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Objectives: Colloquial evidence (CE) has been described as the informal evidence that helps provide context to other forms of evidence in guidance development. Despite challenges
around quality, and the potential biases, the use of CE is becoming increasingly important in assessments where scientific literature is sparse and to also capture the experience of all
stakeholders in discussions, including that of experts and patients. We aimed to ascertain how CE was being used at the National Institute for Health and Care Excellence (NICE).
Methods: Relevant data corresponding to the use of CE was extracted from all NICE technical and process manuals by two reviewers and quality assured and analyzed by a third
reviewer. This was considered in light of the results of a focused literature review and a combined checklist for quality assessment was developed.
Results: At NICE, CE is utilised across all guidance producing programmes and at all stages of development. CE could range from information from experts and patient/carers, grey
literature (including evidence from websites and policy reports) and testimony from stakeholders through consultation. Six tools for critical appraisal of CE were available from the
literature and a combined best practice checklist has been proposed.
Conclusions: As decisions often need to be made in areas where there is a lack of published scientific evidence, CE is employed. Therefore to ensure its appropriateness the
development of a validated CE data quality check-list to assist decision makers is essential and further research in this area is a priority.
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It is widely agreed that high quality evidence should underpin
all healthcare guidance (1), yet there is debate about what con-
stitutes as evidence. Almost always the scientific evidence is not
complete, or does not address areas of importance for clinicians
or patients to allow for a decision to be made solely on such ev-
idence alone, necessitating the input from other sources within
a deliberative process (2). There is often a need to contextualize
this evidence and to understand how it should be implemented
in healthcare practice, as without contextualization, guidance
and policies may fail to produce the desired results. This shift
from evidence-based to evidence-informed decision making has
been reflected in the definition of evidence and methodological
practices of leading guidance producing organizations such as
the Health Evidence Network (HEN) of the World Health Or-
ganization that define evidence as “findings from research and
other knowledge that may serve as a useful basis for decision
making in public health and health care” (3).

Evidence has been conceptualized in a range of ways and
one approach developed by Lomas and colleagues has described
how three forms of evidence are used within a deliberative
process for healthcare decision making, namely: “scientific
evidence on effectiveness, scientific evidence on context and
colloquial evidence” (3;4).

• Scientific context-free evidence: evidence that helps determine the poten-
tial benefit/ efficacy and safety of the health technology. This is likely to
be universal and not subjective to specific geographical scenarios. The au-
thors primarily refer to this being evidence from good quality randomized

controlled trials (RCTs) (3). One can argue, however, whether context-free
evidence can truly exist. This is especially true with respect to the choice
of comparator, as often the standard care or usual treatment differs between
countries and, therefore, the geographical scenarios plays an important role
in setting the context of any treatment alternatives. In addition, these RCTs
may not include outcomes that are of importance to patients (5).

• Scientific context-sensitive evidence: evidence specific to particular real
word scenarios and is less likely to be generalizable (3). It could be argued
that to ensure the implementation of recommendations based on the best
RCT evidence, some contextual evidence is needed to ensure effectiveness.

• Colloquial evidence (CE): evidence that helps support, supplement or refute
the scientific evidence and is often used to augment an evidence landscape.
CE is an umbrella term and consists of different types of data including
informal expert opinion from clinicians and/ or patients, their views and
narratives, electronic data from Web sites, policy documents, and other
reports etc (3). “Colloquial” has been defined by the Oxford English dictio-
nary as “used in ordinary or familiar conversation; not formal or literary”
and its synonyms include “informal”, “unofficial”, and “popular” (6), and,
therefore, can be understood in this context as informal evidence. It could
be argued that CE should not be considered as evidence, as it may not be
collected in a rigorous or systematic manner. However, we would assert that
it is not appropriate to conceptualize CE from a research perspective in this
way, as it has a different role, attributes, characteristics, and contribution. It
has been suggested that CE should be understood as the additional “knowl-
edge” or “factors” alongside scientific evidence, which is considered in a
deliberative process (7).

The key issue for decision makers is to balance these diverse
evidence types together, assess the weight to place on each, and
more importantly let each specific type of evidence contribute
appropriately to the final decision (2).
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The National Institute for Health and Care Excellence
(NICE) is an independent organization and is responsible for
providing evidence-based guidance on the most effective ways
to diagnose, treat and prevent disease and ill health for Eng-
land and Wales (8;9). The Institute moved from considering
evidence in the traditional hierarchies, to using the appropriate
evidence for the question posed and uses evidence (including
clinical, economic, and patient-based) from clinical trials, ob-
servational and qualitative studies (10;11). CE often takes the
form of expressions of opinion by experts based on their prac-
tical experience or professional judgment (4;12). The delibera-
tion of evidence by the advisory bodies at NICE is a systematic
but discursive qualitative process that not only considers CE but
also acts as a direct source of CE itself. The deliberative process
at NICE has been defined as the “careful, deliberate consider-
ation and discussion of the advantages and disadvantages of
various options” used to elicit and combine evidence (2). The
process can range from an explicit algorithmic formal quanti-
tative method such as multi-criteria decision analysis (MCDA),
to a very informal discursive process (2;12;13). It has been said
that deliberative processes give a sense of valuing and weighting
the different forms of evidence and help their systematic and ex-
plicit combination together (4). Therefore, CE plays a vital role
in facilitating the creation of guidelines from evidence in a form
that can inform practice, although this is rarely acknowledged.

NICE not only considers the appropriate evidence but un-
dertakes a critical appraisal of the quality of the evidence to
underpin its recommendations. Critical appraisal has been de-
fined as “a systematic process used to identify the strengths and
weaknesses of a research article” which is used to determine
the utility and validity of the evidence being considered (14).
As it stands, the definition is limited to published scientific re-
search but one can argue that such a critical eye is needed even
more when considering CE. Some critical appraisal tools for
considering the quality of CE have been identified by a recent
review (15) and are summarized in Table 1.

To better understand the role of CE in NICE’s processes, the
Institute undertook this study to build upon preliminary work
done by Reay et al. (15). The aims of this project were to un-
derstand the types of CE used across the guidance producing
teams at NICE; the extent of its use and how it had been in-
corporated within their deliberative processes. The main areas
for exploration were to identify the sources and nature of CE at
NICE, whether there were any inconsistencies across the teams
in their use of such evidence, any definitions used and where
variations existed, to investigate whether these were warranted
due to the nature of the different programs.

METHODS
In this study, CE was defined as the “evidence about resources,
opinion, political judgment, values, culture, and the particular
pragmatics of a situation” that is used to complement the scien-

tific evidence as originally defined by Lomas and colleagues (3).
This definition includes information that comes informally from
different stakeholders including practitioners and patients and
is also consistent with its use in other such studies (15;25;26).

All of NICE’s technical methods and process manuals (8)
were considered independently by one of two reviewers from
August 2011 to March 2012. Any text relating to CE was sys-
tematically searched for and identified using search terms like
“advice” or “colloquial” or “comment” or “consultation” or
“database” or “electronic∗” or “expert” or “grey literature” or
“informal” or “narrative” or “patient” or “policy” or “profes-
sional” or “public” or “report” or “specialist” or “testimony” or
“views” or “web∗” etc, based on the search criteria developed by
Reay et al. (15). The relevant sections were extracted verbatim
using data extraction forms designed to capture guidance on
the use of CE (i.e., the source of CE; methods of collection of
CE and its purpose). The raw data was then quality assured by
a third independent reviewer who resolved any disagreements
by discussion and consensus and analyzed and summarized the
data. The results were also assessed for whether any quality
assessment or formal critical appraisal tools were used.

RESULTS
The guidance development processes at NICE can be broadly
grouped into the five stages namely scoping, evidence review
and economic modeling, deliberative process, stakeholder con-
sultation and implementation tool development, and CE is used
throughout these stages.

Mapping of the use of CE over the development of guidance
is summarized in Figure 1.

The following sources of CE were identified: (i) CE1:
Evidence from experts (professionals/ clinicians) and pa-
tients/carers; (ii) CE2: Evidence from grey literature; (iii) CE3:
Evidence from all stakeholders through public consultation

CE1: Evidence from Experts and Patients/Carers
This type of CE is used in a varying degree and at different time-
points by the different teams at NICE. This can be done directly
in person or indirectly through written advice or testimonies.
All programs use the evidence from experts (such as clinicians
or other NHS professionals) and patients/ carers (who are ex-
perts in relation to their own condition), from an early stage in
their scoping processes to help inform their research questions.
Advice is sought directly through stakeholder workshops and/or
indirectly through development of briefing notes or papers.

In certain cases, such as the Evidence Review Groups of the
Technology Appraisals (TA) program, the use of specialist ad-
visors (clinicians, NHS commissioning experts, or patients) to
help understand and interpret the clinical evidence throughout
the period of development can be undertaken. Expert elicitation
methods can also be used to obtain data for certain param-
eters of economic models, when it is unavailable through the
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Table 1. List of Studies Using Critical Appraisal Techniques or Grading of Colloquial Evidence as Identified from the Review by Reay et al (2010) (15)

Study Critical appraisal tools and grading of Colloquial evidence

Benzies et al (2006) (16) This study included CE evidence and appraised it alongside other forms of evidence. It considered ‘opinions of respected authorities or that of an
expert committee as indicated in published conferences or guidelines; or of those individuals who have knowledge in one particular field and
are applying that knowledge to another field; or summaries of the collective wisdom or experience of others in the field; or of those individuals
who have written and reviewed the guidelines, based on their experience, knowledge or the relevant literature, and discussion with their
peers’.

The tool considered CE within the hierarchy of evidence model as lower levels (levels IV and V) after experimental evidence (levels I-III).
Level I - Randomised controlled trials (RCTs) or meta-analysis of such trials, of adequate size and power.
Level II - RCTs that are too small to provide Level I evidence
Level III - Non-randomised controlled trials or cohort studies, case series, case controlled studies or cross-sectional studies
Level IV – Opinion of respected authorities or that of an expert committee as indicated in published conferences or guidelines
Level Va - Opinion of those individuals who have knowledge in one particular field and are applying that knowledge to another field; or

summaries of the collective wisdom or experience of others in the field
Level Vb - Opinion of those individuals who have written and reviewed the guidelines, based on their experience, knowledge of the relevant

literature, and discussion with their peers
Coad et al (2006) (17) This study discussed a tool for the critical appraisal of grey literature. The tool suggested that when using any grey literature one should be

prepared to carefully evaluate three key areas:
- when it was written
- by whom and
- its purpose

Haig and Dozier (2003) (18) This study discusses a criterion for appraising the quality of the evidence obtained from websites and all electronic sources by Wilson (2002)
(19) by extending to other forms of CE.

They suggest five key domains for the reviewers to critically question:
- Authority
- accuracy
- currency
- scope
- objectivity

Haig and Dozier (2003) (20) The authors discuss an adaption of the DISCERN tool for use in appraising health information in general. The DISCERN tool (21) (developed by
University of Oxford and the British Library) is aimed at consumers and information providers to enable them to judge the quality of information
on treatment choices. The tool asks the reviewer to consider sixteen questions, all with a rating from 1 or ‘No’ to 5 ‘Yes’ on a 5-point scale.

The authors suggest that though the questions themselves may need amending, but the principles and methods may have some use in
appraising CE and some questions that maybe useful are:
- Are the aims clear? Does it achieve its aims?
- Is it relevant?
- Is it clear what sources of information were used to compile the publication?
- Is it clear when the information used or reported in the publication was produced?
- Is it balanced and unbiased?
- Does it provide details of additional sources of support and information?
- Does it refer to areas of uncertainty?

Rundall et al (2007) (22) This study discusses a criterion for evaluating evidence which they feel is a critical step in the decision-making process and describe a set of key
areas that reviewers should use to appraise information:
- accurate
- applicable
- actionable
- accessible
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Table 1. Continued.

Study Critical appraisal tools and grading of Colloquial evidence

Shpilko et al (2005) (23) The study discusses the criterion for evaluating health-related information from websites using the format from the National Network of Libraries
of Medicine (24) with the domains of:
- accuracy
- authority
- bias/ objectivity
- currency/ timeliness
- coverage

Figure 1. Use of colloquial evidence (CE) in guidance development at NICE.

published scientific literature, to help construct a plausible path-
way of care for modeling. These “consultees” give advice on
various stages of the guidance development process, starting
with the draft scope. The Consultee organizations (nonmanu-
facturers) nominate patient experts or clinical specialists while
the manufacturer or sponsor consultees can only nominate clin-
ical specialists, who then help feed into the process. A similar
case is seen in other programs such as the Interventional Proce-
dures (IP), Medical Technologies Evaluation Program (MTEP)
and Diagnostics Assessment Program (DAP). Specifically in the
IP program a “commentary” from the specialist advisor can also
be produced which summarizes their “opinion, and/or informa-
tion about an interventional procedure, or to the peer-reviewed
literature relating to the interventional procedure of interest”.

In the Clinical Guidelines (CG) program, advice from
clinical experts and patients/ carers is obtained throughout
the guidance development process through guidance develop-
ment groups (GDGs) that include health professionals and pa-
tient/carer representatives with relevant expertise and experi-

ence of the specific guideline topic at hand. In the Public Health
(PH) program “expert testimonies” can once again be used as
evidence, which are defined as “short papers (with references
to any relevant published work)” that reflect opinions of certain
experts in the field when there are either significant gaps in the
evidence, significant conflicts amongst available evidence, or in
instances where there is the need for the “views and experiences
of specific groups”. Some PH guidance can also undertake pri-
mary research as “field work” to inform practice and test the
feasibility for implementation of their draft recommendations
with “policy makers, commissioners and practitioners (includ-
ing members of the community, volunteers, parents, and carers
as well as professionals such as GPs, nurses, and teachers)”.

All programs have either a NICE standing committee or
a temporary advisory body such as a GDG that considers the
evidence in a deliberative process that further generates CE
through its deliberation. A deliberative process has been de-
fined as a process that “provides guidance informed by rel-
evant scientific evidence, interpreted in a relevant context
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wherever possible with context-sensitive scientific evidence and,
where not, by the best available colloquial evidence” (2). The
standing committees have a general expertise and are not spe-
cialists in the condition of interest and so often get specialists,
professionals, relevant commissioners and patients/ carers to
participate in the deliberation process by presenting their views
at committee meetings. The GDGs for the CG program have
topic specific membership but can still have further co-opted
experts if required for the deliberative processes. These deliber-
ations are summarized within the “considerations” or “evidence
to recommendations” sections (depending on the program) of
the final guidance and act as a primary direct source of CE.

Additionally, all guidance production at NICE follows the
patient and public involvement (PPIP) policy, which sets the
platform for the contribution of lay people, and organizations
representing their interests, to the work of NICE. This enhances
the NICE guidance, giving them a greater patient, carer, or
community focus and relevance (27). Finally, NICE’s Citizens
Council (group of 30 ordinary members of the public, represent-
ing the country) also have their views captured through reports
that feed into the methods and processes across the Institute.
Even though the decisions reached by the Citizens Council do
not directly affect any individual piece of guidance; their views
are responsible for ensuring the “public perspective on over-
arching moral and ethical issues” and can be considered as
another direct source of CE (28).

CE2: Evidence through Grey Literature and Web Sites
The term “grey literature” was first understood in 1978, with
the creation of the “System for Information on Grey Literature”
database, now “OpenGrey” managed by the European Associ-
ation for Grey Literature Exploitation (EAGLE) and partners.
They now define it as “information produced on all levels of
government, academia, business and industry in electronic and
print formats not controlled by commercial publishing, that is,
where publishing is not the primary activity of the producing
body”. Examples include conference abstracts, research reports,
unpublished data, dissertations, policy documents, personal cor-
respondence, electronic publications, online publications, on-
line resources, open access research, ePrints, digital documents,
and so on (29;30). At NICE, some types of grey literature are
also commonly used to inform guidance and act as a secondary
indirect source of evidence.

Across the programs, if data for all the parameters of an
economic model is not available through the scientific published
literature, CE in the form of data from various electronic sources
can also be used. Data from the Health and Social Care Infor-
mation Center Web site for data on Hospital Episodes Statistics
(HES) and Healthcare Resource Groups (HRG) is commonly
used for this purpose.

In the CG program, evidence from Web sites (such as
“health talk online”) is also routinely used, where Web sites

are searched manually for any additional relevant patient ex-
perience information. An example is the clinical guideline for
Motor Neurone Disease (CG105), where to get a complete pic-
ture of the information and support needs for patients and carers,
alongside the evidence from eleven published studies, narratives
from interviews taken directly from the health talk online Web
site were also considered (31).

Grey literature such as policy documents and local coun-
cil reports are used actively in the PH program, for the formal
“mapping of local practice” to give a snapshot of current prac-
tices or policy scenarios. Raw data from registries is often used
in the IP program and this is similar for the DAP and MTEP
programs due to the lack of robust trial data in the areas of
procedures, diagnostics and devices. Proponents of real world
data would, however, argue that evidence from routine sources
such as databases and audits should be considered valid sources
of scientific information (32) rather than informal or CE.

CE3: Evidence from All Stakeholders through Public Consultation
All programs have a public consultation of their draft scope, and
draft guidance, where registered stakeholders (which include
professional groups and societies, patient groups and charities,
other NICE staff, the NHS etc) and industry are able to com-
ment and submit their views on the questions (draft scope) or
recommendations (draft guidance) proposed.

The technical teams present these comments to the standing
committees or temporary advisory bodies, who then consider
them through their deliberations, for the final document, to
ensure that all comments have been taken into consideration.
Therefore, the stakeholder comments can have a direct impact
on the final recommendations of any guidance.

Critical Appraisal of Colloquial Evidence
All programs use formal critical appraisal techniques for con-
sidering scientific evidence but none had an explicit appraisal
checklist for reviewing CE. The mechanism of appraisal of CE
at NICE was informal and through deliberative consideration
and through stakeholder consultation of those considerations. It
could be argued that formal checklists may be less helpful with
CE, as it is conceptually different. There may, however, be the
need for development of some form of evaluation of CE and its
contribution to the deliberative process.

DISCUSSION
The study identified that different forms of evidence includ-
ing CE were used in different ways and for different reasons
for guidance development at NICE. Although each piece of
NICE guidance is developed following different processes de-
pending on the nature of guidance program, all these processes
share common features based on the key procedural principles
– “scientific rigor, inclusiveness, transparency, independency,
challenge, review, support for implementation, and timeliness”

INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 31:3, 2015 142

https://doi.org/10.1017/S0266462314000749 Published online by Cambridge University Press

https://doi.org/10.1017/S0266462314000749


Use of “colloquial evidence” at NICE

(8). The process of developing guidance also draws on different
forms of evidence, which this study acknowledges and attempts
to understand. As such, we hope it provides an important con-
tribution to the understanding of CE and its use at NICE.

All guidance producing programs at NICE aim to use the
best available evidence to inform their decisions of clinical and
cost effectiveness, but these judgments often require different
forms of evidence including CE, to support the gaps in the sci-
entific evidence and to help contextualize the scientific evidence
that is available. CE could be considered vital in understanding
the implications and utility of any guidance.

On the whole, three broad sources of CE were identified
at NICE: evidence from experts and patients/ carers, evidence
from grey literature and evidence from all stakeholders through
public consultation. There is some variability across programs to
the degree of their CE use and the manner in which it is consid-
ered in a deliberative process. Some differences are warranted
and dependent on the nature of the program. For example, you
would expect a RCT to be the foundation of a TA recommenda-
tion because the process considers drugs that have been through
a regulatory body and, therefore, by definition are supported by
RCT evidence of effectiveness. However, RCT evidence may
be unavailable or inappropriate for other questions raised by for
example a PH guidance, where the question may be less focused
on the specifics of a particular intervention, and concerned more
with structural complex issues, for which an RCT design may
not adequately address the problem. In such cases CE is often
needed routinely through expert testimonies or policy analysis
or fieldwork to develop recommendations that are appropriate.
One may argue that CE may also exert influence at other levels
of the knowledge production process in a latent oblique man-
ner. Therefore, there is also a possibility of a “type 2” error that
could be impossible to measure. It could also be that CE and
other traditionally “lower” forms of evidence, act as the first
seeds of what will eventually become more robust forms of evi-
dence and are actually part of the natural process of maturation
of evidence.

It could also be that at times the three different types of
evidence overlap and interact with each other. For example ex-
pert opinion could be based on knowledge of credible scientific
evidence and at other times, in the absence of good external ev-
idence, be limited to biased personal opinions. There could also
be circumstances where credible objective scientific evidence
may exist but be over-ruled by poorly quantified and biased per-
sonal opinions, due to personal agendas and beliefs. The hope
at NICE is that by having standing committees that hear argu-
ments from both sides, or topic specific advisory groups that
consist of members with opposing professional viewpoints, that
individual biases are minimized. Therefore, CE like any other
type of evidence can be of varying quality and with certain
level of uncertainty associated with it. So, therefore, maybe CE
should also be critically examined before its inclusion into any
decision-making model.

Though some critical appraisal tools for assessing the qual-
ity of CE are available from the literature (15), our study found
that no formal method was being used at NICE. The use of
such critical appraisal tools would allow all the evidence both
scientific and CE that is presented before the independent bod-
ies, to have gone through a similar rigorous process of critical
appraisal. The toolkits available from the literature identified
by Reay and colleagues (15) range from adaptations of stan-
dard levels of evidence hierarchies, to specific checklists for the
different types of CE, with key questions to be posed to the evi-
dence before incorporating them into a decision model. They do
however, share some common features that could be considered
in a systematic manner, in a proposed “SART” system, where a
reviewer could score either “yes”, “no”, or “unclear” using the
standard Cochrane critical appraisal system (33) as described
in Table 2.

The SART instrument is, however, still very much a crude
tool and needs to be developed further and tested for ro-
bustness. To create a formal checklist a thorough process
such as an expert elicitation Delphi Panel or other such for-
mal consensus methodology, should be undertaken. More-
over, as these concepts are solely derived from the lim-
ited literature identified by one scoping literature review, this
may not represent all the factors that need to be considered
and so, therefore, any interpretations should be made very
cautiously.

For this project, we used the conceptual framework devel-
oped by Lomas and colleagues (3), however, other frameworks
and approaches of understanding evidenced- informed deci-
sion making have been developed and are also widely used by
policy makers. One such tool, the SUPPORT tool describes
processes to help ensure that relevant research is identified,
appraised and used appropriately to inform health policy mak-
ing and also considers a wider evidence base that includes CE,
and could have also been a useful framework for analyzing this
research (34).

With NICE now developing quality standards for social care
and the introduction of value-based pricing for new pharmaceu-
ticals for the technology appraisals program, further changes are
expected to their methods and processes (35). The three pro-
grams of technology appraisals, clinical guidelines and public
health at NICE also recently went through a process of updat-
ing their technical manuals in 2012 and further work is being
done to harmonize the processes and methods for public health,
clinical guidelines, and the new social care program. This will
have a direct effect on the type of evidence used and the way it
is used in their decision-making processes in the future. These
changes also may have an impact on how CE will be used at
the Institute going forward, but one can expect it to only grow
in importance in the coming years. A focus on developing our
understanding of its contribution will be an important future
research area.

143 INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 31:3, 2015

https://doi.org/10.1017/S0266462314000749 Published online by Cambridge University Press

https://doi.org/10.1017/S0266462314000749


Sharma et al.

Table 2. Proposed Key Areas of Questioning for Critical Appraisal of Colloquial Evidence Using the “SART” System

Area of critical
appraisal Detailed questions Yes Unclear No Comments

S Source Is the source of the CE credible?
- by whom it was written/ spoken and its purpose
- determine to what extent one could trust the author(s)
- are there certain conflicts of interests to be noted
- did it appear to be objective or were there any potential biases present
- who was the sponsor/ funder of the source
- if the information only presented one point of view

A Accuracy Is the information accurate?
- consider how plausible are the claims, in terms of whether they could be verified by other
sources or testimonies
- if they contain any footnotes or state any references that can be checked and how reliable
are the sources cited
- are the aims available and information presented clearly
- are the methods used for collecting that information transparent and clearly presented
- are there any inconsistencies present in the content
- does it highlight any areas of uncertainty

R Relevance Is the evidence with respect to the scope of the guidance, relevant?
- consider how applicable the information really is to the question at hand
- is all the information present or it seems to be incomplete with respect to your question (is it
discussing only part of the equation)
- is the setting and context clearly defined and how well does it fit with the research question

T Timeliness How timely is the information?
- how current is the information
- are any dates associated with the information (the last date when the website was updated
if an electronic source or recent or old experiences if testimonies etc
- how regularly is the information updated
- Is there any more recent research or information available

CONCLUSION
CE’s role is vital in shaping and influencing guidance develop-
ment and in many respects it provides the architecture within
which specific forms of clinical, economic and patient-based
evidence are considered together (36).

Although this piece of scoping work has several limitations,
as it is only a snapshot of the scenario at NICE in 2012 and
only considered limited literature on the subject, some useful
conclusions can be drawn from it. There is a need to have a
clear definition of CE with explicit information of what should
and should not be included within the umbrella term. For this
project, another weakness was that we kept to the definition of
CE as described by Lomas and colleagues (3), but it ideally
should be debated and deliberated more widely so a common
definition amongst different practitioners is agreed. More work
is also needed to identify how it complements and fits with other
forms of evidence as there is a lack of appropriate methodology
for integrating the different types of evidence together.

However, it is clear that while CE is used throughout the
guidance development process at NICE, no formal consistent
mechanism of appraisal was used. There are different appraisal
tools available in the literature and information could be taken
from them to develop a single checklist for use, after a full
and comprehensive systematic review of the literature. A great
deal of further research is needed to develop and validate any
single checklist proposed before it could be routinely used for
guidance development. Policy changes in the remit of NICE’s
role may also mean that CE could play a more influential role
in the future.
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