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Abstract
Background
Research priority setting aims to identify research gaps within particular health fields. Given the global burden of mental illness and underfunding of mental health research compared to other health topics, knowledge of methodological procedures may raise the quality of priority setting to identify research with value and impact. However, to date there has been no comprehensive review on the approaches adopted with priority setting projects that identify mental health research, despite viewed as essential knowledge to address research gaps. Hence, the paper presents a summary of the methods, designs, and existing frameworks that can be adopted for prioritising mental health research to inform future prioritising projects.

Method
A systematic review of electronic databases located prioritisation literature, while a critical interpretive synthesis was adopted whereby the appraisal of methodological procedures was integrated into the synthesis of the findings. The synthesis was shaped using the good practice checklist for priority setting by Viergever and colleagues drawing on their following categories to identify and appraise methodological procedures: (1) Comprehensive Approach—frameworks/designs guiding the entire priority setting; (2) Inclusiveness –participation methods to aid the equal contribution of stakeholders; (3) Information Gathering—data collecting methods to identify research gaps, and (4) Deciding Priorities—methods to finalise priorities.

Results
In total 903 papers were located with 889 papers removed as either duplicates or not meeting the inclusion and exclusion criteria. 14 papers were identified, describing 13 separate priority setting projects. Participatory approaches were the dominant method adopted but existing prioritisation frameworks were modified with little explanation regarding the rationale, processes for adaptation and theoretical foundation. Processes were predominately researcher led, although with some patient involvement. Surveys and consensus building methods gathered information while ranking systems and thematic analysis tend to generate finalised priorities. However, limited evidence found about transforming priorities into actual research projects and few described plans for implementation to promote translation into user-informed research.

Conclusion
Prioritisation projects may benefit from justifying the methodological approaches taken to identify mental health research, stating reasons for adapting frameworks alongside reasons for adopting particular methods, while finalised priorities should be worded in such a way as to facilitate their easy translation into research projects.
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Introduction
There is urgency to prioritise mental health research and undertake studies given the scale of international mental health problems, not only in terms of rising mental illness since the Covid pandemic, but also considering the early mortality rates of approximately 20 years for people with serious mental health conditions [1, 2]. It is now recognised that the importance of mental health research is equal to other health topics, including the prioritising of mental health studies [3]. Prioritising mental health research tends to adopt multidimensional approaches given the diversity in what impacts on mental health [4]. Methodological heterogeneity is common owing to different purposes, aims and contextual factors, alongside vast agendas about which research to prioritise from estimating the magnitude of mental illness burden to identifying gaps with care delivery [5]. However, Wykes et al. [6] highlights around a 20-year gap for research to be implemented, and to address specific mental health problems in society, the targeting of research needs to improve.
The World Health Organisation (WHO) [7] describes priority setting as an interpersonal activity to identify research questions and/or topics with the greatest potential for public benefit. Priority setting may commence with the reviewing of existing studies, alongside guidelines and policies to determine knowledge gaps within a research field [7]. The importance of these gaps is then refined, and prioritised in order of importance, with ideally the top priority put forward as a research project [8]. Prioritising of mental health research is argued to take a holistic view including intersecting social issues such as unemployment and mental health seen important to patients [9]. Nevertheless, questions are raised about a bio-pharmacological focus, suggesting social issues can be overlooked as scientific views might take precedence over patients given the social standing of their expertise concerning mental illness [10, 11].
In terms of health research, it has been long recognised that evidence is needed to support the use of methodological processes with priority setting, as well as the procedures involved to identify the studies [12]. Yet understanding their use with mental health research remains underexplored [13]. Potential reasons for this are a propensity for priority setting to generate and report on priorities rather than the methods to obtain the results, and lack of funding compared to other areas of healthcare suggesting this too impacts on what priorities are decided [14, 15]. In a study of European countries, the share of funded health research dedicated to mental health ranged from 4·0% in the United Kingdom (UK) to 9·7% in Finland [16], while Woelbert et al. [17] noted a flat and stable trend in funding over the years 2015–19 and unequal geographical distribution. Even with underfunding, the obligation to prioritise mental health research cannot be overstated. Over 1 billion people are affected by mental disorders globally, bringing about 7% of all global burden of disease with 19% of all years lived with some incapacity owing to mental illness [18].
No consensus on the optimum model for best practice appears to exist, or what constitutes high quality in developing priorities for mental health research despite growing mental health problems [14]. This is a knowledge-gap that requires attention given the efficacy of priority setting is “determined by the use of systematic, explicit and transparent processes to increase research funding” ([8], p.2), while funding for mental health research is disproportionate to other health topics. Methodological procedures are preferably evidence-based to be a vehicle to generate robust results, since mental health research requires to have the greatest potential public health benefit while proficient and fair with use of constrained resources [8, 12, 13]. Explicit procedures may also contribute to an inclusiveness of different voices within projects, rather than the tradition of only academics deliberating what research is prioritised. Namely, patients and their significant others who are ultimately impacted by the changes from research, while procedural transparency can help these groups to assess the rigour in how research was prioritised [10]. To that end, procedural knowledge that contributes to effective priority setting is essential, and to date, there appears no comprehensive review in what approaches can be adopted and why, with prioritising mental health research [13].

Rationale for review
Given the factors involving underfunding and burden of mental illness, it is important that priority setting adopts evidence based approaches to identify research with value and impact. In keeping with such conscientiousness, the review aim was to summarise methodological procedures located within current and relevant literature identifying mental health research. Hence, provide a flexibility and critical guide of methodological procedures available for mental health stakeholders who wish to undertake a prioritisation project. The review was supported by a preliminary search of databases such as the Cochrane library1 to ensure that a litrature review covering the same topic was not published in some form. Adopting the definition of priority setting as the targeting of research with potential public benefit [19]; the central question and sub question of the review were as follows:	1.
What methods, designs and frameworks are implemented with priority setting mental health research?

 

	2.
What are the characteristics and purposes of these methodological procedures?

 




Since the field appeared underexplored, the objective was also to locate and critically evaluate the methodological procedures employed with prioritising mental health research, to inform the discussion about the considerations for future projects later in the paper.

Methods
A systematic review of published literature was selected as the best method to address the review questions, in terms of providing a structured process that limits selection bias and generates reliable results [20]. The latest PRISMA guidance was followed to ensure accurate reporting and rigour in the process of identifying and analysing literature [21, 22]. A review protocol was not published on Prospero2 as standard practice is not to publish a protocol without patient outcomes; however, the originality of the review was supported by the aforementioned preliminary search.
Search strategy
Frameworks and designs were defined as pre-existing guidance or a methodological approach informing the overall priority setting process, while methods were steps to achieve pertinent stages of prioritisation, such as ranking of priorities [12]. Mental health was defined in terms of psychological and emotional wellbeing or degree of lacking these when involving illness [23].
An initial search between 1st July 2020 to 1st November 2020 identified papers limited to scholarly and peer reviewed journal articles for the time period of 1st January 2012 to 1st July 2020. A subsequent search in January 2022 updated the results of papers published between 1st July 2020 to December 31st, 2021, to ensure contemporary findings and the reviewed literature was from the last 10 years (2012–2022). A senior university librarian provided guidance to develop the accuracy of searches, while the following health and social care databases were searched as these potentially hold relevant papers: The Allied and Complementary Medicine Database; CINAHL Plus; MEDLINE; APA PsycArticles; Applied Social Sciences Index and Abstracts; International Bibliography of the Social Sciences; PTSDpubs; Scopus and Social Policy and Practice.
The full text of papers within databases were scanned in case that the abstract or title did not contain the key search terms [24], while Boolean Operators (AND/OR) were employed to generate search term combinations and Truncations [*] to find variations of the root of a word to expand the search. The following keyword combinations were searched: [“mental health” OR “psychiatry” AND “research priority setting”], [“mental healt*” OR psychiatr* AND “resear* priorit* Sett*”] and [“mental health” AND “decid* sett* AND “resear*”].

Inclusion/exclusion criteria
All retrieved papers were screened for eligibility against the inclusion and exclusion criteria in Table 1. To not limit findings, there was no exclusion of papers based on priority setting participants or priority setting topic if following the aforementioned definition of mental health. International papers were also accepted in view these may expand the identification and knowledge of methodological procedures adopted with priority setting, though the papers required to be written in English to ensure the literature could be understood.Table 1Inclusion and exclusion criteria


	Inclusion
	Exclusion

	Last 10 years
	Theoretical discussions or opinion papers

	In English
	Letters

	International literature
	Protocols

	Peer reviewed
	Research not involving mental health

	Clearly sets out methodological procedures assessed against REPRISE
	Developmental disorders





Data extraction
For both searches, two researchers (K.D. and J.C.M) separately considered all papers for inclusion, discussing any discrepant views together with a third researcher (N.B) to reach a consensus. Identifying papers involved removing duplications through an automated process, then the two researchers (K.D and J.C.M) excluding irrelevant titles and abstracts. The full screening of the remaining papers included checking independently that methodological procedures were clearly explained and present in the articles (K.D, L.R, J.C.M and D. A.C.). To aid this process, recommendations by Tong et al. [25] The REporting guideline for PRIority SEtting of health research (REPRISE) were followed, and this involved checking if the papers (1) demonstrated the aim of priority setting; (2) highlighted the recruitment strategy; (3) illustrated the participants and (4) presented descriptors of methods. See Fig. 1 for a PRISMA summary of the filtering process.[image: ]
Fig. 1PRISMA flow diagram of the article search process



Quality appraisal
Despite the apparent paucity of frameworks specifically designed to evaluate the quality of priority setting procedures, an assessment was undertaken to inform the considerations for priority setting section later in the paper, while such appraisal is an expected component of PRISMA guidelines [21, 22]. Priority setting procedures may vary greatly from research methodologies and methods [26]. This can diminish the accuracy of the appraisal using tools to evaluate research, for example the Critical Appraisal Skills Programme (CASP) [27]. However, a critical interpretive synthesis informed the analysis whereby the appraisal of methodological procedures integrated into the synthesis of the findings [28]. To promote objectivity, the critical synthesis also adopted the categories from the good practice checklist by Viergever et al. [12] as recommended by Mador et al. [26], explained in further detail below.

Data-synthesis
A convergent qualitative design was employed to transform results into a qualitative format, with the method reporting statistics using words rather than figures. This allowed for heterogeneous results to be synthesised into the same review [29]. The synthesis was informed by abduction, involving the interplay of deduction and induction. Inductively, the checklist by Viergever et al. [12] guided what constituted methods, designs, and frameworks to find, while induction involved locating these within the priority setting literature selected for the review. The last step was categorising the methodological procedures located using a spreadsheet with columns advised by the checklist, adding rigour to the synthesis by applying a reliable approach to shape the critical outline of findings.
Not all nine categories were utilised from the checklist by Viergever et al. [12], notably actions following priority setting were omitted as not seen relevant to the review. In addition, the research team discerned that several categories from the checklist could be amalgamated for the purpose of the critical synthesis, involving: (1) Comprehensive Approach—frameworks/designs guiding the entire priority setting, including preparatory work, and reasons for the project; (2) Inclusiveness—participation methods; (3) Information Gathering—data collecting methods to identify research gaps, and; (4) Deciding Priorities—methods involved with finalising priorities [12].


Results
The findings section outlines the key review results. The characteristics of the priority setting are provided before presenting the main findings synthesised through the good practice checklist. Table 2 presents a summary of the forthcoming synthesis highlighting the typical methodological procedures found tabulated through the four checklist categories.Table 2Typical methods, designs and frameworks identified within prioritisation projects


	1. Comprehensive approach
	2. Inclusiveness
	3. Information gathering
	4. Deciding priorities

	Focus on a participatory approach
	Use of stakeholder steering groups involving some patient representatives
	Review of the literature (research, policies, and guidelines)
	Tended to identify research themes and questions

	Stakeholder steering group set up to inform prioritisation agenda
	Stakeholders appeared recruited contingent on how their expertise aligned to the aims of the priority setting
	Online surveys
	Nominal group technique to finalise priorities

	Modified James Lind Alliance framework
	Attempts made to have some patient and caregiver participation with identifying priorities
	Focus groups
	Ranking (including metric-based) of priorities

	Modified Child Health and Nutrition Research Initiative framework
	Recruitment involved advertising via social media, gaining contact using databases of relevant stakeholders, and with assistance of advocacy groups
	Modified Delphi exercises
	Collaborative workshops

	Systematic mapping review to inform prioritisation agenda
Literature review to inform prioritisation agenda
	Mostly researcher led with designing processes and overseeing key phrases
	Nominal group technique
	Combining consensus building in group work e.g., use of nominal groups

	Consensus building using the Delphi method
	 	Online consultations
	Consideration given to consensus building with finalisation of priorities

	Stakeholder surveys to inform prioritisation agenda
	 	Consultation with advocacy/patient groups
	Interactive voting techniques such as “dot-mocracy” [36:2]

	Discursive group meetings to inform prioritisation agenda
	 	Workshops/discursive meetings
	Combining ranking and discussion within group work

	Consultation with advocacy/patient groups to inform prioritisation agenda
	 	 	 



Priority setting characteristics
Thirteen priority setting projects were described in fourteen separate papers (two of the fourteen described the same project and therefore used the same project) [30, 31]. Priorty setting projects were conducted in the United Kingdom (n = 3) [32–34], Australia (n = 3) [35–37], Canada (n = 2) [30, 31], Canada, Sweden, United Kingdom, and the United States (n = 1) [38], Brazil (n = 1) [39], Chile (n = 1) [40] and Germany (n = 1) [41]. The remaining two papers, one described prioritisation to develop a Roadmap for Mental Health Research in Europe (ROAMER project) [42] and another developed priority areas across humanitarian settings in low and middle-income countries [43]. Mental health disorder-specific priorities were identified for depression (n = 1) [30, 31], depression and bipolar disorder (n = 1) [35], eating disorders (n = 1) [37], obsessive–compulsive disorder (n = 1) [41] or broadly for long-term conditions for older people (n = 1) [38] and mental health in terms of dementia [33], while research was prioritised for psychosocial interventions in areas of humanitarian need (n = 1) [43].

Critical synthesis
The following is the synthesis of findings informed by the checklist categories. Focus is on the variable ways methodological procedures were employed to guide priority setting projects, while a more detailed account of methods, design and frameworks is provided in Table 3.Table 3Priority setting characteristics


	Paper
	Location
	Participants
	Aim and purpose
	Guiding framework/design
	Methods
	Outcome

	Aboaja et al. [32]
	United Kingdom
	Patients from both prison and forensic hospital settings (no numbers available)
	Involve patients with research priorities in forensic services
	Consensus methodology using the Delphi method
	• Information gathering ascertaining patient priorities in phase 1, ranking these in order of importance in Phase 2:
• Community meetings chaired by a senior nurse (who collated data) guided discussions around three questions:
1. What questions should researchers try to answer?
2. What discovery would you most like researchers to make?
3. What do we need to know more about in forensic services?
• Analysis conducted overall by two consultant psychiatrists, in-patient nurse, ward-based staff nurse and a senior prison nurse
	Top 3 research gap themes

	Banfield et al. [35]
	Australia
	Self-identified mental health ‘consumers’ (n = 50)
	Explore patient priorities for depression and bipolar disorder research
	None identified
	• Focus groups with patients and telephone interviews with consumer advocates
• Participants discussed topics believed were priorities
• Priorities of top 3 ideas ranked
• Transcripts were thematically analysed using NVivo 7
	16 themes of research gaps without apparent consensus on top 3 priorities

	Banfield et al. [36]
	Australia
	Forum: Patients (termed consumers) (n = 14), carers (n = 5), carers and patients (n = 5)
Online survey: Consumers and/or carers (n = 70)
	Determine priorities for research driven by the views of consumers and carers
	None identified
	• Face-to-face forum, then national online survey
• Forum participants developed topics for research in small group discussions and then voted on priority using a “dot-mocracy” approach—placing adhesive dots to vote for topics seen important for research
• Online survey developed from the voting. Participants were asked to rate these topics on a 5-point priority scale and rank the importance of the highest-rated topics
	87 research themes identified without apparent consensus on top 3 priorities

	Breault et al. [30, 31]
	Canada
	Steering group: people with depression (n = 6), caregiver (n = 1), clinicians (n = 4), researchers (n = 5), and members of the Alberta Depression Research Priority Setting Project planning committee (organisation leading the priority setting) (n = 2)
Online and paper survey: respondents with depression (n = 445)
Online rating: respondents (unclear if these had depression) (n = 49)
Workshop: Steering group members (n = 11), clinicians, health care professionals and people with depression (n = 9)
	Identify patient research priorities involving most unanswered questions about depression
	Informed by the James Lind Alliance (JLA) approach and “funnel approach” [31:E399]
	• 6-step funnel process to gather and prioritise questions facilitated by a steering committee: -
1. Online and paper survey
2. Open-ended questions reviewed by steering group
3. Online rating survey using a 5-point Likert scale
4. Workshop to identify the top 10 questions
5. Literature review of top 11 questions regarding originality
6. The final report was shared through the media
	11 research questions, unclear if ordered in priority but are listed 1–11

	Chamberlain et al. [38]
	Canada/Sweden/United Kingdom/ United states
	Online survey: distributed to members of Voices Of Individuals, family and friend Caregivers Educating uS (VOICES) involving Researchers (n = 40), health stakeholders (n = 20), and citizen advisory committee involving those living in residential care, living with dementia, alongside family, friends and caregivers (no numbers)
Workshops: non-researchers (no further data available)
	Identify research questions within existing Translating Research in Elder Care Program data
	Informed by JLA approach
	• Online survey analysed by researchers
• Survey data examined in workshops using Nominal Group Technique (NGT) and sequential ranking to home in priorities
	10 research questions unclear if ordered in priority but are listed 1–10

	Emrich-Mills et al. [33]
	United Kingdom
	Patients aligned to the healthcare organisation leading the priority setting, including family, friends or other caregivers, and clinical staff
Anonymous online survey: respondents (n = 126)
Second survey: respondents: (n = 58)
Workshop: participants: (n = 26)
	Identify patient and staff research priorities to inform funding applications to address local needs
	Informed by JLA approach
	• Anonymous online survey to collect research interests from stakeholders then categorised electronically
• Systematic search of the literature was conducted to assess the originality of questions, following PRISMA guidelines
• Second survey ranking top ten using 6 different versions with different ordering of questions, grouped relevant to the organisation
• Questions were reviewed in the workshop using NGT and sequential ranking to home in priorities
	10 research questions ranked in order of priority

	Forsman et al. [42]
[addendum paper by Fiorillo et al. [48] highlighted the participants involved]
	Europe
	Mapping of research, workshops, and emails: Published scientific experts (n = 29)
Surveys and workshops: renowned researchers (n = 59) and other experts (n = 44). The project also involved psychiatrists (n = 31), other mental health professionals (n = 30), patients/carers (n = 23) and trainees (n = 20) [48], though unclear if this sample is the same as above
	Develop standardised measures to investigate ranked determinates of mental health
	Roadmap for mental health research in Europe project method (ROAMER)
	• Mapping of published research advances, to identify developments and gaps over the last 10 years
• Workshops and emails from participants identified questions These were grouped in terms of effectiveness, deliverability, and feasibility
• 3 × modified Delphi web-based surveys (DWBS) were conducted sequentially, to gain consensus on research priorities
DWBS 1—Assessed relevancy of questions
DWBS 2—Ranking based on general, methodological and research topic priorities
• Second workshop to home in priorities. based on the criteria of the second Delphia survey
DWBS 3—Final survey ranked themes
	• Summary principles generated in terms of informing mental health research
• Ranking of priority themes
• Themes categorised to specific goals to aid societal mental health

	Ghisoni et al. [34]
	United Kingdom
	Workshop: mental health professionals (n = 5) and people with mental ill-health (n = 20), some also carers (n = 3)
	To explore research priorities from the perspectives of people with lived experience of mental illness, their carers, and clinicians
	None identified
	• A qualitative NGT employed
• Workshop to introduce exercise
• ‘Brainstorming’ at 6 Workstations exploring pre-existing themes
• Ideas condensed on a flip chart
• 3 rounds of voting using workstation themes, preferred research according to patients and carers, feasibility voting of research that could occur now and be funded
	One research question received most votes while another question was noted as most discussed

	Gregório et al. [39]
	Brazil
	Researchers (n = 22) and policymakers (n = 5)
	Review the agenda for research priorities
	Informed by Child and Nutrition Research Initiative (CHNRI) approach
	• Participants list on their own the most relevant research questions for the next 10 years. Responses were distributed following predefined research areas informed by policies and a literature review (not conducted by the priority setting group):
1. Improve in place health systems
2. Improve the efficiency of health systems in place focusing on health policy and systems
3. Improve affordability and deliverability of existing interventions
4. Develop new mental health interventions
• The most significant questions were ranked
• Questions scored addressed Answerable, Effectiveness, Deliverability, Equitable, and Reducing mental illness
• Ten highest ranked questions were selected
	10 research topics ranked in order of priority

	Hart and Wade [37]
	Australia
	Eating disorder specialist (n = 103), patients/carers (n = 109) and affiliates (n = 53)
	Consensus building among clinicians, researchers, carers, consumers, and interested members on the priorities for eating disorders research
	Referred to as a Delphi study
	• Employed Delphi expert consensus
• Online survey—Qualtrics—rating research areas, and research domains in order of priority. National Collaboration for Eating Disorders (NEDC) provided areas for priorities
• Leading scientist in the field met to review for research areas that could be priorities, these were then added
• Research areas are grouped into domains according to thematic analysis
• The first-round survey involved ranking seven broad research domains in order of priority for consensus on the top funding priorities
	22 ‘essential’ themes ranked in order of priority

	Kühne et al. [41]
	Germany
	Email survey: Clinicians (n = 8)
Internet-based survey: patients (n = 63)
	Meta-review and survey of professionals and patients concerning psychotherapy and obsessive–compulsive disorder (OCD) research priorities
	Informed by JLA approach
	• Meta-review of databases re-aim
• German S3-Guideline references on OCD searched with 19 reviews identified
• 10 priorities were generated from the discussion of reviews and then phrased as a question for subsequent surveys
• Email survey. 5 most important priorities identified following open-ended question to identifying priorities, ranking each (clinicians)
• Internet-based survey. Open question regarding 5 top priorities and then ranked the 10 identified previously (patients)
• Non-parametric tests to compare agreement
	Top 5 Patients and clinicians views ranked owing to similarities only one top 5 list produced

	Lee et al. [43]
	Global settings
	Generating terms of reference: Psychosocial support (PS) in humanitarian settings stakeholders (n = 109)
Online survey: Same stakeholders (n = 87)
	Consensus building on psychosocial support (PSS) interventions using evidence and stakeholder opinions
	None identified
	• Mixed methods with recording discussion, voting, and statistical ranking
• Phases involved individual consultation
• Expertise consisted of; 2 regional meetings, 4 webinars, and a series of priority setting exercises
Process:
Briefing on project focus—no specific operational definition for interventions
Stakeholder engagement to generate terms of reference for priority setting
A systematic review to identify the research area
NGT to develop a priority PSS program list
Online survey to rank priorities
NGT to further priorities outcomes alongside ranking
Webinars / Series of priority setting exercises and Consultation and agreement across stakeholders to agree on the priorities
Individual consultation involving steering group to gather recommendations for research topics
Concluding online survey to vote on priorities
	16 programs/areas relevant to PSS through voting frequency counts without apparent consensus on top 3 priorities

	Zitko et al. [40]
	Chile
	Initial interviews: Members of the Ministry of Health (n = 6)
Focus groups: Three in total, one with representatives of patient groups (n = 6), second members of the National Commission for the Protection of Persons with Mental Disorders (n = 5), and the third clinicians (n = 7)
Online consultations: academics (n = 63)
Final prioritisation: consultants (n = 2), epidemiologist (n = 1) and psychiatrist with public policy training (n = 1)
	Identify and prioritise national research gaps
	Informed by CHNRI approach
	• Stage 1: 4 × strategies to identify knowledge gaps document analysis, interviews and focus groups, alongside online consultation of the scientific community
• Stage 2: Elaboration and application of prioritisation criteria for ranking each research question in terms of the knowledge gap, breadth of the relevant population, their vulnerability, potential risks and benefits, information urgency and application
	10 questions relevant to government policy ranked in order of priority




Comprehensive approach
The first category explores frameworks/designs guiding the priority setting including preparatory work, and underpinning reasons for the project. Raising the profile of mental health research (e.g., Aboaja et al. [32]) and exploring the use of finite resources for service provision (e.g., Zitko et al. [40]) were common motives to conduct priority setting. However, while limited resources for mental health research, and generating research suitable for funding appeared to be reasons for the projects, no project limited their final priorities based on the rationing of research costs. Alternatively, the majority aimed to document patient and healthcare professional views to inform future research agendas, while two individual projects confined their evaluation to eliciting patient views alone [32, 35].
The use of frameworks and designs to guide priority setting was limited, though demarcation existed between aiming to promote public involvement, such as identifying patient and caregiver informed research, and health policy approaches to deciding investment priorities. The latter focused specifically on reducing disease burden and inequity [35, 39, 40, 42]. Aboaja et al. [32] and Hart and Wade [37] employed a modified Delphi approach for their priority setting design involving rounds of questions discussed in groups, then aggregated to reach consensus [44]. Well-known frameworks for priority setting were identified, notably the Child Health and Nutrition Research Initiative (CHNRI) and the James Lind Alliance (JLA). Defined as an interpersonal framework to build consensus, the JLA aims to generate a top 10-priority list [45] and four projects used the JLA approach [30, 31, 38, 41].
The CHNRI employed by Gregório et al. [39] and Zitko et al. [40] was based on determining five components: population, disease burden, geographic limits, timescale, and investment [46]. To fulfil this brief, projects using the CHNRI recruited subject and scientific experts alongside advocates, mid-level implementers and key, strategic, decision-makers at policy level to inform national priority-based resource allocation agendas [39, 40]. When the JLA and CHNRI were applied, modifications were made to both frameworks. Attempts were made to improve quality and suitably accommodate the parameters of specific projects, by augmenting structured stages with additional processes and tasks. For example, Breault et al. [30,31:E399] added two additional stages to the JLA partnership model referred to a “funnel approach” to channel patient participation and home in on the generating questions. Conversely, other projects were inspired by the frameworks but omitted key phases of best practice due to what appeared to be a limitation with resourcing [33, 41], or making use of existing data [38].
The JLA [47] suggests that final priority lists have an existing, adequate evidence base to support adoption and implementation, and comprises of the extensive reviewing of the literature alongside expert checking. This phase appeared omitted by some of the selected projects in the review [34–38, 42], and may reflect a process issue whereby the finalised priorities are not sufficiently supported by the evidence base [12]. Two papers suggested that using experts as participants justified not checking whether research existed to answer identified questions [39, 40]. However, the researchers focused on ensuring contextual relevance of the final list of priorities by utilising existing policy documents to shape key informant’s discussions in the initial information gathering stages. For example, Zitko et al. [40] analysed clinical guidelines and national health strategies to identify specific research questions for prioritisation, while Gregório et al. [39]. directed key informants to guide their deliberations using a national clinical strategy.
International priority-setting projects performed more robust, systematic mapping and syntheses of existing evidence for prioritisation. It is unclear whether systematic mapping influenced the development of priorities in the ROAMER project [42] though reference to other work packages to document the perspectives of patients, carers, clinicians, and policymakers suggests the researchers aimed to develop a harmonised research priority agenda [48]. Similarly, in setting global priorities for humanitarian interventions, Lee et al. [43] considered these complementary processes, inviting 160 key (n = 109 accepted) informants for individual consultations to ensure that the information gathered represented international perspectives on important research areas.

Inclusiveness
Inclusiveness identifies participatory methods to aid joint decision-making, and whilst few papers reported operationalised objectives underpinning the methods selected; the majority adopted participatory methods of some form stressing the importance of stakeholder involvement in determining priorities. However, it was not clear how all participants were recruited in some projects [30, 35, 39, 42, 43, 48], although in other projects stakeholders were contacted using databases or patient data held by the lead organisation [32–34, 38, 41] or relevant advocacy groups [36–38], and social media advertising [30, 31].
The aim of the priority setting appeared to impact on participant selection, notably to promote patient involvement and identify their views about beneficial research [30–38, 41, 42], alongside draw on more traditional expertise involving researchers and clinicians [33, 37, 39–42]. In other projects, ‘users’ were considered as a range of stakeholders of healthcare research and in some included patients, caregivers, and healthcare professionals [30, 31, 34, 35, 41] and in others, wider groups included advocates, managers, and administrators [35–38]. The extent these priority setting projects enlisted stakeholders to define the parameters of the exercise and mobilise their own communities to produce priorities varied substantially. All except two exercises [35, 36], were initiated and led by researchers. Some engaged patients to comment on processes [33, 36], appointed steering groups comprising of patients, advocates, professionals, and academics [34, 37], or developed partnerships who assumed responsibility for key decisions such as deciding on the scope and overseeing the conduct of successive phases of the projects [30, 31].

Information gathering
The following examines the methods to collect relevant data such as research gaps to determine priorities. A mixture of online surveys [30, 31, 33, 37, 38, 41, 42], structured group discussions [32, 34–36, 40, 42], stakeholder engagement and systematic review [43] alongside individual participants listing research gaps [39] were used to develop initial key questions/topics that needed to be addressed by research. These were prefaced with evidence-based knowledge of emerging research areas, meta-reviews, or existing available databases in some projects [37, 38, 41] to inform the development of surveys.
Information-gathering methods within priority setting included qualitative focus groups—assembling participants to discuss priorities [35, 36], nominal group technique (NGT)—structured small-group discussions involving deliberating and voting [34, 43, 44] and modified Delphi exercises [32, 37, 42]. Group discussions were used to bring stakeholders together to identify priorities in some approaches [32, 34–36] two of which generated and ranked priorities at the same meeting [35, 36] and one used existing patient community meetings within hospitals [32].
In addition to the three consensus building methods described, surveys and online consultations were also used. One project engaged members of a steering group to codesign questionnaires [31], one engaged researchers and patients [33] and in another, researchers worked with wider advocacy or patient groups [37]. However, one project designed the survey without stakeholder participation though it was evidence-informed in which priorities were cross-referenced with the literature [41]. Measures were taken to enhance the relevance of survey questions to potential participants including providing examples and definitions of research [30, 31, 36], categorising research areas in advance of the survey [33, 37, 38], and utilising evidence and policy to inform the design [37, 39, 41]. However, no projects reported piloting or refining the questionnaire before commencing the survey.

Deciding priorities
The last section considers the methods to finalise priorities presented in two-parts; refinement/ranking and finalisation of priorities.
Refining and ranking generated priorities
The key task of refining stakeholder-generated priorities is formulating questions that conform to searchable frameworks while retaining the intended meaning of the respondent. In some instances, projects sought to identify thematic areas of topics that circumvented the need to identify specific questions [32, 35, 37] and were derived through qualitative analysis of responses, such as workshops [30, 31], including “dot-mocracy”, using adhesive dots on a flipchart to vote for research topics ([36], p. 2). Other refining methods involved online surveys [33], ranking [39, 41], and expert analysis without patients [37, 40]. Metric based ranking and obtaining final priority lists were also merged into one exercise in some projects such that ranking and gaining consensus was merged into one activity, e.g., Forsman et al. [42].

Finalising priorities
Group consensus approaches were used in several projects, although as highlighted priority metric-based ranking was also employed which resulted in final priority lists [32, 36, 42]. The outcome for priority setting included valuable lists of research gaps without necessarily agreement on which should be prioritised [35]. In other projects, respondents identified their top three priorities and frequency counts were obtained, without always explaining whether these responses were weighted. Aboaja et al. [32] identified weighting of 10.7% with patient responses, whereas Breault et al., [30, 31] provided little detail in terms of responses though presented the demographics of the participants who responded. Ranking of priorities also varied, with several projects distributing successive phases of ranked data for further refinement based on sophisticated criteria [39, 42, 43], while one project took a percentage of endorsements of broad research priorities [37]. Collaborative workshops based on consensus-methods were also utilised, employing NGTs or adapted versions of these [30, 31, 33, 38] which are strengthened by the iterative nature of gaining consensus on priorities through active discussion and participation. However, only one project selected a top research priority using participant voting in workshops [34].




Discussion
Priority setting frameworks predominately employed within the sample of fourteen papers were the JLA and CHNRI. The JLA was the most used although often in modified form, and whilst not always clear as to why these adaptions occurred, Kühne et al. [41] reported this was owing somewhat to financial constraints. Not only can cost potentially impact on the way frameworks are adopted but also patient involvement, notably Boivin et al. [49] identified a 17% increased cost for involving patients, suggesting such stakeholders can be priced out of participation. The other notable framework identified was the CHNRI, also modified, with apparent focus on some of its categories to collate research topics involving symptomology, illness burden, equality, and budgetary impact [39, 40]. Some papers did attempt to explain adaptations made to frameworks by signposting to other articles, although not necessarily fully clarifying the reasons for changes. Amongst motives for such signposting, may involve ‘Salami Slicing’ whereby the project is published over several articles to increase citations, lessening understanding of methodological procedures, as not presented as a cohesive whole in one article [50].
In addition to the JLA and CHNRI frameworks, it was also found that the papers used two objectives to inform the priority setting projects:	A.
Generate research topics in terms of available or limited resources, for example the affordability of research [39], efficient use of limited research funding [37], the cost effectiveness of research [40] and/or

 

	B.
Capture the voices of living experiences, for example, from patients and caregivers to inform care [36].

 




Barra et al. [51] characterises these two points as a likely politicising amongst stakeholder views between generating meaningful research and research rationing, given finite resources. Rationing, in terms of identifying research based on cost effectiveness alone was not overly apparent, though as point A. highlights, rationing of mental health research in some way was reason to why some projects occurred. Hence, when influenced by what can be realistically funded, a politically charged terrain does seem inescapable, especially as such restrictions may potentially shape priorities not necessarily addressing patient concerns, or insufficiently substantial to initiate policy changes that improve mental health [14].
Methodological procedures in the papers were also found to be somewhat directed by the priority setting aim. Preferences included consensus building, particularly when the aim was to enrich the patient voice, symbolic of going to the heart of mental health care involving coproducing knowledge through some interpersonal connection [52]. These resonated with democratic group methods such as the NGT to ensure all voices were heard, but also, not necessarily concurrently, discursive methods like qualitative focus groups, at times involving policymakers and budget holders when seemingly tied to seeking value for money to inform national policy [40]. Some projects ranked and engaged in discursive exercises to gather uncertainties simultaneously, e.g., Forsman et al. [42]. Whilst the approach may lessen the dominance of individuals and reduce cost, it could result in a common representation of research priorities to ensure participants make an agreement. This could impact on the originality of the priorities, and without necessarily addressing a knowledge gap, may limit the implementation as a research project [53].
Several groups recruited for the priority setting projects appeared to represent the target stakeholder population, whilst the recruitment process of other projects lacked clarity. For example, priority setting considered the mental health of young people [34, 42, 43], though the reporting of involving young people as participants was not clear, and if not involved, suggests a possible disparity with prioritising research enlightened by the views of children and adolescents. In general, greater opportunities for participation existed for those from professional backgrounds, raising philosophical questions in what constitutes expert knowledge with some priority setting projects [54]. Professionals such as policymakers and scientists may have better vantage points given their expertise and experience about the feasibility of priority setting and ways to reach the endpoint of funded research [55]. Cost of research training might also have implications about who can participate [49]. However, living experiences of care are attributes to identify meaningful research topics, signifying the importance of patient and caregiver views, and whilst training cost is an issue, it may simply involve raising awareness about the parameters of prioritising research to ensure its success [56, 57].
Not all projects started with a clear scope or terms of reference. Whereas some commenced with literature reviews, systematic mapping reviews were an alternative. Although use of review mapping in one project was unclear in how it impacted on the priority setting process [42], the method can aid prioritising by mapping research gaps within a given research field, providing further evidence to implement the identified priorities as research projects [58]. While bringing about an evidence-informed approach, identifying priorities from available databases or research may narrow patient choices. Final priority lists could potentially omit research areas that are both important to patients and neglected by research reducing the potential impact of priority-setting project to address gaps in the evidence base. Alternatively, different forms of surveys were adopted to commence priority setting, drawing on wider and on occasion more ambiguous research terrain.
Overlooking the gaps and needs of the research field, makes priority setting difficult to achieve [25]. Reviewing the literature suggests that a pragmatic approach is needed in preparation for a prioritisation project, to improve its focus with mapping out research gaps, but combined with gathering diverse expertise, such as from patients when concerning care, to improve the understanding of research needs [47]. This appeared within a contextual focus concerning particular mental health conditions or other relevant care factors aligning to the participant expertise. For example, when seeking to make use of resources in some way, budget holders appeared more recruited for priority setting projects [40].
Having a clearly defined aim is likely to help inform the methodological procedures to be taken in a prioritisation process. The aim should take account of the complex context, including funding, resources, and feasibility and other factors influencing mental health research [3, 47]. Clear and precise project aims may be less likely to produce broad themes that appear too ambiguous to be financed [26]. Given the limited research funding available, methodological procedures must be such that the endpoint of priority setting are research topics that easily translate into actual investigations.
Although themes might not always convert well into specific research projects, limitations with funding also play a role in skewing research priorities towards those involving hypothesis testing. This may not always correspond with what patients find useful, for example, understanding experiences of care to develop practice [59]. Despite the aforementioned risk of politicising, without taking funding into consideration, priority setting might give the impression of appearing superfluous if not leading to substantial investigations. When involving patients, priority setting in such circumstances could appear tokenistic, and reaffirm a sense of underrepresentation, by patient views not transforming into actual research projects [56]. The same could be proposed with lists without obvious ranking, suggesting a further step is required to home in on a specific priority, in consideration of the competitiveness, and limited funding available for mental health research. The JLA [47] somewhat echoes this view, in which priority setting results in the top 10 priorities in order of importance.
Considerations for priority setting
The critical analysis of priority setting procedures seems a fledgling field. However, the checklist by Viergever et al. [12] not only supported the synthesis of findings, but alongside the discussion of the paper, helped to develop the following considerations to inform future priority setting projects specific to mental health research.	A.
Priority setting appeared beneficial when involving a range of expertise, as highlighted by Foresman et al. [42], aligning patients, scientists, and policymakers to subgroups in which they may have greater knowledge, while subgroup views were reviewed by other participants [42]. Given priority setting may examine mental health concepts that are broad in nature, the above approach might be considered for it allows a deep dive into specific parts that make up the vast mental health field under exploration [60].

 

	B.
Despite the review highlighting inclusivity of patients and caregiver views, there was little evidence of co-producing the priority setting project with these participants. Hence suggested is that such involvement improves to enhance the identifying of research relevant to those in receipt of care and their significant others.

 

	C.
The papers reviewed invariably reported the adoption of recommendations or good practice guidance such as Viergever et al. [12], and given the importance of rigour with identifying priorities, such guidance is ideally utilised to shape the priority setting project.

 

	D.
When adapting frameworks for example as provided by the JLA, consideration is given to these adaptions as part of writing up, alongside stating why these adaptions were made. This can help to understand methodological congruence, and although predominately applied to research, the WHO [7] alludes to the approach when planning the coherence of projects, so that the priority setting aim(s) aligns to the purposes amongst its methodological parts. Thus, provide the rationale for adaptions and why methods were employed, also acknowledging the shaping of methodological procedures via limitations such as funding and feasibility [25].

 

	E.
The aim(s) and approach of the final research priorities needs to be explained to aid their funding. Priorities otherwise may not develop into research projects and may reaffirm that some participants are less likely to have their voices heard, notable with patients [61].

 

	F.
Given the diversity of mental health research, the final consideration is for priority setting to go beyond only illness. Problematising mental health appeared evident with the literature, loosely tied to mental illness and mental health problems. Research about mitigating illness may receive more funding over maintaining and promoting mental health [10]. However, consideration should also be given in how research can enrich the lives of people, so they may thrive and thereby lessen the prevalence of mental health difficulties [62, 63].

 





Review limitations
The review was limited by challenges with identifying search terms for prioritisation, which potentially may have excluded papers otherwise meeting the inclusion criteria. The lack of a standardised approach to the critical appraisal was also a limitation, for such appraisal is the cornerstone of systematic reviews to assess the quality of investigative methods and inform the direction of future research [20]. However, to apply a critical approach, the review drew on the seminal work of Viergever et al. [12] to guide the synthesis and inform the above considerations. Whilst perhaps not providing the depth of critique such as employing the CASP [27] with reviewing research, a recognised approach was nevertheless utilised to identify and review the methodological procedures located within priority-setting projects.


Conclusion
This systematic review summarised frameworks, designs and methods adopted with priority setting for mental health research, to inform stakeholders in mental health about the methodological procedures to conduct priority setting, be it from grassroot levels to more national approaches. The findings highlighted that while a growing trend with involving participation from experts by experience such as patients, there is room to improve their leadership roles where feasible. Prioritisation frameworks, notably the JLA and the CHNRI were utilised but were adapted in practice, potentially impacting on methodological quality. Generally, greater clarity in defining the aims of priority setting would support the appropriate selection of methodological procedures that may lead to the creation of actual research projects.

Acknowledgements
Mental Health Nurse Academics of United Kingdom—https://​mhnauk.​org/​.

Author contributions
KD led on the writing, searching and analysis of the literature; NB assisted with analysis and writing the paper; JCM assisted with identifying literature and contributed to the abstract and conclusion of the paper; FN assisted with the writing of paper; DAC assisted with the analysis of findings; LR assisted with writing the paper with KD, designed the process of analysis, and producing findings. All authors read and approved the final manuscript.

Funding
No funding utilised.

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Holmes EA, O’Connor RC, Perry VH, Tracey I, Wessely S, Arseneault L, Ballard C, Christensen H, Silver RC, Everall I, Ford T, John A, Kabir T, King K, Madan I, Michie S, Przybylski AK, Shafran R, Sweeney A, Worthman CM, Yardley L, Cowan K, Cope C, Hotopf M, Bullmore E. Multidisciplinary research priorities for the COVID-19 pandemic: a call for action for mental health science. Lancet Psychiatry. 2020;7(6):547–60.
PubMedPubMedCentral

	2.
Ferrari AJ, Santomauro DF, Mantilla Herrera AM, Shadid J, Ashbaugh C, Erskine H E, Charlson FJ, Degenhardt L, Scott JG, McGrath JJ, Allebeck P, Benjet C, Breitborde NJK, Brugha T, Dai X, Dandona l, Dandona R, Fischer F, Haagsma JA, Haro JM, Kieling C, Skrindo Knudsen AK, Kumar GA, Leung J, Majeed A, Mitchell PB, Moitra M, Mokdad AH, Molokhia M, Patten SB, Patton GC, Phillips MR, Soriano JB, Stein DJ, Stein MB, Szoeke CE., Mohsen Naghavi M, Hay SI, Christopher JL, Murray CJL, Vos T, Whiteford HA. Global, regional, and national burden of 12 mental disorders in 204 countries and territories, 1990–2019: a systematic analysis for the Global Burden of Disease Study 2019. Lancet Psychiatry. 2022;9(2):137–150.

	3.
Department of Health. A Framework for mental health research. 2017. https://​assets.​publishing.​service.​gov.​uk/​government/​uploads/​system/​uploads/​attachment_​data/​file/​665576/​A_​framework_​for_​mental_​health_​research.​pdf. Accessed 18 Apr 2021.

	4.
Alegria M, Atkins M, Farmer E, Slaton E, Stelk W. One size does not fit all: taking diversity, culture and context seriously. Adm Policy Ment Health. 2010;37(1):48–60.PubMedPubMedCentral

	5.
Noorain S, Paola Scaparra M, Kotiadis K. Mind the gap: a review of optimisation in mental healthcare service delivery. Health Syst. 2022;13:1–34.

	6.
Wykes T, Bell A, Carr S, Coldham T, Gilbody S, Hotopf M, Johnson S, Kabir T, Pinfold V, Sweeney A, Jones PB. Shared goals for mental health research: what, why and when for the 2020s. Jo Mental Health. 2021; ahead-of-print.

	7.
World Health Organisation. A systematic approach for undertaking a research priority-setting exercise: guidance for WHO staff. 2020. https://​apps.​who.​int/​iris/​handle/​10665/​334408. Accessed 11 Feb 2021.

	8.
Bryant J, Sanson-Fisher R, Walsh J, Stewart J. Health research priority setting in selected high income countries: a narrative review of methods used and recommendations for future practice. Cost Eff Resour Alloc. 2014;12(1):1–11.

	9.
Academy of Medical Sciences. Progress and priorities for mental health sciences research since COVID-19. Summary report of a joint Academy of Medical Sciences/MQ virtual workshop on 23 April 2021. 2021 https://​acmedsci.​ac.​uk/​file-download/​96569754. Accessed 7 Jan 2022.

	10.
Patel V. Why mental health matters to global health. Transcult Psychiatry. 2014;51(6):777–89.PubMed

	11.
Levelink M, Voigt-Barbarowicz M, Bruett AL. Priorities of patients, caregivers and health-care professionals for health research—a systematic review. Health Expect. 2020;23(5):992.PubMedPubMedCentral

	12.
Viergever RF, Olifson S, Ghaffar A, Terry RF. A checklist for health research priority setting: nine common themes of good practice. Health Res Policy Syst. 2010;8(1):1–9.

	13.
Pringle B, Williams M, Collins PY. Evidence for action: Stimulating research to address the global mental health treatment gap. In: Okpaku S, editor. Innovations in global mental health. Switzerland: Springer; 2021. p. 63–88.

	14.
Patel V. Mental health research funding: too little, too inequitable, too skewed. Lancet Psychiatry. 2020;8(3):171–2.PubMed

	15.
Christensen H, Batterham PJ, Hickie IB, McGorry PD, Mitchell PB, Kulkarni J. Funding for mental health research: The gap remains. Med J Aust. 2011;195(11–12):681–4.PubMed

	16.
Wong EC, Maher AR, Motala A, Ross R, Akinniranye O, Larkin J, Hempel S. Methods for identifying health research gaps, needs, and priorities: a scoping review. J Gen Intern Med. 2021;37(1):198–205.PubMedPubMedCentral

	17.
Hazo JB, Gandré C, Leboyer M, Obradors-Tarragó C, Belli S, McDaid D, Park AL, Maliandi MV, Wahlbeck K, Wykes T, van Os J. National funding for mental health research in Finland, France, Spain and the United Kingdom. Eur Neuropsychopharmacol. 2017;27(9):892–9.PubMed

	18.
Woelbert E, Lundell-Smith K, White R, Kemmer D. Accounting for mental health research funding: developing a quantitative baseline of global investments. The Lancet Psychiatry. 2021;8(3):250–8.PubMed

	19.
Rehm J, Shield KD. Global burden of disease and the impact of mental and addictive disorders. Curr Psychiatry Rep. 2019;21(2):1–7.

	20.
Montorzi G, de Haan S, IJsselmuiden C. Priority Setting for Research for Health: a management process for countries. 2010. 
http://​www.​cohred.​org/​downloads/​-Priority_​Setting_​COHRED_​approach_​August_​2010.​pdf. Accessed 10 Jun 2021.

	21.
Munn Z, Peters MD, Stern C, Tufanaru C, McArthur A, Aromataris E. Systematic review or scoping review? Guidance for authors when choosing between a systematic or scoping review approach. BMC Med Res Methodol. 2018;18(1):1–7.

	22.
Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow, CD, Shamseer L, Tetzlaff, JM, Akl EA, Brennan SE, Chou R, Glanville J, Grimshaw JM, Hróbjartsson A, Lalu MM, Li T, Loder EW, Mayo-Wilson E, McDonald S, McGuinness LA, Stewart LA, Thomas J, Tricco A C, Welch VA, Whiting P, Moher, D. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. 2020. https://​www.​equator-network.​org/​reporting-guidelines/​prisma/​. Accessed 3 Jan 2021.

	23.
Manwell LA, Barbic SP, Roberts K, Durisko Z, Lee C, Ware E, McKenzie K. What is mental health? Evidence towards a new definition from a mixed methods multidisciplinary international survey. BMJ Open. 2015;5(6):1–11.

	24.
Booth A. Searching for qualitative research for inclusion in systematic reviews: a structured methodological review. Syst Rev. 2016;5(1):1–23.

	25.
Tong A, Synnot A, Crowe S, Hill S, Matus A, Scholes-Robertson N, Oliver S, Cowan K, Nasser M, Bhaumik S, Gutman T. Reporting guideline for priority setting of health research (REPRISE). BMC Med Res Methodol. 2019;19(1):1–11.

	26.
Mador RL, Kornas K, Simard A, Haroun V. Using the Nine Common Themes of Good Practice checklist as a tool for evaluating the research priority setting process of a provincial research and program evaluation program. Health Res Policy Syst. 2016;14(1):1–9.

	27.
Critical Appraisal Skills Programme (CASP)UK. CASP checklists. 2022. https://​casp-uk.​net/​casp-tools-checklists/​. Accessed 5 May 2022.

	28.
Dixon-Woods M, Cavers D, Agarwal S, Annandale E, Arthur A, Harvey J, Hsu R, Katbamna S, Olsen R, Smith L, Riley R. Conducting a critical interpretive synthesis of the literature on access to healthcare by vulnerable groups. BMC Med Res Methodol. 2006;6(1):1–3.

	29.
Pluye P, Hong QN. Combining the power of stories and the power of numbers: mixed methods research and mixed studies reviews. Annu Rev Public Health. 2014;35(1):29–45.PubMed

	30.
Breault LJ, Rittenbach K, Hartle K, Babins-Wagner R, de Beaudrap C, Jasaui Y, Ardell E, Purdon SE, Michael A, Sullivan G, Vandall-Walker L. People with lived experience (PWLE) of depression: describing and reflecting on an explicit patient engagement process within depression research priority setting in Alberta, Canada. Res Involv Engagem. 2018;4(1):1–10.

	31.
Breault LJ, Rittenbach K, Hartle K, Babins-Wagner R, de Beaudrap C, Jasaui Y, Ardell E, Purdon SE, Michael A, Sullivan G, Vandall-Walker L. The top research questions asked by people with lived depression experience in Alberta: a survey. Can Med Assoc Open Access J]. 2018;6(3):E398-405.

	32.
Aboaja A, Forsyth B, Bates H, Wood R. Involving service users to identify research priorities in a UK forensic mental health service. BJPsych Bull. 2021;45(6):321–6.PubMedPubMedCentral

	33.
Emrich-Mills L, Hammond LL, Rivett E, Rhodes T, Richmond P, West J. Identifying research priorities for older people’s mental health services. Ment Health Soc Incl. 2019;23(2):89–100.

	34.
Ghisoni M, Wilson CA, Morgan K, Edwards B, Simon N, Langley E, Rees H, Wells A, Tyson PJ, Thomas P, Meudell A. Priority setting in research: user led mental health research. Res Involv Engagem. 2017;3(1):1–7.

	35.
Banfield MA, Barney LJ, Griffiths KM, Christensen HM. Australian mental health consumers’ priorities for research: qualitative findings from the SCOPE for Research project. Health Expect. 2014;17(3):365–75.PubMed

	36.
Banfield MA, Morse AR, Gulliver A, Griffiths KM. Mental health research priorities in Australia: a consumer and carer agenda. Health Res Policy Syst. 2018;16(1):1–11.

	37.
Hart LM, Wade T. Identifying research priorities in eating disorders: A Delphi study building consensus across clinicians, researchers, consumers, and carers in Australia. Int J Eat Disord. 2020;53(1):31–40.PubMed

	38.
Chamberlain SA, Estabrooks CA, Keefe JM, Hoben M, Berendonk C, Corbett K, Gruneir A. Citizen and stakeholder led priority setting for long-term care research: identifying research priorities within the Translating Research in Elder Care (TREC) Program. Research involvement and engagement. 2020;6(1):1–9.

	39.
Gregório G, Tomlinson M, Gerolin J, Kieling C, Moreira HC, Razzouk D, Mari JD. Setting priorities for mental health research in Brazil. Braz J Psychiatry. 2012;34:434–9.PubMed

	40.
Zitko P, Borghero F, Zavala C, Markkula N, Santelices E, Libuy N, Pemjean A. Priority setting for mental health research in Chile. Int J Ment Heal Syst. 2017;11(1):1–8.

	41.
Kühne F, Brütt AL, Otterbeck MJ, Weck F. Research priorities set by people with OCD and OCD researchers: Do the commonalities outweigh the differences? Health Expect. 2021;24:40–6.PubMed

	42.
Forsman AK, Wahlbeck K, Aarø LE, Alonso J, Barry MM, Brunn M, Cardoso G, Cattan M, De Girolamo G, Eberhard-Gran M, Evans-Lacko S, Fiorillo A, Hansson L, Haro JM, Hazo JB, Hegerl U, Katschnig H, Knappe S, Luciano M, Miret M, Nordentoft M, Obradors-Tarragó C, Pilgrim D, Ruud T, Salize HJ, Stewart-Brown SL, Tómasson K, van der Feltz-Cornelis CM, Ventus DB, Vuori J, Värnik A. Research priorities for public mental health in Europe: recommendations of the ROAMER project. Eur J Public Health. 2015;25(2):249–54.PubMed

	43.
Lee C, Nguyen AJ, Haroz E, Tol W, Aules Y, Bolton P. Identifying research priorities for psychosocial support programs in humanitarian settings. Global Mental Health. 2019;6(e23):1–10.

	44.
McMillan SS, King M, Tully MP. How to use the nominal group and Delphi techniques. Int J Clin Pharm. 2016;38(3):655–62.PubMedPubMedCentral

	45.
Rowbotham NJ, Smith SJ, Elliott ZC, Leighton PA, Rayner OC, Morley R, Smyth AR. Adapting the James Lind Alliance priority setting process to better support patient participation: an example from cystic fibrosis. Res Involv Engagem. 2019;5(1):1–8.

	46.
Rudan I. Setting health research priorities using the CHNRI method: IV. Key conceptual advances. J Glob Health. 2016;6(1):1–8.

	47.
James Lind Alliance. The James Lind Alliance Guidebook version 10 [updated March 2021]. 2021.https://​www.​jla.​nihr.​ac.​uk/​jla-guidebook/​downloads/​JLA-Guidebook-Version-10-March-2021.​pdf. Accessed 2 Feb 2022.

	48.
Fiorillo A, Luciano M, Del Vecchio V, Sampogna G, Obradors-Tarragó C, Maj M. Priorities for mental health research in Europe: A survey among national stakeholders’ associations within the ROAMER project. World Psychiatry. 2013;12(2):165–70.PubMedPubMedCentral

	49.
Boivin A, Lehoux P, Lacombe R, Burgers J, Grol R. Involving patients in setting priorities for healthcare improvement: a cluster randomized trial. Implement Sci. 2014;9(1):1–10.

	50.
Tolsgaard MG, Ellaway R, Woods N, Norman G. Salami-slicing and plagiarism: How should we respond? Adv Health Sci Educ. 2019;24(1):3–14.

	51.
Barra M, Broqvist M, Gustavsson E, Henriksson M, Juth N, Sandman L, Solberg CT. Severity as a priority setting criterion: setting a challenging research agenda. Health Care Anal. 2020;28(1):25–44.PubMed

	52.
Ehrlich C, Kendall E, Frey N, Denton M, Kisely S. Consensus building to improve the physical health of people with severe mental illness: a qualitative outcome mapping study. BMC Health Serv Res. 2015;15(1):1–9.

	53.
Sibbald SL, Singer PA, Upshur R, Martin DK. Priority setting: what constitutes success? A conceptual framework for successful priority setting. BMC Health Serv Res. 2009;9(1):1–2.

	54.
Domecq JP, Prutsky G, Elraiyah T, Wang Z, Nabhan M, Shippee N, Brito JP, Boehmer K, Hasan R, Firwana B, Erwin P. Patient engagement in research: a systematic review. BMC Health Serv Res. 2014;14(1):1–9.

	55.
George AS, Mehra V, Scott K, Sriram V. Community participation in health systems research: a systematic review assessing the state of research, the nature of interventions involved and the features of engagement with communities. PLoS ONE. 2015;10(10):1–25.

	56.
Rand L, Dunn M, Slade I, Upadhyaya S, Sheehan M. Understanding and using patient experiences as evidence in healthcare priority setting. Cost Eff Resour Alloc. 2019;17(1):1–3.

	57.
Pratt B. Achieving inclusive research priority-setting: what do people with lived experience and the public think is essential? BMC Med Ethics. 2021;22(1):1–4.

	58.
Hawwash D, Pinxten W, Bonn NA, Verstraeten R, Kolsteren P, Lachat C. Perspective: consideration of values when setting priorities in nutrition research: guidance for transparency. Adv Nutr. 2018;9(6):671–87.PubMedPubMedCentral

	59.
Haufe C. Why do funding agencies favor hypothesis testing? Stud Hist Philos Sci. 2013;44(3):363–74.

	60.
Tan A, Nagraj SK, Nasser M, Sharma T, Kuchenmüller T. What do we know about evidence-informed priority setting processes to set population-level health-research agendas: an overview of reviews. Bull Natl Res Cent. 2022;46(1):1–20.

	61.
Grill C. Involving stakeholders in research priority setting: a scoping review. Res Involv Engagem. 2021;7(1):1–8.

	62.
Rose D, Fleischman P, Wykes T. What are mental health service users’ priorities for research in the UK? J Ment Health. 2008;17(5):520–30.

	63.
Wahlbeck K. European comparisons between mental health services. Epidemiol Psychiatr Sci. 2011;20(1):15–8.PubMed



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.
Footnotes
1The Cochrane Library is a database containing high-quality health related systematic reviews https://​www.​cochranelibrary.​com/​.

 

2The International Prospective Register of Systematic Reviews (PROSPERO) is database to register a systematic review protocol to raise awareness of the work and limit duplications https://​www.​crd.​york.​ac.​uk/​prospero/​.
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