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Abstract
Reviews offer examinations of published material on a topic, and are becoming indispensable in
keeping up with an exponentially growing rehabilitation literature. Adherents of the systematic
reviews that support evidence-based practice have been quite dismissive of narrative (traditional,
qualitative, non-systematic) reviews. However, the types of problems that plague the latter also
may be found in systematic reviews, which in addition have problems of their own. It is argued
here that reviews play a number of roles in scientific research and professional practice: pooling
data, comparing research, synthesizing complementary studies, offering guidance in uncharted
fields, and “translating” research between disciplinary traditions. For some of these purposes,
systematic reviews are better; for others, only a narrative review is suitable. Both types can be
improved to serve the reader better in keeping up with the literature.
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The nature and value of reviews
A review is “a general survey (as of the events of a period); a critical evaluation (as of a
book or play); a retrospective view or survey.”1 MedLine provides a definition specific to the
nature of the materials it indexes: as a publication type, a review is “an article or book published
after examination of published material on a subject. It may be comprehensive to various degrees
and the time range of material scrutinized may be broad or narrow, but the reviews most often
desired [sic] 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 or case reports. State-of-the-art reviews tend to address more current matters.”2 Review
articles identify, arrange, and interpret the research and other information being presented in an
ever-growing scientific literature, making it more accessible and understandable to the average
practitioner and researcher.
Reviews are the types of publications that get the most attention among the various types
of articles (case studies, editorials, primary research, etc.) found in health care professional and
research publications, at least based on citation counts. Studies that track the number of later
citations in all journals to a specific paper have found that reviews are cited more often (on
average) than all other publication types,3-6 although there are exceptions.7 Within the category
of “reviews”, meta-analyses and systematic reviews tend to have higher citation counts than
other types.4, 8, 9 It has been claimed that some journal editors see publication of review articles
as a mechanism to improve their publication’s impact factor,6 the now seemingly all-important
measure of a journal’s value.
Readers who use published material for purposes that are not reflected in a paper trail,
such as reading for one’s general continuing education or for application to a specific clinical
problem, may also prefer review articles over other types. Reports on articles most frequently
downloaded from a journal’s website suggest that reviews are also popular among readers at
large.10-12 One study found an “excellent correlation” (Spearman rho: 0.55) between the number
of citations a paper had obtained and the number of reprint requests the author had received.13
Reviews summarize and sometimes critically assess published material in a particular
area of professional practice, research methodology, etc. The reason for their popularity may be
the fact that reading the review enables one to have an overview, if not a detailed knowledge of
the area in question, as well as references to the most useful primary sources. Given the
enormous numbers of papers published in health care and other professional practice, students as
well as established practitioners need digests that enable them to become or remain up-to-date in
fields relevant to their specialty. For instance, if one assumes that a rehabilitation practitioner
reads one paper per hour, 24 hours per day, 365 days per year; 2002 was the last year he/she
could keep up with the papers indexed in MedLine under “rehabilitation.” To keep up with 2007
publications indexed in MedLine (and this database omits many publications dealing with
rehabilitation, especially those published in “allied health” journals), he/she would need to read
each article in an estimated 41 minutes. Ketcham reports, based on Medline counts that one
review is published for every eight original research reports.6 Assuming that one never needs to
refer back to an original paper, keeping up with reviews takes one-eighth the amount of time it
takes keeping up with the entire literature. One might wonder whether too many reviews are
being produced.6
Journals aimed at practitioners and researchers have been publishing reviews almost as
long as these journals have existed. While some journals specialize in a particular report type
(e.g. Pragmatic case studies in psychotherapy) most “generalist” journals publish reviews of
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some type, and a few specialize in reviews (e.g. Ageing research reviews and the Annual reviews
series.)
Systematic reviews and “traditional” reviews
With the emergence of meta-analyses in psychology and other fields in the 1970s, a new
type of review emerged: the systematic review. In the 1990s this review type received additional
attention from and was codified by advocates of evidence-based practice (EBP) (or the
empirically supported treatment movement,) defined (for the field of medicine) as “the
conscientious, explicit, and judicious use of current best evidence in making decisions about the
care of individual patients.”14 Best evidence is identified by combing the literature to find
relevant research. While there is no shared definition of a systematic review, there is general
agreement on the following steps: 8, 15-18
1. Formulate a focused (clinical) question.
2. Develop a method of locating relevant evidence, including explicit criteria addressing
content and methodological quality.
3. Develop methods for abstracting, summarizing and synthesizing the evidence.
4. Locate the relevant studies and assess their methodological validity or quality.
5. Abstract and synthesize the relevant information. This may be done qualitatively, or
quantitatively, in which case the systematic review is a meta-analysis.
6. Draw conclusions for practice, policy or future research, which are based narrowly on the
evidence, taking into account its quantity, quality and consistency.
The systematic review methodology has been developed best for synthesizing quantitative
research whether focusing on treatment, diagnosis, prognosis or issues of cost-effectiveness.19
Methods for synthesizing qualitative research reports are emerging, and ways of combining the
uncombinable, qualitative and quantitative studies, are being explored.20, 21
Systematic reviews have become very popular, to the degree that the label is given (by
their authors) to a number of reviews which may have in an appendix the search strings used in
the literature searches, but otherwise do not deserve the designation.22 To distinguish them from
true “systematic” types, traditional reviews now are called qualitative,23 traditional,24 narrative,
24, 25
or non-systematic26, 27 reviews.
Criticism of traditional reviews
The systematic review differs from traditional, narrative reviews, which may lack a
focused question, rarely develop a methodology that is peer-reviewed, seldom use forms for
abstracting data or have independent abstraction of evidence by two or more reviewers, and in
making recommendations may go well beyond the evidence in the literature. Adherents of the
systematic review methodology have become dismissive of narrative reviews, accusing them of a
number of limitations, including being inconsistent with the evidence, lagging behind the
evidence, and being inconsistent with one another.28 The “evidence” in this connection is the
quantitative data, especially effect sizes, that can be gleaned from primary (original) research
reports. The inconsistency with the evidence is blamed on biases that can creep into narrative
reviews, when selecting the studies to be included, and when interpreting the results of the
combined studies.16, 29, 30 In fact, by selectively including studies, narrative review authors may
not identify or discuss inconsistencies in outcomes between primary studies, 29 let alone that
they use advanced statistical methods to calculate a single effect size over a number of studies all
addressing the same question. In some instances, ”nose counting” may be the level of
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sophistication used to decide whether a treatment is effective, that is, counting the number of
studies having a statistically significant finding or not.15 To quote Bent et al.: “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.” 31
Case studies support these claims. Antman et al.’s,32 has received considerable attention
and is frequently quoted by epistemological purists.8, 9, 15, 17, 28, 29, 33-36 Antman and his colleagues
compared the results of their meta-analysis of randomized controlled trials (RCTs) of treatments
for myocardial infarction to the recommendations of clinical experts published in chapters and
review articles. They found that the experts did not mention some of the clearly effective
treatments, and still recommended some therapies that had been proven harmful. In another wellknown study, Schmidt and Gøtzsche compared 70 reviews addressing interventions against
house dust mites for people with asthma.30 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. Ladhani and Williams reached a similar conclusion with regard to treatments for
postherpetic neuralgia after comparing 10 traditional reviews with one systematic review. They
concluded that in the former, “much of the qualitative synthesis was based on the predetermined
preferences of authors.”29 Neihouse and Priske extracted the references given in reviews, and
determined that up to 24% had been misquoted. Often, the discussion section rather than the
results section was quoted. 37 Bollini et al. reviewed narrative review articles on adherence to
pharmacological treatment of depression, and concluded that they were characterized by an
incomplete critical appraisal of the evidence.38 Mulrow et al. reviewed a sample of reviews
published in leading medical journals, and demonstrated that most fell short of the standards for
systematic reviews.39 Ten years later, the situation had improved, but not by much, according to
McAlister and her colleagues.40
Criticism of systematic reviews
Instead of the traditional review, written typically by an expert at the request of a journal
editor, and based on the contents of the writer’s “file drawer,” evidence-based practice adherents
offer the systematic review as a research project, albeit one whose subjects are published and
unpublished studies rather than humans. This research project starts like all research with a good
question, develops a protocol to answer that question, collects and analyzes the data to draw
conclusions. This, it is claimed, is the only way to collect all relevant studies, evaluate them
systematically and objectively, and give all evidence its proper due. Combining studies
mathematically allows for precise estimates of effect sizes; heterogeneity of study outcomes can
be addressed, and new research hypotheses may emerge to be addressed by new primary
research.35 The Cochrane collaboration published a detailed handbook with guidance for
reviewers,41 as have other groups sponsoring systematic reviews, e.g. the American Association
of Neurology.42 The QUOROM statement has been developed to make reporting of systematic
reviews more complete and informative for the reader.43
However, systematic reviews have their own unique problems. 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 the synthesis, analysis
and reporting can go wrong.44 A number of reviews of systematic reviews have pointed out
errors in collecting, evaluating, summarizing and reporting evidence.45-47 In addition to method
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errors, e.g., in finding and assessing the “gray” (fugitive) literature, or in dealing with
heterogeneity in a meta-analysis, the following problems with systematic reviews occur:
• Systematic reviews of treatment studies often limit themselves to RCTs, and are apt to
only recommend “more research,” when there are no RCTs or the published ones are
deemed to be of low quality. 48
• Whether the studies aggregated consist of RCTs only, or include other designs, most
research, especially medical research, on interventions tends to select for treatment a pool
of subjects that has no or few co-morbidities, in order to be able to better demonstrate a
treatment effect. While improving internal validity, this diminishes external validity, and
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.49
• Many systematic reviews rely on outcomes reported in the primary studies that provide
no help in clinical decision making by the practitioner.12, 50, 51 Loke and Derry suggest
that non-systematic reviews derive their popularity from the fact that the experts who
write them do not hesitate to make practical recommendations,12 however biased those
may be.
• Adverse effects of treatments often are not addressed in systematic reviews, which tend
to focus exclusively on effect size issues of alternative treatments.
• Similarly, most systematic reviews tend to ignore issues of cost and the cost-effectiveness
of alternative decisions on diagnosis or treatment.
• 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 alternatives36 may be another reason narrative reviews continue to be
published.
• In many clinical areas systematic reviews have a short half-life.52 Unfortunately, this is
not a particular concern within rehabilitation as the number of primary studies in this area
tends to grow slowly
• Most damning, a surprising degree of subjective interpretation appears to be used in
summarizing evidence and making recommendations.53, 54
Interpretive subjectivity may explain why in a number of clinical areas, systematic reviews have
been published which contradict one another. Many of these disagreements result from
methodological decisions made in the review protocol (e.g., whether or not to search for
unpublished studies; whether or not to exclude studies with poor methodological quality), 55
while others result from errors that have been made in implementing the protocol.
Both narrative and systematic reviews have their role
Systematic reviews have not reached a level of quality or utility such that they should
replace the traditional form of narrative review, it would seem. However, putting it in an eitheror format presents a false dichotomy. The purpose of a review is synthesis: combining the reports
from multiple authors to create a “greater whole.” Hammersley distinguishes five meanings of
the term, all of which deserve the adjective “systematic:”24
1. Aggregating or pooling of data.
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2. Identifying studies which are replications of one another.
Both of these definitions are applicable to “systematic reviews.” In the case of pooling, finding
unpublished or gray literature studies makes sense, so as to have as large a sample of studies
addressing the treatment or diagnostic test, or prognostic data, as possible, to derive the best
estimate of the effect size possible. If heterogeneity in outcomes is found, the goal may be to
differentiate the studies in subgroups that are as similar as possible in terms of patient
population, treatment variation, outcome measures and/or methodological characteristics, and
determine effect sizes for subgroups of studies using subgroup analysis, meta-regression or
similar methods.
3. Conducting comparative analysis of existing investigations to develop or test theories.
4. Developing a “bigger picture” by combining complementary (not similar) studies into a
map.
This often is the primary purpose of narrative reviews, to lay out the most recent and best
knowledge of various aspects of a problem. For instance, an article aimed at non-specialists may
describe the pathology, etiology, acute care, and rehabilitation of spinal cord injury. Written by
an expert, such a report assists the non-specialist to treat these patients, and to refer them to a
specialist when appropriate. The “bigger picture” may also synthesize other types of primary
studies – e.g., a comparative description of the treatment of traumatic brain injury in different
countries, or the description of the historical development of treatments and care patterns of
cerebral palsy. Both types of reviews are based on current and historical documents, often
supplemented by the personal experience of the writer. In fact, the experience and expertise often
is why authors are invited to contribute a paper or chapter, and the editor and presumably readers
appreciate this type of essay precisely because the selection and integration of findings and
descriptions from earlier publications reflects a personal viewpoint.
5. Translating the findings of one group of studies into the terms of another, to facilitate the
understanding of a phenomenon that is approached in different disciplines that have their
own terminology or methodological traditions. Comparing and contrasting could lead to
new insights and new ways of approaching the issue that is of benefit to both disciplines.
These three types of synthesis are likely to start with a very broad question. Hammersley stresses
that in contrast with the first two, they do not necessarily benefit from a pre-determined protocol
that sets forth the procedures to be followed. They “involve a more inductive approach, in which
the reviewer may reformulate the focus of the review in the course of doing it.” 24 p 4 In addition,
he sees a role for reviews that do not attempt “synthesis” to any significant degree; these could
provide judgments about what we do and do not know, based on the evaluation of carefully
selected studies where selection may go well beyond a mechanistic classification of basic design
characteristics and their findings. Other reviews could focus on methodological issues and
describe how we might improve research. These reviews can be “systematic” in one of the
traditional meanings of that term: methodical, thorough, coherent, manifesting a set of
principles.22
One might add various other types of “reviews” to those listed above. For example,
clinicians want guidance for the treatment of newly discovered disorders. When no primary
studies on diagnosis, prognosis or treatment have been published, there is no basis for a
systematic review. However, there may be benefit to a “review” article in which an experienced
clinician offers a conceptual understanding of the problem, makes suggestions for treatment
based on analogies with other, better understood problems, and offers guidance for assessment
and management.
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There is a role for all these types of reviews in advancing practice and research. “To say
that 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 are
currently interested in.”24 p 4-5 Applying Mulrow et al.’s 10 criteria39 to assess the quality of
review articles to any and all reviews would be foolish. These criteria are relevant mostly to
reviews that start with a focused question a practitioner might ask, specifying:
• The population and setting (e.g., patients with a traumatic brain injury undergoing
acute rehabilitation)
• A condition of interest (e.g., deep vein thrombosis)
• The treatment(s) or test(s) being considered (elastic stockings, or venography)
• One or more specific outcomes (development of pulmonary embolism, or
specificity and sensitivity of a diagnosis of deep vein thrombosis)
The PICO format (problem, intervention, comparison and outcome) is used by other systematic
reviews focusing on a clinical question.22
As Collins and Fauser argue, however, “for some review topics the strengths of the
systematic review may turn into weaknesses.”56 What they call the “narrative thread” might get
lost in the strictures of the systematic review procedures. The trade-off for broader coverage and
more creative synthesis should be a decreased focus on explicitly stated and followed “objective”
methods. “Form should follow function,”22 and the purpose of the review should determine what
literature is used, and how. (cf. also 6, 57 )
For instance, Rotstein and Laupacis sketch the difference between systematic reviews and
health technology assessments, also known as biomedical technology assessments.58 They note
that the latter may include studies which do not offer the “best” methodological evidence, but
instead address topics of interest to policy makers, even if the evidence is “suboptimal.” The
needs of policy makers may lead to the inclusion of studies that are broad in scope, and would be
not “combinable” from the narrow scope imposed by scientists’ interests. Economic evaluations
are key in these types of assessments, while they ordinarily are excluded from systematic
reviews. Whereas the latter almost never make explicit policy recommendations, health
technology assessments may include these, offering policy options or explicit recommendations.
Conclusion
The scientific literature is growing faster than any practitioner, policy maker or
researcher can keep up with, and reviews play a crucial role in summarizing and synthesizing the
knowledge base. However, there is not one review type that fits all purposes of these users and
the many other audiences authors may address, including patients. The “systematic review” is
appropriate when a number of studies have approached the same question, and have produced
results that appear combinable. Given a focused question, such systematic reviews are the best
method of reaching an answer, determining an effect size for a treatment or diagnostic procedure,
that is the most specific for a population or for various subgroups. However, there are a number
of ways the methods and reports of such reviews can be improved to make them more useful for
their intended audiences. In addition to the listed above, Leff and Conley suggest the following
criteria for “good” reviews:59
• Conciseness: they should condense the evidence into messages that stakeholders can
absorb in the limited time they have available
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Precision: they should make clear the probabilistic nature of research findings, and
include information on not just the magnitude of an effect and the confidence interval,
but also on its clinical significance
• Person centeredness: they should enable users to find the most relevant information
available about the individuals or groups they have an interest in
• Implementation orientation: in rehabilitation and mental health fields, where treatment
consists of much more than prescribing a medication, documentation should include
training materials, manuals and fidelity measures to help practitioners make the step from
accepting that a particular treatment is the best (for a specific problem, in a specific
group,) to actually implementing it accurately – a question of knowledge translation
• Comprehensibility: the focus in reporting to a non-researcher audience should be on
comprehensible language
Other types of review, which start off with a broad question that may lead to a more creative
synthesis of the findings of a number of studies, might benefit from improvements that can be
borrowed from the systematic review tradition. While they all might address the questions the
authors set out to answer, more explicit information as to how relevant information was collected
(a “search strategy,”) and how judgments were made as to the nature (content) and quality
(methodology) of the studies would help the audience to evaluate what a review offers them. (cf
also 22 ) As “bias” (creative selection and combination) is a major concern about narrative
reviews, it would benefit readers if reviewers make explicit their values, preferences and
assumptions early in the review. Collins and Fauser suggest that authors might “arrange the
subject matter in a series of objective questions, each section based on specified procedures for
search, relevance and validity and tied to other sections by appropriate descriptive links.”56
Editors or organizations that commission narrative reviews can contribute to their quality
and trustworthiness by making sure that reviewers have no financial or other conflicts of interest,
and possibly by pairing as authors individuals with opinions, preferences, assumptions, scientific
training backgrounds that are known to be divergent. Requiring their reviewers or reviewer
teams to use the mechanisms suggested in the last paragraph as possible methods of reducing
bias and improving systematicality might also be beneficial.
Whatever type of review one is preparing or reading, a traditional one or a systematic
review, one should remember that the available evidence is always flawed to some degree, and
that even the most expert and methodologically sophisticated reviewers make errors. The
purpose of reviews is to provide readers with a synthesis of previous research. To the degree that
practical decisions about patient care, policy, and research initiatives are to be based on this
synthesis, the reader should remember that “The essence of wisdom is the ability to make the
right decisions on the basis of inadequate evidence” (Alan Gregg, as quoted by Burton60 ).
•

NOT FOR QUOTATION OR FURTHER DISSEMINATION

Systematic vs. traditional review

08-07-08

page 9

References
1. Merriam-Webster online dictionary. Available at: http://www.m-w.com/dictionary. Accessed
12/17, 2007.
2. MeSH - medical subject headings. Available at: http://www.ncbi.nlm.nih.gov/sites/entrez.
Accessed 01/21, 2008.
3. Patsopoulos NA, Analatos AA, Ioannidis JP. Relative citation impact of various study designs
in the health sciences. JAMA. 2005;293:2362-2366.
4. Franks AL, Simoes EJ, Singh R, Sajor Gray B. Assessing prevention research impact: A
bibliometric analysis. Am J Prev Med. 2006;30:211-216.
5. Furlan JC, Fehlings MG. A web-based systematic review on traumatic spinal cord injury
comparing the "citation classics" with the consumers' perspectives. J Neurotrauma.
2006;23:156-169.
6. Ketcham CM, Crawford JM. The impact of review articles. Lab Invest. 2007;87:1174-1185.
7. Kovacic N. Structure of the 2003 impact factor for croatian medical journal. Croat Med J.
2004;45:671-673.
8. Bhandari M, Montori VM, Devereaux PJ, et al. Doubling the impact: Publication of
systematic review articles in orthopaedic journals. J Bone Joint Surg Am. 2004;86-A:10121016.
9. Montori VM, Wilczynski NL, Morgan D, Haynes RB, Hedges Team. Systematic reviews: A
cross-sectional study of location and citation counts. BMC Med. 2003;1:2.
10. Coats AJ. Most frequently cited and downloaded papers from volume 98 (2005). Int J
Cardiol. 2007;122:e16-7.
11. Coats AJ. Top of the charts: Download versus citations in the international journal of
cardiology. Int J Cardiol. 2005;105:123-125.
12. Loke YK, Derry S. Does anybody read "evidence-based" articles? BMC Med Res Methodol.
2003;3:14.
13. Drenth JPH. More reprint requests, more citations? Scientometrics. 2003;56:283-286.
14. Sackett DL, Rosenberg WM, Gray JA, Haynes RB, Richardson WS. Evidence based
medicine: What it is and what it isn't. BMJ. 1996;312:71-72.
15. Sargeant JM, Rajic A, Read S, Ohlsson A. The process of systematic review and its
application in agri-food public-health. Prev Vet Med. 2006;75:141-151.
16. Macbeth F, Overgaard J. Expert reviews, systematic reviews and meta-analyses. Radiother
Oncol. 2002;64:233-234.
17. Wright RW, Brand RA, Dunn W, Spindler KP. How to write a systematic review. Clin
Orthop Relat Res. 2007;455:23-29.
18. Feldstein DA. Clinician's guide to systematic reviews and meta-analyses. WMJ.
2005;104:25-29.
19. Sandelowski M, Docherty S, Emden C. Qualitative metasynthesis: Issues and techniques. Res
Nurs Health. 1997;20:365-371.
20. Pope C, Mays N, Popay J. How can we synthesize qualitative and quantitative evidence for
healthcare policy-makers and managers? Healthc Manage Forum. 2006;19:27-31.
21. Goldsmith MR, Bankhead CR, Austoker J. Synthesising quantitative and qualitative research
in evidence-based patient information. J Epidemiol Community Health. 2007;61:262-270.
22. Griffiths P, Norman I. Science and art in reviewing literature. Int J Nurs Stud. 2005;42:373376.

NOT FOR QUOTATION OR FURTHER DISSEMINATION

Systematic vs. traditional review

08-07-08

page 10

23. Bramwell VH, Williams CJ. Do authors of review articles use systematic methods to
identify, assess and synthesize information? Ann Oncol. 1997;8:1185-1195.
24. Hammersley M. Systematic or unsystematic, is that the question? some reflections on the
science, art, and politics of reviewing research evidence. text of a talk given to the public
health evidence steering group of the health development agency.
www.nice.org.uk/download.aspx?o=508244. 2002.
25. Gluud LL. Bias in clinical intervention research. Am J Epidemiol. 2006;163:493-501.
26. Downer MC, Moles DR, Speight PM. A comparison of yield in a non-systematic and a
systematic review. Community Dent Health. 2004;21:138-142.
27. Jenicek M. Evidence-based medicine: Fifteen years later. golem the good, the bad, and the
ugly in need of a review? Med Sci Monit. 2006;12:RA241-51.
28. Montori VM, Swiontkowski MF, Cook DJ. Methodologic issues in systematic reviews and
meta-analyses. Clin Orthop Relat Res. 2003;(413):43-54.
29. Ladhani S, Williams HC. The management of established postherpetic neuralgia: A
comparison of the quality and content of traditional vs. systematic reviews. Br J Dermatol.
1998;139:66-72.
30. Schmidt LM, Gotzsche PC. Of mites and men: Reference bias in narrative review articles: A
systematic review. J Fam Pract. 2005;54:334-338.
31. Bent S, Shojania KG, Saint S. The use of systematic reviews and meta-analyses in infection
control and hospital epidemiology. Am J Infect Control. 2004;32:246-254.
32. Antman EM, Lau J, Kupelnick B, Mosteller F, Chalmers TC. A comparison of results of
meta-analyses of randomized control trials and recommendations of clinical experts.
treatments for myocardial infarction. JAMA. 1992;268:240-248.
33. Cook DJ, Mulrow CD, Haynes RB. Systematic reviews: Synthesis of best evidence for
clinical decisions. Ann Intern Med. 1997;126:376-380.
34. Oxman AD. Checklists for review articles. BMJ. 1994;309:648-651.
35. Moyer VA. Evidence syntheses in child health. Ambul Pediatr. 2001;1:53-58.
36. Guyatt GH, Sinclair J, Cook DJ, Glasziou P. Users' guides to the medical literature: XVI.
how to use a treatment recommendation. evidence-based medicine working group and the
cochrane applicability methods working group. JAMA. 1999;281:1836-1843.
37. Neihouse PF, Priske SC. Quotation accuracy in review articles. DICP. 1989;23:594-596.
38. Bollini P, Pampallona S, Kupelnick B, Tibaldi G, Munizza C. Improving compliance in
depression: A systematic review of narrative reviews. J Clin Pharm Ther. 2006;31:253-260.
39. Mulrow CD. The medical review article: State of the science. Ann Intern Med.
1987;106:485-488.
40. McAlister FA, Clark HD, van Walraven C, et al. The medical review article revisited: Has
the science improved? Ann Intern Med. 1999;131:947-951.
41. Higgins JPT, Green S, eds. Cochrane Handbook for Systematic Reviews of Interventions
4.2.6 [Undated September 2006]. Chichester, UK: John Wiley & Sons, Ltd.; 2006; No. The
Cochrane Library, Issue 4.
42. Edlund W, Gronseth G, So Y, Franklin G. Clinical practice guidelines process manual - 2004
edition. St. Paul MN: American Academy of Neurology; 2004.
43. Moher D, Cook DJ, Eastwood S, Olkin I, Rennie D, Stroup DF. Improving the quality of
reports of meta-analyses of randomised controlled trials: The QUOROM statement. quality
of reporting of meta-analyses. Lancet. 1999;354:1896-1900.

NOT FOR QUOTATION OR FURTHER DISSEMINATION

Systematic vs. traditional review

08-07-08

page 11

44. PLoS Medicine Editors. Many reviews are systematic but some are more transparent and
completely reported than others. PLoS Med. 2007;4:e147.
45. Jadad AR, Moher M, Browman GP, et al. Systematic reviews and meta-analyses on
treatment of asthma: Critical evaluation. BMJ. 2000;320:537-540.
46. Felson DT. Bias in meta-analytic research. J Clin Epidemiol. 1992;45:885-892.
47. Delaney A, Bagshaw SM, Ferland A, Laupland K, Manns B, Doig C. The quality of reports
of critical care meta-analyses in the cochrane database of systematic reviews: An
independent appraisal. Crit Care Med. 2007;35:589-594.
48. Dijkers MP, Task Force on Systematic Review and Guidelines of the National Center on
Dissemination of Disability Research.
When the best is the enemy of the good – the nature of research evidence used in systematic
reviews and guidelines. .
49. Silagy CA, Middleton P, Hopewell S. Publishing protocols of systematic reviews:
Comparing what was done to what was planned. JAMA. 2002;287:2831-2834.
50. Farquhar C, Vail A. Pitfalls in systematic reviews. Curr Opin Obstet Gynecol. 2006;18:433439.
51. Laupacis A, Straus S. Systematic reviews: Time to address clinical and policy relevance as
well as methodological rigor. Ann Intern Med. 2007;147:273-274.
52. Shojania KG, Sampson M, Ansari MT, Ji J, Doucette S, Moher D. How quickly do
systematic reviews go out of date? A survival analysis. Ann Intern Med. 2007;147:224-233.
53. Ezzo J, Bausell B, Moerman DE, Berman B, Hadhazy V. Reviewing the reviews. how strong
is the evidence? how clear are the conclusions? Int J Technol Assess Health Care.
2001;17:457-466.
54. Shrier I, Boivin JF, Platt RW, et al. The interpretation of systematic reviews with metaanalyses: An objective or subjective process? BMC Med Inform Decis Mak. 2008;8:19.
55. Linde K, Willich SN. How objective are systematic reviews? differences between reviews on
complementary medicine. J R Soc Med. 2003;96:17-22.
56. Collins JA, Fauser BC. Balancing the strengths of systematic and narrative reviews. Hum
Reprod Update. 2005;11:103-104.
57. Badger D, Nursten J, Williams P, Woodward M. Should all literature reviews be systematic?
Eval Res Educ. 2000;14:220-230.
58. Rotstein D, Laupacis A. Differences between systematic reviews and health technology
assessments: A trade-off between the ideals of scientific rigor and the realities of policy
making. Int J Technol Assess Health Care. 2004;20:177-183.
59. Leff HS, Conley JA. Desired attributes of evidence assessments for evidence-based practices.
Admin Policy Ment Health Ment Health Serv Res. 2006;33:648-658.
60. Burton MJ. Systematic reviews, cochrane and evidence-based medicine - why I prize prudent
scepticism above indefensible certainty. Clin Otolaryngol. 2007;32:60-63.

NOT FOR QUOTATION OR FURTHER DISSEMINATION

