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Guidelines around the world require children to provide assent for their participation in most research
studies. Yet, little further guidance is provided on how review committees should implement this
requirement, including which children are capable of providing assent and when the requirement for
assent may be waived on the grounds that the research offers participating children the potential for
important clinical benefit. The present paper argues that the assent requirement is supported by the
importance of allowing children who are capable to make their own decisions. This suggests children are
capable of assent when they become able to understand the research in question. While development
varies across individual children, existing data suggest most children develop this ability by approximately
age 14. Until instruments are developed to assess the assent capacity of individual children, this age
should be used as the threshold for assent. In addition, the importance of protecting children from harm
suggests that the sustained dissent of all children, including those who are unable to provide assent, should
be respected. While the assent requirement may be waived when research participation offers the
potential for important medical benefit that is unavailable outside the research context, analysis suggests
that children’s sustained dissent should be respected in all cases.

R
ecent initiatives are expected to dramatically increase
the number of children who participate in clinical
research.1 Data that show that almost half of all drugs

provided to children in Europe involve either off label or
unlicensed use have led to calls for more research on
medications in children,2–4 and the European Forum for
Good Clinical Practice has called for legislation in Europe to
promote research with children.5 In 2004, the UK health
minister announced a new initiative to encourage the
development of medications for children, and the UK
government intends to spend 100 million pounds on new
research with children.6 In the US, the National Institutes of
Health (NIH) now requires the inclusion of children in a
broad range of research,7 while the Food and Drug
Administration (FDA) offers 6 months additional marketing
exclusivity to firms that submit data pertaining to the use of
tested agents in paediatric populations.1i

Most national and international guidelines allow children
to be enrolled in research only when their parents or legal
guardians give their permission. Many guidelines, including
the Council for International Organisations of Medical
Science (CIOMS) guidelines,9 and guidelines from South
Africa10 and the US,11 also require the assent, defined as
‘‘positive agreement,’’ of children who are capable of
providing it. The Ugandan guidelines—for example, allow
children to be enrolled in research that does not offer a
prospect of direct benefit only when: ‘‘Adequate provisions
have been made for the solicitation of the children’s
assent’’.12 Similarly, the Indian Council on Medical
Research (ICMR) guidelines state that: ‘‘the assent of the
child should be obtained to the extent of the child’s
capabilities’’.13 Other guidelines mandate that researchers
must respect the dissent of paediatric research subjects.
According to the Guidelines for the Ethical Conduct of
Biomedical Research Involving Human Subjects in Kenya, when
the ‘‘child refuses to participate in the research, that refusal
must be respected unless there’s no other medical alternative
from which the child could benefit’’.14

The assent requirement is one of the principal require-
ments for paediatric research, and often the only requirement
to specify when children should have a say in whether they
participate in clinical research.15 Failure to require children’s
assent when appropriate represents a failure to respect
paediatric research participants,16 17 while failure to waive
the assent requirement when appropriate may block parents’
decisions to enrol their children in potentially beneficial
research.18 19 Despite the importance of the assent require-
ment, little has been written on how investigators and review
committees should implement the requirement in practice.
The present paper attempts to address this gap by considering
the ethical rationale for the assent requirement and, on that
basis, considering how the assent requirement should be
implemented in practice.

ETHICAL RATIONALE
Investigators and review committees who attempt to imple-
ment the assent requirement must determine at what age
children become capable of providing assent. Unfortunately,
research ethics guidelines provide little guidance in this
regard. The US federal regulations—for example, specify only
that the determination of which children are capable of
assent should be based on the children’s ‘‘ages, maturity, and
psychological state’’ (Department of Health and Human
Services,11 45 CFR 46.608a). This guidance leaves many
questions unanswered. Which aspects of children’s age,
maturity, and psychological state should investigators take
into account when determining whether they are capable of
assent? Is the ability to nod one’s head sufficient? Must

Abbreviations: CIOMS, Council for International Organisations of
Medical Science; FDA, Food and Drug Administration; ICMR, India
Council on Medical Research; IRB, institutional review board;
NIH, National Institutes of Health

iSection 111 of Title I of the Food and Drug Administration
Modernization Act 1997, signed into law by President Clinton on 21
November 1997, created the Federal Food, Drug and Cosmetic Act.8
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children understand certain aspects of their research parti-
cipation, and, if so, which ones?

Many commentators seem to assume that the requirement
to obtain children’s assent is implied by the need to respect
paediatric research participants. Yet, the principle of respect
alone merely instructs investigators to treat research partici-
pants as they ought to be treated. Hence, it implies only that
investigators should solicit children’s assent at the ages at
which it is appropriate to do so.

One might argue that investigators should be required to
obtain children’s assent to help teach them to become
autonomous. Effectively teaching children to become respon-
sible and autonomous adults involves asking them to make
decisions they are capable of making. For this reason, parents
typically begin with fairly minor decisions, and proceed, as
children mature, to more important decisions. For instance,
parents often begin by allowing younger children to help
decide what to wear, or how to decorate their bedrooms.

Asking children to decide whether to enrol in research
before they can understand is ill suited to teaching them to
make good decisions. For instance, a child who can under-
stand the risks or the potential benefits of research, but not
both, is unlikely to make a good decision. This problem arises
when children are able to understand some aspects of their
research participation, but not others. To address this
problem, children’s assent should not be required until they
are able to understand the research in question sufficiently.
What constitutes sufficient understanding in this regard?

SETTING AN AGE THRESHOLD
Some commentators point out that children are able to
understand some aspects of their research participation by
age seven. These commentators often conclude that chil-
dren’s assent should be required, at least in the context of
research that does not offer them a compensating potential
for direct benefit, from age seven onwards.20–22

This rationale for the assent requirement is obviously in
need of further justification. Most children can understand at
least some aspects of their research participation much earlier
than age seven, and most children do not understand other
aspects of research until well after age seven. Hence, this
position, if it is to offer an argument for a specific age
threshold, must be supplemented with some account of the
aspects of research participation that are relevant to the
assent requirement.

Some commentators defend the age seven threshold by
appeal to the centuries old ‘‘Rule of Sevens’’, which ‘‘has
stood at least ever since the time of Edward the Third’’
(1327–1377) to determine an age threshold for assent.23 24

The Rule of Sevens states, roughly, that children under age
seven do not have the capacity necessary to make their own
decisions; children from seven to fourteen years of age are
presumed not to have this capacity until proven otherwise in
individual cases, and children over age 14 are presumed to
have capacity to make their own decisions and lead their own
lives, unless proven otherwise.

One might argue that this practice does not gain much
ethical weight simply in virtue of its rather impressive age.
Instead, one needs to explain why these thresholds are
relevant to paediatric research. In addition, it is worth noting
that the claim that children are capable of assenting to
research participation by age seven is not supported by the
Rule of Sevens. Strict application of the Rule of Sevens would
suggest that children between the ages of seven and fourteen
should be regarded as not capable of making their own
decisions, including the decision whether to participate in
research, unless proven otherwise. Thus, in the absence of
some argument about the specific aspects of research
participation that are essential to assent, it seems that

children’s assent should be required at the point they are able
to understand the research and make a prospective decision
regarding enrolment.

THE ABILITY TO DECIDE
Some commentators argue that the assent requirement is
implied not by some general principle of respect, but
specifically by the principle of respect for persons. The
principle of respect for persons mandates respect for
individuals’ ability to make their own autonomous decisions.
To make an autonomous decision whether to enrol in
research, potential subjects must be able to understand the
study in question and their own medical and personal
situations, and make a voluntary decision whether to
participate on this basis. To understand the study in question,
potential subjects must understand the so called ‘‘elements of
informed consent’’: the study’s purpose, risks, potential
benefits, requirements, procedures, and alternatives.25 In
addition, potential subjects must appreciate how the elements
of informed consent pertain to their own circumstances.
Recognition that the capacity to make research decisions
requires individuals to understand and appreciate all the
elements of informed consent suggests one way to identify
the age at which children develop this capacity, namely by
identifying the age at which children come to understand
and appreciate the ‘‘final’’—that is to say, last to develop—
element of informed consent.

Children first understand concrete facts about the world,
and later come to understand more abstract facts. This
suggests that the age at which children understand and
appreciate the more abstract elements of informed consent
provides an approximation of the age at which they can make
their own research decisions. Perhaps the most abstract
element of informed consent is the purpose of research.
Research that does not offer a compensating potential for
clinical benefit (henceforth ‘‘non-beneficial research’’)—the
research for which children’s assent is typically required—is
intended to develop generalisable knowledge that might help
future patients.

Importantly, understanding and appreciating the purpose
of non-beneficial research does not require that potential
subjects are motivated to help others. An individual can
understand fully that a particular study is intended to help
others, but not care to help them in that way. Analogously,
the capacity to decide whether to enrol in a phase III cancer
treatment trial requires potential subjects to understand and
appreciate that participation might improve their disease. It
does not require that they are motivated to improve their
disease.

Empirical studies of altruism tend to focus on helping
behaviour, often labelled ‘‘pro-social’’ behaviour, independent
of why individuals behave in this way. Because these studies
do not assess individuals’ motivations for acting, they provide
only limited evidence regarding when children develop the
concept of altruism. The fact that children behave in a
helping way at this or that age does not establish that they
possess the concept of altruism at that age; it depends on why
they act in this way.

Given the inherent difficulties in assessing the motivations
underlying individual behaviour, it is not surprising that very
few studies have assessed why children help others at various
ages. Given this paucity of data, any recommendations must
be tentative, subject to revision in light of future data. With
this caveat in mind, the existing data suggest most children
understand that there are moral reasons to help others,
independent of the possibility of reward or punishment, at
approximately age 14.26 That is, they begin to understand that
there are moral reasons to help others, even when doing so is
not required, and may place burdens on them. These data
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suggest most children do not develop the capacity to
appreciate that the potential to help others provides a reason
to enrol in non-beneficial research until approximately 14
years of age. Therefore, to the extent the assent requirement
is based on the principle of respect for autonomy, current
data suggest the age threshold for assent should be fixed at
14 years of age.

Of course, this is only a general average. Some children
develop the ability to make their own decisions at an earlier
age and some not until a later age.27 This raises the question
of whether investigators should assume a general threshold
for all children, or whether investigators should tailor their
practices to the abilities of specific children. To a large extent,
answering this question will depend upon the development
of instruments to assess children’s ability to assent. The
development of valid and practically feasible instruments
would allow investigators to assess the abilities of individual
children. What approach should be adopted until such
instruments are developed?

DISSENT
The importance of not harming individuals applies to
individuals of all ages, whether they are autonomous or
not. This principle implies that children should not be
required to participate in non-beneficial research that is
more than minimally distressing. In many cases, children will
not know whether research participation will be distressing
until they experience it. Thus, requiring children to make a
prospective decision whether to enrol does not offer an
effective mechanism to protect them from harm, particularly
since children may be reluctant to go back on agreements
made with doctors. Children also may find it positively
distressing to be asked to make decisions about research they
cannot understand. Hence, protecting children from harm
does not seem to support, and may well conflict in some
cases, with the requirement to ask children to decide whether
to enrol in non-beneficial research before they are able to
understand the research in question.

In contrast, once children are enrolled in research, they will
be in a very good position to assess whether it is causing
them distress. And because most children who experience
distress will communicate this verbally or through body
movements, protection of children from harm supports
adoption of a dissent requirement to supplement existing
assent requirements: the dissent of all children should be
respected in the context of non-beneficial research.28–30 The
Tanzania guidelines for human subjects research—for exam-
ple, stipulate that researchers ‘‘must recognize when a child
is very upset by a procedure and accept that as genuine
dissent from their being involved’’.

IMPLEMENTATION OF THE ASSENT REQUIREMENT
The US federal regulations offer the clearest account of how
the assent requirement should be implemented. Under the
US regulations, the assent requirement may be waived for
research that qualifies for a waiver of informed consent and
also when research offers a ‘‘prospect of direct benefit that is
important to the health or wellbeing of the children and is
available only in the context of the research’’.

Most research studies that offer a prospect of direct benefit
that is important to the health or wellbeing of children,
including drug trials, pose greater than minimal risk.
However, some studies may offer a prospect of direct benefit
that is available only in the research context and yet pose no
greater than minimal risk. A study of a new method of
massage for recurrent abdominal pain (RAP) of psychogenic
origin may—for example—pose minimal risk and satisfy the
conditions for waiver of assent. Specifically, this study may
be deemed to offer a prospect of direct benefit in the form of

the relief of symptoms that is important to the wellbeing of
the child. In addition, access to this method of massage may
be limited to the research setting, at least during the time
that the method is being assessed. When these conditions are
satisfied, the US regulations allow the review committee to
waive the assent of children who are capable of providing
assent.

The US federal regulations allow review committees to
approve paediatric research in the category of prospect of
direct benefit only when it satisfies three additional conditions
(Department of Health and Human Service,11 45 CFR 46.405).
Thus, to implement the assent requirement correctly, review
committees must determine the relationship between studies
that can be approved as offering a prospect of direct benefit
and those for which assent may be waived. Specifically, do all
studies that qualify for approval as offering a prospect of
direct benefit also qualify for waiver of assent? Or does only
some subset of these studies qualify for waiver of the assent
requirement? This determination is complicated by the fact
that the conditions for waiving assent and approving
prospect of direct benefit research are similar, but not
identical.

The first condition for approving research that offers a
prospect of direct benefit refers to the benefits of ‘‘an
intervention or procedure’’ or the benefits of ‘‘a monitoring
procedure’’. The regulations’ focus on individual interventions
or procedures suggesting review committees should assess
whether each intervention or procedure included in the
research offers a prospect of direct benefit. For studies that
involve multiple interventions, review committees should not
assess whether the study as a whole qualifies as offering a
prospect of direct benefit. Instead, they should assess each
intervention individually.31

The requirement to assess individual interventions implies
that the decision review committees make with respect to
approving one arm of a trial with multiple arms should not
influence whether they approve the other arms of the trial.
Some placebo controlled trials—for example, include one arm
that provides an experimental treatment, and a second
placebo arm. Review committees might approve the treat-
ment arm as posing greater than minimal risk, but offering a
prospect of direct benefit. This judgment, however, should
not influence whether the institutional review board (IRB)
approves the placebo arm of the trial. Whether the placebo
arm can be approved depends on the risks and potential
benefits of receiving the placebo, and the risks of not
receiving other medications while on the placebo arm.

The first condition in the US regulations for waiving
children’s assent refers to ‘‘the [emphasis added] intervention
or procedure involved in the research’’. Although not entirely
clear, this requirement suggests review committees should
not make a separate determination regarding waiver of
assent for each arm or intervention involved in a study.
Rather, review committees should decide whether to waive
children’s assent for the entire study based on whether the
intervention being assessed meets the three conditions for
waiver of assent. Whatever determination the IRB makes for
the intervention arm with respect to requiring or waiving
children’s assent applies to the entire study.

On this interpretation, when implementing the assent
requirement, review committees do not need to assess
whether each intervention of a multi-arm study qualifies
for approval as offering a prospect of direct benefit. Instead,
they should assess whether at least one of the interventions
or procedures offers a prospect of direct benefit. In the case of
placebo controlled trials—for example, review committees
should assess whether the intervention being tested offers
a prospect of direct benefit. If so, the entire study may
qualify for waiver of the assent requirement, provided this
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intervention meets the other two conditions for waiving
children’s assent.

The conclusion that review committees should require or
waive children’s assent for all aspects of a given study makes
sense for most research protocols. Specifically, it would make
little sense for review committees to waive the assent
requirement for research enrolment, but then require
children’s assent for procedures that are required for
participation in a given study. This approach would have
the effect of requiring children’s assent for the protocol as a
whole. Children who decline to undergo a required procedure
would not be able to participate in the study. In contrast,
some studies include additional optional procedures, such as
the storage of samples or an additional research scan. When
research studies include optional procedures, review commit-
tees should assess whether to require children’s assent for
those procedures independent of the assessment for the
required procedures. The fact that a study offers a prospect of
direct benefit and qualifies for waiver of assent does not
imply that review committees should waive the assent
requirement for the optional procedures included in the
study. Although not explicitly addressed in the US regula-
tions, it seems that children’s assent should be required for
optional procedures unless they offer a prospect of direct
benefit that is important to the health or wellbeing of the
children and is available only in the research context.

The third condition in the US regulations for approving
research as offering a prospect of direct benefit stipulates that
the relation of the potential direct benefits to the risks must
be ‘‘at least as favourable’’ as the available alternatives. This
condition can be satisfied when the risk/benefit profile of the
experimental intervention is at least as favourable as the
clinical alternatives—for instance, when there exists clinical
equipoise between the experimental and clinically available
interventions. In contrast, the third condition for waiving
assent stipulates that the prospect of direct benefit offered by
the intervention must be ‘‘available only in the context of the
research’’.

One might assume that this condition requires evidence
that the experimental intervention is better than the clinically
available alternatives. The regulations do not stipulate,
however, that the risk/benefit ratio of the experimental
intervention must be more favourable than the clinical
alternatives, only that the benefit offered by the experimental
intervention must not be available outside of research.
Therefore, the experimental intervention must be at least as
good, and different, not necessarily better, than the clinical
alternative.

Research studies typically focus on new interventions that
may be better than the existing standard of care. Studies on
new interventions that qualify for approval as offering a
prospect of direct benefit are likely to also offer a prospect of
direct benefit that is unavailable outside the research context.
A randomised controlled trial of the standard of care alone
versus the standard of care plus an experimental, add on
treatment would—for example—offer a prospect of direct
benefit that is unlikely to be available outside the research
context—namely, access to the new experimental treatment.
Hence, most interventions that satisfy the third condition for
approval as research that offers a prospect of direct benefit
also should satisfy the third condition for waiver of the assent
requirement.

There are, however, at least two exceptions. First, research
studies sometimes are limited to assessing the care indivi-
duals receive in the community. A clinical trial—for example,
might assess the comparative efficacy of two treatments used
in the community, for which there are insufficient compara-
tive efficacy data. These interventions likely offer a prospect
of direct benefit that ‘‘justifies’’ their risks, thus satisfying the

second condition for approval as research that offers a
prospect of direct benefit. Moreover, because these treat-
ments are the same as those offered in the community, they
would offer a risk/benefit ratio that is ‘‘at least as favourable’’
as the available alternatives, satisfying the third condition as
well. Conversely, because the prospect of direct benefit
available in these studies also is available outside research,
studies limited to assessing clinically available interventions
would not qualify for waiver of children’s assent. Similarly,
some trials assess a new use for a widely available
intervention, which may be available to research participants
outside of the context of research, on an ‘‘off label’’ basis.

TWO STEP DECISION PROCEDURE
The present analysis of the US regulations suggests a
relatively straightforward two step decision procedure (fig 1)
that ethics review committees can use to determine when to
waive the assent requirement. First, the review committee
should determine whether the intervention being tested
offers paediatric participants a ‘‘prospect of direct benefit’’.
For studies that involve several interventions, review
committees should make this assessment for each interven-
tion. If no interventions in the study qualify for approval as
research offering a prospect of direct benefit, the assent of all
children who are capable of providing it should be required.

If one or more of the interventions in the study qualifies for
approval as research that offers a prospect of direct benefit,
the review committee should assess whether one or more of
these interventions typically is unavailable to children out-
side of the research context. If so, the review committee may
waive the requirement to obtain children’s assent. If all these
interventions are available outside of research, the investi-
gators should be required to obtain the assent of children
who are capable of providing it.

ASSENT AND DISSENT
The assent requirement is the only requirement in the US
federal regulations to address children’s participation in the
decision making process regarding their involvement in
clinical research. When review committees waive the assent
requirement, whether in the context of minimal risk research
or research that poses more than minimal risk, investigators
are under no regulatory obligation to respect children’s
decisions, including their dissent to research participation.
Similarly, investigators have no regulatory obligation to
respect the dissent of children deemed incapable of providing
assent, even in the context of research that offers no prospect
of direct benefit.

Can one or more study
interventions be approved

as "prospect of direct
benefit" research?

Yes

No
Require assent of

children capable of
providing it

Are one or more of these
interventions unavailable

outside of research? 

Require assent of
children capable of

providing it

The ethics review
committee may waive

children's assent

Yes

No

Figure 1 Decision pathway for implementing assent requirement.
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As we have seen, this is a mistake. Respecting children’s
dissent offers a way to protect them from harm. Expressions
of dissent provide evidence that a child is experiencing
distress or pain. Thus, failure to respect a child’s dissent not
only precludes the child from being part of the decision
making process, it also represents a failure to stop research
that may be causing the child distress or pain. This suggests
the dissent of all children should be respected, even when the
children are deemed unable to provide assent or the research
qualifies for waiver of children’s assent.

Because most children who experience distress will
communicate this verbally or through bodily movements,
respect for children’s dissent implies that research participa-
tion should be stopped at the first sign of distress (Medical
Research Council,30 p 320).29 Some verbal or behavioural
objections may not reflect actual distress, whereas others
may reflect only temporary distress. Rather than require
dissenting individuals to be withdrawn automatically, review
committees and investigators could adopt a policy of stop,
assess, and address. Research procedures should be stopped,
and evaluation provided, whenever a subject objects or
physically resists. Reassurance, a short pause, or minor
modification may be sufficient to eliminate the distress.
Individuals who express sustained dissent should be with-
drawn in the context of non-beneficial research.

The US National Commission for the Protection of Human
Subjects of Biomedical and Behavioral Research argued that
when a ‘‘research protocol includes an intervention from
which the subjects might derive significant benefit to their
health or welfare, and that intervention is available only in a
research context, the objection of a small child may be
overridden’’ (National Commission for the Protection of
Human Subjects of Biomedical and Behavioral Research,22

p 16). On this approach, children’s dissent may be overridden
when the investigators are conducting a randomised trial
comparing standard of care alone to the standard of care plus
an additional agent, provided the additional agent offers the
prospect of important health benefit and is unavailable
outside the research context. One might support this
approach on the grounds that children’s medical interests
justify overriding their dissent in the context of research that
offers a prospect of direct benefit. If the benefit is important,
and the distress temporary, the children will be better off if
the investigators override their dissent.

Because sustained dissent provides evidence of distress or
pain, children’s medical interests can justify overriding their
dissent only when the intervention has been shown to be
more effective than the interventions available in the commu-
nity. If there is clinical equipoise between existing care and
the experimental treatment, children’s medical interests will
not justify forcing them to participate in research, as opposed
to receiving the standard of care available in the community.
This suggests children’s medical interests can justify over-
riding their dissent in rare cases only. In addition, although
children’s medical interests are an important consideration,
they are not the only relevant consideration.

Forcing children to undergo medical procedures against
their will can be extremely distressing to clinicians, and
presents at least the appearance that children are being
forced to suffer for the benefit of others. In the context of
clinical care, forced medical care can be justified on the
grounds that it is for the child’s own interests. In the context
of research, there remains, even in the context of research
that offers the potential for important medical benefit, the
concern that the child is being forced to undergo a particular
intervention for the good of society. This concern suggests a
child’s sustained dissent should be binding in all cases,
including research that offers a prospect of direct benefit. In
the rare cases where removal from the research would

preclude the child from obtaining care known to be more
effective than what is available in the clinical setting,
arrangements could be considered for supplying the drug
outside of the research context.

CONCLUSION
Analysis suggests that children become capable of assent when
they are capable of understanding the research in question and
making a prospective decision whether to participate. There is a
paucity of empirical literature on child development in this
regard, and any recommendations must be tentative, awaiting
future research. The current research suggests that children
become capable of assent at approximately 14 years of age.
Consideration of the existing US regulations provides a simple
two step process for determining when children’s assent may be
waived on the grounds that the research offers them a prospect
of direct benefit. Analysis also suggests that, in addition to
assent, investigators should be required to respect the sustained
dissent of all children.
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Clinical Evidence—Call for contributors

Clinical Evidence is a regularly updated evidence-based journal available worldwide both as
a paper version and on the internet. Clinical Evidence needs to recruit a number of new
contributors. Contributors are healthcare professionals or epidemiologists with experience in
evidence-based medicine and the ability to write in a concise and structured way.
Areas for which we are currently seeking contributors:

N Pregnancy and childbirth

N Endocrine disorders

N Palliative care

N Tropical diseases

We are also looking for contributors for existing topics. For full details on what these topics
are please visit www.clinicalevidence.com/ceweb/contribute/index.jsp
However, we are always looking for others, so do not let this list discourage you.
Being a contributor involves:

N Selecting from a validated, screened search (performed by in-house Information
Specialists) epidemiologically sound studies for inclusion.

N Documenting your decisions about which studies to include on an inclusion and exclusion
form, which we keep on file.

N Writing the text to a highly structured template (about 1500-3000 words), using evidence
from the final studies chosen, within 8-10 weeks of receiving the literature search.

N Working with Clinical Evidence editors to ensure that the final text meets epidemiological
and style standards.

N Updating the text every 12 months using any new, sound evidence that becomes available.
The Clinical Evidence in-house team will conduct the searches for contributors; your task is
simply to filter out high quality studies and incorporate them in the existing text.

If you would like to become a contributor for Clinical Evidence or require more information
about what this involves please send your contact details and a copy of your CV, clearly
stating the clinical area you are interested in, to CECommissioning@bmjgroup.com.

Call for peer reviewers

Clinical Evidence also needs to recruit a number of new peer reviewers specifically with an
interest in the clinical areas stated above, and also others related to general practice. Peer
reviewers are healthcare professionals or epidemiologists with experience in evidence-based
medicine. As a peer reviewer you would be asked for your views on the clinical relevance,
validity, and accessibility of specific topics within the journal, and their usefulness to the
intended audience (international generalists and healthcare professionals, possibly with
limited statistical knowledge). Topics are usually 1500-3000 words in length and we would
ask you to review between 2-5 topics per year. The peer review process takes place
throughout the year, and out turnaround time for each review is ideally 10-14 days.
If you are interested in becoming a peer reviewer for Clinical Evidence, please complete the
peer review questionnaire at www.clinicalevidence.com/ceweb/contribute/peerreviewer.jsp

234 Wendler

www.jmedethics.com


