follow-up with you when 

study results are available and/or published. If you forgot to add your email 

address and are interested in study results, please contact Shannon Kelly at 

<contact information removed for privacy>. 

Have a great day, 

Shannon 
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SUPPLEMENT 7-11. ONLINE MATERIALS – INTRODUCTORY PAGE 

EXPLORING ATTITUDES AND PERCEPTIONSTOWARDS RAPID REVIEWS 

We have collected opinion statements from a variety of Canadian and 

International stakeholders on rapid reviews. 

You will first be asked to sort these statements into ‘piles’ – one pile for 

statements you generally agree with, a second pile for those you generally 

disagree with, and a third pile for statements you feel neutral about. Then, you 

will be asked to identify the statements you MOST agree with, and the two 

you MOST disagree with, and to sort the remaining statements into categories in-

between. Responses will then be evaluated to determine differences and 

similarities among the various perspectives. 

A note regarding terminology used: 

PRODUCERS are anyone who carries out research activities, and for the 

purposes of this survey, may be involved in evidence synthesis activities in any 

capacity. 

 

KNOWLEDGE USERS are those who are likely to be able to use the knowledge 

generated through research in order to make informed decisions about health 

policies, programs, and/or practices. 

 

SYSTEMATIC REVIEWS employ rigorous methods, such as those prescribed by 

the Cochrane Collaboration, to summarize research evidence.  

 

RAPID REVIEWS are assumed to generally following similar methods, but these 

methods are tailored or modified in order to synthesize research evidence in a 

more timely manner to meet the particular needs of knowledge users.  

 

HTA, or Health technology Assessment, is a broader, policy-based assessment 

of medical, social, ethical and economic implications of development, diffusion 

and use of health technologies. 

 

STUDY CONTACTS: 

If you have any questions or concerns, please feel free to contact me: 

Shannon Kelly, Msc. (candidate) 

Department of Epidemiology and Community Medicine, Faculty of Medicine 

University of Ottawa 

<contact information removed for privacy> 

Any questions about the study may also be directed to: 
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<contact information removed for privacy> 

This study has been granted ethical clearance according to the recommended 

principles of the Tri-Council Policy Statement: Ethical Conduct for Research 

Involving Humans, and the policies of the Ottawa Hospital Research Ethics 

Board. Any ethical concerns about this study may be directed to the Chair of the 

Ottawa Hospital Research Ethics Board: Raphael Saginur, M.D <contact 

information removed for privacy>  

SUPPLEMENT 7-12. ONLINE MATERIALS – Q SORT TABLE SET-UP  

(Administered via Q-Assessor) 

 

SUPPLEMENT 7-13. ONLINE MATERIALS – ANCILLARY QUESTIONS 

(administered via Q-Assessor) 

1. Please explain why you agree most with the two statements you have placed below the “MOST AGREE”. * 

 
 

2. Please explain why you disagree most with the two statements you have placed below the “MOST 

DISAGREE”. * 
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3. Do you consider yourself primarily a researcher/producer or a knowledge-user? * 

   Researcher/Producer 

   Knowledge User 

   I do not consider myself a researcher/producer or a knowledge user 

 

 

4. What is the highest level of education you have achieved? * 

   High School 

   Undergraduate 

   Masters 

   Doctoral 

   Prefer not to answer 

 

5. Which age category do you fall in? * 

   Under 18 

   18 to 35 

   36 to 50 

   50 or above 

   Prefer not to answer 

 

6. Are you: * 

   Male 

   Female 

   Prefer not to answer 

 

7. What is your country of residence? * 

 
 

8. Have you ever been the author of a rapid review? * 

   YES 

   NO 
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   UNSURE 

 

9. Have you ever used a rapid review to aid in a policy or decision-making? * 

   YES 

   NO 

   UNSURE 

10. Do you have any comments on this survey that you would like to share with the investigators? 

 
11. If you would like to be updated on the results of this research, please provide your email address so that we 

can follow-up. We will not share this email address with any other parties and you will remain anonymous. 
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SUPPLEMENT 7-14. Q-SORT CORRELATION MATRICES 

The correlation matrix represents all of the meaning and variability found in this study. 

  

 
1 2 3 4 5 6 7 8 9 10 11 

1 100 13 -19 4 12 -2 16 9 -7 34 18 

2 13 100 40 42 45 37 60 45 48 64 26 

3 -19 40 100 43 30 27 39 20 38 36 1 

4 4 42 43 100 25 48 45 32 45 42 7 

5 12 45 30 25 100 23 29 39 37 47 12 

6 -2 37 27 48 23 100 26 51 42 38 20 

7 16 60 39 45 29 26 100 44 55 58 20 

8 9 45 20 32 39 51 44 100 48 46 6 

9 -7 48 38 45 37 42 55 48 100 43 17 

10 34 64 36 42 47 38 58 46 43 100 20 

11 18 26 1 7 12 20 20 6 17 20 100 

Note: A value of 41 represents 0.41 multiplied by 100 

 

Standard error (SE) of the correlation matrix 

 
1 2 3 4 5 6 7 8 9 10 11 

1 100 13 -19 4 12 -2 16 9 -7 34 18 

2 13 100 40 42 45 37 60 45 48 64 26 

3 -19 40 100 43 30 27 39 20 38 36 1 

4 4 42 43 100 25 48 45 32 45 42 7 

5 12 45 30 25 100 23 29 39 37 47 12 

6 -2 37 27 48 23 100 26 51 42 38 20 

7 16 60 39 45 29 26 100 44 55 58 20 

8 9 45 20 32 39 51 44 100 48 46 6 

9 -7 48 38 45 37 42 55 48 100 43 17 

10 34 64 36 42 47 38 58 46 43 100 20 

11 18 26 1 7 12 20 20 6 17 20 100 

Note: SE calculated as:(( 1/√�)*100). A value of 41 represents 0.41 multiplied by 100 

Orange correlations are statistically significant as they fall between 2 and 2.5 times (SE = 60.3  to 75.4)the standard error.  

Yellow correlations trend towards being statistically significant as they come close to being 2 times the standard error (≥50). 
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SUPPLEMENT 7-15. FACTOR LOADINGS 

The loadings express the extent to which each Q sort is associated with each factor. Factor 

loadings in excess of 0.50 (plus or minus) can be considered significant, however. 

 

Unrotated Q sort factor loading matrix (n=7) 

Q sort 
Factor 

h
2
 

A B C D E F G 

8174 0.13141 0.60329 0.11441 0.29681 0.27382 0.09923 -0.12686 0.5834 

8176 0.78804 0.14342 0.02191 -0.06425 -0.04936 0.00146 0.04982 0.6511 

8185 0.45021 -0.16855 0.0131 -0.37848 0.04678 0.0084 0.38096 0.5219 

8186 0.60359 -0.28424 0.55147 -0.05315 0.18554 0.08993 0.06393 0.7986 

8194 0.53428 0.00884 -0.11966 0.05231 0.1428 -0.02699 0.07705 0.3296 

8198 0.55526 -0.38279 0.08575 0.46752 -0.05177 0.38573 0.29049 0.9167 

8199 0.72566 0.00659 0.06709 -0.18614 0.08849 0.19419 -0.28389 0.6918 

8200 0.6173 -0.08837 -0.17681 0.15103 0.10109 0.07367 0.01845 0.4589 

8215 0.67288 -0.22546 -0.02935 -0.04948 0.04534 0.15306 -0.08066 0.5389 

8221 0.80283 0.26536 0.06865 0.08657 0.14305 -0.10885 0.03971 0.761 

8223 0.25014 0.19806 0.09914 0.04339 -0.29969 0.17698 -0.12329 0.2498 

Eigenvalues 3.8667 0.8086 0.3908 0.5287 0.2675 0.2771 0.3623 -- 

Total Variance 35.1518 7.3509 3.5527 4.8064 2.4318 2.5191 3.2936 59.1064 

Green shading indicates significant by the Fuerntratt criterion (1) 

h2 = common variance, or communality measure explains how much how much a particular Q sort holds in common with all the other 

Q sorts in the study group. A high communality signals that the Q sort is typical or highly representative of the group as a whole, a 

low communality that it is atypical. (Watts, Simon; Stenner, Paul (2012-03-19). Doing Q Methodological Research (Kindle 

Location 2489). SAGE Publications. Kindle Edition.)   

 

Rotated Q Sort factor loading matrix (varimax rotation) (n=7) 

Q sort 
Factor 

h
2
 

A B C D E F G 

8174 0.11802 0.73443 -0.00557 0.00053 0.11949 -0.03247 -0.12104 0.5834 

8176 0.63649 0.10406 0.2052 -0.05377 0.32896 0.08396 0.27366 0.651 

8185 0.30617 -0.20014 0.19695 0.01825 -0.02403 0.07102 0.58597 0.5219 

8186 0.28805 0.00358 0.77397 0.01503 0.07067 0.25821 0.21153 0.7986 

8194 0.52333 0.08742 0.07885 -0.01093 0.00667 0.14315 0.14577 0.3295 

8198 0.31271 -0.0484 0.22382 0.00066 0.12145 0.86398 0.07201 0.9167 

8199 0.5944 0.04992 0.36496 0.31377 0.31047 -0.00293 0.08977 0.692 

8200 0.60049 0.03266 0.07007 0.05938 0.05857 0.28623 0.05903 0.4589 

8215 0.56684 -0.12485 0.2791 0.19298 0.15661 0.22561 0.10695 0.5388 

8221 0.69778 0.33089 0.245 -0.15036 0.20115 0.06652 0.19274 0.761 

8223 0.09481 0.08139 0.03328 0.01357 0.47907 0.05718 -0.01276 0.2499 

Eigenvalues 2.4985 0.7355 1.0133 0.1655 0.5372 0.9873 0.5644 -- 

Total Variance 22.7136 6.6864 9.2118 1.5045 4.8836 8.9755 5.1309 59.1064 

Green shading indicates significant by the Fuerntratt criterion (1) 
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Unrotated Q sort factor loading matrix (n=3) 

 
A B C h

2
 

8174 0.13141 0.60329 0.11441 0.3944 

8176 0.78804 0.14342 0.02191 0.6421 

8185 0.45021 -0.16855 0.0131 0.2313 

8186 0.60359 -0.28424 0.55147 0.7492 

8194 0.53428 0.00884 -0.11966 0.2999 

8198 0.55526 -0.38279 0.08575 0.4622 

8199 0.72566 0.00659 0.06709 0.5311 

8200 0.6173 -0.08837 -0.17681 0.4202 

8215 0.67288 -0.22546 -0.02935 0.5045 

8221 0.80283 0.26536 0.06865 0.7196 

8223 0.25014 0.19806 0.09914 0.1116 

Eigenvalues 3.8667 0.8086 0.3908 -- 

Total Variance 35.1518 7.3509 3.5527 46.05 

Green shading indicates significant by the Fuerntratt criterion (1) 

Rotated Q Sort factor loading matrix (varimax rotation) (n=3) 

 
A B C h

2
 

8174 -0.04896 0.61659 -0.10834 0.3943 

8176 0.63758 0.4089 0.26143 0.642 

8185 0.40766 0.01062 0.25489 0.2313 

8186 0.29542 0.11777 0.80504 0.7493 

8194 0.51352 0.15932 0.10374 0.2999 

8198 0.49924 -0.12246 0.44492 0.4622 

8199 0.58604 0.27841 0.33192 0.5311 

8200 0.62939 0.08502 0.12951 0.4201 

8215 0.62862 0.0252 0.32963 0.5045 

8221 0.60607 0.5363 0.25441 0.7196 

8223 0.13065 0.29252 0.09479 0.1117 

Eigenvalues 2.6944 1.0603 1.3113 -- 

Total Variance 24.4945 9.6391 11.9209 46.0545 

Green shading indicates significant by the Fuerntratt criterion (1) 
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SUPPLEMENT 7-16. FACTOR SCORES 

Rank Statement Scores for Factors A, B and C 

 
Statement 

# 

Factors 

A B C 

Z-Score Rank Z-Score Rank Z-Score Rank 

1 0.486 16 0.621 13 0 32 

2 -0.783 38 0.843 9 -2.059 50 

3 -0.262 32 2.463 1 0.686 18 

4 -0.861 40 1.664 3 0 32 

5 -0.989 43 -1.242 45 -0.686 42 

6 0.523 15 0.843 9 0.686 18 

7 -2.135 49 -2.263 49 -2.059 50 

8 0.059 27 -1.642 47 0.686 18 

9 0.297 21 1.242 5 0 32 

10 1.869 1 1.442 4 0 32 

11 -0.893 41 0.621 13 0.686 18 

12 -1.943 48 0.421 18 -1.373 48 

13 0.339 19 1.021 6 2.059 2 

14 0.674 12 0.2 25 1.373 8 

15 -0.952 42 0 30 -0.686 42 

16 0.15 26 0.2 25 -0.686 42 

17 -0.514 37 0 30 1.373 8 

18 1.026 8 0 30 0 32 

19 -1.023 44 -2.463 50 -0.686 42 

20 1.55 4 -0.222 35 0 32 

21 1.295 5 0.621 13 0.686 18 

22 0.684 11 0.2 25 0 32 

23 0.211 25 0.2 25 -0.686 42 

24 0.298 20 0.421 18 1.373 8 

25 1.246 6 0.2 25 0 32 

26 0.011 28 -1.242 45 0.686 18 

27 0.466 18 -0.821 42 1.373 8 

28 0.535 14 -1.842 48 2.059 2 

29 0.484 17 0 30 0 32 

30 -0.148 30 0.4 19 0 32 

31 0.296 22 -0.421 37 -0.686 42 

32 0.866 9 0.421 18 0.686 18 

33 0.269 23 -0.843 43 1.373 8 

34 -0.393 33 -0.621 40 -1.373 48 

35 0.6 13 -0.621 40 0 32 

36 0.738 10 0.843 9 0 32 
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Statement 

# 

Factors 

A B C 

Z-Score Rank Z-Score Rank Z-Score Rank 

37 -0.462 34 0.421 18 -0.686 42 

38 -2.149 50 -0.222 35 -1.373 48 

39 1.173 7 -0.621 40 0.686 18 

40 -1.53 47 0.421 18 -0.686 42 

41 1.837 2 -0.222 35 1.373 8 

42 -0.856 39 -1.642 47 -0.686 42 

43 -1.396 45 -0.821 42 -1.373 48 

44 -0.505 36 -0.2 32 0 32 

45 1.826 3 0.821 10 0 32 

46 -0.48 35 0 30 0.686 18 

47 -1.412 46 1.842 2 -1.373 48 

48 -0.118 29 -0.421 37 -0.686 42 

49 0.235 24 -0.2 32 0.686 18 

50 -0.237 31 0.2 25 -1.373 48 

 

Normalized Factor Scores for Factors A, B and C 

Factor A 

# Statements Z-Score 

10 

All evidence synthesis products, including rapid reviews, SRs, or HTAs, can be 

conducted very well or very poorly. 1.869 

41 

A well-conducted rapid review may produce better evidence than a poorly conducted 

systematic review. 1.837 

45 

A good quality review of evidence is determined by the methods used, not by the speed 

at which it is completed. 1.826 

20 

Rapid reviews and all other evidence synthesis products hold the same value as long as 

they retain the core value of being transparent in conduct, include the highest quality 

evidence available and present results with a qualification on the strength of evidence. 1.55 

21 

Appropriateness of a rapid review varies with the type of decision being made, and any 

financial, legal or other important contextual facets tied to the decision. 1.295 

25 

It is important to have minimum standards for the reporting of rapid reviews (e.g., a 

PRISMA-RR). 1.246 

39 

Achieving a precise estimate of effect (from a SR) may not inform the decision-at-hand 

any better than a general estimate of effect (produced by a rapid review). 1.173 

18 Using rapid reviews to inform decisions is better than using no evidence at all. 1.026 

32 Rapid reviews can be timely and valid, even when methodological concessions are made. 0.866 

36 

The results from a systematic review may not differ from those of a rapid review, but 

more research is needed to support this theory and quantify why results may be the same 

or different. 0.738 

22 

My confidence in a rapid review is impacted by which methods are tailored to speed up 

the review process. 0.684 

14 Rapid reviews meet the needs of knowledge users. 0.674 

35 

Rapid reviews are not a unique methodology, they are simply a variation of a systematic 

review that can fall anywhere on the continuum of evidence synthesis methods. 0.6 
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28 

Knowledge users don't always need all of the evidence, they just need the best evidence 

to support their decision, and what is ‘best evidence' is specific to the knowledge user. 0.535 

6 Rapid reviews mean different things to different people. 0.523 

1 

The evidence from rapid reviews is good enough to inform low-risk, emergent policy or 

decision-making needs when the alternative is the use of no evidence. 0.486 

29 

Knowledge users do not fully understand the implications of streamlining evidence 

synthesis methods to produce a more timely evidence product. 0.484 

27 

The value of rapid reviews in the context of emergent decision-making needs outweighs 

the disadvantages or risk of bias and potentially ‘imperfect' evidence. 0.466 

13 Rapid reviews need to be tailored to the specific needs of the knowledge user. 0.339 

24 

It is important to have minimum standards for the methodological conduct of rapid 

reviews. 0.298 

9 Rapid reviews do not replace SRs or HTAs. 0.297 

31 

Rapid reviews that omit an assessment of the quality of included studies are useless to 

knowledge users. 0.296 

33 

Transparency of process is more important than the actual methods used to produce rapid 

reviews, as transparency allows the end user to make their own assessment on validity 

and appropriateness. 0.269 

49 

Producers are more concerned with the methodology and validity of rapid reviews than 

knowledge users. 0.235 

23 

My confidence in a rapid review is directly tied to results being presented and 

contextualized by the strength and applicability of the evidence. 0.211 

16 

There is so much overlap across the various evidence synthesis methods that I cannot 

generalize my opinion to favor one over the other without the context of the decision at 

hand. 0.15 

8 

The opportunity cost of a comprehensive SR or HTA is too high and it is more 

advantageous to conduct rapid reviews when timeliness is a factor. 0.059 

26 Standardization of rapid review methods may conflict with the needs of knowledge users 0.011 

48 

‘Rapid review' is too broad a phrase – doing a review in a more timely way can only be 

relative to how long it takes the same team to produce a full systematic review. -0.118 

30 

Reporting of the results of rapid reviews must be tailored to the knowledge user(s) who 

commissioned the review. -0.148 

50 

It is difficult to judge the validity of a rapid review as the reporting is often truncated and 

protocols are not published. -0.237 

3 

Deviating from accepted systematic review methods may introduce bias and impact the 

validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. -0.262 

34 It is appropriate to endeavor to define a single, unique methodology for rapid reviews. -0.393 

37 

I put more confidence in evidence produced in a systematic review than of a rapid 

review. -0.462 

46 

It is difficult to tell a rapid review from a systematic review unless very specific 

nomenclature is used in the title or description of methods. -0.48 

44 

A rapid review must be justified with a valid rationale for both speeding up the process 

and tailoring rigourous methods for evidence synthesis. -0.505 

17 

There is a risk involved in tailoring accepted SR methods to produce rapid reviews that 

we do not yet understand. -0.514 

2 

When time allows, a comprehensive systematic review of all available evidence should 

always be conducted. -0.783 

42 Any review of evidence that takes longer than 3 months to produce is not a rapid review. -0.856 

4 

Further research comparing the methods and results of rapid reviews and systematic 

reviews is required before I decide how I feel about rapid reviews. -0.861 

11 Rapid reviews are comparable to SRs except they are done in a more timely fashion. -0.893 

15 There is a paucity of evidence on rapid reviews, so I cannot support or oppose their use -0.952 
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in decision-making. 

5 

Rapid reviews are too focused in scope and/or context to be generalizable to a variety of 

knowledge users. -0.989 

19 It is always appropriate to conduct a rapid review. -1.023 

43 Any review of evidence that takes longer than 1 month to produce is not a rapid review. -1.396 

47 A rapid review cannot be a systematic review. -1.412 

40 

Rapid reviews should only be conducted when the alternate option is the use of no 

evidence to inform a decision. -1.53 

12 Rapid reviews are ‘quick and dirty' systematic reviews. -1.943 

7 

Rapid reviews should only precede a more comprehensive and rigorous systematic 

review. -2.135 

38 

The more time spent conducting the review of the evidence, the more valid the results of 

the review will be. -2.149 

 

Factor B 

# Statements Z-Score 

3 

Deviating from accepted systematic review methods may introduce bias and impact the 

validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. 2.463 

47 A rapid review cannot be a systematic review. 1.842 

4 

Further research comparing the methods and results of rapid reviews and systematic 

reviews is required before I decide how I feel about rapid reviews. 1.664 

10 

All evidence synthesis products, including rapid reviews, SRs, or HTAs, can be 

conducted very well or very poorly. 1.442 

9 Rapid reviews do not replace SRs or HTAs. 1.242 

13 Rapid reviews need to be tailored to the specific needs of the knowledge user. 1.021 

36 

The results from a systematic review may not differ from those of a rapid review, but 

more research is needed to support this theory and quantify why results may be the same 

or different. 0.843 

6 Rapid reviews mean different things to different people. 0.843 

2 

When time allows, a comprehensive systematic review of all available evidence should 

always be conducted. 0.843 

45 

A good quality review of evidence is determined by the methods used, not by the speed 

at which it is completed. 0.821 

21 

Appropriateness of a rapid review varies with the type of decision being made, and any 

financial, legal or other important contextual facets tied to the decision. 0.621 

11 Rapid reviews are comparable to SRs except they are done in a more timely fashion. 0.621 

1 

The evidence from rapid reviews is good enough to inform low-risk, emergent policy or 

decision-making needs when the alternative is the use of no evidence. 0.621 

40 

Rapid reviews should only be conducted when the alternate option is the use of no 

evidence to inform a decision. 0.421 

37 

I put more confidence in evidence produced in a systematic review than of a rapid 

review. 0.421 

32 Rapid reviews can be timely and valid, even when methodological concessions are made. 0.421 

24 

It is important to have minimum standards for the methodological conduct of rapid 

reviews. 0.421 

12 Rapid reviews are ‘quick and dirty' systematic reviews. 0.421 

30 

Reporting of the results of rapid reviews must be tailored to the knowledge user(s) who 

commissioned the review. 0.4 
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50 

It is difficult to judge the validity of a rapid review as the reporting is often truncated and 

protocols are not published. 0.2 

25 

It is important to have minimum standards for the reporting of rapid reviews (e.g., a 

PRISMA-RR). 0.2 

23 

My confidence in a rapid review is directly tied to results being presented and 

contextualized by the strength and applicability of the evidence. 0.2 

22 

My confidence in a rapid review is impacted by which methods are tailored to speed up 

the review process. 0.2 

16 

There is so much overlap across the various evidence synthesis methods that I cannot 

generalize my opinion to favor one over the other without the context of the decision at 

hand. 0.2 

14 Rapid reviews meet the needs of knowledge users. 0.2 

46 

It is difficult to tell a rapid review from a systematic review unless very specific 

nomenclature is used in the title or description of methods. 0 

29 

Knowledge users do not fully understand the implications of streamlining evidence 

synthesis methods to produce a more timely evidence product. 0 

18 Using rapid reviews to inform decisions is better than using no evidence at all. 0 

17 

There is a risk involved in tailoring accepted SR methods to produce rapid reviews that 

we do not yet understand. 0 

15 

There is a paucity of evidence on rapid reviews, so I cannot support or oppose their use 

in decision-making. 0 

49 

Producers are more concerned with the methodology and validity of rapid reviews than 

knowledge users. -0.2 

44 

A rapid review must be justified with a valid rationale for both speeding up the process 

and tailoring rigourous methods for evidence synthesis. -0.2 

41 

A well-conducted rapid review may produce better evidence than a poorly conducted 

systematic review. -0.222 

38 

The more time spent conducting the review of the evidence, the more valid the results of 

the review will be. -0.222 

20 

Rapid reviews and all other evidence synthesis products hold the same value as long as 

they retain the core value of being transparent in conduct, include the highest quality 

evidence available and present results with a qualification on the strength of evidence. -0.222 

48 

‘Rapid review' is too broad a phrase – doing a review in a more timely way can only be 

relative to how long it takes the same team to produce a full systematic review. -0.421 

31 

Rapid reviews that omit an assessment of the quality of included studies are useless to 

knowledge users. -0.421 

39 

Achieving a precise estimate of effect (from a SR) may not inform the decision-at-hand 

any better than a general estimate of effect (produced by a rapid review). -0.621 

35 

Rapid reviews are not a unique methodology, they are simply a variation of a systematic 

review that can fall anywhere on the continuum of evidence synthesis methods. -0.621 

34 It is appropriate to endeavor to define a single, unique methodology for rapid reviews. -0.621 

43 Any review of evidence that takes longer than 1 month to produce is not a rapid review. -0.821 

27 

The value of rapid reviews in the context of emergent decision-making needs outweighs 

the disadvantages or risk of bias and potentially ‘imperfect' evidence. -0.821 

33 

Transparency of process is more important than the actual methods used to produce rapid 

reviews, as transparency allows the end user to make their own assessment on validity 

and appropriateness. -0.843 

26 Standardization of rapid review methods may conflict with the needs of knowledge users -1.242 

5 

Rapid reviews are too focused in scope and/or context to be generalizable to a variety of 

knowledge users. -1.242 

42 Any review of evidence that takes longer than 3 months to produce is not a rapid review. -1.642 

8 

The opportunity cost of a comprehensive SR or HTA is too high and it is more 

advantageous to conduct rapid reviews when timeliness is a factor. -1.642 
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28 

Knowledge users don't always need all of the evidence, they just need the best evidence 

to support their decision, and what is ‘best evidence' is specific to the knowledge user. -1.842 

7 

Rapid reviews should only precede a more comprehensive and rigorous systematic 

review. -2.263 

19 It is always appropriate to conduct a rapid review. -2.463 

 

Factor C 

# Statements Z-Score 

28 

Knowledge users don't always need all of the evidence, they just need the best evidence 

to support their decision, and what is ‘best evidence' is specific to the knowledge user. 2.059 

13 Rapid reviews need to be tailored to the specific needs of the knowledge user. 2.059 

41 

A well-conducted rapid review may produce better evidence than a poorly conducted 

systematic review. 1.373 

33 

Transparency of process is more important than the actual methods used to produce rapid 

reviews, as transparency allows the end user to make their own assessment on validity 

and appropriateness. 1.373 

27 

The value of rapid reviews in the context of emergent decision-making needs outweighs 

the disadvantages or risk of bias and potentially ‘imperfect' evidence. 1.373 

24 

It is important to have minimum standards for the methodological conduct of rapid 

reviews. 1.373 

17 

There is a risk involved in tailoring accepted SR methods to produce rapid reviews that 

we do not yet understand. 1.373 

14 Rapid reviews meet the needs of knowledge users. 1.373 

49 

Producers are more concerned with the methodology and validity of rapid reviews than 

knowledge users. 0.686 

46 

It is difficult to tell a rapid review from a systematic review unless very specific 

nomenclature is used in the title or description of methods. 0.686 

39 

Achieving a precise estimate of effect (from a SR) may not inform the decision-at-hand 

any better than a general estimate of effect (produced by a rapid review). 0.686 

32 Rapid reviews can be timely and valid, even when methodological concessions are made. 0.686 

26 Standardization of rapid review methods may conflict with the needs of knowledge users 0.686 

21 

Appropriateness of a rapid review varies with the type of decision being made, and any 

financial, legal or other important contextual facets tied to the decision. 0.686 

11 Rapid reviews are comparable to SRs except they are done in a more timely fashion. 0.686 

8 

The opportunity cost of a comprehensive SR or HTA is too high and it is more 

advantageous to conduct rapid reviews when timeliness is a factor. 0.686 

6 Rapid reviews mean different things to different people. 0.686 

3 

Deviating from accepted systematic review methods may introduce bias and impact the 

validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. 0.686 

45 

A good quality review of evidence is determined by the methods used, not by the speed 

at which it is completed. 0 

44 

A rapid review must be justified with a valid rationale for both speeding up the process 

and tailoring rigourous methods for evidence synthesis. 0 

36 

The results from a systematic review may not differ from those of a rapid review, but 

more research is needed to support this theory and quantify why results may be the same 

or different. 0 

35 

Rapid reviews are not a unique methodology, they are simply a variation of a systematic 

review that can fall anywhere on the continuum of evidence synthesis methods. 0 

30 

Reporting of the results of rapid reviews must be tailored to the knowledge user(s) who 

commissioned the review. 0 
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29 

Knowledge users do not fully understand the implications of streamlining evidence 

synthesis methods to produce a more timely evidence product. 0 

25 

It is important to have minimum standards for the reporting of rapid reviews (e.g., a 

PRISMA-RR). 0 

22 

My confidence in a rapid review is impacted by which methods are tailored to speed up 

the review process. 0 

20 

Rapid reviews and all other evidence synthesis products hold the same value as long as 

they retain the core value of being transparent in conduct, include the highest quality 

evidence available and present results with a qualification on the strength of evidence. 0 

18 Using rapid reviews to inform decisions is better than using no evidence at all. 0 

10 

All evidence synthesis products, including rapid reviews, SRs, or HTAs, can be 

conducted very well or very poorly. 0 

9 Rapid reviews do not replace SRs or HTAs. 0 

4 

Further research comparing the methods and results of rapid reviews and systematic 

reviews is required before I decide how I feel about rapid reviews. 0 

1 

The evidence from rapid reviews is good enough to inform low-risk, emergent policy or 

decision-making needs when the alternative is the use of no evidence. 0 

48 

‘Rapid review' is too broad a phrase – doing a review in a more timely way can only be 

relative to how long it takes the same team to produce a full systematic review. -0.686 

42 Any review of evidence that takes longer than 3 months to produce is not a rapid review. -0.686 

40 

Rapid reviews should only be conducted when the alternate option is the use of no 

evidence to inform a decision. -0.686 

37 

I put more confidence in evidence produced in a systematic review than of a rapid 

review. -0.686 

31 

Rapid reviews that omit an assessment of the quality of included studies are useless to 

knowledge users. -0.686 

23 

My confidence in a rapid review is directly tied to results being presented and 

contextualized by the strength and applicability of the evidence. -0.686 

19 It is always appropriate to conduct a rapid review. -0.686 

16 

There is so much overlap across the various evidence synthesis methods that I cannot 

generalize my opinion to favor one over the other without the context of the decision at 

hand. -0.686 

15 

There is a paucity of evidence on rapid reviews, so I cannot support or oppose their use 

in decision-making. -0.686 

5 

Rapid reviews are too focused in scope and/or context to be generalizable to a variety of 

knowledge users. -0.686 

50 

It is difficult to judge the validity of a rapid review as the reporting is often truncated and 

protocols are not published. -1.373 

47 A rapid review cannot be a systematic review. -1.373 

43 Any review of evidence that takes longer than 1 month to produce is not a rapid review. -1.373 

38 

The more time spent conducting the review of the evidence, the more valid the results of 

the review will be. -1.373 

34 It is appropriate to endeavor to define a single, unique methodology for rapid reviews. -1.373 

12 Rapid reviews are ‘quick and dirty' systematic reviews. -1.373 

7 

Rapid reviews should only precede a more comprehensive and rigorous systematic 

review. -2.059 

2 

When time allows, a comprehensive systematic review of all available evidence should 

always be conducted. -2.059 
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SUPPLEMENT 7-17. DESCENDING ARRAY OF FACTOR DIFFERENCES 

 

Factors A,B 
# A B Delta 

28 0.535 -1.842 2.377 

41 1.837 -0.222 2.059 

39 1.173 -0.621 1.794 

20 1.55 -0.222 1.772 

8 0.059 -1.642 1.701 

19 -1.023 -2.463 1.44 

27 0.466 -0.821 1.287 

26 0.011 -1.242 1.253 

35 0.6 -0.621 1.221 

33 0.269 -0.843 1.112 

25 1.246 0.2 1.046 

18 1.026 0 1.026 

45 1.826 0.821 1.005 

42 -0.856 -1.642 0.786 

31 0.296 -0.421 0.717 

21 1.295 0.621 0.674 

29 0.484 0 0.484 

22 0.684 0.2 0.484 

14 0.674 0.2 0.474 

32 0.866 0.421 0.445 

49 0.235 -0.2 0.435 

10 1.869 1.442 0.427 

48 -0.118 -0.421 0.303 

5 -0.989 -1.242 0.253 

34 -0.393 -0.621 0.228 

7 -2.135 -2.263 0.128 

23 0.211 0.2 0.011 

16 0.15 0.2 -0.05 

36 0.738 0.843 -0.105 

24 0.298 0.421 -0.123 

1 0.486 0.621 -0.135 

44 -0.505 -0.2 -0.305 

6 0.523 0.843 -0.32 

50 -0.237 0.2 -0.437 

46 -0.48 0 -0.48 

17 -0.514 0 -0.514 

30 -0.148 0.4 -0.548 
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# A B Delta 

43 -1.396 -0.821 -0.575 

13 0.339 1.021 -0.682 

37 -0.462 0.421 -0.883 

9 0.297 1.242 -0.945 

15 -0.952 0 -0.952 

11 -0.893 0.621 -1.514 

2 -0.783 0.843 -1.626 

38 -2.149 -0.222 -1.927 

40 -1.53 0.421 -1.951 

12 -1.943 0.421 -2.364 

4 -0.861 1.664 -2.525 

3 -0.262 2.463 -2.725 

47 -1.412 1.842 -3.254 

 

Factors A,C 

# A C Delta 

10 1.869 0 1.869 

45 1.826 0 1.826 

20 1.55 0 1.55 

2 -0.783 -2.059 1.276 

25 1.246 0 1.246 

50 -0.237 -1.373 1.136 

18 1.026 0 1.026 

31 0.296 -0.686 0.982 

34 -0.393 -1.373 0.98 

23 0.211 -0.686 0.897 

16 0.15 -0.686 0.836 

36 0.738 0 0.738 

22 0.684 0 0.684 

21 1.295 0.686 0.609 

35 0.6 0 0.6 

48 -0.118 -0.686 0.568 

39 1.173 0.686 0.487 

1 0.486 0 0.486 

29 0.484 0 0.484 

41 1.837 1.373 0.464 

9 0.297 0 0.297 

37 -0.462 -0.686 0.224 

32 0.866 0.686 0.18 

43 -1.396 -1.373 -0.023 

47 -1.412 -1.373 -0.039 
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# A B Delta 

7 -2.135 -2.059 -0.076 

30 -0.148 0 -0.148 

6 0.523 0.686 -0.163 

42 -0.856 -0.686 -0.17 

15 -0.952 -0.686 -0.266 

5 -0.989 -0.686 -0.303 

19 -1.023 -0.686 -0.337 

49 0.235 0.686 -0.451 

44 -0.505 0 -0.505 

12 -1.943 -1.373 -0.57 

8 0.059 0.686 -0.627 

26 0.011 0.686 -0.675 

14 0.674 1.373 -0.699 

38 -2.149 -1.373 -0.776 

40 -1.53 -0.686 -0.844 

4 -0.861 0 -0.861 

27 0.466 1.373 -0.907 

3 -0.262 0.686 -0.948 

24 0.298 1.373 -1.075 

33 0.269 1.373 -1.104 

46 -0.48 0.686 -1.166 

28 0.535 2.059 -1.524 

11 -0.893 0.686 -1.579 

13 0.339 2.059 -1.72 

17 -0.514 1.373 -1.887 

Factors B,C 

# B C Delta 

47 1.842 -1.373 3.215 

2 0.843 -2.059 2.902 

12 0.421 -1.373 1.794 

3 2.463 0.686 1.777 

4 1.664 0 1.664 

50 0.2 -1.373 1.573 

10 1.442 0 1.442 

9 1.242 0 1.242 

38 -0.222 -1.373 1.151 

37 0.421 -0.686 1.107 

40 0.421 -0.686 1.107 

16 0.2 -0.686 0.886 

23 0.2 -0.686 0.886 

36 0.843 0 0.843 
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# A B Delta 

45 0.821 0 0.821 

34 -0.621 -1.373 0.752 

15 0 -0.686 0.686 

1 0.621 0 0.621 

43 -0.821 -1.373 0.552 

30 0.4 0 0.4 

31 -0.421 -0.686 0.265 

48 -0.421 -0.686 0.265 

22 0.2 0 0.2 

25 0.2 0 0.2 

6 0.843 0.686 0.157 

29 0 0 0 

18 0 0 0 

11 0.621 0.686 -0.065 

21 0.621 0.686 -0.065 

44 -0.2 0 -0.2 

7 -2.263 -2.059 -0.204 

20 -0.222 0 -0.222 

32 0.421 0.686 -0.265 

5 -1.242 -0.686 -0.556 

35 -0.621 0 -0.621 

46 0 0.686 -0.686 

49 -0.2 0.686 -0.886 

24 0.421 1.373 -0.952 

42 -1.642 -0.686 -0.956 

13 1.021 2.059 -1.038 

14 0.2 1.373 -1.173 

39 -0.621 0.686 -1.307 

17 0 1.373 -1.373 

41 -0.222 1.373 -1.595 

19 -2.463 -0.686 -1.777 

26 -1.242 0.686 -1.928 

27 -0.821 1.373 -2.194 

33 -0.843 1.373 -2.216 

8 -1.642 0.686 -2.328 

28 -1.842 2.059 -3.901 
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1. Fuerntratt, E. Zur Bestimmung der Anzahl interpretierbarer gemeinsamer 

Faktoren in Faktorenanalysen psychologischer Daten (The determination of the number 

of interpretable common factors in factor analysis of psychological data). Diagnostica. 
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SUPPLEMENT 7-18. STATEMENTS NOT LINKED TO ANY FACTOR 

 
Statements That Do Not Distinguish Between ANY Pair of Factors (NON-Significant; p > 0.01) 

 

# 

 

Statements 

 

Factors 

A 

Z-Score 
Rank 

B 

Z-Score 
Rank 

C 

Z-Score 
Rank 

1 
The evidence from rapid reviews is good enough to inform low-risk, emergent policy or decision-making needs 

when the alternative is the use of no evidence. 
0.486 1 0.621 1 0 0 

5 Rapid reviews are too focused in scope and/or context to be generalizable to a variety of knowledge users. -0.989 -2 -1.242 -2 -0.686 -1 

6 Rapid reviews mean different things to different people. 0.523 1 0.843 2 0.686 1 

7 Rapid reviews should only precede a more comprehensive and rigorous systematic review. -2.135 -3 -2.263 -3 -2.059 -3 

9 Rapid reviews do not replace SRs or HTAs. 0.297 0 1.242 2 0 0 

14 Rapid reviews meet the needs of knowledge users. 0.674 1 0.2 0 1.373 2 

15 There is a paucity of evidence on rapid reviews, so I cannot support or oppose their use in decision-making. -0.952 -1 0 0 -0.686 -1 

16 
There is so much overlap across the various evidence synthesis methods that I cannot generalize my opinion to 

favor one over the other without the context of the decision at hand. 
0.15 0 0.2 0 -0.686 -1 

21 
Appropriateness of a rapid review varies with the type of decision being made, and any financial, legal or other 

important contextual facets tied to the decision. 
1.295 2 0.621 1 0.686 1 

22 My confidence in a rapid review is impacted by which methods are tailored to speed up the review process. 0.684 1 0.2 0 0 0 

23 
My confidence in a rapid review is directly tied to results being presented and contextualized by the strength and 

applicability of the evidence. 
0.211 0 0.2 0 -0.686 -1 

24 It is important to have minimum standards for the methodological conduct of rapid reviews. 0.298 0 0.421 1 1.373 2 

29 
Knowledge users do not fully understand the implications of streamlining evidence synthesis methods to produce 

a more timely evidence product. 
0.484 1 0 0 0 0 

30 Reporting of the results of rapid reviews must be tailored to the knowledge user(s) who commissioned the review. -0.148 0 0.4 0 0 0 

31 Rapid reviews that omit an assessment of the quality of included studies are useless to knowledge users. 0.296 0 -0.421 -1 -0.686 -1 

32 Rapid reviews can be timely and valid, even when methodological concessions are made. 0.866 1 0.421 1 0.686 1 

34 It is appropriate to endeavor to define a single, unique methodology for rapid reviews. -0.393 -1 -0.621 -1 -1.373 -2 

36 
The results from a systematic review may not differ from those of a rapid review, but more research is needed to 

support this theory and quantify why results may be the same or different. 
0.738 1 0.843 1 0 0 

37 I put more confidence in evidence produced in a systematic review than of a rapid review. -0.462 -1 0.421 1 -0.686 -1 

42 Any review of evidence that takes longer than 3 months to produce is not a rapid review. -0.856 -1 -1.642 -2 -0.686 -1 
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# 

 

Statements 

 

Factors 

A 

Z-Score 
Rank 

B 

Z-Score 
Rank 

C 

Z-Score 
Rank 

43 Any review of evidence that takes longer than 1 month to produce is not a rapid review. -1.396 -2 -0.821 -1 -1.373 -2 

44 
A rapid review must be justified with a valid rationale for both speeding up the process and tailoring rigourous 

methods for evidence synthesis. 
-0.505 -1 -0.2 0 0 0 

46 
It is difficult to tell a rapid review from a systematic review unless very specific nomenclature is used in the title 

or description of methods. 
-0.48 -1 0 0 0.686 1 

48 
‘Rapid review' is too broad a phrase – doing a review in a more timely way can only be relative to how long it 

takes the same team to produce a full systematic review. 
-0.118 0 -0.421 -1 -0.686 -1 

49 Producers are more concerned with the methodology and validity of rapid reviews than knowledge users. 0.235 0 -0.2 0 0.686 1 

50 
It is difficult to judge the validity of a rapid review as the reporting is often truncated and protocols are not 

published. 
-0.237 0 0.2 0 -1.373 -2 

Bolded statements are NON-Significant; p > 0.05 

 

 

SUPPLEMENT 7-19. DEFINING STATEMENTS FOR EACH FACTOR 

No. Statements Factor Score 

 
 A B C 

FACTOR A: THEME    

2 When time allows, a comprehensive systematic review of all available evidence should always be conducted. -1 2 -3 

3 
Deviating from accepted systematic review methods may introduce bias and impact the validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. 
0 3 1 

11 Rapid reviews are comparable to SRs except they are done in a more timely fashion. -1 1 1 

18 Using rapid reviews to inform decisions is better than using no evidence at all. 2 0 0 

20 
Rapid reviews and all other evidence synthesis products hold the same value as long as they retain the core value of being transparent in conduct, include the highest quality 

evidence available and present results with a qualification on the strength of evidence. 
2 -1 0 

25 It is important to have minimum standards for the reporting of rapid reviews (e.g., a PRISMA-RR). 2 0 0 

28 Knowledge users don't always need all of the evidence, they just need the best evidence to support their decision, and what is ‘best evidence' is specific to the knowledge user. 1 -2 3 

33 
Transparency of process is more important than the actual methods used to produce rapid reviews, as transparency allows the end user to make their own assessment on 

validity and appropriateness. 
0 -2 2 

45 A good quality review of evidence is determined by the methods used, not by the speed at which it is completed. 2 1 0 

FACTOR B: THEME    

2 When time allows, a comprehensive systematic review of all available evidence should always be conducted. -1 2 -3 

3 
Deviating from accepted systematic review methods may introduce bias and impact the validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. 
0 3 1 

4 Further research comparing the methods and results of rapid reviews and systematic reviews is required before I decide how I feel about rapid reviews. -1 2 0 
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No. Statements Factor Score 

 
 A B C 

8 The opportunity cost of a comprehensive SR or HTA is too high and it is more advantageous to conduct rapid reviews when timeliness is a factor. 0 -2 1 

9 Rapid reviews do not replace SRs or HTAs. 0 2 0 

12 Rapid reviews are ‘quick and dirty' systematic reviews. -2 1 -2 

19 It is always appropriate to conduct a rapid review. -2 -3 -1 

26 Standardization of rapid review methods may conflict with the needs of knowledge users 0 -2 1 

27 The value of rapid reviews in the context of emergent decision-making needs outweighs the disadvantages or risk of bias and potentially ‘imperfect' evidence. 1 -1 2 

28 Knowledge users don't always need all of the evidence, they just need the best evidence to support their decision, and what is ‘best evidence' is specific to the knowledge user. 1 -2 3 

33 
Transparency of process is more important than the actual methods used to produce rapid reviews, as transparency allows the end user to make their own assessment on 

validity and appropriateness. 
0 -2 2 

37 I put more confidence in evidence produced in a systematic review than of a rapid review. -1 1 -1 

38 The more time spent conducting the review of the evidence, the more valid the results of the review will be. -3 -1 -2 

39 Achieving a precise estimate of effect (from a SR) may not inform the decision-at-hand any better than a general estimate of effect (produced by a rapid review). 2 -1 1 

40 Rapid reviews should only be conducted when the alternate option is the use of no evidence to inform a decision. -2 1 -1 

41 A well-conducted rapid review may produce better evidence than a poorly conducted systematic review. 3 -1 2 

47 A rapid review cannot be a systematic review. -2 3 -2 

FACTOR C: THEME    

2 When time allows, a comprehensive systematic review of all available evidence should always be conducted. -1 2 -3 

3 
Deviating from accepted systematic review methods may introduce bias and impact the validity of the resulting rapid review, which may be an unacceptable risk for some for 

knowledge users. 
0 3 1 

10 All evidence synthesis products, including rapid reviews, SRs, or HTAs, can be conducted very well or very poorly. 3 2 0 

17 There is a risk involved in tailoring accepted SR methods to produce rapid reviews that we do not yet understand. -1 0 2 

28 Knowledge users don't always need all of the evidence, they just need the best evidence to support their decision, and what is ‘best evidence' is specific to the knowledge user. 1 -2 3 

33 
Transparency of process is more important than the actual methods used to produce rapid reviews, as transparency allows the end user to make their own assessment on 

validity and appropriateness. 
0 -2 2 

50 It is difficult to judge the validity of a rapid review as the reporting is often truncated and protocols are not published. 0 0 -2 
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SUPPLEMENT 7-20. OPEN-TEXT COMMENTS RELATED TO FACTOR CHOICES BY Q SORT 

 

Q sort ID 
MOST DISAGREE (-3) 

Statement No. - 3 statement choice #1 Statement No. -3 statement choice #2 Participant Explanation 

ID: 8174 7  Rapid reviews should only 
precede a more 
comprehensive and rigorous 
systematic review 

19 It is always appropriate to 
conduct a rapid review. 

I don't think that rapid reviews are always appropriate and I don't 
think that they can replace a high quality systematic review 

ID: 8176 19 It is always appropriate to 
conduct a rapid review. 

38 The more time spent conducting 
the review of the evidence, the 
more valid the results of the 
review will be. 

Just because you spent more time producing a report does not 
necessarily mean you produced a quality report. Quality in 
method far outweighs the "time" equation in my mind. Rapid 
reviews should be considered one of many tools available in the 
wrold of evidence synthesis. It should not be the only tool. 
Decision to use a repaid review should be based on several 
factors such as available resource, need for timely information, 
focus of the synthesis, with the evidence user's needs in mind. 

ID: 8185 2 When time allows, a 
comprehensive systematic 
review of all available 
evidence should always be 
conducted 

47   A rapid review cannot be a 
systematic review 

The statements create a false dichotomy. there is no reason a 
rapid review cannot be a systematic review in its pure sense 

ID: 8186 2 When time allows, a 
comprehensive systematic 
review of all available 
evidence should always be 
conducted 

7  Rapid reviews should only 
precede a more comprehensive 
and rigorous systematic review 

A RR can be done at any time - whether there's been no existing 
SR/MA - or when there have been many. What that RR will look 
like will differ accordingly but to say it can only precede a more 
fullsome SR/MA is wasteful. For a RR, time is the differentiating 
factor. But for producers of RR (and SR & MA & HTA), the issue 
also goes to resource/capacity. So someone (head of that team) 
is making a decision about which report type (RR, SR/MA, HTA) 
to tackle each type of decision question. We should not be doing 
de novo SR for each request as a matter of standard (ie just 
because), if one is able to find existing work on the topic that can 
be "updated" or otherwise contextualized to the current need. 
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Q sort ID 
MOST DISAGREE (-3) 

Statement No. - 3 statement choice #1 Statement No. -3 statement choice #2 Participant Explanation 

ID: 8194 7  Rapid reviews should only 
precede a more 
comprehensive and rigorous 
systematic review 

12   Rapid reviews are ‘quick and 
dirty’ systematic reviews. 

There are many situations in which rapid reviews are both 
necessary (need for timeliness) and sufficient (a large amount of 
evidence is simply not available), and there is no purpose in 
following with a complete systematic review at that point in time. 
Subsequently there may be, once the evidence has 
accumulated, but doing both on the same evidence base is not 
the same. Quick, yes, dirty, no. Rapid reviews aspire to a 
standard. What that standard should be may not be clear yet. 

ID: 8198 4 Further research comparing 
the methods and results of 
rapid reviews and systematic 
reviews is required before I 
decide how I feel about rapid 
reviews. 

17 There is a risk involved in 
tailoring accepted SR methods 
to produce rapid reviews that we 
do not yet understand 

Rapid reviews as a method have been shown to be effective so 
use them 

ID: 8199 38 The more time spent 
conducting the review of the 
evidence, the more valid the 
results of the review will be. 

43 Any review of evidence that 
takes longer than 1 month to 
produce is not a rapid review 

More time spent on the review could grant more thoroughness. 
However, validity of the review is not dependent on time, but 
rather the methodology used in conducting the review. Defining 
rapid reviews by absolute time frame is not appropriate because 
depending on the scope and scale of the question, more than a 
month of time may be needed to conduct a rapid review. 

ID: 8200 7  Rapid reviews should only 
precede a more 
comprehensive and rigorous 
systematic review 

38 The more time spent conducting 
the review of the evidence, the 
more valid the results of the 
review will be. 

Validity of the review is not determined by the amount of time put 
into it. RRs have a place in making decisions beyond being the 
predecessor of SRs. Especially because full SRs/HTAs may not 
be appropriate for answering time sensitive issues. 

ID: 8215 12   Rapid reviews are ‘quick and 
dirty’ systematic reviews. 

32 Rapid reviews can be timely and 
valid, even when methodological 
concessions are made 

The term "quick and dirty" reflects a cutting of corners which 
rapid reviews are not. The quantity of time needed to produce a 
rapid review is not necessarily tied to quality of the results for the 
purpose of decision making. 

ID: 8221 7  Rapid reviews should only 
precede a more 
comprehensive and rigorous 
systematic review 

19 It is always appropriate to 
conduct a rapid review. 

'Rapid reviews should only precede a more comprehensive and 
rigorous systematic review': depending on the methods used for 
the RR, this could be a duplication of effort and it depends on the 
decision that is being made. It is always appropriate to conduct a 
rapid review: Again, depends on the decision being made. If it's a 
highly political, risky, high budget, a lot of differences in opinions 
in the clinical community, it probably warrants a SR - where bias 
is minimized and validity may be higher. 
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Q sort ID 
MOST DISAGREE (-3) 

Statement No. - 3 statement choice #1 Statement No. -3 statement choice #2 Participant Explanation 

ID: 8223 19 It is always appropriate to 
conduct a rapid review. 

28 Knowledge users don’t always 
need all of the evidence, they 
just need the best evidence to 
support their decision, and what 
is ‘best evidence’ is specific to 
the knowledge user. 

Policy decisions need to be made on a regular basis and are 
often timely, but that does not mean short cuts should be taken 
to "back up" that policy decision, due diligence is still required. In 
some instances rapid responses are sufficient as the evidence is 
clear or in some cases there is no evidence, so conducting a full 
rapid review is a waste of resources. 

 

Q sort ID 
MOST AGREE (+3) 

Statement No. -+3 statement choice #1 
Statement 

No. 
+3 statement choice #2 Participant Explanation 

ID: 8174 

3 

Deviating from accepted systematic 
review methods may introduce bias 

and impact the validity of the resulting 
rapid review, which may be an 
unacceptable risk for some for 

knowledge users. 

4 

Further research comparing the 
methods and results of rapid 

reviews and systematic reviews is 
required before I decide how I feel 

about rapid reviews. 

I think that the most important thing is that no 
one knows the extent of bias in rapid reviews and 

we need to study this further 

ID: 8176 

20 

Rapid reviews and all other evidence 
synthesis products hold the same 

value as long as they retain the core 
value of being transparent in conduct, 
include the highest quality evidence 
available and present results with a  

qualification on the strength of 
evidence 

41 

When time allows, a comprehensive 
systematic review of all available 

evidence should always be 
conducted 

The second statement defines my attitude 
towards rapid reviews. If the evidence synthesis 
is done using core quality methodology, I believe 
the end product is superior to a poorly conducted 

SR 

ID: 8185 

10 

All evidence synthesis products, 
including rapid reviews, SRs, or HTAs, 

can be conducted very well or very 
poorly 

35 

Rapid reviews are not a unique 
methodology, they are simply a 

variation of a systematic review that 
can fall anywhere on the continuum 

of evidence synthesis methods 

Rapid review is not a concept that be compared 
with systematic review. This is a false 

dichotomoy. A rapid review is simply evidence 
synthesis done with greater expediency 

ID: 8186 

13 

Rapid reviews need to be tailored to 
the specific needs of the knowledge 

user 

28 

Knowledge users don’t always need 
all of the evidence, they just need 
the best evidence to support their 

decision, and what is ‘best 
evidence’ is specific to the 

knowledge user 

RR came into being in order to support decision 
makers. The time required to do a gold standard 
SR/MA was too long....decisions couldn't wait. 
So, to achieve the shorter timelines associated 

with a RR, you can't do "superfluous" stuff - 
answer the question, give the best evidence, 

that's it. This is not the time to pursue academic 
endeavours. The "best evidence" can come from 
already existing syntheses - so why bombard a 
decision maker with countless individual studies 

when you can provide them with something that's 
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Q sort ID 
MOST AGREE (+3) 

Statement No. -+3 statement choice #1 
Statement 

No. 
+3 statement choice #2 Participant Explanation 

already synthesized/boiled down. Again, it's RR 
in support of something. 

ID: 8194 

25 

 It is important to have minimum 
standards for the reporting of rapid 

reviews (e.g., a PRISMA-RR) 

35 

Rapid reviews are not a unique 
methodology, they are simply a 

variation of a systematic review that 
can fall anywhere on the continuum 

of evidence synthesis methods 

Strong need for minimum standards of reporting - 
based on my observations of the EBM field since 
CONSORT, and my frustrations in doing reviews 
with poorly reported studies. It's not the solution, 

but it is a necessary preliminary. Not a unique 
methodology ... in principle, systematic review 

methods should be broadly applicable and 
generalizable. In practice, we're constrained by 
time and the available evidence. Over time, with 
standardization, automation, collaboration and 

systematization, I can see the methods 
converging to produce a more complete rapid 

review and a quicker systematic review. 

ID: 8198 
14 

Rapid reviews meet the needs of 
knowledge users 18 

Using rapid reviews to inform 
decisions is better than using no 

evidence at all. 

Rapid reviews done right have been proven to be 
effective forms of evidence production 

ID: 8199 

10 

All evidence synthesis products, 
including rapid reviews, SRs, or HTAs, 

can be conducted very well or very 
poorly 

45 

 A good quality review of evidence 
is determined by the methods used, 

not by the speed at which it is 
completed 

Rigorous and transparent methodology underpin 
the integrity of any reviews, regardless whether 

it's a formalized systematic review or a rapid 
review assessment. As in clinical trials, poor 
methods in reviews may introduce bias in the 

result of knowledge synthesis. 

ID: 8200 

25 

It is important to have minimum 
standards for the reporting of rapid 

reviews (e.g., a PRISMA-RR) 

36 

The results from a systematic 
review may not differ from those of 

a rapid review, but more research is 
needed to support this theory and 
quantify why results may be the 

same or different 

I'm not up to date on the literature in which 
comparisons have been made between findings 

of RRs and SRs for the same topic. But I see 
value in making such comparisons because I 
think there are likely many situations where 

evidence derived from a RR is sufficent. This is 
my own hypothesis and I'm not sure if ihas been 

tested yet. I see value in having at least a 
minimum standard guiding RRs. I'm not sure why 
we would set standards for SRs but not RRs just 

because of differences in timing or depth of 
review. 

ID: 8215 

39 

Achieving a precise estimate of effect 
(from a SR) may not inform the 

decision-at-hand any better than a 
general estimate of effect (produced 

by a rapid review) 

41 

When time allows, a comprehensive 
systematic review of all available 

evidence should always be 
conducted 

I am thinking about the Ebola crisis and the need 
for rapid decision making based on good 

evidence available in a timely fashion. having 
precise estimates of effect may not change the 

decisions being made. 

ID: 8221 
12 

Rapid reviews are ‘quick and dirty’ 
systematic reviews 45 

 A good quality review of evidence 
is determined by the methods used, 

not by the speed at which it is 

'A good quality...' - I think you can have poor 
quality SRs - it's all about the methods. The 

methods are an equalizer of sorts. 'Rapid reviews 
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Q sort ID 
MOST AGREE (+3) 

Statement No. -+3 statement choice #1 
Statement 

No. 
+3 statement choice #2 Participant Explanation 

completed do not...' - It's all about risk. How confident do 
decision makers need to be in the answer? 

ID: 8223 

3 

Deviating from accepted systematic 
review methods may introduce bias 

and impact the validity of the resulting 
rapid review, which may be an 
unacceptable risk for some for 

knowledge users. 

47 

A rapid review cannot be a 
systematic review 

Having a defined template for rapid reviews 
places everyone in the same playing field as it 

will be clear what process has been followed and 
how the rapid review should be used - defining 

its strengths and weaknesses. 

 

 

 


