(2021) 7:66
Vanderhout et al. Res Involv Engagem
https://doi.org/10.1186/s40900-021-00304-y

Open Access

COMMENTARY

Patient and family engagement
in the development of core outcome sets
for two rare chronic diseases in children
Shelley M. Vanderhout1,2, Maureen Smith3, Nicole Pallone4, Kylie Tingley2, Michael Pugliese2,
Pranesh Chakraborty5, Sylvia Stockler6, Martin Offringa7, Nancy Butcher7,8, Stuart G. Nicholls1 and
Beth K. Potter2*

Abstract
Background: Core outcome sets (COS) are lists of consensus-determined outcomes to be measured and reported
in all clinical research studies within a disease area. While including patients and families in COS development to
improve their relevance and applicability to patient values is key, there is limited literature documenting practical barriers and facilitators to successful patient engagement in COS development. In this paper, as researchers and patient
partners, we provide a resource for COS developers to meaningfully and effectively engage patients and families.
Main body: To establish a consensus-based COS for children with two inherited metabolic diseases (medium-chain
acyl-CoA dehydrogenase deficiency and phenylketonuria), we conducted an evidence review, Delphi survey, and
workshop. Two adult patient partner co-investigators co-developed the study protocol, co-designed strategies to
address challenges with incorporating patient perspectives, and led all patient engagement activities, including communication with a group of family advisors. Seven adult family advisors received training about COS development
and subsequently contributed to Delphi survey development, outcome definitions, the consensus workshop, and
selection of outcome measurement instruments. Patient partner co-investigators and family advisors were essential
to the successful design, conduct, and completion of the two COS. Patient partner co-investigators supported the
understanding, inclusion and engagement of family advisors, and helped develop accessible tools to determine
patient-oriented outcome measurement instruments. Patient partner co-investigators and family advisors collaborated with the study team to co-develop surveys, modify technical language, and recruit participants to the study.
Together, we addressed challenges to patient engagement in COS development such as unfamiliarity with study
methods, comprehensibility of materials and ongoing engagement, and power imbalances between team members.
Conclusion: Our approach to patient and family engagement in COS development for two rare conditions for
children was feasible and considered valuable by all study team members, including patients and family members, in
improving the relevance of the deliverable to patients. This approach to patient engagement in developing COS can
be applied to other paediatric disease contexts, allowing patient and family perspectives to influence the direction of
future studies to develop COS.
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Plain English summary
Core outcome sets (COS) are lists of outcomes agreed upon by a group of people to be measured and reported in
studies about certain diseases and populations. Core outcomes are meant to represent what is useful to study from
the perspectives of health care providers, researchers and patients. For researchers who seek to include patients in the
development of a COS, there is little guidance about how to do this well. We recently developed COS for two rare diseases in children, medium-chain acyl-CoA dehydrogenase deficiency and phenylketonuria. We did this by reviewing
available information from published research, surveying health care providers, researchers, and patients, and eventually coming to agreement during a workshop. We included two adult patient partner co-researchers who helped
design the COS study and co-developed the patient engagement strategy. These partners formed relationships with
seven adult family advisors, who helped ensure that materials were accessible, participated in outcome selection, and
helped select tools to measure core outcomes. Strategies we used to engage patient partners included a) training
about both the scientific research process and how to help other researchers in the future, and b) frequent communication about study progress and how family advisor feedback was used. Also, we made sure that the impacts
of power imbalances between health care providers, researchers and patients were low. Our approach to patient
engagement in COS development for two rare conditions in children proved to be both feasible and considered valuable by all study team members, including patient partners and family advisors. To include patient perspectives and
values, future COS developers may take a similar approach.
Keywords: Core outcome sets, Medium-chain acyl-CoA dehydrogenase deficiency, Phenylketonuria, Patient
engagement, Consensus
Background
Core outcome sets (COS) are standardized lists of outcomes determined by consensus, as a minimum set, to
be measured and reported in studies within a disease
area [1]. Each outcome is intended to be measured by
a suitable Outcome Measurement Instrument (OMI).
Researchers are increasingly including patient partners in
COS development to improve the relevance and applicability of research to patient values and clinical care [2, 3].
COS have value for research on rare diseases due to limited patient populations and replication in research [4, 5].
Collaborating with patient partners with lived experience
of rare disease in their children is especially important
due to heterogeneity in disease presentation, progression,
and therapy, small patient and clinician communities, relatively frequent opportunities to participate in research
regarding interventions that are not supported by rigorous evidence (given small numbers of patients available
for studies), increased feeling of pressure to participate
in research to improve symptoms or advance knowledge
about rare diseases, few standards of care, and varied
access to treatment [6]. The COMET (Core Outcome
Measures in Effectiveness Trials) [1] Initiative has provided guidelines for the development of COS, including
patient engagement, where researchers are encouraged
to include patients with experience of the studied condition as members of the research team to ensure COS are
relevant and their development is trustworthy to patients
[7]. Despite this available guidance, there is limited literature documenting barriers and facilitators to patient and

public engagement in COS development [8], and particularly in the context of rare diseases.
We recently developed the first COS for two rare inherited metabolic diseases (IMDs) in children, mediumchain acyl-CoA dehydrogenase (MCAD) deficiency and
phenylketonuria (PKU) [9–11], following the approach
recommended by COMET [1]. We found that parent
and caregiver participation in the design and conduct
process was paramount to capturing patient-important
outcomes in both COS for MCAD deficiency and PKU,
and also offered key insights which may be transferrable
for patient engagement in the development of other COS
and future research activities. In this article, we describe
our experience in partnering with patients and caregivers
in COS development, identify aspects that worked well,
as well as those which proved more challenging while
engaging patients during this process, and reflect on how
to address and overcome similar challenges going forward. This information may serve as a resource to COS
developers for engaging in effective, meaningful patient
partnerships.

Main text
COS development study

The protocol for the development of COS for MCAD
deficiency and PKU has been published elsewhere [10]
and results of this process have been published [9, 11].
Briefly (see overview, Fig. 1), the study included an evidence review, Delphi survey, and workshop to arrive at a
consensus-based COS for each disease [12]; and a further
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•
•

Review of literature to identify outcomes reported in published studies of PKU and MCAD deficiency
Arrived at lists of candidate outcomes (97 outcomes for PKU, 83 for MCAD deficiency)

•

•

Participants: (i) parents/caregivers of children with PKU or MCAD deficiency (n= 54); and (ii) health care
providers and policy advisors (n=31)
Round 1 procedure: participants rated step 1 outcomes on a 9 point scale, with a rating of 7-9 indicating that the
participant considers the outcome to be critical
Rounds 2 and 3 procedures: participants re-rated each outcome that reached consensus as critical based on the

•
•

previous round
Results used to narrow outcome list to 20 outcomes per disease to be considered at workshop
The way the input from parents was factored in is described elsewhere (11)

Step 3:
Consensus
meeting

•

•

Step 4: Measurement
tool selection

Step 2: Delphi
Survey

Step 1:
Evidence
Review
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•

•
•

•
•
•

Review of OMIs reported in previously reported studies that incorporate one or more of the core outcomes, from
step 1 findings
Ad hoc identification of additional published literature on potential OMIs
Review of candidate OMIs for each outcome according to established criteria (including psychometric
properties, feasibility, cost) (13)
Structured consultation (feedback survey) with family advisors and patient partner co-investigators regarding
relevance, acceptability, and feasibility of OMIs for patient/parent-reported outcomes
Identified one or more recommended OMIs for each core outcome

Step 5:
Report

•

In-person workshop with members of the study team, including patient partners and family advisors; Delphi
survey participants and investigators (n=6) were informed by attending by webinar
Procedure: Review of Delphi survey findings, roundtable discussion (using an adapted nominal group
technique), voting
Results used to arrive at final lists of outcomes included in each COS (9 for PKU, 8 for MCAD deficiency)

Reporting and dissemination of COS

Fig. 1 Outline of core outcome set (COS) development process [9, 11]

consultation to select recommended OMIs for each outcome included in the COS. Here we describe the methods specific to patient and family engagement, which
were guided by COMET [7].
Recruitment and overall roles of patients or their family
members as partners and advisors

The research team recognized the importance of having
patient partners with experience in research who could
contribute at an investigator level and lead a patient
engagement strategy; and including other family advisors who may not have had prior research experience
but wanted to contribute and had valuable lived experience. Including patient partner co-investigators and family advisors was important to allow for varied levels of
engagement across the International Association of Public Participation (IAP2) [13] spectrum. This resulted in
co-investigators engaged throughout the entire process

and opportunities for parents who were new to patient
engagement to advise at key points. This also served to
build capacity in patient and family engagement in our
research program. Our patient engagement strategy was
informed by exemplar studies/frameworks such as the
Canadian Institutes of Health Research (CIHR) Strategy
for Patient Oriented Research (SPOR) [14] and Ladders
of Citizen Participation [15, 16].
Patient partners

Two patient partner co-investigators (MS, NP), who were
both known to the study team as members of the rare disease community and experienced patient partners, were
recruited at the grant application stage and were actively
engaged during the entire study. One patient partner was
a parent of a child with PKU and board member for a
PKU patient advocacy group and the other was a patient
with a rare disease who had a long history of engagement
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in the health care system and was on the executive of the
Canadian Organization for Rare Disorders. Together,
they co-led the patient engagement strategy along with
the principal investigator (BP). Roles of the patient
partner co-investigators included contributing to study
protocol development, identifying challenges to incorporating patient perspectives and designing strategies
to address those challenges, leading patient engagement
activities such as newsletters and training, and recruiting
and communicating with family advisors. As part of the
study’s knowledge translation strategy, patient partners
also co-developed and presented on the patient engagement approach at several conferences [17–23].
Family advisors

Seven parents of children with IMDs (including but not
limited to PKU and MCAD deficiency) were recruited
by metabolic clinician investigators (PC, SS) at two centres (Ottawa and Vancouver) to form a Family Advisory
Forum (FAF). FAF members provided input at key points
during the study including development of the Delphi
survey instructions and content, revision of lay definitions of candidate outcomes, contributing to outcome
selection at the consensus workshop, and contributing to
the selection of outcome measurement instruments.
Despite our efforts to reach a broad range of families,
FAF members were individuals who were able (from an
educational, economic, and self/child wellness perspective) to devote considerable time to the study. In future,
we would like to develop strategies to foster greater diversity among patient and family advisors, including inviting
youth with lived experience of IMDs to participate.
With respect to honoraria, patient partner and FAF
member compensation was planned for in the grant
application stage of the COS development study, and
provided annually by cheque or gift card in accordance
with the Canadian Institutes of Health Research SPOR
guidelines for compensation [24].
To incorporate the perspectives of a broad group of
family members in the development of each COS, the
Delphi surveys also included parents of children with
MCAD deficiency or PKU as study participants (Fig. 1).
These parent participants also had the option to attend
and observe the consensus workshop online via webinar. While the input of parent participants in the Delphi
surveys was central to the development of the COS, our
focus here is on patient engagement (patients or family members in co-investigator or advisory roles). The
remainder of this paper thus focuses on the roles of the
two patient partner co-investigators (MS, NP) and the 7
family advisors, as described above.
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Training of family advisors at the start of the study

From the outset it was recognized that FAF members
may not have participated as advisors in research before;
further, the purpose of this study (developing a COS
to inform future research) was likely distant from the
immediate concerns of families. Our solution to this
challenge was to develop and deliver an in-person training workshop at the beginning of the study. This training,
developed and led by the patient partner co-investigators
(MS, NP) and principal investigator (BP), incorporated
Strategy for Patient-Oriented Research (SPOR) [25] and
COMET [1, 26] principles and included material adapted
from both initiatives (see supplementary information
in Additional File 1). The focus of the training was to
understand the phases of COS development and how
patient perspectives were vital to selecting patient- and
family-relevant outcomes for use in future studies. FAF
members were provided information about the purpose
of COS development and importance of patient engagement, methods for the study (aligned with Fig. 1), and
expectations for working together. These expectations
included anticipated time commitments and study timelines, honoraria provided in appreciation for FAF members’ time, and the nature of their advisory role, including
a flexible approach which recognized FAF members’
other commitments and priorities.
We believe that this in-person training (which could
be adapted to be delivered online) contributed greatly to
FAF members’ understanding of the study and resulted in
enthusiasm to undertake the study together. For example, one FAF member disclosed that, although information about the study had been sent in advance, it was only
at the in-person training that they had fully understood
the purpose and methods of the research and their role.
From the perspective of the patient partners and principal investigator, establishing relationships with FAF
members during training was very helpful to open lines
of communication, create an atmosphere of sharing and
familiarity with one another, minimize power imbalances, and promote mutual learning.
Ongoing engagement with the FAF

Maintaining the interest of FAF members throughout
the research project (2 + years) was challenging, given
that there were sometimes long stretches with little to
report (e.g., during Step 1: review of published evidence).
This has been identified by other researchers who engage
patients [27, 28]. The patient partner investigators wrote
newsletters to keep in touch with FAF members throughout the project to highlight progress, communicate new
developments, demonstrate how their feedback was
used, maintain relationships with the FAF, and check
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on continuing interest in contributing to the study (see
supplementary information in Additional File 1). The
newsletters included a “Getting to Know You” section
where families and members of the research team could
introduce themselves if they wished. FAF members often
responded to the newsletter to say that they were glad to
be kept up to date and to know they hadn’t missed anything, underscoring the importance of establishing relationships with patient partners through frequent and
consistent communication.
Role of patient partners and family advisors in the Delphi
surveys

Disease-specific online Delphi surveys were adapted from
materials available from the COMET Initiative [1] and
co-drafted by the patient partners and principal investigators. As the study topic was probably unfamiliar to
most parent participants in the Delphi survey, we sought
additional critical input from FAF members to ensure
that the online survey materials were accessible. Specifically, collaborating with the research team by email and
sometimes using web surveys or telephone calls, the FAF
members reviewed study invitations and information to
ensure that the language used was clear and understandable by parent participants. For example, information
provided to parent participants prior to completing the
survey included answers to questions such as “What are
core outcome sets?”, “Why do we want to incorporate the
opinions of families in developing a COS for PKU and
for MCAD deficiency?” and “What is a Delphi survey?”.
FAF members and patient partners also edited definitions
of the outcomes presented within the surveys to ensure
broad accessibility, which is recommended by Core Outcome Sets Standards for Development (COS-STAD) [29].
Feedback from the FAF members resulted in substantial
changes to the presentation of the Delphi survey and
to the definitions of the outcomes. These changes were
communicated back to FAF members so that they could
readily identify that their feedback was valuable.
Based on feedback we received from study investigators, parent partners, and participants, in the future we
would streamline our approach to creating Delphi surveys. Though many outcomes were identified in the literature searches, it was clear that some would not be
included in the final COS. In an effort to lessen the time
commitment required of our parent participants, we
would narrow the selection criteria for outcomes to be
considered in Delphi surveys by excluding those which
are clearly outside the scope of the COS upfront [30].
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Role of patient partners and family advisors
in the in‑person consensus workshop

A team of 12 clinicians, methodologists and health system investigators, two patient partners and four FAF
members (the remaining three were invited but were
unavailable to attend) met in person to reach final consensus on the outcomes to be included in each diseasespecific COS based on Delphi survey results (Fig. 1). It
was important to us that FAF members were supported
to participate fully and meaningfully in the consensus
workshop. We were concerned about potential power
imbalances in a meeting that included FAF members
alongside clinician investigators and methodologists,
which could be exacerbated by the fact that for some FAF
members, their child’s physician would be in attendance.
This is common in the rare disease community, where
patient and clinician groups tend to be small. The patient
partner co-investigators, principal investigator, and a clinician investigator met during the workshop planning
stage to discuss and develop strategies to address these
issues. Prior to the meeting, these strategies included the
development of pre-workshop materials that were circulated to the FAF in advance to explain the details of the
workshop (a summary of study results to date, information about what to expect at the workshop, and a list of
workshop attendees); and an in-person pre-meeting,
which included study investigators, both patient partner co-investigators, and the workshop chair, for FAF
members to meet the workshop chair and review workshop materials and procedures in advance. During the
in-person meeting, strategies to support participation
by FAF members included a presentation led by one of
the patient partner co-investigators to communicate the
value of the lived experiences of patients and parents in
developing each COS and to describe how the FAF members were involved in the study; including a workshop
chair who had experience with patient engagement; strategic seating and name cards so that FAF members were
seated among other workshop participants rather than in
a separate cluster; and use of a modified Nominal Group
Technique during the discussion [31], as has been suggested by COMET [1, 32, 33]. Specifically, the Nominal
Group Technique, whereby everyone was provided one
minute to share suggestions for the three most important
outcomes during the workshop discussion, was intentionally chosen to convey the equal importance of each
attendee’s opinion. Of these strategies, use of the Nominal Group Technique and the pre-workshop training
co-led by patient partner co-investigators seemed to be
particularly effective.
Delphi survey participants who wished to attend the
consensus workshop were able to join by webinar; as this
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stage was not a part of the research process, this option
was intended to be informative only.
Workshop attendees returned a brief exit survey at the
end of the workshop. The results indicated that all participants, including FAF members, had a highly positive
experience, which instilled confidence in our choice of
workshop methodology and the quality and quantity of
pre-workshop training. For example, on a follow-up survey, all FAF members agreed or strongly agreed that the
pre-meeting was helpful, they were able to express their
views freely, and their input was considered during the
discussion. One FAF member indicated that they would
have preferred some additional pre-meeting preparation
by telephone. In the future, we would include a standardized tool such as the GRIPP2 checklist to ensure comprehensive assessment and reporting of patient engagement
methods across the study [34].
Role of patient partners and family advisors in outcome
measurement instrument selection

We used a literature search to identify potential OMIs
for each of the outcomes in each COS, and documented
the reliability, validity, cost, and considerations of feasibility (e.g., language availability, mode of administration)
for each candidate OMI (Fig. 1). For outcomes deemed
best measured by patient/parent self-report, and as part
of an integrated knowledge translation project regarding COS implementation, we invited FAF members to
provide feedback on the OMIs. The patient partner coinvestigators collaborated with the research team to
develop a short feedback survey that was sent to interested FAF members along with sample versions and brief
descriptions of each OMI, and a guide to explain how
to review an OMI. When reviewing each patient/parent
self-reported OMI, FAF members were asked to comment on relevance, alignment with the outcome definition, perceived feasibility for parent/caregiver reporting,
and acceptability. FAF members were also asked to select
the most appropriate instrument where more than one
option existed. They could submit feedback via email, telephone, or in-person at a knowledge translation meeting.
The feedback was used to select the final recommended
patient/parent reported OMIs, with family advisors raising issues connected to both relevance and acceptability/
sensitivity regarding the content of the OMIs.

Conclusion
Our approach to engage parents and caregivers in COS
development had some key strengths. Parents and
patients with both lived experience in rare diseases and
in research were part of the team of study investigators
and co-designed a patient engagement strategy which
aimed to gain important family perspectives. These
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patient partner co-investigators collaborated with the
team to co-design the patient engagement strategy and
were empowered to take on leadership roles and responsibilities. For example, when patient partners led training workshops for FAF members, power dynamics that
may have existed if a clinician or researcher were leading
were minimized, which may have allowed FAF members
to feel comfortable asking more questions and prepared
them to engage fully in the consensus workshop. The
extensive training and support provided by patient partners to FAF members promoted an inclusive, neutral
environment. Recommendations for patient engagement
in COS development given by COMET [7] formed the
framework for our methods; additional strategies which
we found important were maintaining relationships with
family advisors during periods of low study activity and
taking intentional steps to minimize power imbalances
within the study team. Several strategies were adopted
to mitigate challenges that were anticipated at each stage
of the study. Feedback from the FAF and their engagement throughout suggested that these strategies were
critical to the success of the study. Finally, the capacity
building that occurred has been beneficial to our ongoing research. The two patient partners were offered training opportunities and benefited from presenting and
attending conferences. They have both continued being
engaged with our research team. Some members of the
FAF have continued to be engaged in our studies.
Our method also had limitations. Including parents
as research co-investigators and advisors allowed us to
understand outcome priorities from family-centred perspectives, given that these COS were focused on children
under age 12 years. Yet, lack of inclusion of youth in our
COS development process limited our ability to incorporate youth views and preferences. This is a key priority for
future research, ensuring that COSs reflect the perspectives of individuals of all ages who have lived experience
with the studied condition. This is particularly important given that prior studies have found that youth and
adults, including parents, may have different outcome
preferences [35–38]. Engaging youth in health research
can empower young patients, offer opportunities to
learn more about their health, and participate in reciprocal learning, where youth share their lived experience to
advance research [36]. While some materials and guidelines for patient engagement in COS are available, clear
and evidence-based instruction is lacking which meant
improvisation was occasionally necessary. However, this
allowed our approach to be responsive to our unique
setting, research team and participants and we are now
able to share insights from our approach to inform future
similar studies. Future work to collate individual study
experiences may be useful for identifying approaches
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that would be universally helpful. In addition, the diversity among patient and family partners and advisors
could still be improved. Recruitment of patient and family partners was conducted via clinician referral. In future
projects, we would use a more systematic approach to
include a broader sample of partners to ensure representation and diversity. Though we sought continuous informal feedback about our approach from the study team,
including patient partners and family advisors, we did
not use a formal evaluation tool in this exercise, which
may have provided us structured information about how
to improve our methods throughout the study and in the
future.
Abbreviations
CIHR: Canadian Institutes of Health Research; COMET: Core Outcome Measures
in Effectiveness Trials; COS: Core outcome set; COS-STAD: Core Outcome
Sets Standards for Development; FAF: Family Advisory Forum; IMD: Inherited
metabolic disease; MCAD: Medium-chain acyl-CoA dehydrogenase; OMI:
Outcome measurement instrument; OSSU: Ontario Strategy for Patient Oriented Research Support Unit; PKU: Phenylketonuria; SPOR: Strategy for Patient
Oriented Research.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s40900-021-00304-y.
Additional file 1. Newsletter excerpts and training materials.
Acknowledgements
We would like to thank the members of the Family Advisory Forum including Wilma Allen, Ashley Darch, Brian Darch, Wayne McGill, Angie Smail and
Brienna Wells, who contributed their expertise through lived experience to
key aspects of this study. We also thank Andrea Chow, Kathleen Duddy, Ryan
Iverson, Monica Lamoureux, Alvi Rahman, Laure Tessier, Silvia Visentin, Ashley
Wilson, Nataliya Yuskiv, all participants in the Delphi survey, those who participated in the consensus workshop, and all COS study co-investigators. We
acknowledge the investigators, trainees, research staff and external advisory
board of the Canadian Inherited Metabolic Diseases Research Network.
Authors’ contributions
SV, BP, MS and NP drafted the manuscript and were responsible for data interpretation and analysis. BP, MS, MP, NP, KT, SS, SN, MO, PC, and NB conceptualized the study and contributed to its design. All authors have approved the
final manuscript as submitted.
Funding
This study was funded by the Canadian Institutes of Health Research (CIHR
grant Reference Number 151614) and by the Ontario SPOR SUPPORT Unit
(EMPOWER Award).
Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated or
analysed during the current study.

Declarations
Ethics approval and consent to participate
The core outcome set study received research ethics board approval from
the University of Ottawa, Children’s Hospital of Eastern Ontario, and all other
participating centres, either directly or as part of a pre-existing cohort study.

Page 7 of 8

Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Clinical Epidemiology Program, Ottawa Hospital Research Institute, 501
Smyth Road, Box 201B, Ottawa, ON K1H 8L6, Canada. 2 School of Epidemiology
and Public Health, University of Ottawa, 600 Peter Morand Crescent, Room
101, Ottawa, ON K1G 5Z3, Canada. 3 Patient Partner, Canadian Organization
for Rare Disorders, Toronto, ON, Canada. 4 Patient Partner, Director of CanPKU
and Parent of a Child with an Inherited Metabolic Disease, Toronto, ON, Canada. 5 Newborn Screening Ontario, Children’s Hospital of Eastern Ontario, 415
Smyth Road, Ottawa, ON K1H 8M8, Canada. 6 Division of Biochemical Genetics,
BC Children’s Hospital, Department of Pediatrics, University of British Columbia, 4480 Oak Street, Vancouver, BC V6H 3V4, Canada. 7 The Hospital for Sick
Children Research Institute, Peter Gilgan Centre for Research and Learning, 686
Bay Street, 11th Floor, South 16, Toronto, ON M5G 0A4, Canada. 8 Department
of Psychiatry, Faculty of Medicine, University of Toronto, 250 College St, 8th
Floor, Toronto, ON M5T 1R8, Canada.
Received: 11 May 2021 Accepted: 12 August 2021

References
1. Williamson PR, Altman DG, Bagley H, Barnes KL, Blazeby JM, Brookes ST,
et al. The COMET Handbook: version 1.0. Trials. 2017;18(Suppl 3):280.
2. Gorst SL, Gargon E, Clarke M, Smith V, Williamson PR. Choosing important
health outcomes for comparative effectiveness research: an updated
review and identification of gaps. PLoS One. 2016;11(12):e0168403.
3. Gargon E, Gorst SL, Matvienko-Sikar K, Williamson PR. Choosing important health outcomes for comparative effectiveness research: 6th annual
update to a systematic review of core outcome sets for research. PLoS
One. 2021;16(1):e0244878.
4. Morel T, Cano SJ. Measuring what matters to rare disease patients - reflections on the work by the IRDiRC taskforce on patient-centered outcome
measures. Orphanet J Rare Dis. 2017;12(1):171.
5. Heneghan C, Goldacre B, Mahtani KR. Why clinical trial outcomes fail to
translate into benefits for patients. Trials. 2017;18(1):122.
6. Benjamin K, Vernon MK, Patrick DL, Perfetto E, Nestler-Parr S, Burke L.
Patient-reported outcome and observer-reported outcome assessment
in rare disease clinical trials: an ISPOR COA emerging good practices task
force report. Value Health. 2017;20(7):838–55.
7. COMET Initiative. Checklist for public research partners and Core
Outcome Set (COS) study developers involved in designing a COS study
2021. Available from: https://www.comet-initiative.org/assets/downl
oads/COSstudy development-PPIchecklist16-03-16.pdf.
8. Young B, Bagley H. Including patients in core outcome set development:
issues to consider based on three workshops with around 100 international delegates. Res Involv Engagem. 2016;2:25.
9. Pugliese M, Tingley K, Chow A, Pallone N, Smith M, Rahman A, et al.
Outcomes in pediatric studies of medium-chain acyl-coA dehydrogenase
(MCAD) deficiency and phenylketonuria (PKU): a review. Orphanet J Rare
Dis. 2020;15(1):12.
10. Potter BK, Hutton B, Clifford TJ, Pallone N, Smith M, Stockler S, et al. Establishing core outcome sets for phenylketonuria (PKU) and medium-chain
Acyl-CoA dehydrogenase (MCAD) deficiency in children: study protocol
for systematic reviews and Delphi surveys. Trials. 2017;18(1):603.
11. Pugliese M, Tingley K, Chow A, Pallone N, Smith M, Chakraborty P, Geraghty MT, Irwin J, Nicholls S, Offringa M, Rahman A, Tessier LA, Butcher
N, Iverson R, Lamoureux M, Clifford TJ, Stockler S, Hutton B, Paik K, Tao J,
Skidmore B, Coyle D, Duddy K, Dyack S, Greenberg SR, Jain Ghai S, Karp
N, Korngut L, Kronick J, MacKenzie A, MacKenzie J, Maranda B, Mitchell
JJ, Potter M, Prasad C, Schulze A, Sparkes R, Taljaard M, Trakadis Y, Walia
J, Potter BK. Core outcome sets for pediatric medium chain acyl-coA
dehydrogenase deficiency and phenylketonuria. Pediatrics. 2021
e2020037747; doi: https://doi.org/10.1542/peds.2020-037747.

Vanderhout et al. Res Involv Engagem

(2021) 7:66

12. Williamson PR, Altman DG, Blazeby JM, Clarke M, Devane D, Gargon E,
et al. Developing core outcome sets for clinical trials: issues to consider.
Trials. 2012;13:132.
13. IAP2 Spectrum of Public Participation. 2007 [Available from: http://c.
ymcdn.com/sites/www.iap2.org/resource/resmgr/imported/IAP2Spectr
um_vertical.pdf.
14. Canadian Institutes of Health Research. Capacity development framework 2016. Available from: http://www.cihr-irsc.gc.ca/e/49307.html.
15. Majid U, Gagliardi A. Clarifying the degrees, modes, and muddles of
“meaningful” patient engagement in health services planning and
designing. Patient Educ Couns. 2019;102(9):1581–9.
16. Arnstein S. A Ladder of citizen participation. JAIP. 1969;35(July):216–24.
17. Smith M, Pallone N. Patient engagement in developing core outcome
sets for rare paediatric diseases Abstracts of the 26th Cochrane Colloquium; Santiago, Chile 2020.
18. Smith M. No Choice of Outcomes About us Without us – COMET Initiative. International Public and Patient Involvement Network Webinar 2020.
19. Smith M. Engaging patients with rare diseases in quality initiatives &
research. Presentation, Children’s Hospital of Eastern Ontario Research
Day; 2018.
20. Smith M. Panel: Patient engagement & outcomes: taking it to the next
level. Canadian Association of Population Therapeutics; 2017.
21. Smith M, Pallone N, in collaboration with the Canadian Inherited Metabolic Diseases Research Network. Patient Engagement in Developing
a Core Outcome Set. Poster presentation, CADTH Symposium; 2019;
Edmonton, Alberta.
22. Smith M, Pallone N, in collaboration with the Canadian Inherited Metabolic Diseases Research Network. Patient Engagement in Developing a
Core Outcome Set. Presentation, Annual Canadian Association for Health
Services and Policy Research Conference; 2019; Halifax, Nova Scotia.
23. Pallone N. Patient Engagement in Developing a Core Outcome Set. Presentation, Putting Patients First 2019 BC SPOR SUPPORT Unit Conference;
2019; Vancouver, British Columbia.
24. Strategy for Patient Oriented Research. Considerations when paying
patient partners in research 2019. Available from: http://www.cihr-irsc.gc.
ca/e/51466.html.
25. Strategy for Patient Oriented Research. Strategy for Patient-Oriented
Research - Patient Engagement Framework 2019. Available from: http://
www.cihr-irsc.gc.ca/e/48413.html-a7.
26. COMET Initiative. Patients and the public 2021. Available from: https://
www.comet-initiative.org/Patients/Public.

Page 8 of 8

27. Forsythe LP, Ellis LE, Edmundson L, Sabharwal R, Rein A, Konopka K, et al.
Patient and stakeholder engagement in the PCORI pilot projects: description and lessons learned. J Gen Intern Med. 2016;31(1):13–21.
28. Kirwan JR, de Wit M, Frank L, Haywood KL, Salek S, Brace-McDonnell S,
et al. Emerging guidelines for patient engagement in research. Value
Health. 2017;20(3):481–6.
29. Kirkham JJ, Davis K, Altman DG, Blazeby JM, Clarke M, Tunis S, et al. Core
Outcome Set-STAndards for Development: The COS-STAD recommendations. PLoS Med. 2017;14(11):e1002447.
30. Monga S, Monsour A, Stallwood E, Desai R, Cleverley K, Courtney D, et al.
Core outcome set development for adolescent major depressive disorder
clinical trials: a registered report. J Am Acad Child Adolesc Psychiatry.
2020;59(11):1297–8.
31. Gallagher M, Hares T, Spencer J, Bradshaw C, Webb I. The nominal
group technique: a research tool for general practice? Fam Pract.
1993;10(1):76–81.
32. Rider LG, Giannini EH, Brunner HI, Ruperto N, James-Newton L, Reed AM,
et al. International consensus on preliminary definitions of improvement
in adult and juvenile myositis. Arthritis Rheum. 2004;50(7):2281–90.
33. Haywood KL, Griffin XL, Achten J, Costa ML. Developing a core outcome
set for hip fracture trials. Bone Joint J. 2014;96-B(8):1016–23.
34. Staniszewska S, Brett J, Simera I, Seers K, Mockford C, Goodlad S, et al.
GRIPP2 reporting checklists: tools to improve reporting of patient and
public involvement in research. Res Involv Engagem. 2017;3:13.
35. Flynn R, Walton S, Scott SD. Engaging children and families in pediatric
Health Research: a scoping review. Res Involv Engagem. 2019;5:32.
36. Heffernan OS, Herzog TM, Schiralli JE, Hawke LD, Chaim G, Henderson
JL. Implementation of a youth-adult partnership model in youth mental
health systems research: challenges and successes. Health Expect.
2017;20(6):1183–8.
37. Sprague Martinez L, Pufall Jones E, Connolly BN. From consultation to
shared decision-making: youth engagement strategies for promoting
school and community wellbeing. J Sch Health. 2020;90(12):976–84.
38. Woodgate RL, Zurba M, Tennent P. Advancing patient engagement:
youth and family participation in health research communities of practice. Res Involv Engagem. 2018;4:9.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

