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Abstract

Objectives: A rapid review is a form of evidence synthesis considered a resource-efficient alternative to the conventional systematic

review. Despite a dramatic rise in the number of rapid reviews commissioned and conducted in response to the coronavirus disease 2019

pandemic, published evidence on the optimal methods of planning, doing, and sharing the results of these reviews is lacking. The Priority

III study aimed to identify the top 10 unanswered questions on rapid review methodology to be addressed by future research.

Study Design and Setting: A modified James Lind Alliance Priority Setting Partnership approach was adopted. This approach used

two online surveys and a virtual prioritization workshop with patients and the public, reviewers, researchers, clinicians, policymakers,

and funders to identify and prioritize unanswered questions.

Results: Patients and the public, researchers, reviewers, clinicians, policymakers, and funders identified and prioritized the top 10 un-

answered research questions about rapid review methodology. Priorities were identified throughout the entire review process, from stake-

holder involvement and formulating the question, to the methods of a systematic review that are appropriate to use, through to the

dissemination of results.

Conclusion: The results of the Priority III study will inform the future research agenda on rapid review methodology. We hope this will

enhance the quality of evidence produced by rapid reviews, which will ultimately inform decision-making in the context of healthcare. �

2022 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY license (http://creativecommons.org/

licenses/by/4.0/).
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1. Introduction

Evidence synthesis brings together information from

research studies that have investigated the same specific

question to come to an overall understanding of what was

found [1]. In the context of healthcare, the products of ev-

idence synthesis are used to inform decisions by patients

and the public, clinicians, researchers, reviewers, policy-

makers, and funders. Systematic reviews are viewed as

the gold standard in evidence synthesis to inform

decision-making [2]. However, conducting a conventional

systematic review often requires significant resources such

as time, expertise, and funding. The need for a resource-

efficient alternative to systematic reviews resulted in the

emergence of rapid reviews, which are completed through

the omission or simplification of certain steps of a conven-

tional systematic review process [3].

Reference to rapid reviews in the literature can be traced

back to 1997 [4]. The volume of rapid reviews being

commissioned and conducted has risen steadily since then,

with demand escalating dramatically following the

coronavirus disease 2019 (COVID-19) pandemic [5]. The

increased demand for rapid reviews in response to the

pandemic is attributable to the urgent need to provide evi-

dence in a resource-efficient manner that cannot be satisfied

through conventional systematic reviews [6]. As the rise in

demand for rapid reviews has grown, however, so too has

the uncertainty and debates about their methodology.

Despite the name suggesting that rapid reviews are con-

ducted faster than conventional systematic reviews, this is

not always the case. Many high-quality systematic reviews

can be, and have been, completed within a time-critical

window when, for example, additional expertise and fund-

ing are available or if few if any studies are identified for

inclusion in the review [7].

A 2015 scoping review of 82 rapid reviews identified 50

unique methods of simplifying or omitting steps of system-

atic reviews, including the omission of grey literature, hav-

ing one reviewer screen title and abstracts, the application

of language restrictions, and the absence of risk of bias/

quality appraisal [8]. The need for research on rapid review
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What is new?

Key findings

� The top 10 priorities for future research to address

how we plan, do, and share the results of rapid re-

views have been identified.

� These priorities have been determined by stake-

holder groups most impacted by rapid reviews, that

is, patients and the public, those who conduct re-

views (or reviewers), researchers, clinicians, poli-

cymakers, and funders.

What this adds to what is known?

� The results of Priority III contribute to the minimi-

zation of research waste and research inefficiencies

by providing an agenda on which future research

can be built to improve how we plan, do, and share

the findings of rapid reviews.

What is the implication, what should change now?

� The identified research priorities can guide the

allocation of often limited research resources to-

ward answering the most important questions to

the stakeholders most impacted by planning, do-

ing, and sharing the results of rapid reviews.

methodology is evident, with the Cochrane Rapid Review

Methods Group stating that

While the concept of rapid evidence synthesis, or

rapid review (RR), is not novel, it remains a poorly

understood and as yet ill-defined set of diverse meth-

odologies supported by a paucity of published, avail-

able scientific literature. The speed with which RRs

are gaining prominence and are being incorporated

into urgent decision-making underscores the need to

explore their characteristics and use further. While

rapid review producers must answer the time-

sensitive needs of the health decision-makers they

serve, they must simultaneously ensure that the scien-

tific imperative of methodological rigor is satisfied. In

order to adequately address this inherent tension, a

need for methodological research and standard devel-

opment has been identified. [9]

The Priority III study was conducted to provide an

agenda for this research by identifying and prioritizing

the top 10 unanswered questions for future research on

how we plan, do, and share the results of rapid reviews in

healthcare. The study was conducted in collaboration with

the James Lind Alliance [10] (JLA), a nonprofit organiza-

tion that brings multiple stakeholders together in a trans-

parent and evidence-based Priority Setting Partnership

(PSP) to identify and prioritize the most important evidence

uncertainties or unanswered research questions about spe-

cific topics. The Priority III study is the first PSP on rapid

review methodology.

The prioritization of research questions helps minimize

research waste by providing a focus for future research re-

sources [11]. The conduct of research in response to the

Priority III results will inform how future rapid reviews

are planned, done, and their findings shared, ultimately

enhancing the use of high-quality synthesized evidence to

inform healthcare policy and practice. The prioritization

of research questions by the multiple stakeholders that are

impacted most by rapid review methodology aligns with

the suggestion by the World Health Organization that the

methods of rapid reviews should be tailored to the deci-

sion-makers’ needs [12].

Evidence Synthesis Ireland conducted the Priority III

PSP in collaboration with the JLA. Evidence Synthesis

Ireland is an all-Ireland initiative funded by the Health

Research Board in Ireland and the Health and Social Care,

Research and Development Division of the Public Health

Agency in Northern Ireland.

2. Methods

The study used a modified PSP based on the methods of

the JLA [10] and the PRioRiTy I [13] and PRioRiTy II [14]

studies, as set out in the protocol [15]. PRioRiTy I and II

identified methodology uncertainties in recruitment and

retention within clinical trials. JLA PSPs have ordinarily

focussed on health conditions or settings. PRioRiTy I, II

and Priority III differ because they identify and prioritize

uncertainties about research methods. Based on this differ-

ence, it was necessary for the JLA approach to be modified

slightly by the inclusion of a wider variety of stakeholder

groups, for example, researchers, in the PSP process.

The results of Priority III are reported following the RE-

porting guideline for PRIority SEtting of health research

(REPRISE) criteria [16].

2.1. Establishing the steering group

An international steering group was established to guide

the PSP process. Membership of the steering group re-

flected preidentified stakeholder groups. It was composed

of 26 members in total from 5 different countries: 5 patient

and public partners, 6 researchers or reviewers, 6 clinicians,

4 policymakers, 3 funders, and 2 JLA representatives. All

members were identified either through professional con-

nections or through groups such as the Cochrane Consumer

Network and the Cochrane Rapid Reviews Methods Group.

The steering group purposively comprised representation

from people with widely different and varying experience

levels in the commissioning, conduct, and use of rapid re-

views. Additionally, particular attention was given to
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building a steering group with diverse skills that could

inform the PSP process, including members with survey

methodology experience, information specialists, and those

experienced in conducting a PSP. Steering group meetings

were held approximately every 2-3 months throughout the

study. Before each steering group meeting, a meeting was

held with the five patients and public partners on the steer-

ing group. This meeting aimed to present an opportunity to

discuss the study and aspects of rapid review methodology

that may not be familiar to the group and facilitate mean-

ingful contribution by these partners to the steering group

meetings. Patient and public partners were compensated

for their time spent on steering group activities. Other steer-

ing group members (researchers, reviewers, clinicians, pol-

icymakers, funders) were not compensated.

2.2. Adaption of definitions and development of

animation

The first steering group meeting held in July 2019 iden-

tified a need for definitions of rapid reviews, evidence syn-

thesis, systematic reviews, and healthcare to be developed

for use throughout the study. Patient and public partners

on the steering group considered definitions imperative to

the study’s clarity and success and stressed the need for

these to be resolved before the initial survey.

Definitions for each of the four terms were drafted by

adapting existing definitions. Adapted definitions were re-

viewed by four steering group members with expertise in

rapid reviews, followed by a review by the five patient

and public partners on the steering group. The steering

group then discussed and signed off the final definitions

before their use. The definitions were presented to partici-

pants at each stage of involvement. Please see Table 1 for

the definitions used throughout the study.

These definitions were also used to inform the develop-

ment of a video animation specifically for use within Prior-

ity III that described evidence synthesis, rapid reviews, and

an introduction to the Priority III study and its purpose

(https://www.youtube.com/watch?v5miikDRzrKAI&t53s).

2.3. Identifying and inviting potential partners

Under JLA guidance, PSP partners are individuals or

groups impacted by the PSP topic. Partners were asked to

participate in and promote the PSP process and encourage

their represented groups or members to also participate in

the process. The steering group determined the stakeholder

groups impacted by rapid review methodology and there-

fore would be engaged with throughout the study (initial

survey, interim survey, and prioritization workshop), as

follows:

� Patients and the public

� Researchers or reviewers

� Clinicians (inclusive of allied health professionals)

� Policymakers

� Funders

Steering group members identified potential partners

from each of these stakeholder groups through peer knowl-

edge and consultation. Each potential partner was then con-

tacted directly by a member of the steering group with

information on the study and the role of partners, and asked

for their support of the project.

2.4. Initial survey: development of survey and gathering

uncertainties

The initial online survey sought to gather questions or

comments from participants on rapid review methodology.

The rapid review process was broken down into three

main stages: planning, doing, and sharing results within

the survey. Breaking down the review process into these

three stages made it possible for participants to answer

questions from one, two, or three stages based on their

levels of comfort and knowledge. The steering group

agreed that characterizing the rapid review process using

the framing of ‘‘plan, do, and share’’ would make the meth-

odology accessible and therefore adopted this description

for the remainder of the study.

The survey was built in QuestionPro [21] and, following

a consent and demographics section, contained four open-

ended questions concerning planning, doing, and sharing

the results of rapid reviews (see Table 2).

Demographic questions were included to monitor the

geographic spread and stakeholder groups of participants,

informing the focus of additional recruitment where

needed. We also asked participants if they were interested

in being contacted about the following stages of the Priority

III study. The survey was piloted with the steering group.

The survey ran for 4 weeks, and participants were re-

cruited through contact with our PSP partners in addition

to a social media campaign targeted at achieving participa-

tion from a geographical spread of participants. No formal

sample size was determined.

2.5. Initial survey: data processing and verifying

uncertainties

Comments and questions submitted in the initial survey

were reviewed and rewritten as research questions. Three

reviewers completed this process. C.B. drafted the initial

summary questions, which C.H. then reviewed and revised

before D.D. conducted a final review. Longer responses

were broken down into multiple questions where necessary.

A question was regarded as out of scope if it did not relate

to planning, doing, and sharing the results of rapid reviews

within the healthcare setting. Once every submission had

been reviewed and initial research questions formulated, a

second review was completed by two reviewers (C.B. and

D.D.) to merge questions that focused on common themes

into ‘‘summary questions’’ and to organize the summary

questions into categories. In line with JLA guidance, these
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summary questions are generally broad overarching ques-

tions from which researchers are invited to identify and

answer more specific questions.

Steering group members then reviewed the summary

questions in pairs to ensure they were a true reflection of

initial submissions and were worded clearly. Twelve mem-

bers of the steering group volunteered their time to take

part in this review. Each pair included individuals with con-

trasting experiences in rapid reviews to accommodate how

different audiences might interpret each question. The

questions for review were divided equally between the

pairs. Questions were then amended based on the recom-

mendations received.

Each question was checked to ensure it was a true uncer-

tainty and not already fully answered by existing research.

The steering group considered a question as unanswered if

a synthesis gap was apparent following a search of all rele-

vant systematic reviews published in the previous 3 years.

The timeframe of 3 years was chosen in line with JLA

recommendation that an up-to-date systematic review is

!3 years old [10]. A review was judged to be systematic

when explicit methods were used to search, select, critically

appraise, and synthesize individual studies. The PubMed

bibliographic database was searched for systematic reviews

published from 2018 to the time of searching (2021) using a

search strategy developed specifically for Priority III by an

experienced information specialist on the steering group

(A.B.). The quality of the systematic review was evaluated

if there was evidence that an identified systematic review

had entirely answered a question. Suggested areas for

future research, as previously generated by the Cochrane

Rapid Review Methods Group were also consulted.

Once a question was verified as unanswered, its wording

was reviewed for clarity by an experienced health journalist

before inclusion in the interim survey.

2.6. Interim survey: development of survey and interim

priority setting

Having been verified as unanswered, 75 questions from

the initial survey were deemed eligible for inclusion in the

interim survey. The interim survey asked participants to

identify the summary questions (arising from the initial sur-

vey) that they considered most important for future

research on how we plan, do, and share the results of rapid

reviews. The steering group discussed the format of the

Table 1. Definitions adapted, original sources referenced

Term Definition adapted for use in priority III Origin

Rapid review A rapid review is a type of evidence synthesis that brings together and

summarises information from lots of different research studies to produce

evidence for people such as the public, researchers, policymakers and

funders in a systematic, resource-efficient manner. This is done by

speeding up the ways we plan, do and/or share the results of conventional

structured (systematic) reviews, by simplifying or omitting a variety of

methods that should be clearly defined by the authors’

Slight modification of definition used by

the Cochrane Rapid Review Methods

Group [17]

Systematic review A systematic review is a type of evidence synthesis that brings together

information from multiple studies to help answer a clear question. It uses

systematic and specific methods to identify, select and quality assess

included studies, followed by the collection and analysis of information.

Statistical methods (meta-analysis) may or may not be used to analyse and

summarise the results of the included studies

Definition adapted from the Cochrane

glossary [18]

Evidence synthesis Evidence synthesis uses specific, rigorous methods to bring together

information from multiple studies that have looked at the same topic and

provide an account of all that is known about the topic

Definition adapted from the Evidence

Synthesis International [19] website,

and the Evidence Synthesis Ireland

video, available HERE

Healthcare We define healthcare as being related to the treatment, control or prevention

of disease, illness, injury or disability, and the care or aftercare of a person

with these needs (whether or not the tasks involved have to be carried out

by a health professional)

Definition adapted from the UK

Department of Health and Social Care

guidance document titled ‘‘National

Framework for NHS Continuing

Healthcare and NHS-funded Nursing

Care’’ [20]

Table 2. Questions included in the initial survey

No. Question

1 What questions or comments do you have about improving the process needed to plan a rapid review successfully?

2 What questions or comments do you have about improving how rapid reviews are carried out?

3 What questions or comments do you have about how the findings of rapid reviews are communicated to people?

4 Do you have any other questions or comments on how we plan, do and share the results of rapid reviews?

155C. Beecher et al. / Journal of Clinical Epidemiology 151 (2022) 151e160



interim survey to identify a format that would minimize the

time burden on participants while presenting the most reli-

able results. Following discussion, the steering group

decided that, rather than carrying all 75 questions forward,

it would be better for fewer questions to be included.

The number of questions to take forward to the interim

survey required balancing the burden on participants with

the importance of maintaining a question pool that re-

mained true to participants’ views from the original stake-

holder groups. Following extensive discussion and a

combination of adapting the PRioRiTy I [13] inclusion

criteria pro-rata, further merging of some of the 75 ques-

tions and an online survey conducted with the steering

group to determine and agree on questions for inclusion,

a total of 40 questions were included in the interim survey.

It was decided that participants would be asked to

choose up to 10 questions from the 40 they were presented

with that they considered the most important for future

research to answer and to rank those questions in order of

priority. The survey was built in QuestionPro [21].

Different formats to facilitate the choosing and ranking

questions were piloted for ease of use with respondents

outside of the steering group, with feedback informing

the final format. Before the consent page of the survey, par-

ticipants were advised that the highest rated questions from

the survey would be brought to the consensus meeting.

Demographic questions were included in the survey to

monitor the geographic spread and stakeholder groups of

participants and inform the need for additional recruitment

efforts. We also asked participants if they were interested in

being contacted about the final stage of the Priority III

study, the prioritization workshop. The finalized interim

survey was piloted with the steering group before

dissemination.

The survey ran for 4 weeks. Participants were recruited

through contact with our PSP partners and a social media

campaign, again targeted at a wide demographic and

geographical spread of participants. All those who con-

sented to future contact were emailed a link to the interim

survey. No formal sample size was determined.

2.7. Interim survey: data processing and ranking survey

items

The stakeholder group itemized all responses to the

interim survey. This ensured that stakeholder groups with

lower numbers of participants (e.g., funders) were given

equal weighting to stakeholder groups with high response

numbers (e.g., researchers or reviewers). Following the

JLA approach of using ranked weighted scores across

stakeholder groups, a reverse scoring system was applied,

and summed scores from each stakeholder group were

calculated separately. For each stakeholder group, the

highest-ranked question was then allocated a maximum

score of 40 and so on, with the lowest-ranked question

receiving a score of 1. Questions with the same total were

ranked jointly. To obtain an overall ranking, the scores for

each question from each stakeholder group were added

together.

To preserve the diversity of responses by stakeholder

group, the steering group considered the overall rankings

and each stakeholder group’s top scores to determine the

questions brought forward to the workshop for prioritiza-

tion. The steering group considered both overall rankings

and stakeholder group scores acknowledging that, although

some questions were rated highly by all groups, some were

rated highly by one group alone.

2.8. Final prioritization workshop

The final prioritization meeting took place online on the

27th and 28th of May 2021 to determine the top 10 list of

priorities for future research to address how we plan, do,

and share the results of rapid reviews. The decision to hold

the workshop online was determined by the COVID-19

pandemic and the resulting restrictions on travel. To facili-

tate a wide geographical spread, the decision was taken to

hold the workshop over two half-days to allow for different

time zones. The workshop was facilitated both on-screen

and off-screen by the JLA and combined whole group ses-

sions to share general information, generally ‘‘check in’’

with the group, with small group discussion sessions to

rank the questions. There were two small group discussions

on day 1 and one small group discussion on day 2. In the

first small group discussion, each participant was asked to

share the top and bottom three questions they felt were

most important for future research on rapid reviews to

answerdthe purpose of this discussion was to highlight if

there were similarities or differences between the individual

rankings. In the remaining two small group discussions,

participants ranked the questions in order of priority, taking

into account the arguments for prioritization made by each

participant. Membership of discussion groups remained un-

changed throughout day 1, with the groups being refreshed

for day 2. In the final small group discussion held on day 2,

each small group was asked to prioritize each question. The

JLA team then combined the scores from each small group.

All participants were then joined together in one final group

to discuss the final results.

Prior JLA experience suggested that 24 participants

would be optimal for the online workshops. Recruitment

for the workshop was multifaceted and based on geograph-

ical and stakeholder spread. A substantial number of

interim survey participants confirmed their possible interest

in attending the consensus workshop. Once this data was

collected from the interim survey, further information on

the workshop and an expression of interest form were sent

to each person. Individuals were asked to confirm their in-

terest in attending. Additionally, recruitment targeted au-

thors on prominent research papers relevant to the topic

and international groups with members or contacts who

might contribute to the workshop discussion, including
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the World Health Organization, the Cochrane Consumers

Network, and Africa Centre for Evidence. Members of

the steering group could volunteer to attend the workshop

as participants and as a source of information, if needed,

to clarify any points raised within the small groups on the

processes adopted by Priority III.

Following the workshop, participants were sent a survey

by the JLA to gather feedback on the workshop’s format

and the top 10 researcher priorities that had been identified.

3. Results

3.1. Initial survey: demographic information

In total, 224 participants consented to participate in, and

completed, the initial online survey. Researchers and re-

viewers had the largest responsedthe proportion of partic-

ipants by each stakeholder group is presented in Table 3.

Most participants stated that they lived in Canada; however,

geographical spread was achieved with the remaining par-

ticipants distributed across countries with different income

levels, including Argentina, Belgium, Republic of Ireland,

Northern Ireland, Spain, Australia, Brazil, Malaysia, and

the United States.

3.2. Initial survey: collating themes and merging

questions

In all, 841 questions or comments were submitted in the

initial survey. Participants were given the opportunity to

submit comments or questions to any or all of the stages

of interest: planning, doing, or sharing of results. Table 4

presents the number of individual questions submitted for

each stage. Many questions could be applied across more

than one stage. Questions from each of the three stages

were combined where appropriate and grouped into sum-

mary questions to be answered by research.

This grouping resulted in a total of 78 questions.

Following feedback from steering group pairs, additional

questions were combined, and some were made more gran-

ular. This resulted in 75 questions that were all reviewed to

ensure they were not already answered by research. We

identified that all were unanswered, and therefore all were

eligible for inclusion in the interim survey. Consultation of

the suggested areas for future research generated by the

Cochrane Rapid Review Methods Group established that

all areas suggested by the group were included within the

75 summary questions.

Following extensive discussion, and a combination of

adapting the PRioRiTy I [13] inclusion criteria pro-rata,

further merging of the some of the 75 questions and an on-

line survey conducted with the steering group, the group

decided to carry forward 40 of the 75 questions to the

interim survey.

3.3. Interim survey: demographic information

In total, 240 participants completed the interim survey

by choosing and ranking what they considered the most

important questions to be addressed by future research. Re-

searchers and reviewers comprised the highest number of

respondents, as evident from the proportion of participants

from each stakeholder group presented in Table 5.

Although most participants stated that they lived in the Re-

public of Ireland, a geographical spread was again achieved

in the interim survey. The remaining participants lived in

countries including England, Canada, Italy, Argentina,

Uganda, United States, India, Switzerland, and Zimbabwe.

3.4. Interim survey ranking

Based on their experience of online prioritization work-

shops, the JLA suggested a maximum of 18 questions for

discussion at the virtual workshop. Following discussion,

the steering group voted for any question included in the

top 6 from each of the stakeholder groups in the interim

survey to be brought forward to the workshop. Based on

this decision, 17 questions were brought to the workshop

for prioritization.

3.5. Final prioritization workshop

The final prioritization workshop consisted of 21 partic-

ipants: 7 patients or members of the public, 7 researchers/

reviewers, 4 clinicians, 1 funder, and 2 policymakers. Four

of the workshop participants were members of the steering

group. A geographical spread of participants was achieved,

with participants attending from 11 different countries, that

is, Cameroon, Syria, Republic of Ireland, England, Canada,

United States, Kenya, Brazil, Spain, Northern Ireland, and

South Africa. The JLA team facilitating the workshop con-

sisted of five people: one chair, three facilitators for the

small groups, and a technical support person. There were

three observers from the steering group. The small group

discussion on day 1 of the workshop focused on discussing

each question individually. On the second day, the small

group discussion ranked each of the 17 questions by prior-

ity. The small groups achieved almost complete agreement

on the top 10 questions based on the combination of scores

(Table 6). Questions ranked 11-17 are presented in

Supplementary Material 1. This list required no further

Table 3. Initial survey respondent groups

Stakeholder group Number (%)

Patients and the public 39 (18)

Researchers or reviewers 155 (69)

Clinicians 18 (8)

Policymakers 7 (3)

Funders 5 (2)

Total 224 (100)
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edits following feedback from the workshop participant

survey, distributed by the JLA following the workshop.

3.6. Availability of the research question list

The final list of 17 questions is available from a dedi-

cated webpage (www.evidencesynthesisireland.ie/priority-

iii/). The web page was designed and developed based on

the PRioRiTy I and PRioRiTy II website (www.

priorityresearch.ie). Supplementary documentation has

been made public on the Open Science Framework

(https://doi.org/10.17605/OSF.IO/R6VFX).

4. Discussion

Priority III has facilitated the identification of the top 10

priorities for future research on how to plan, do, and share

the results of rapid reviews. The priorities were determined

by participants recruited internationally from stakeholder

groups that are impacted most by the planning, doing,

and sharing of results of rapid reviews, that is, patients

and the public, researchers, reviewers, clinicians, policy-

makers, and funders.

The process of conducting Priority III using a modified

JLA PSP approach has been influenced heavily and assisted

by the adaptations carried out in both PRioRiTy I [13] and

PRioRiTy II [14]. The effectiveness of the modified JLA

PSP methodology can be credited with providing the Prior-

ity III steering group with guidance on working with what

was at often times challenging material and providing the

scope to work with that material in a way that reflected

the unique needs of the modified PSP and the diversity of

stakeholders involved. The research team from both PRioR-

iTy I [13] and PRioRiTy II [14] were an invaluable source

of information on challenges encountered and lessons that

were learned when conducting their respective PSPs. The

processes and rationale adopted by the PRioRiTy I and PRi-

oRiTy II studies informed many discussions held by the Pri-

ority III steering group throughout the PSP process, for

example, the interim survey questions inclusion criteria.

The influence of PRioRiTy I and PRioRiTy II, and the het-

erogeneous backgrounds of the Priority III steering group

members and the diverse opinions that arose from that het-

erogeneity, have helped Priority III to maintain equality, di-

versity, and inclusion in line with the JLA’s principle of

equal involvement.

The value of the JLA’s principle of equal involvement is

evident from the Priority III results. Two of the top three

prioritized questions ask how people or groups who will

use the results of a rapid review (e.g., stakeholders such

as patients and the public, clinicians, policymakers), under-

served stakeholder groups (e.g., ethnic minorities, socio-

economically disadvantaged), and stakeholders from

underrepresented countries (e.g., countries of different in-

come levels) can be identified and have meaningful

involvement in planning and doing a rapid review, and in

reporting and sharing the findings. These questions

received equal weightings from people who identify with

these stakeholder groups. This highlights the need for these

groups to be involved in rapid review methodology and

their willingness to do so.

Given that the topic of Priority III was rapid review

methodology, it was clear from the outset of the study that

significant efforts would need to be given to understanding

and incorporating the views of patients and the public. Five

patient and public partners were members of the Priority III

steering groupdthree were previous members of either the

PRioRiTy I or PRioRiTy II steering groups. The five patient

and public partners possessed varying knowledge and expe-

rience of rapid reviews. To support the meaningful contri-

bution of each of these partners to the study, the partners

and the core Priority III team met before each steering

group meeting. These ‘‘pre-meetings’’ provided a space

for questions separate from the main steering group

meeting on all aspects of the PSP and rapid review

Table 4. Number of individual questions submitted in response to questions posed in the initial survey

No. Question

No. of individual comments

or questions received

1 What questions or comments do you have about improving the process needed to plan a rapid

review successfully?

260

2 What questions or comments do you have about improving how rapid reviews are carried out? 245

3 What questions or comments do you have about how the findings of rapid reviews are

communicated to people?

233

4 Do you have any other questions or comments on how we plan, do and share the results of rapid

reviews?

103

Total 841

Table 5. Interim survey respondent groups

Stakeholder group Number Percentage

Patients and the public 46 19

Researchers or reviewers 161 67

Clinicians 22 9

Policymakers 7 3

Funders 4 2

Total 240 100
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methodologies. The agendas for these meetings mirrored

the main steering group agendas in addition to any topic

the partners wished to discuss. The significant contribution

of the five patient and public partners to the conduct of Pri-

ority III was readily apparent. An item was added to each

steering group meeting agenda where the partners provided

an update on their most recent activities and influence.

A concrete example of such influence came when the pa-

tient and public partners identified a need for definitions of

rapid reviews, evidence synthesis, systematic reviews, and

healthcare and the value of an animation to explain evi-

dence synthesis, rapid reviews, and to provide an introduc-

tion to the Priority III study and its purpose. Although the

development of these resources impacted upon the timeline

of the study, they were invaluable in achieving meaningful

involvement from patients and the public in particular who,

although they may have used the results of a rapid review,

may not have an understanding of rapid review methodol-

ogy before their involvement in the study. These resources

gave a greater insight into both the background of rapid re-

views and the PSP process itself. Such was the influence of

the patient and public partners on the conduct of Priority

III, a separate evaluation study has been undertaken in par-

allel to explore that influence from the perspectives of both

the partners themselves and the researchers. We will report

the results of that study separately.

Although the conduct of Priority III benefitted greatly

from the lessons learned from the PRioRiTy I and PRioR-

iTy II studies, new challenges inevitably arose. As ex-

pected, the onset of the COVID-19 pandemic impacted

significantly on the conduct of Priority III. In response to

the pandemic and a change from previous PSPs, the Priority

III study was conducted online. Although initially chal-

lenging, the online format did significantly benefit the study

as it facilitated widespread international engagement,

which helps to secure the international significance and

relevance of the study’s findings. A geographical spread

of participants was achieved in both online studies in

response to a targeted recruitment campaign. The pan-

demic’s impact on international engagement is most

notable from the final online prioritization meeting with

21 participants from 11 countries of different income

levels, which would not have been possible with a tradi-

tional in-person workshop format. Furthermore, feedback

from our PSP partners and numerous participants suggested

that an additional impact of the ongoing pandemic was an

increased interest in planning, doing, and sharing the results

of rapid reviews among members of each of the stakeholder

groups involved. Improved recruitment to each stage of the

study was likely to be due, at least in part, to the increasing

commission, conduct, and use of rapid reviews to inform

decision-making in the context of the coronavirus disease.

5. Conclusion

Priority III engaged with patients and the public, re-

searchers, reviewers, clinicians, policymakers, and funders

to identify and prioritize the top 10 unanswered research

questions about rapid review methodology. In line with pre-

vious PSPs, these questions are generally broad, over-

arching questions for which researchers are asked to

Table 6. Top 10 questions prioritized

No. of priority Question

1 What are the best approaches to identify people or groups who will use the results of a rapid review (e.g. stakeholders

such as patients and the public, clinicians, policymakers), and how can they have meaningful (i.e., purposeful,

relevant) involvement in planning and doing a rapid review, and in reporting and sharing the findings?

2 Do rapid reviews generate similar findings to full systematic reviews, and should the findings from all rapid reviews be

considered at lower certainty compared to full systematic reviews?

3 How best can underserved stakeholder groups (e.g. ethnic minorities, socio-economically disadvantaged) and

stakeholders from under represented countries (e.g. countries of different income levels) be identified and have

meaningful (i.e., purposeful, relevant) involvement in planning and doing rapid reviews, and in sharing the results?

4 When deciding if a research question would benefit from being the focus of a rapid review, rather than a full systematic

review, what criteria are helpful?

5 What simplified or omitted methods of a systematic review (e.g. single versus dual screening of citations for inclusion,

restrictions on types of studies included) are appropriate to apply in a rapid review, and what are the effects of these

simplifications or omissions (e.g. effect on the methods, conclusions, funding available)?

6 What are the best approaches to assess the quality of studies included in a rapid review, and if a quality assessment is

either limited or excluded, how should the findings be interpreted?

7 How best can information on ongoing and completed rapid reviews be shared in a way that minimises research waste?

8 What are the best approaches for developing a search strategy for use in a rapid review, and what is the impact of

applying restrictions (e.g. years of inclusion, language, phase of study)?

9 What are the best approaches for reporting the findings of a rapid review in a clear, succinct way without limiting

information on the complete methods, findings and strength of the evidence?

10 What are the most useful processes to use when developing a rapid review research question?
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identify more specific questions within to answer. As the

final priorities make clear, considerable ambiguity accom-

panies virtually every aspect of how we plan, do, and share

the results of rapid reviews. The results of Priority III pro-

vide an essential agenda for future research, and we

encourage researchers to collaborate and contribute to

answering these priorities in the future. Furthermore, we

ask funders to incorporate these priorities into research

agendas and strategies to directly improve how rapid re-

views are planned, done, and shared.
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