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>> Joann:  Good afternoon everyone.  And thank you for joining the Webcast on The Value of Traditional reviews in the Era of systematic Reviewing.  My name is Joann Starks, and I'm with the National Center for the Dissemination of Disability Research or NCDDR based at SEDL in Austin, Texas.  I'll be moderating today's Webcast and getting your questions to our presenters.  
Before we move on to the introduction of today's presenters, I want to be sure to thank our partners at ILRU in Houston for helping with the technical side of this Webcast.  There are some materials accompanying today's Webcast that can be found on both the ILRU and the NCDDR Web sites.  
In addition to a description of the Webcast and information about each of the presenters, there is a power point file for the presentation as well as a text file with the same information in Word format.  Please remember that this information is copyrighted and cannot be used without the written permission of our presenters.  
You can submit questions at any time during the Webcast, and the presenters will try to answer them.  We have set aside a question and answer period at the end of the presentation.  You can type your question in the small window and click the submit button at the bottom of your Window's Media Player or Real Player screen, or you can send e-mail to Webcast@ncddr.org.  If you prefer a phone call, our toll free number is (800)266-1832.  If anyone has technical difficulties during the Webcast, please call ILRU at (713)520-0232 and dial 0 for the operator to ask for assistance.  This number is both voice and TTY capable.  
We would appreciate your feedback today by filling out a very brief evaluation form at the end of the Webcast.  Click on the downloads tab at the bottom on the right-hand side of your Window's Media Player or Real Player screen, and you will find a direct link to the evaluation form.  I'll remind you about this again at the end of today's presentation.  
Now, I would like to introduce our speakers.  We are pleased to have with us three members of the NCDDR Task Force on systematic Review and Guidelines.  I will say a little more about the Task Force in a few minutes.  
Marcel Dijkers, Ph.D., FACRM, is a facilitator for the Task Force on systematic Review and Guidelines.  He is senior investigator for the NIDRR funded Rehabilitation Research and Training Center on Traumatic Brain Injury Intervention as well as for the New York Traumatic Brain Injury and Spinal Cord Injury Model Systems at Mount Sinai School of Medicine.  Dr. Dijkers is a research professor in the Department of Rehabilitation Medicine.  
Michael Boninger, M.D., is director of the University of Pittsburgh Model Center on Spinal Cord Injury funded by NIDRR and is executive director of the University of Pittsburgh Medical Centers, Center for Assistive Technology.  He is professor and interim chair of the Department of Physical Medicine and Rehabilitation at the University of Pittsburgh, as well as the associate dean for Medical Student Research in the School of Medicine.
David Vandergoot, Ph.D., is project codirector for the Employment Service Systems Research and Training Center, a NIDRR funded RRTC.  He is president of the Center for Essential Management Services where he manages all aspects of research, training and demonstration projects.  
Let's go to Slide 2, please.  The other members of the Task Force include Tamara Bushnik, Peter Esselman, Steven Gard, Wayne Gordon, Allen Heinemann, Mark Sherer, and Michael Wehneyer.  I serve as the liaison and provide administrative support to the Task Force.  
Slide 3, please.  The NCDDR has established three Task Forces to assist the project in analyzing, understanding and commenting on features of the process of producing evidence within the context of disability and rehabilitation research.  The Task Forces are comprised of senior researchers with experience in conducting NIDRR sponsored research activities.  Each Task Force is charged with developing position statements that are relevant for the NIDRR research community.  
The first Task Force addresses standards of evidence and methods.  Mark Johnston is the facilitator and John Westbrook is the liaison.  
Next is knowledge translation and knowledge value mapping.  Juan Rogers is the facilitator, and Frank Martin is the NCDDR liaison.  
The last Task Force focuses on systematic review and guidelines.  This Task Force develops and presents consensus or position statements and recommends strategies for systematic reviews and guidelines in disability and rehabilitation research.  The Task Force started holding monthly teleconferences in 2006 and communicates between calls through an electronic discussion list.  
The Task Force has developed two papers that are now ready for public review and comment.  This Webcast introduces the first paper and the next Webcast, on September 17, will look at the second paper.
Let's go to Slide 4.  The goals of the Webcast today are first to rehabilitate the reputation of traditional reviews, also known as narrative or nonsystemic reviews.  These types of reviews are often dismissed in an era of evidence-based research.  
Next, to demonstrate that systematic reviews may also have shortcomings and should not automatically be accepted as superior.  We will also discuss the different roles of systematic and traditional reviews as if there is a place for both of them. Finally, we will suggest areas where both narrative and systematic reviews could be improved.
Slide 5.  This outline is the format of today's Webcast.  There will be about a 50-minute presentation followed by 20 to 25 minutes for questions and comments.  Please send in your questions by e-mail to webcast@ncddr.org or call our toll free line at 1-800-266-1832.  We will hold the questions until the end unless a clarification seems to be needed.  
Our first presenter will be Dr. Michael L. Boninger.  Dr. Boninger, will you take it?
>> Michael:  Sure thing.  So we're on Slide 6 and then quickly to Slide 7 -- The Nature and Value of Reviews.  A general review is one that we're all familiar with, and the definition of review found on MedLine is an article or book published after examination of published material on a subject and may be comprehensive to various degrees and the time range material scrutinized may be broad or narrow, but the review most often desired are reviews of the current literature.  
The textual material examined may be equally broad and can encompass in medicine specifically clinical material as well as experimental research for case reports.  State-of-the-art reviews tend to address more current matters.  So this definition is really the review we have all known for years. 
Slide 8, please.  There's an ever growing scientific and professional literature which is one of the reasons why these reviews are important.  Review articles identify, arrange and interpret the research and other information making it more accessible and understandable to the average practitioner and researcher.  
Slide 9, please.  General views get the most attention among the various types of articles, that being case studies, editorials and primary research found in the literature.  This is determined by citation counts.  They are cited by authors more often on average reviews are than all other publications.  They are also downloaded from general Web sites and are popular among readers at large.  Editors love what review articles do for their impact factor.  And the impact factor is something that is very closely watched by different editors.  
Slide 10, please.  The presumed reason for the popularity of reviews is that they enable one to have an overview if not a detailed knowledge of an area in question.  They provide references to the most useful primary sources, and make it possible for busy clinicians and researches to keep up with the deluge of papers being published.  
Slide 11, please.  If you assume that there's a dedicated rehab professional who is only interested in about 10 percent of what is published under the label rehabilitation and reads the paper on an average of 30 minutes, to keep up with the 2007 publications indexed in MedLine with rehabilitation as the focus, the practitioner would have to set aside 1.75 hours a day for journal reading 365 days a year.  MedLine omits many publications dealing with rehabilitation, especially those published in Allied Health journals.  
Slide 12, please.  It is estimated that one review is published for every eight original research reports.  Reviews play a crucial role, which is why most journals published them.  Will, in the near future, the number of reviews published be too great for a reader to keep up?  That's a question for the future.  The likelihood is is that people get their reviews from different locations.  So it might be that you get your reviews from a specific journal.
Slide 13.  So now we're going to switch to systematic reviews and traditional reviews.  So systematic and traditional reviews -- Slide 14, please.  The old way of doing reviews, traditional reviews, is you go through your desk drawers to find a bunch of related paper; do a literature search, maybe; summarize the primary research, emphasizing whatever points you desire; and draw your conclusions, if necessary, in spite of the facts or the evidence.  
With the emergence -- Slide 15.  With the emergence of metanalyses in psychology and other fields in the 1970s, a new type of review emerged -- the systematic review.  In the 1990s, this review type was codified by advocates of evidence-based practice or the empirically supported treatment movement.  
Slide 16, please.  There's no shared definition of a systematic review, but the general agreement on the following steps.  Usually, there is a formulated focused clinical question.  They then develop a method for locating relevant evidence including explicit criteria addressing the content and methodological quality; develop methods for extracting and summarizing and synthesizing the evidence; and also for locating the relevant studies and assessing their methodological valid value or quality.
Slide 17.  Abstract and synthesize the systematic and traditional reviews.  Abstract and synthesize the relevant information.  This may be done qualitatively or quantitatively -- a metanalyses.  If the evidence allows -- in a systematic review -- they draw conclusions; make recommendations for practice, policy or future research which are based narrowly on evidence taking into account it's quality, it's quantity and the consistency of reports.  
Thus, the systematic review -- Slide 18 -- is seen as a research project whose subjects are published and unpublished studies.  The research project starts, like all research projects, with a good question; develops a protocol to answer their question; collects and analyzes the data to draw conclusions.  This is claimed as the only way to collect all relevant studies, evaluate them systemically and objectively, and give all evidence its proper due.  Combining studies mathematically allows for a precise estimate of effect size.  The heterogeneity study outcomes can be addressed through various methodologies.  
Slide 19.  The systematic review methodology has been developed best for synthesizing quantitative research on treatment, diagnosis, prognosis and cost effectiveness.  Methods for synthesizing qualitative research reports have been suggested.  Even ways of combining the uncombinable qualitative and quantitative studies are emerging.  
Slide 20.  Systematic reviews have a lot of cachet.  The label 'systematic review' is given by their authors to some reviews which may have, in an appendix, the search strings used in the literature, but otherwise do not deserve the designation of systematic.  Traditional reviews are now called qualitative traditional narrative or nonsystematic.  
Now on to our next presenter.
>> Joann:  Thank you, Dr. Boninger.  Our next presenter will be David Vandergoot.  Dave, are you ready?
>> David:  Thank you, Joann, and good afternoon to all of you out there.  I'm going to be focusing on the criticism of traditional reviews.  Now one of the value added features of systematic reviews is the criterion that the authors offer full disclosure.  I must admit that I'm guilty of purveying on our field of traditional reviews.  But I'm really not going to apologize for that, but I will say I am -- I've learned a great deal about how to improve traditional reviews through learning about systematic reviews.  So even though I'm focusing on the criticism of traditional reviews, I recognize that what we have learned from systematic reviews can be very useful for those of us who do these traditional reviews.  
Let me also say that -- before I get into the slides - that the evaluations of traditional reviews typically are done by those who are advocating for systematic reviews.  That's a little bit like basing our automotive standards about what makes for a good car -- a racing car, using racing car as our criteria.  And then saying that our trustee old Ford or Chevy doesn't really measure up even though it gets us around town for 10 years or more.  And that's how I really look at this situation between traditional reviews and systematic reviews.  
Let's go to Slide 22 -- Criticism of Traditional Reviews.  Adherence of systematic review methodology has become dismissive of narrative reviews, accusing them of:  One, being inconsistent with the evidence; two, lagging behind the evidence; and three, being inconsistent with one another.  
Next slide -- Slide 23.  Biases can creep into narrative reviews when selecting the studies to be included; two, when interpreting the results of the individual and combined studies; and three, when not identifying or discussing inconsistencies in outcomes between primary studies.  
Now let me take a moment just to reflect back on some of my own experiences in developing traditional reviews.  I really do admit that I and my colleagues did not really work to control our own biases.  That was true throughout the selection of articles, through the reading and abstracting of articles, and through the integration process of these abstracts and to our final product.  I think that one of the ways we could have improved the reviews at that time was to be more open about our own biases.  Certainly, that's something we had picked up from the systematic review methodology now, is to be much more clear of where we are coming from when we're writing our own traditional reviews.  
Next slide -- Slide 24.  Narrative reviews do not use advanced statistical methods to calculate a single effect size over a number of studies all addressing the same question; and two, nose counting may be the level of sophistication used to decide whether a treatment is effective.  Here, again, I'm not even sure that nose counting is used very much in traditional reviews.  
Thinking back of my own experience and the reviews that I have read over time, there really is very little attention paid to how great or small an effect was in the conclusion sections of reviews.  There's no discrimination as to whether the effect was small or large.  They all seem to be equated at the end.  And that's something that we have now taken a much closer look at in terms of our own traditional reviews.  
Next slide -- Slide 25.  It's a quote from Bent.  "In traditional narrative reviews, authors pick and choose the studies they discuss and the depth at which they discuss them.  Consciously or not, their biases and interests in the field affect how they present the findings of the individual studies."  I really have no argument with that criticism.  As I said, I'm guilty of that myself.  
The next several slides beginning with Slide 26 present some evidence that systematic reviewers have found to fill the weaknesses of traditional reviews.  In case study number one, Antman and colleagues compare the results of their metanalysis of randomized control trials of treatments of myocardial infarction to the recommendations of clinical experts published in chapters and review articles.  Their findings -- experts did not mention some of the clearly effective treatments and still recommended some therapies that had been proven harmful.  Certainly a severe criticism and justly deserved.  
Case study No. 2 on Slide 27.  Schmidt and Gotzche compared 70 reviews addressing interventions against house dust mites for people with asthma.  I can't imagine 70 reviews of this actually exists.  They concluded that almost all of these narrative reviews were biased and that their recommendations were at odds with a systematic review on the topic.  But again, I think that the bias of the reviewers of these reviews needed to be revealed as well.  I'm not sure that the value of 70 reviews is completely negated by one systematic review.  
Next slide -- Slide 28 -- case study No. 3.  Ladhani and Williams compared 10 traditional reviews of treatment for post-therapeutic neuralgia with one systematic review.  They concluded that in the former, much of the qualitative synthesis was based on the predetermined preferences of the authors.  I'm really not sure how they can determine that.  But again, I don't doubt that these predetermined preferences certainly do exist.
Slide 29 -- Criticism of Traditional Review, case study 4.  Neihouse and Priske attack the references given in narrative reviews back to the primary studies.  They determine that up to 24 percent had been misquoted.  Often the discussion section rather than the results section was quoted.  And this isn't just a problem in reviews, but it's also a continued problem in how people use the reviews in their own subsequent research.  
In my case of people using the reviews that I've been involved with, I've actually seen references to it.  When I checked back to what they were referencing, I couldn't believe that they could support their own research with anything that I could have said in my own review.  It's simply that reviews tend to be picked up and used to support any kind of research simply giving the new researchers some credibility in the topic area.  
This is a further criticism of how people use traditional reviews, or any review really, and not necessarily of the original traditional review.  But it's something that really pervades the research literature.  And again, I applaud the systematic reviewers for bringing attention to this misuse of quoting reviews.  
And then finally, the fifth case study is on Slide 30.  Bollini reviewed narrative review articles on patients' adherence to pharmacological treatment of depression.  The conclusion was that these reviews were characterized by incomplete critical appraisals of the evidence.  
And then finally, case study No. 6, Mulrow reviewed a sample of reviews published in leading medical journals.  They demonstrated that most fell short of the standards for systematic reviews.  And 12 years later, the situation had improved but not by much, according to McAllister and her colleagues.  And that concludes the section on criticism of traditional reviews.
>> Joann:  Dave, are you also doing the criticism of systematic reviews?
>> David:  Oh, okay.  No, I wasn't aware of that, but I will.  
>> Joann:  Okay.  Are you ready for it?  
>> David:  I suppose.  But if Marcel wants to join in, that's fine too.  
We'll go to Slide 33 -- Criticism of Systematic Reviews.  Narrative reviewers are on their own.  Systematic reviewers have lots of help.  The first point under that, the Cochrane Collaborations, publishes a detailed handbook with guidance for reviewers.  If you're not aware of this, I urge you to become familiar with it.  It's a great resource.  
Next, please.  Other groups sponsoring systematic reviews, for example, the American Association of Neurology has issued guidelines.  
Point three, Cochrane and others have designed software to assist in systematic reviewing and meta-analyzing.  
And four, the quorum statement has been developed to make reporting with systematic reviews more complete and informative for the reader.  Just to sum up this first slide, what we have found is that the systematic reviewing methodology is much more complete from beginning to end, including how users are eventually going to, hopefully, use the material provided through these systematic reviews.  
Next slide, 34.  In spite of claims that anyone with substantive knowledge in a particular area and a basic understanding of research methodology can complete a systematic review.  There are multiple ways synthesis analysis and reporting can go wrong.  A number of reviews, of systematic reviews have pointed out errors in collecting, evaluating, summarizing and reporting evidence.  Only a part of these are method errors; for example, in finding and assessing the gray fugitive literature or in dealing with heterogeneity in a metanalysis.  One of the, I think, difficult features of systematic reviews is that the methodology is rather intense and involved and tends to be open to mistakes.  
Next slide -- Slide 35.  Systematic reviews of treatment studies often limit themselves to RCT's and are apt to only recommend more research when there are no RCT's or the published ones are deemed to be of low quality.  And we go to these reviewing this in much more detail in the next Webcast which will be occurring on September 17th.  
Next slide -- Slide 36.  Most research, especially medical research on intervention, tends to select or treatment a pool of subjects that has no or few co-morbidities to better demonstrate a treatment effect.  While improving internal validity, this diminishes external validity.  And we recognize that there are trade-offs in methodological improvements.  And what might really improve the clinical trial certainly makes it much more difficult to focus a systematic review on the kinds of real clinical problems that we face in practice.  
Slide 37.  Often the findings of a primary study or of the studies pooled in a systematic review cannot be generalized but to a very small percentage of the population with the condition for which the treatment was developed.  Systematic reviews that claim to be based on a protocol often have major deviations from that protocol, especially in the methods used.  I think that first point is the one that's most difficult in our own field of rehabilitation.  We don't have people with one simple diagnosis or problem facing them.  Our populations tend to be much more difficult in the clinical realm.  
Slide 38.  Many systematic reviews rely on outcomes reported in the primary studies that provide no help in clinical decision making by the practitioner.  And Loke and Derry suggest that nonsystemic reviews derive their popularity from the fact that experts who write them do not hesitate to make practical recommendations, however biased those might be.  
Slide 39.  Adverse effects of treatments often are not addressed in systematic reviews which tend to focus exclusively on issues of effect sizes of alternate treatments.  Similarly, most systematic reviews tend to ignore issues of costs and the cost effectiveness of alternative decisions on diagnosis for treatment.  
Slide 40.  Many systematic reviews are hard to understand and require sustained concentration in their many pages dedicated to methodological purity.  Their rigid structure, detachment from clinical practice, and failure to address the values that should come into play in deciding between alternatives may be another reason narrative reviews continue to be published and be popular.  Again, the methodology is very difficult without concentrated studies of this methodology.  It's sometimes very difficult to really know where a systematic review is taking you.  
Next slide -- Slide 41.  In many clinical areas, systematic reviews have a short half-life.  And then next, the better sponsoring organizations, for example, Cochrane require regular updating.  
Next slide -- Slide 42.  Most damning, a surprising degree of subjective interpretation appears to be used in summarizing evidence and making recommendations.  Interpreted subjectivity may explain why systematic reviews have been published, which contradict one another.  Enough said.  
And then finally, Slide 43 -- Criticism of Systematic Reviews.  Many of these disagreements result from methodological decisions made in writing the review protocol, for example, whether or not to search for unpublished studies, whether or not to exclude studies with poor methodological quality.  Others result from errors that have been made in implementing the protocol.  
Basically summing up, even though systematic reviews have developed a methodology that really tries to eliminate human error, we can't take humans out of actually implementing the process; and hence, these human errors continue to come up.  Again, I've learned a lot from how to do systematic reviews in terms of applying them to my own narrative reviews.  
Now, I would like to turn it over to Marcel Dijkers who will be speaking more on how to combine the values of both.
>> Joann:  Thank you, Dave.  
Marcel, are you there?
>> Marcel:  I'm here.  
>> Joann:  Okay. 
>> Marcel:  Okay.  We're going into the second to last section where the argument is going to be well-fitting narrative reviews versus systematic reviews really doesn't make that much sense because as Dave already alluded to, they each have their roles.  If they are to serve different purposes, they should have different criteria applying to them.  
So I'm going to go to Slide 45.  With Dave's presentation, systematic reviews have not reached a level of quality or utility such that they should replace a traditional form of the narrative review.  That is putting it in an either/or format, which is a false dichotomy between the two.  The purpose of a review is synthesis, to take information that is spread out over a number of papers, specifically research reports, and put them together into a greater whole that is of benefit to the reader that either summarizes the field, opens up new vistas, gives new perspectives, and what have you.
>> Joann:  And that's Slide 46?
>> Marcel:  I'm on Slide 46.  I came across a Web published paper by an Englishman called Hammersley who distinguished five meanings of the word synthesis and all of which deserve the adjective systematic.  And if you go to your dictionary, you will find that systematic has synonyms such as orderly, throughout, patterns, et cetera, et cetera.  
So Slide 47, the first two meanings, this thing was by Hammersley for systematic -- or for synthesis, sorry -- is one aggregating or pooling of data; and two, identifying studies which are replications of one another.  Now, this is really where systematic reviews are at.  This is what their interest is, to find everything that has ever been published or better the stuff that even hasn't been published and studying a particular issue and put it together.  
So it makes sense to go into the gray literature, to go into unpublished literature the same as desk drawer issue, and to create A, as large a sample of studies as you can find; and B, an unbiased sample of studies.  And those of you know something about the systematic review, literature, the whole thing of publication bias, or desk drawer problem, it refers to exactly the fact that what gets published tends to be positive, tends to show an advantage of the intervention over the drug -- over the placebo.  And what doesn't get published, the studies that may have been done in just as good a way that found no difference or sometimes found that the placebo was better than the drug or at least produced less side effects.  So those are two meanings of the word synthesis.  
But then Hammersley on Slide 48 also has a meaning conducting comparative analysis of existing investigations to develop or test theories.  And No. 4 is to develop a bigger picture by combining complementary, not necessarily similar studies into a map.  And this very often is the primary purpose of what we used to call and probably will continue to call narrative reviews to lay out the most recent and best knowledge of various aspects of a problem.  You don't necessarily need 12 studies to develop a bigger picture.  You may need only 2 that offer the complementary view.  
For a comparative analysis, you may just need to find two good studies that looked at intervention in Group A and two group studies that looked at Group B, and you see what theories those things might suggest for further research.  
Go to Slide 49.  More clarification for the comparative analysis purpose.  Here, we may have an article that's aimed at non-specialist that pretty much describes the entirety of some clinical problem.  Because I'm a specialist in spinal cord injury -- of course, grab that -- for family physicians, spinal cord injury specialists may write an article that describes for them pathology, etiology, acute care, rehabilitation to help them to treat patients with spinal cord injury or maybe do nothing more to convey to them that this type of patients needs a level and a type of care that's beyond them, and they should refer to specialists.  
When we talk about synthesis as creating the bigger picture, we may use synthesizing of various types of primary studies to come up with a comparative description of how a particular item issue is treated in different countries or historical developments of treatments and care patterns, for instance, in cerebral palsy.  And very often, you have clinicians interested in, well, how do people do this in the rest of the world?  Or how did we get here?  And this type of synthesis might get us there.  
Slide 50, please.  Both of these types of reviews can be based on current and historical documents.  Very often, they are supplemented by the personal experience of the writer, and that personal experience may be -- or the personal expertise that makes a paper interesting and it's personal viewpoint that is reflected may be exactly the reason that expert is invited to write a review paper or review chapter.  This is a point very much made by one member of our panel, Mark Sherer, who unfortunately is not available to endorse this issue, which he did very strongly in various discussions that went on in the panel.
Slide 51, please.  Hammersley's last meaning of the word systematic, of synthesis, of review translating the findings of one group of studies in terms of another.  And here we're talking about being almost an interpreter or translator between two fields of science that have their own terminology and their own methodology.  Summary may serve to, A, summarize what's going on in a field section you're familiar with, but also provide you with the terms and language that makes it possible to hang those findings of that other field on the (indiscernible) that are available in your field.  And of course, the hope is comparing and contrasting can lead to new insights and new ways of approaching an issue that may be of benefit to both disciplines.
When Mike Boninger was talking at the beginning and laid out the more or less standard approach to systematic review, he specified that it starts -- the systematic review starts with a focused question, generally a focused clinical question.  Hammersley's types 3 thru 5 are not likely to start with something like that.  They are likely to start with a very broad question.  They don't necessarily benefit from the predetermined protocol that systematic reviews hang their light on.  They may be more free form.  They may be more full of the evidence, the (indiscernible) appears to be leaning in a more -- Hammersley calls it the inductive approach in which the reviewer may reformulate the focus of the review in the course of doing it.  All of you may have had that experience that doing a review forces you, maybe for the first time, to understand certain things, to compress certain things; and new perspectives come up.  The review which originally planted starts to take a new direction.  
I go to Slide 53.  Hammersley also sees a role for reviews that do not attempt synthesis to any significant degree; for instance, papers offering judgment about what we do and what we don't know based on the evaluation of carefully selected studies.  I may disagree with him in the sense that I think there's a lot of synthesis that has to go on before you know what we do know and before you can determine what we don't know.  
Similarly, for a second example, papers focusing on methodological issues describing how we might improve research.  Well, if you want to describe how we might improve research through methodology, at the minimum you have to do a review of currently used methodology and what's good, what's bad and what's indifferent.  But if he's correct in saying that these (indiscernible) the review even though they don't do much synthesis, they certainly can be systematic in one of the dictionary meanings of the term methodical, thorough, coherent, and manifesting a set of principles.  I think just in this last bullet point, there's a beautiful guideline for writing narrative reviews.  
Slide 54.  There's a role for all of these reviews in advancing practice and research.  Hammersley said 1 thru 5.  He has a beautiful quote to hit back at the people, the proponents of systematic reviewing, who say traditional use are no good.  To say traditional reviews are unfocused because they don't concentrate on a specific question is like complaining that a map is of no use because it covers a wider area than the one we're currently interested in.  I just wish I could read the quote with the British accent that Mr. Hammersley -- Dr. Hammersley without a doubt has.  
Slide 55 -- applying Mulrow's 10 review article quality criteria, and those are indeed the criteria that focus on when is a review article -- a systematic review article -- a good for the bad article.  Those criteria, those questions do not apply to any and all reviews.  They presumably do not apply at all or very few of them apply to Hammersley review types 3, 4 and 5.  
Mulrow's criteria apply to the reviews that starts with the focus question and that ask about in this population, in this setting, if we have cases, patients with this condition, this problem, what are the available treatments?  What are the available tests?  Which one is the best test, the best treatment if we specify a particular outcome, whether the disappearance of the problem, the diminishing of the problem, the number of years that people live in spite of the problem or when it comes to death, the specificity and sensitivity.  Once you have those very narrow questions, it's much easier to specify when somebody is doing a systematic review good versus doing it poorly.  
Next question.  For others for the narrative reviews for the reviews that starts off with the broad question, as Collins & Fauser have phrased it -- the strengths of the systematic review may turn into weaknesses.  And some of the issues that they brought up and that committee members have brought up, if you have those strictures of the systematic review, if you have pages and pages of methodological niceties, the narrative threads may get lost for some types of narrative reviews.  That's the essence.  
In general, form should follow function.  The purpose of the review should determine what literatures you'll use and how, and also should determine criteria when we determine that a particular review is done well or it's done poorly.  We may even state that we have trade-offs here.  They refer to the trade-off in treatment research, especially randomized clinical trials between internal validity.  Do you make a case for the external validity?  How far can you generalize that case?  In this particular choosing between systematic reviews and narrative reviews, we may have a similar issue.  The narrative review offers broader coverage, more creative synthesis, very often more interesting lighting, more interesting viewpoints.  But it may do that in spite of or resulting in decreased focus, objective methods, and less explicit stating and following of objective methods.  
I'm going to go to Slide 58.  We are going to move towards conclusion.  Number one, the scientific literature is growing faster than any practitioner, any policy maker, any research can keep up with.  Mike Boninger indicated that when he suggested that even if you're not interested in more than 10 percent of the literature, you have to spend almost 2 hours, 365 days a week. 
(Beeping sound) 
That's my phone.  It will ring three times and go away.
But there is a big burden, and it's not going to get easier; it's going to get worse.  We have more people writing all over the world, more people doing rehabilitation research, more people under the gun of public affairs, and more literature will be coming out.  
So the role of reviews in summarizing and synthesizing I know that they will remain crucial and become so even more than it is today.  However, we should not look to only one type of a review that fits all reasons why people want to have a review of the literature.  
Next slide, 59.  As I argued, the systematic review is appropriate when a number of studies have approached the same question, how do you treat X?  What's the best test for Y?  And have produced results that appear combinable.  If you start off with a focus question, such as systematic reviews may be the best method of reaching an answer, they give you effect sizes for treatment, for prognosis, for a diagnostic procedure, what have you.  
Number 60, there are a number of ways the methods and reports of systematic reviews can be improved to make them more useful for their intended audience.  Systematic reviewing is about 20 years old and methodological approach, and we're still learning a lot of stuff.  People are doing studies to find out more.  
In addition to the more technical aspects, what's the best way of measuring heterogeneity, there are such things that maybe bring the systematic reviews a little bit closer to the attractiveness to narrative reviews.  Number one, conciseness.  Condense the evidence into messages that stakeholders can absorb in the limited time they're available.  Number two, precision.  Make clear the probabilistic nature of research findings and include information on not just on the magnitude of an effect and its confidence interval, but also on its clinical significance.  What does it mean?  What does it mean to your average patient?  What does it mean to your average clinician?  
Slide 61.  Person centeredness enables users to find the most relevant information available about the individuals or the groups that have an interest in.  There may be limits to that in the sense that most studies have hardly power enough to say something about all its cases, let alone about subgroups of their cases.  But that's very often where clinicians and sometimes all of us have an interest in.  Well, how does this treatment, how does this diagnostic test, how does this prognosis for the long-term hold through for my patients, for my particular subgroup of patients?  
Very important for rehabilitation is implementation orientation.  We cannot simply say open your mouth and throw in a pill to provide treatment to our patients.  We have treatments much more than prescribing a medication.  It's a very complex, generally, series of steps that are taken with the patient that are in tune to the individual characteristics and preferences of our patients, and we should have available more for our clinicians than simply if you find this diagnosis, prescribe this pill.  It should include training materials, manuals, fidelity measures to help practitioners make the step from accepting that a particular treatment is the best to actually implementing it accurately.  We need knowledge translation.  
Then we have the issue of comprehensibility.  Certainly, if you're reporting to known researchers, your review -- your systematic review should use comprehensible language.  Now, narrative reviews can learn something, too.  Narrative reviews which start under the broad question that may lead to a more creative synthesis of the findings of a number of studies, they benefit from some of the improvements that can be borrowed from the systematic review tradition.  
I'm on Page 62 now.  They may be more explicit as to how they got to the relevant information.  I looked to my desk drawer -- may not cut it.  Those of you who have seen my desk drawers know for sure it won't cut it.  
We can benefit from a statement as to how we make judgments, as to what ought to be included and excluded, and are narrative reviews.  Where did we draw the line in terms of content, and where did we draw the line in terms of methodology?  The type of studies included or the quality of those studies.  We could do, as Dave already said earlier, with an explicit account of the values, the preferences, and the assumptions of the author stated very early in the review.  
So the people are warned as to what the biases are and can be on the lookout in reading the review and maybe pick up where our biases and preferences lead us to in the wrong direction.  And we may benefit from the declaring of financial and other conflicts of interest by the author.  
In rehabilitation we may have few people who have financial interests in particular treatments.  We may have some people with financial interests because they develop tests.  But many of us may have conflicts of interest in the sense that we developed a particular treatment or have been applying a particular treatment for a number of years to the exclusion of everything else.  Well, who's going to say that they apparently wasted the last seven years of their life using a useless treatment?  So that's a conflict of interest that might be specified.  Then editors may similarly have conflicts of interest that they have to come clean about.  
Slide 63.  Editors or organizations that commission narrative reviews like professional organizations and contribute to the quality and trustworthiness of those reviews by making sure that the reviewers have no financial or other conflicts of interest.  Or if that's not possible, well, what about putting together, as authors, people who have these similar opinions, preferences, assumptions, scientific backgrounds.  So that might bring out some discussion among the authors which make it clearer to them to -- that they have biases and rewrite their stuff.  
Or sometimes you have two different conclusions.  There's nothing wrong with that.  After you present your findings, which is the information that you pulled from the paper to review, as objective of matter, to have two opinions.  I contributed to a review article last year where three of the authors more or less gave their private opinions, not necessarily because they so much disagreed with one another, but there was a particular spin of the issues that they thought was important to give.  
Slide 64.  Whatever type of review you are preparing or you are leading -- a traditional one or systematic one -- remember the available evidence is always flawed to some degree.  The original studies have problems, and we know there's problems with a lot of those; or the systematic synthesis, often that information has flaws.  So no review that you read will ever be perfect.  
The reader beware, and be aware that it's by the flawed evidence.  You have to make decisions, and you have to make decisions on what to do with your patients, where to go with your next research, what to approve or not approve as the administrator.  You should always should keep in the back of your mind that the evidence is inadequate, and you should make decisions that always keep the possibility that the evidence is not all correct.  It may be very possibly quite incorrect.  You should take that into account.  
So that's the end of our discussion, what the panel found, and what the panel thought as to the laws of systematic reviews and narrative reviews, and how there's a rule for each one of those.  And if you turn to slide 65, which is our last slide, it repeats the various options you have for asking questions about the material.  You can e-mail us.  You can use voice mail.  There is a TTY connection.  And then I don't have the actual Webcast phone, but Joann pointed out that you can type in your questions at a location on your screen and then hit the submit button, and it will come to us too.  
Joann is the mistress of ceremonies.  So I'm going to give back the microphone to her, and she will take all questions that come in and put them in front of the panelists.  Thank you so much.
>> Joann:  Thank you.  Thank you very much, Dr. Djikers.  And thanks again to Dr. Boninger and Dr. Vandergoot.  
We have not received any recent questions.  It appears that there have been be a few technical problems.  A couple of people have written in that they have problems getting on to the Webcast, and we certainly apologize for that.  But we do have some questions that we did receive by e-mail that I will go ahead and bring up for discussion.  
First question.  You state that there is subjectivity in systematic reviews.  Can you please give some examples?
>> Marcel:  This is Marcel Djikers.  I'll take that question.  I, just a few weeks ago, came across a paper that was published in BMC medical (indiscernible) and decision making, which is an open access journal and (indiscernible).  So anybody has access to it, and it very often publishes very interesting stuff.  
They did a study on the effects of metanalysis on the effects of intravenous magnesium in the early stage of heart attack.  And we don't have to go into any of the biological stuff, but what they did, they collected 23 studies that addressed this question and put together the evidence but did it in a number of steps.  
And the first step was where they just took the older study.  And then in the next step, they took the first four studies; and then the first ten studies; and then, I think, the first 15 studies; and then the first 23 studies and did the summarizing that you have seen in systematic reviews with an effect (indiscernible) and the whole thing.  
They had a panel of eight clinicians, physicians, some specialists, and heart and lung specialists; and in each of those steps, put the evidence in front of them and asked them, well, the basic question is would you recommend magnesium therapy in patients immediately after a heart attack?  And a few additional questions.  And they looked at what they said after every step, after every time they got more evidence, and some of the evidence changed, and the effects sizes went smaller and sometimes went larger again.  
They came up with the fact that there was not much agreement between these eight people.  They supposedly looked at exactly the same evidence.  They got all the (indiscernible) that they requested, and they were shared with everybody.  But when the question was, well, based on the evidence, what do you recommend, there was still disagreements.  
Which presumably has to do with, well, what's your tolerance for the balance between the risk and benefits?  And of course, with everything we do, there's risk and benefits.  To what degree do you want to be on the leading edge?  To what degree can you stand to being on the bleeding edge.  And presumably, the same issues will come up in every systematic review.  So if we have discrepant systematic reviews, one basis may be that based on their protocol didn't exactly come up with the same study and may have extracted other information.  
But even if different people will do exactly the same search, extract the information the same way, synthesize it the same way, they may not agree with one another because there's always clinical decision making that goes with the decisions based on systematic review of the evidence.  So that's another warning that comes into the issues that I concluded my presentation with.  Whatever systematic reviewers may claim that they're so systematic and objective, we have evidence in this little study -- and there's others like it -- that values crawl into systematic reviews, and they crawl into it, especially draw conclusions from systematic reviews.  And be aware of it.  
So that's my response to that particular question.  The other panelist, especially Dave, is a practicing clinician, which I am not, may have additional viewpoints on this thing.
>> Michael:  No, Marcel.  I think that that particular study is a great illustration of the difficulties that any researcher, any clinician, any practitioner is going to have in terms of dealing with all the evidence that's out there.  We can only hope to become more and more aware of our own prejudices and presuppositions as we look at the data and be more open to virgin viewpoints.  This is not the final answer, certainly, at all. systematic reviews are a great assistance but only can go so far.
>> Joann:  Thank you.  I've got another question here that sort of comes off the one that you just discussed.  Are there any tools out there to help one tell if a systematic review is of high quality, should be listened to or should be cast off?
>> Marcel:  Let me start with taking that.  There is a number of tools, and the literature -- probably already as many as 20 plus years ago -- along with the growth of the systematic review (indiscernible) industry and smaller industry developed which was that checklist -- following the quality of systematic reviews.  I have made reference to the Mulrow checklist which is ten questions.  It's actually a little bit more, bus some of them are subdivided.  There's probably about 20, if not more, others that people have put together for systematic reviews in general for systematic reviews in particular areas.  There is a checklist for writing, for reporting systematic reviews that may have some useful information.  
And last but not least, and this is -- well, we can refer to two papers by Ralph (indiscernible), one in the journal of evidence-based language  methodology.  And don't quote me.  That's not the title of the journal, but it's getting close to what he published last year, which was a very good paper on how to critically evaluate systematic reviews.  And slightly more accessible paper along the same lines was published by NCDDR in its focus series.  And most project directors -- all project directors of NCDDR projects -- should have received a copy of that in the mail, and it's also available on the Web site.  
And then let me go to the last business of issue that the panel which I'm coordinating has taken up most recently.  We are in the process of developing a checklist that in the primary edition will be for students.  We also anticipating having maybe more condensed edition that clinicians may want to keep on hand for reviewing review papers or making decisions on review papers, which in the end is going to be a decision of what this review has done, and if so, how well can I rely on its conclusions?  I would anticipate that in three or four months, a first edition of our checklist would be available.
>> Joann:  Great.  Thank you.  Got another question that came in.  It seems that you're saying that everything that calls itself a systematic review may not actually be one.  Don't systematic reviews conducted under the guidelines of the Campbell Collaboration and Cochrane Collaborations inspire greater confidence in their results than those done without such a betting process?
>> Marcel:  Mike or Dave, do you want to take that?
>> Michael:  I think clearly anything that's done under a process like that does inspire greater confidence.  But that doesn't negate all of the weaknesses that were mentioned because there are different ways to interpret data even with the strong betting process and following a specific guideline.  
So yes, added confidence but not to the degree that you can feel a hundred percent confident in the conclusions.  I personally think that it's best if you see one or two systematic reviews or two or three systematic reviews that draw the same conclusions.

>> Marcel:  This is Marcel Djikers.  If there are multiple systematic reviews in the same area, you may have the issue, well, which one to believe.  There was a publication already in '97, I think, in the Canadian Medical Association journal as to how to make a choice between discrepant systematic reviews.  And if people are interested, shoot an e-mail to Joann, and I can send out the reference to this.  I'm not aware it's by Cook and Browman who are -- all of them know (indiscernible) in this area.  I'm not aware of this having been updated in the ten years since it was published, but it may have been.  
And one supplement to Mike's answer or to more directly to the answer, when something calls itself a systematic review, it's not necessarily is it systematic review as we indicated somewhere on the early slide.  Sometimes people just have their literature search string, the search algorithm and an appendix point to we can say, we did a systematic review and further do nothing more than we did 30 years ago in traditional narrative reviews.  
So the proof is in the pudding.  If you want to have a gross indication of is it a yes or no systematic review, go to the number of steps that Mike went through at the beginning of the presentation as to what characterizes most systematic reviews.  And if you want to -- well, they did these things, but how well did they do them -- go to one of the checklists available.
>> David:  Yeah.  This is Dave.  I want to concur with what Mike was saying about the collaboratives, particularly the Cochrane.  I've made good use of what's in the Cochrane Collaborations, and they do tend to put a bit more reliance on the reviews that they have simply because the people who have been involved with that seem to really reenforce one another to follow the guidelines and methodologies where some of the reviews -- systematic reviews -- that I found in general literature, Marcel just said, can be all over the place in terms of what methodologies they follow.  So in that sense, I found that the Cochrane Collaboratives provided very useful systematic reviews.  
I hope we've given the impression that all of these reviews are useful to some extent as long as you use them with the right frame of mind.  But you have to understand all the limitations and be alert to them, and it factors out to what you're going to do with the information in the reviews. 
>> Michael:  I just wanted to add one more thing that I think is pointed out in one of the slides.  What makes me feel better about looking at a systematic review or a general review is the author and the disciplines of the author list involved.  Multidisciplinary reviews in my opinion that are conducted in a systematic fashion on the part of Cochrane or follow the specific methodology are the ones that I think are most likely then to draw a conclusion that doesn't have a view that's colored by the group that's putting it together.
>> Joann:  Thank you.  I appreciate that.  We've got about five minutes left.  And we do have one other question.  I've heard that about one out of nine published papers is a review.  Really, we are going to run out of time to read all these reviews.  What do you think is going to happen?  It's just we're overwhelmed with all this information as you brought up at the beginning.  How do we deal with it?
>> Michael:  Well, I think that what you want to do is you want to look at -- I think from a practical perspective that people tend to subscribe to different journals, if they're going to look at those journals as a starting point.  I think that the other thing that people can look to is sources like Cochrane.  And I think, again, that's an example of a good Web site that compiles these so you can look at that review.  
And then the other thing that's always an option, and I think an important, one is to look at how recent the review is compiled.  Reviews are challenging, especially systematic ones.  If you look at the change in literature -- I mean, I can use the topic outside of rehab -- but if you look at a topic like HIV or cancer treatment where there's literally hundreds of articles published, then if I'm looking at a review, I'm looking for what I consider to be a high powered and reputable journal.  I'm looking for something that's recent as possible.  And then if possible, I'm looking for something that's multidisciplinary.  I don't think anybody expects practitioners, researches, clinicians out there in any way to read all the reviews that are published.
>> David:  This is Dave.  I can't tell you how many times in my career I've looked at my piles of literature and just decided I'm never going to get to these and just tossed them out.  It's such a great feeling of freedom to be able to do that.  I've long since quit trying to keep up with all the literature that's out there that could impact what I'm supposed to be doing.  
So I've become much more selective.  That's why the systematic reviews are particularly useful because they can help me narrow down to where I need to be.  But I make use of traditional reviews also, and you just have to be very selective.  But these reviews are very useful for helping you to stay in somewhat in touch with what's going on in your field.
>> Marcel:  This is Marcel, and it may be that reviews are a shortcut, but at the moment, there are too many reviews.  The shortcut doesn't help anymore, and we need more help.  Mike suggested some steps to making decisions as to which reviews to spend your limited amount of reading time on -- medical journals, research under the offices of Cochrane, stuff like that.  
There may be some other things developing.  There is now such a thing as the post-publication (indiscernible) review.  It's more of the same as Amazon.com is doing in terms of readers can review the books and the reviews that are posted. And there's a summary of the number of stars that the book got.  If you're looking for a new book in your area of interest, by all means, look for the number of stars.  And once you found one with five stars, read the reviews.  
Some journals are starting to do that on their own Web site and where there's an opportunity to post comments on a page once it has been published.  We now have the methodology to do that on a very systematic way, and we even may have some opportunities to do it in collaboration between the scientists and the clinicians in a particular area.  If you -- what am I receiving?  Oh, it's the --
>> Michael:  The faculty of thousands.
>> Marcel:  -- which is the leading recommending system for new literature that is not necessarily literally based on a thousand faculty members; but they have making recommendations, the large number of (indiscernible) people in a particular field.  So if you have a number of those high-powered people making a particular recommendation for a paper, that is very good.  
(Indiscernible) University is doing something similar with one of the quote/unquote clinicians.  (Indiscernible) evaluation of those papers and the highly evaluated and then recommended to the field.  
So there's a number of ways that I think not just for systematic reviews and narrative reviews but for a number of papers, we will use the power of the Net to give a shortcut to the highest quality information available.
>> Joann:  Well, thank you very much.  I think we've run over just a minute or two.  So I want to thank Dr. Djikers, Dr. Boninger, and Dr. Vandergoot for your presentations, and thank you to everyone for participating in the Webcast this afternoon.  
A couple of people have written in asking how can we get a copy of this paper, and can we get a copy of the references that were mentioned today?  And everyone who is preregistered will receive a copy of the paper that was discussed.  You will also get an invitation to join us in a discussion forum where there's an opportunity for more feedback and discussion with the Task Force members.  If you'd like to go there right away, I'll give you the ULRI which is www.NCDDR.org/forums/FR/.  But you'll be receiving this information in a follow-up e-mail with a copy of the paper.  
I also want to remind everyone to fill out the brief evaluation form.  This will be very helpful to us at the NCDDR as well as to our presenters.  And if you did not preregister for today's Webcast, there is a place in the evaluation form to request a copy of the paper.  It just takes a minute, and you can do it right now before we sign off.  Just click on the downloads tab at the bottom right-hand side of your windows Media Player or Real Player screen, and there's a direct link to the evaluation form.  A link to the evaluation is also found on both the ILRU and NCDDR Web pages related to this Webcast.  
Finally, I want to thank the National Institute on Disablity and Rehabilitation Research, NIDRR, that provided funding for the Webcast and an especially big thank you to the staff at ILRU because without their efforts, the Webcast could not have taken place.  
An audio file and a transcript of the Webcast will be available on the ILRU Web site archive page in just a couple of days at www.ilru.org.  
We hope you'll participate in the post Webcast discussion, and we also would like to invite you to join us again in two weeks to learn about the Task Forces second paper entitled, When the Best is the Enemy of the Good:  The Nature of Research Evidence Used in Systematic Reviews and Guidelines.  If you preregistered for today, you do not need to register again.  For more information visit the NCDDR's Web site at www.ncddr.org.  
Once again, thank you on behalf of the Task Force on systematic review and guidelines and the rest of the NCDDR staff.  Good afternoon.  
