
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Journal of Clinical Epidemiology 130 (2021) 13e22
ORIGINAL ARTICLE

Cochrane Rapid Reviews Methods Group offers evidence-informed
guidance to conduct rapid reviews

Chantelle Garrittya,b,*, Gerald Gartlehnerc,d, Barbara Nussbaumer-Streitc, Valerie J. Kinge,
Candyce Hamela,b, Chris Kamelf, Lisa Affengruberc, Adrienne Stevensg

aKnowledge Synthesis Group, Clinical Epidemiology Program, Ottawa Hospital Research Institute, Canada
bTRIBE Graduate Program, University of Split School of Medicine, Croatia
cCochrane Austria, Danube University Krems, Krems a.d. Donau, Austria

dRTI International, Research Triangle Park, NC, USA
eThe Center for Evidence-based Policy, Oregon Health & Science University, Portland, OR, USA

fCADTH, Ottawa, ON, Canada
gCochrane Canada, McMaster University, Canada

Accepted 8 October 2020; Published online 15 October 2020
Abstract
Objectives: To develop methods guidance to support the conduct of rapid reviews (RRs) produced within Cochrane and beyond, in
response to requests for timely evidence syntheses for decision-making purposes including urgent health issues of high priority.

Study Design and Setting: Interim recommendations were informed by a scoping review of the underlying evidence, primary methods
studies conducted, and a survey sent to 119 representatives from 20 Cochrane entities, who were asked to rate and rank RR methods across
stages of review conduct. Discussions among those with expertise in RR methods further informed the list of recommendations with accom-
panying rationales provided.

Results: Based on survey results from 63 respondents (53% response rate), 26 RR methods recommendations are presented for which
there was a high or moderate level of agreement or scored highest in the absence of such agreement. Where possible, how recommendations
align with Cochrane methods guidance for systematic reviews is highlighted.

Conclusion: The Cochrane Rapid Reviews Methods Group offers new, interim guidance to support the conduct of RRs. Because best
practice is limited by the lack of currently available evidence for some RR methods shortcuts taken, this guidance will need to be updated as
additional abbreviated methods are evaluated. � 2020 The Author(s). Published by Elsevier Inc. This is an open access article under the
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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What is new?

Key findings
� This article offers new, interim guidance composed

of 26 specific recommendations to support the
conduct of rapid reviews produced within Co-
chrane, and beyond.

� Guidance emphasizes the involvement of key
stakeholders throughout the stages of the rapid re-
view, and promotes a flexible, iterative approach
that can be tailored for various urgent and emer-
gent health decision-making scenarios.

What this adds to what is known:
� This article presents specific guidance on the steps

and considerations regarding accelerating each part
of the review process.

� Guidance was developed within the context of Co-
chrane and is focused on the conduct of rapid re-
views to address urgent and high priority
questions to inform decision-making.

What is the implication, what should change now?
� Although this RR guidance was developed for Co-

chrane, the recommended methods are widely
applicable for anyone conducting a rapid review.

� We recommend that rapid review authors adopt
and use this guidance with the aim to improve
the utility and robustness of rapid review results
as a useful evidence synthesis tool for timely
decision-making in health care.

1. Introduction

1.1. Context for rapid reviews

In health care, systematic reviews (SRs) are highly valued
evidence syntheses that inform decisions. However, the
methodological rigor and process that makes SR evidence
trustworthy often take one to 2 years to complete [1e4]
and limit their utility to meet the time-sensitive needs of
stakeholders. For example, given the onset of coronavirus,
decisionmakers have an urgent need for evidence that cannot
be met using traditional SR methods. Rapid reviews (RRs)
have emerged as an efficient tool to get evidence to decision
makers more quickly and are now considered part of the
knowledge synthesis family [5]. Although published descrip-
tions of RRs date back nearly a decade [6,7], a standard or
consensus definition does not exist. However, RRs have been
described as a type of knowledge synthesis in which SR
methods are streamlined and processes are accelerated to
complete the review more quickly [1,2,7,8]. Evidence
suggests that policymakers are increasingly using RRs in
their daily decision-making [9e12]. Respected national
and international health agencies [13,14] are also using
RRs, including to inform guideline recommendations in ur-
gent and emergent public health settings [15,16].

1.2. Cochrane’s involvement with rapid reviews

Cochrane, a global leader in the production of high-
quality SRs and methodological guidance, has taken impor-
tant steps to foster engagement in RRs. In 2015, the Co-
chrane Rapid Reviews Methods Group (RRMG) was
established [17] and has been involved in related methods
research including developing standards for the reporting
of RRs [18]. In 2018, Cochrane’s Content Strategy identi-
fied the need to explore and, if appropriate, produce RRs
[19]. To inform this work, the RRMG conducted several
research activities that culminated in the development of
interim RR methods recommendations. Although a formal
implementation strategy for Cochrane RRs had been
planned, due to the onset of the coronavirus disease 2019
(COVID-19) pandemic, Cochrane supported the early
release of this guidance, so it was available to Cochrane’s
network of reviewers and others in the research community
conducting RRs for urgent, highest priority topics.

1.3. Objectives

The objectives of this manuscript are to present features
that define a Cochrane RR and to provide interim method-
ological recommendations for the development of RRs.
While there are examples of RR guidance [16,20,21], to
our knowledge, this is the first that provides clear, action-
able recommendations and minimum standards based on
up to date empirical evidence evaluating RR methods.
2. Methods

Recommendations were informed by a suite of related
methodological work briefly described below, that included
two scoping reviews, two primary methods studies, and a
survey of Cochrane stakeholders.

2.1. Underlying evidence and primary studies for RR
defining features and methods

We conducted a systematic scoping review and thematic
analysis of definitions and defining characteristics of RRs
and proposed a definition of RR that covers the most com-
mon themes that were identified in approximately 50% or
more of the 216 RRs and 90 methods articles included
[22]. We also undertook a second scoping review that iden-
tified 14 empirical studies that evaluated RR methods,
which we mapped to stages of review conduct [23]. The
RRMG also led two methodological studies: one that as-
sessed the impact of limiting inclusion criteria solely to
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English language publications [24] and one that assessed
the accuracy of single-reviewer screening vs. dual-
reviewer screening as part of an online parallel group ran-
domized controlled trial using the Cochrane Crowd plat-
form [25]. Collectively, this work formed the evidentiary
base for the subsequent RR methods options survey. Details
of these publications are reported elsewhere [23e25].

2.2. Cochrane rapid review methods options survey

The survey was intended to elicit input on the major iden-
tified streamlined RR methods across the stages of perform-
ing an RR and was developed following recommended
survey methods [26]. Where possible, for certain questions,
we highlighted identified research supporting or cautioning
the use of a particular shortcut or approach (Appendix A &
WebAppendix 2). Surveys were sent to 119 individuals from
20 specific Cochrane entities in September 2019. The results
were analyzed using descriptive statistics with details re-
ported in the text and summarized in tabular form. Given this
was an internal organizational survey, formal ethics approval
was not sought but informed consent was required to partic-
ipate. See Fig. 1 for further survey methods details.

2.3. Deriving interim guidance for Cochrane rapid
review methods

As a preliminary approach, the RRMG elected to adopt
recommendations based on survey items for which there
was a high or moderate level of agreement using the
following as a guide: high-level (endorsed by � 70% of re-
spondents); moderate-level (endorsed by �50e69% of re-
spondents); and low-level (endorsed by !50% of
respondents). If, for a particular question, a response set on-
ly reached ‘‘low-level agreement,’’ we still recommended
the most endorsed response, so that each stage of conduct
had an accompanying recommendation.

The guidance also incorporated information as to how
endorsed items mapped to CochraneMethodological Expec-
tations of Cochrane Intervention Reviews (MECIR) guid-
ance for SRs. Further discussion among RRMG convenors
informed the agreed list of recommendations presented
along with the accompanying rationales provided to support
and provide further explanation and context for each recom-
mendation with supporting evidence cited if available.
Although we did not follow a formal recommendation pro-
cess, we used a deliberate and systematic approach to
develop this interim guidance as per Web Appendix 3.
3. Results

3.1. Results of the survey

The overall survey response rate was 53% (n 5 63) with
a completed response rate of 46% (n 5 53). Respondents
were from 19 of 20 entities approached. Of those that
responded, a large proportion were either extremely/very
(38%; n 5 24) or somewhat (38%; n 5 24) familiar with
RRs. Further, 62% (n 5 39) had previously participated
in an RR in various capacities (See Appendix B. Participant
Characteristics). Overall, there was general approval for
Cochrane implementing RRs as a product (only one of 59
respondents indicated Cochrane should not undertake
RRs). The label Cochrane RR was strongly endorsed as a
sufficient term (43/57; 75%) for use within Cochrane. Over-
all, we included twenty-six items that attained a moderate
to a high level of agreement or that ranked first as an
approach across the stages of conduct (See Appendix C.
Recommendations, Level of Agreement, and Relation to
MECIR Guidance). See Web Appendix 1 (https://osf.io/
zeq9p/) for main survey results.

3.2. Cochrane Rapid Reviewsedefining features

We recommend that Cochrane adopts the following defi-
nition of an RR: ‘‘A rapid review is a form of knowledge
synthesis that accelerates the process of conducting a tradi-
tional systematic review through streamlining or omitting
various methods to produce evidence for stakeholders in
a resource-efficient manner.’’ [22] Further, RRs should be
driven by the need for timely evidence for decision-
making purposes including to address urgent and emergent
health issues and questions deemed to be of high priority.

3.3. Cochrane rapid review methodsdinterim
recommendations

The Cochrane RRMG has put forth a list of twenty-six
recommendations for Cochrane RRs as outlined in
Table 1, with rationales for the recommendations provided
in the following:

3.3.1. Recommendation 1: setting the research question
(topic refinement)

Evidence from one study suggests that knowledge
brokering of proposals improved the perceived clarity of in-
formation provided to policymakers; reasons for commis-
sioning the RR; and context for the questions, scope,
methods, and report conclusions. Further, it improved the
confidence of reviewers to meet the policymakers’ needs
[27]. It is also important to develop a protocol that includes
the review questions using a question framework (e.g., PI-
COs) and that details the eligibility criteria.

3.3.2. Recommendations 2e9: setting eligibility criteria
The various limits to eligibility criteria are important to

ensure RRs are manageable and timely. Such restrictions
need to be considered together with stakeholders. Limits
include clearly defining the population, intervention, and
comparator. If the findings of an RR are to influence prac-
tice and policy, then outcome selection needs to be relevant
to clinicians, policymakers, and patients. Although

https://osf.io/zeq9p/
https://osf.io/zeq9p/


Fig. 1. Suite of methodological research to inform the definition and methods for Cochrane rapid reviews.
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exploring the full range of outcomes at the outset of the
project is good practice, the list of outcomes needs to be
carefully condensed given time and resource limitations
of RRs. Author teams, therefore, must judiciously select
the outcomes to consider. Prioritizing outcomes will
depend on the needs of stakeholders, who should be
involved in the selection process.
If limiting the inclusion criteria by study date of publi-
cation, evidence suggests that limiting the search to a set
number of years may lead to a loss of studies and a change
in the results of meta-analyses [28]. In this study, most ef-
fect size changes were small but moderate, and significant
changes were relatively common. Therefore, although
setting a date restriction is a pragmatic shortcut, this needs



Table 1. Cochrane rapid review methods recommendations

Setting the research questiondtopic refinement

� Involve key stakeholders (e.g., review users such as consumers, health professionals, policymakers, decision-makers) to set and refine the review
question, eligibility criteria, and the outcomes of interest. Consult with stakeholders throughout the process to ensure the research question is fit
for purpose, and regarding any ad-hoc changes that may occur as the review progresses. (R1)

� Develop a protocol that includes review questions, PICOS, and inclusion and exclusion criteria.

Setting eligibility criteria

� Together with key stakeholders:

Clearly define the population, intervention, comparator and outcomes.
� Limit the number of interventions (R2) and comparators (R3).
� Limit the number of outcomes, with a focus on those most important for decision-making. (R4)

� Consider date restrictions with a clinical or methodological justification. (R5)
� Setting restrictions are appropriate with justification provided. (R6)
� Limit the publication language to English; add other languages only if justified. (R7)
� Systematic reviews (SRs)a should be considered a relevant study design for inclusion. (R8)
� Place emphasis on higher quality study designs (e.g., SRs or RCTs); consider a stepwise approach to study design inclusion. (R9)

Searching

� Involve an information specialist.
� Limit main database searching to CENTRAL, MEDLINE (e.g., via PubMed), and Embase (if available access). (R10)
� Searching of specialized databases (e.g., PsycInfo and CINAHL) is recommended for certain topics but should be restricted to 1e2 additional
sources, or omitted if time and resources are limited. (R11)

� Consider peer review of at least one search strategy (e.g., MEDLINE). (R12)
� Limit gray literature and supplemental searching (R13). If justified, search study registries and scan the reference lists of other SRs, or included
studies after screening of the abstracts and full-texts.

Study selection

Title and abstract screening

� Using a standardized title and abstract form, conduct a pilot exercise using the same 30e50 abstracts for the entire screening team to calibrate
and test the review form.

� Use two reviewers for dual screen of at least 20% (ideally more) of abstracts, with conflict resolution.
� Use one reviewer to screen the remaining abstracts and a second reviewer to screen all excluded abstracts, and if needed resolve conflicts. (R14)
Full-text screening

� Using a standardized full-text form, conduct a pilot exercise using the same 5e10 full-text articles for the entire screening team to calibrate, and
test the review form.

� Use one reviewer to screen all included full-text articles and a second reviewer to screen all excluded full-text articles. (R15)

Data extraction

� Use a single reviewer to extract data using a piloted form. Use a second reviewer to check for correctness and completeness of extracted data.
(R16)

� Limit data extraction to a minimal set of required data items. (R17)
� Consider using data from existing SRs to reduce time spent on data extraction. (R18)

Risk of bias assessment

� Use a valid risk of bias tool, if available for the included study designs.
� Use a single reviewer to rate risk of bias, with full verification of all judgments (and support statements) by a second reviewer. (R19)
� Limit risk of bias ratings to the most important outcomes, with a focus on those most important for decision-making. (R20)

Synthesis

� Synthesize evidence narratively.
� Consider a meta-analysis only if appropriate (i.e., studies are similar enough to pool). (R21) Standards for conducting a meta-analysis for an SR
equally apply to an RR.

� Use a single reviewer to grade the certainty of evidence, with verification of all judgments (and footnoted rationales) by a second reviewer. (R22)

Other considerations for Cochrane RRs

RRs should be preceded by a protocol submitted to and approved by Cochrane (R23); the protocol should be published (e.g., PROSPERO or Open
Science Framework) (R24); allow for post hoc changes to the protocol (eligibility criteria etc.) as part of an efficient and iterative process (R25);
document all post hoc changes; and incorporate use of online SR software (e.g., Covidence, DistillerSR, and EPPI-Reviewer) to streamline the
process (R26).

a To be considered a systematic review (SR) for screening purposes, studies need to clearly report inclusion/exclusion criteria; search at least
two databases; conduct risk of bias assessment; and provide a list and synthesis of included studies.
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to be carefully considered for each topic. Language restric-
tion (i.e., English-only studies) is also practical when con-
ducting RRs for conventional interventions. A recent study
assessed whether limiting inclusion criteria solely to En-
glish language publications affected the reviews’ overall
conclusions. Findings suggest that exclusion of non-
English publications from SRs on clinical interventions
had a minimal effect on overall conclusions and can be a
viable methodological shortcut for RRs [24]. However,
we do not recommend restricting to English-only publica-
tions if the expectation is that relevant studies may be pub-
lished in languages other than English. For example, if RRs
are related to COVID-19, or involve complementary and
alternative medicine therapies, it is expected that studies
would emerge in languages other than English.

Consider a stepwise approach for the inclusion of evi-
dence, emphasizing synthesized research (e.g., SRs) first,
where available, then on higher quality designs for primary
studies. Emphasizing locating and summarizing evidence
first from relevant, higher quality study designs will assist
in streamlining available evidence.

3.3.3. Recommendations 10e13: searching
Searching for RRs needs to involve an experienced in-

formation specialist. Further, the selection of databases to
search will depend on the topic under review and access
to them. Two key studies helped inform the recommenda-
tion for searching major databases [28,29]. In making our
recommendation, we have adopted a conventional approach
involving CENTRAL, MEDLINE, and Embase (if avail-
able), which also conforms to Cochrane MECIR guidance.

Although Peer Review of Electronic Search Strategies
[30] is not part of current MECIR guidance, we recommend
its use for Cochrane RRs. Evidence suggests that the
absence of search strategy peer review often results in many
missed studies not retrieved. Unless captured in an accom-
panying gray literature search, these records would not
have appeared in the published RRs, thus reducing the
integrity of reports [31].

We also recommend limiting gray literature and supple-
mental searching. If it is warranted, consider limiting
searches to clinical trial registries, the scanning of SR bib-
liographies and reference lists of included studies to iden-
tify potentially relevant studies. In most cases, gray
literature searching should be performed after the abstract
and full-text screening is completed. Screening reference
lists can detect missed studies when searching electronic
databases or eligible studies excluded in error during
screening.

3.3.4. Recommendation 14: study selectiondtitle & ab-
stract screening

One reviewer to include and two reviewersto exclude at
title and abstract screening for Cochrane RRs was the high-
est ranked among survey respondents. By comparison,
currently, Cochrane allows for both dual and single title
and abstract screening for Cochrane Reviews, although
MECIR states that it is desirable to use two screeners work-
ing independently. For RRs, it is important that a standard-
ized title and abstract form is used, and that before the start
of screening, a pilot exercise is conducted using a minimum
of the same 30e50 abstracts screened by the entire team to
calibrate and test the review form. At the outset, two re-
viewers should be used to dual screen at least 20% of ab-
stracts with conflicts resolved. This should be followed
by one reviewer screening the remaining abstracts and a
second reviewer screening all excluded abstracts.

Although single reviewer screening may be a practical
solution for certain RRs, we do not recommend this for
RRs at this time. Findings from two recent studies indicate
that single screening of the titles and abstracts is not equiv-
alent to dual screening, as more studies are missed [25,32].
Further, this approach ranked as least acceptable among
Cochrane survey respondents. Nonetheless, forthcoming
advances in automation and crowdsourcing have the poten-
tial to reduce the time spent screening when conducting
RRs.

3.3.5. Recommendation 15: study selection - full-text
screening

The recommendation (i.e., one reviewer to include and
two reviewers to exclude) represents a methodological
shortcut for RRs, when compared with full-text screening
for Cochrane Reviews (i.e., two independent reviewers us-
ing full text to determine if the study meets eligibility
criteria). As with title and abstract screening, a standardized
full-text form should be used. A pilot exercise is recom-
mended using the same 5e10 full-text articles for the entire
screening team to calibrate and test the review form. Dual,
independent screening of full-text articles ranked second as
most acceptable. It fully adheres to Cochrane guidance and
may be used if time and resources are available. Review
teams should also use SR software to make the screening,
tracking, and documentation more efficient whenever
possible.

3.3.6. Recommendations 16-18: data extraction
The recommended approach for data extraction for RRs

was the highest ranked among survey respondents but devi-
ates from Cochrane Reviews whereby data extraction may
be separated into two parts: i) extracting study characteris-
tics for which Cochrane allows for both dual and single
extraction although in duplicate is highly desired and ii) ex-
tracting outcomes data, which Cochrane makes mandatory
to extract in duplicate.

Data for RRs should be extracted using a pilot-tested
form. It will be important that data are efficiently abstracted
using concise descriptions of the participant, intervention
and comparator characteristics, and outcomes assessed.
Although a recently published study that found the experi-
ence of data abstractors may matter less than initially
thought and that adjudication is what leads to reduced
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errors [33], skilled extractors will be key to minimizing er-
ror rates for RRs.

3.3.7. Recommendations 19e20: risk of bias assessment
(RoB)

The recommended approach that ranked highest in the
survey for RRs is less stringent than for Cochrane Reviews,
but still involves one reviewer to do RoB with another
reviewer to verify all judgments. To effectively manage this
section of the RR, it is important to limit the RoB ratings to
the primary outcomes included in the summary of findings
tables and to use, if possible, a valid RoB assessment tool
specific to the study design(s) included in the RR.

3.3.8. Recommendations 21e22: synthesis
RR teams need to develop an appropriate analysis plan

in advance. At the outset of the synthesis stage, providing
a descriptive summary of the included studies helps confirm
if they are similar and reliable enough to synthesize and if it
is possible to pool results. Reviewers need to decide how to
group and tabulate data based on the RR question, type of
data included, and what they planned for in the protocol to
the extent possible. Beyond a simple descriptive summary,
for all RRs, a narrative synthesis of findings from multiple
studies should be conducted. Even if a meta-analysis is
possible, a narrative synthesis is needed to interpret the col-
lective evidence fully.

Reviewers should organize the narrative synthesis
around the Population, Intervention, Comparison, and Out-
comes (PICO) question framework elements with findings
grouped by key question(s), interventions, then by compar-
isons, followed by outcomes. A narrative synthesis is also
an important step in determining if meta-analysis seems
appropriate on the surface. The standards for conducting
a meta-analysis for an SR equally apply to an RR and that
meta-analysis will depend on the nature of the data and in-
formation provided in the individual studies. Involve a stat-
istician, who is familiar with SRs and meta-analysis.
Depending on the volume and nature of included studies,
the depth and details of analysis will vary across RRs. At
times, RR authors may require more time to understand
studies better vs. making a quick decision as to whether
they are similar enough to pool. It may also be that in the
essence of time, author teams are only able to report overall
findings and are not able to go into depth exploring vari-
ability among the findings.

Cochrane Reviews incorporate the Grading of Recom-
mendations Assessment, Development and Evaluation
approach [34] for grading certainty of the evidence, and
therefore, we also recommend its use for Cochrane RRs.
When grading, reviewers should ideally present results in
a Summary of Findings table for each intervention and
comparator and are advised to include only those outcomes
most important to stakeholders, typically the primary out-
comes. Because grading is an involved process and takes
time, for RRs, we recommend limiting to the main
intervention and comparator, and to those outcomes
deemed most critical to decision-making set out in advance,
inclusive of harms. If using this grading system, at mini-
mum, the reasons for uprating or downrating should be
transparently described in conjunction with evidence in
tabular or narrative form.

3.3.9. Recommendations 23e26: other considerations
To minimize duplication, and to ensure relevancy and

transparency, author teams should confer with Cochrane
or other registries (e.g., the international Prospective Regis-
ter of Systematic Reviews [PROSPERO] and Open Science
Framework [OSF]) before starting an RR. Specific to Co-
chrane, authors will be required to submit a completed pro-
tocol that will undergo editorial and methodological
checks. For transparency, authors will need to register the
Cochrane RR protocols with PROSPERO or the OSF pre-
specifying the methods to be used. Cochrane currently
has a streamlined intake process for COVID-19 priority
topics and provides access to several resources (e.g., proto-
col and review templates) to support the review process. In
future, we expect Cochrane will expand this workflow to
accommodate RRs across other priority topics.

Sometimes changes to the protocol are necessary once
the RR has started. For example, search parameters may
be expanded or limited depending on the search yields, or
eligibility criteria may need to be tweaked after preliminary
screening. Therefore, the RR process should allow for post
hoc changes. Significant changes should be discussed with
the stakeholders involved, and any amendments tracked and
reported. Moreover, authors should seek stakeholder feed-
back throughout the process to ensure the RR meets their
information needs.

We strongly encourage the use of software in the pro-
duction of RRs. Online systematic review software en-
hances collaboration by allowing for real-time project
management and multiuser participation across geographic
boundaries. Importantly, it enables members of the RR
team to work in parallel across all stages of the review
and provides a fully transparent process. It also facilitates
the incorporation of protocol amendments and other
changes to questions and forms often common to RRs. It
also improves the data quality and efficiency through the
automated collation of the screening results (inclusions/ex-
clusions). Those undertaking RRs and other types of syn-
theses should look to ways to harness innovation, using
software and adopting automation tools that reliably assist
in expediting stages of review conduct.

Importantly, given the methodological modifications
inherent to RRs, authors must be transparent in reporting
their methods and results. Although an extension to
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) for RRs is underway [18], until
it is officially completed, we suggest authors use the gen-
eral PRISMA statement to the extent possible and adapt
it accordingly.
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4. Discussion

This article presents 26 recommendations as part of
interim guidance developed by the Cochrane RRMG to stan-
dardize the conduct of RRs. Having specific guidance will
improve the utility and robustness of the results of Cochrane
RRs andmore broadly contributes to the ongoing progression
of RRmethodology as a synthesis tool to be usedmorewidely
for timely evidence-based decision-making in health care.

A strength of this guidance is that recommendations were
informed by a review of related RR methods studies across
stages of conduct, twometaepidemiological studies conduct-
ed by the RRMG, through gathering the opinions and prefer-
ences from a wider group of researchers involved in the
Cochrane community using survey methods, and the
involvement of RRmethodology experts. Notably, this guid-
ance provides actionable recommendations and minimum
standards yet promotes a flexible and iterative RR process
that supports a tailored approach for each review. For
example, although survey respondents agreed Cochrane
RRs should take no longer than 6 months, some of the short-
cuts could bemodified further or additional shortcuts taken to
reflect very compressed timelines (e.g., !2 weeks) in cir-
cumstances when there is more urgent need for evidence.

Importantly, this interim guidance is based on what is
currently known about RR methods and is being actively
used in the development of early Cochrane RR products
to address pressing clinical questions posed by international
stakeholders in response to COVID-19 [35,36]. As such, its
use is encouraged although we recognize that further en-
hancements and fine-tuning are needed. In terms of next
steps, we plan to collect feedback on the guidance’s
perceived utility as applied in urgent, real-time RR sce-
narios. We also intend to adapt the guidance beyond inter-
ventions of effectiveness to other review types (e.g., RRs of
diagnostic test accuracy or screening). Certain recommen-
dations (e.g., involving stakeholders and involving an infor-
mation specialist) will be applicable across other types of
RRs, whereas some may not be (e.g., English-only inclu-
sion may not be appropriate in some cases and database se-
lection will potentially differ). Further, specific RR types
will pose unique methodological issues [37]. There are
many challenges to the conduct of RRs that further merit
discussion including how to establish a manageable set of
rank-ordered outcomes of most importance [38]. We also
need to develop criteria for the appropriateness of undertak-
ing RRs vs. traditional SRs or living SRs. We intend to
refine specific recommendations as new evidence emerges,
building on work completed to date.

What sets our RR methods apart from other RR guid-
ance is that it was developed within the context of Co-
chrane and focuses on RRs of interventions. Other RR
guides focus on health policy and systems research, public
health, or WHO guideline development in the face of public
health emergencies [16,20,21]. The focus of our guide is on
the conduct of RRs, not on planning, packaging, or
dissemination. Recommendations for every step of the re-
view are very specific, compared with other guides that
rather provide an overview of common RR practices.
Although other RR guides are evidence informed too, our
guide is based on up-to-date empirical evidence evaluating
RR methods complemented by an expert survey. Cochrane
RRs are recommended to address only urgent and high pri-
ority questions explicitly requested by decision makers,
whereas other guides do not necessarily limit RR conduct
to urgent questions only [20] (Web Appendix 4).

In spite of the survey response rate being somewhat lower
than those typically obtained from Internet surveys (58%)
[26], it did include participation from representatives across
19 of 20 Cochrane groups approached to take part in this sur-
vey. Although not all stages of an RR had corresponding ev-
idence to inform our survey, we know this is similar for SR
methods in that many established steps in the process are
based on limited, outdated, or no available evidence. Impor-
tantly, the body of work underlying this guidance is mutually
beneficial to informing both RRs and SRs.

Given RRs serve an important purpose for certain stake-
holders, ongoing interest in them is expected to grow.
Beyond COVID, this guidance will also be applicable for
future circumstances when decisions need to be made in
a period of weeks to a few months, and for which the tradi-
tional SR timeline does not meet the timeframe for urgent
decision-making. Although the rationale and the context for
this guidance is heavily posited within the Cochrane land-
scape, the recommended methods are widely applicable
for anyone conducting an RR. As a leader in methods guid-
ance on SRs, Cochrane is well positioned as an organiza-
tion to not only produce RRs but with input of the
Cochrane RRMG, to also advise on strengths and limita-
tions of abbreviated methods and their potential impact
on decision-making to minimize compromising validity.
Endorsing an RR approach alongside interim methods
guidance, demonstrates Cochrane’s ability to respond
quickly as a world leader in knowledge synthesis.
5. Conclusion

This article offers new, interim guidance composed of 26
methods recommendations to support the conduct of RRs pro-
duced within Cochrane and beyond. We hope this guidance
will encourage thoughtful use of abbreviated SR practices
for RRs and fosters further development through deliberation
and formal assessment. Application of the proposed methods
in exemplar RRs must be closely studied to understand meth-
odological choices made and the challenges experienced.
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