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A B S T R A C T   

Background: Inadequate reporting of fidelity to interventions in trials limits the transparency and interpretation 
of trial findings. Despite this, most trials of non-drug, non-surgical interventions lack comprehensive reporting of 
fidelity. If fidelity is poorly reported, it is unclear which intervention components were tested or implemented 
within the trial, which also hinders research reproducibility. This protocol describes the development process of 
a reporting guideline for fidelity of non-drug, non-surgical interventions (ReFiND) in the context of trials. 
Methods: The ReFiND guideline will be developed in six stages. Stage one: a guideline development group has 
been formed to oversee the guideline methodology. Stage two: a scoping review will be conducted to identify and 
summarize existing guidance documents on the fidelity of non-drug, non-surgical interventions. Stage three: a 
Delphi study will be conducted to reach consensus on reporting items. Stage four: a consensus meeting will be 
held to consolidate the reporting items and discuss the wording and structure of the guideline. Stage five: a 
guidance statement, an elaboration and explanation document, and a reporting checklist will be developed. Stage 
six: different strategies will be used to disseminate and implement the ReFiND guideline. 
Discussion: The ReFiND guideline will provide a set of items developed through international consensus to 
improve the reporting of intervention fidelity in trials of non-drug, non-surgical interventions. This reporting 
guideline will enhance transparency and reproducibility in future non-drug, non-surgical intervention research.   
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1. Background 

Fidelity refers to the extent to which an intervention is implemented 
in the trial as described and planned in the trial protocol [1,2]. There are 
multiple definitions of fidelity in the literature, but it commonly in-
volves how the intervention is delivered by intervention providers and 
how it is received and enacted by trial participants [1,2]. In a trial 
context, fidelity evaluation is crucial to understanding any effects, 
positive or negative, or lack thereof, of an intervention [3]. For example, 
if an intervention appears to be ineffective, or harmful, but has poor 
intervention fidelity (e.g., core components of the intervention were not 
delivered as planned), the observed null, or negative, findings may 
result from inadequate intervention delivery or participant enactment in 
the trial rather than from the intervention itself. Inadequate or incom-
plete reporting of fidelity limits the interpretation of trial findings and 
can lead to potentially effective interventions being discarded or to the 
implementation of potentially ineffective interventions (i.e., the inter-
vention was found to be effective, but the core components of the 
intervention were not delivered or were different from the ones 
planned). 

Despite the importance of fidelity in intervention research, both drug 
and non-drug trials often do not consistently monitor or report inter-
vention fidelity, with some indication that overall intervention reporting 
is poorer in trials of non-drug interventions [4–7]. In this study, we focus 
on the challenges of fidelity monitoring and reporting in non-drug, non- 
surgical interventions, which are likely to be less standardised (i.e., 
procedures are usually tailored) and more complex (e.g., group delivery, 
different settings and formats, etc), involving multiple components and 
requiring greater participant engagement levels. 

The poor monitoring and reporting of fidelity components occur 
across different types of non-drug, non-surgical interventions and 
healthcare contexts. A 2016 systematic review (n = 193 studies) showed 
that only 7% of studies investigating non-drug, non-surgical in-
terventions for obesity in the paediatric field reported the length of 
treatment sessions and only 4% reported methods for assessing partici-
pants’ comprehension of the intervention [8]. For non-drug, non-sur-
gical interventions targeting smoking cessation (n = 755 trials), the 
proportion of trials reporting fidelity of delivery, receipt, and enactment 
can be as low as 15%, 16%, and 25%, respectively [9]. For exercise 
interventions (n = 757 studies), reporting of fidelity is missing or 

Box 1 
Glossary of relevant terms used in this study protocol.  

Intervention delivery 
The degree to which an intervention is delivered to trial participants by intervention providers as planned in the trial protocol. 
Intervention receipt 
The degree to which trial participants understand and demonstrate the ability to use or replicate intervention components delivered by 

intervention providers. 
Intervention enactment 
The degree to which trial participants apply the intervention components in their daily life. 
Guidance document 
A document that provides actionable guidance on the monitoring of intervention fidelity, irrespective of the methods used to develop the 

guidance. For example, literature reviews focused on providing actionable recommendations on fidelity can be considered a guidance 
document. 

Reporting guideline 
A document that provides a structured set of recommendation items for reporting fidelity, developed through robust, reproducible, and 

international consensus-based methods. 
Conventional clinical or public health trials 
Trials aiming to assess whether a clinical or public health intervention works to change participant or population outcomes under ideal 

conditions [24]. These trials are commonly referred to as ‘explanatory’ or ‘efficacy’ trials. 
Effectiveness-implementation hybrid trials type I 
Trials aiming to assess the effectiveness of a clinical or public health on participant or population outcomes under usual conditions. These 

trials may also have a secondary aim of exploring the context for implementation [24]. They are commonly referred to as ‘pragmatic’ or 
‘effectiveness’ trials. 

Effectiveness-implementation hybrid trials type II 
Trials aiming to assess the effectiveness of a clinical or public health on participant or population outcomes under usual conditions AND to 

assess the effects of an implementation strategy on implementation outcomes [24]. 
Effectiveness-implementation hybrid trials type III 
Trials aiming to assess whether an implementation strategy works to change implementation outcomes of a clinical or public health 

intervention. These trials may also have a secondary aim of exploring the participant or population outcomes associated with the 
implementation of the intervention [24]. 

Implementation trial 
Trials aiming to assess the effects of an implementation strategy on implementation outcomes of a clinical or public health intervention [24]. 
Drug 
A substance, other than food, intended to affect the structure or any function of the body [25]. Not all drugs are medications. 
Medication 
A drug or medicine used to treat or cure illness. 
Therapeutic biological agents or products 
Agents or products isolated from natural sources and living materials (e.g., cells or tissues) or produced by biotechnology methods used to 

treat or cure disease. They are included within the definition of drugs [25]. 
Process evaluation 
Evaluation of the implementation of evidence-based interventions in trials aiming to understand implementation processes (e.g., training, 

resources, fidelity), mechanisms of impact (e.g., mediators), and contextual factors that can affect intervention outcomes [26,27].    
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incomplete for 95% of interventions [10]. 
The reporting of fidelity in trials remains limited despite the exis-

tence of a range of ‘frameworks’, ‘guides’, and ‘practical recommenda-
tions’ that have been described in the last two decades to guide the 
monitoring of intervention fidelity [1–3,11–14]. In this protocol, we use 
the term ‘guidance document’ (see Glossary in Box 1) to refer to these 
publications. This term is distinct from ‘reporting guideline’, which 
denotes a structured set of recommendation items developed through 
robust, reproducible, and international consensus-based methods, as 
proposed in this study’s methodology. Many existing guidance docu-
ments primarily focus on how to monitor fidelity in trials, limiting 
attention to fidelity reporting. Furthermore, fidelity definitions, termi-
nology, and concepts vary significantly across these documents, chal-
lenging the establishment of standard practices [2,3,11,15,16]. In 
addition, several of these existing documents do not describe their 
development methods, are based on researchers’ experience, or 
employed non-reproducible approaches when formulating fidelity rec-
ommendations [2,3,11,15,16]. These factors may contribute to 
explaining why the understanding of fidelity by researchers and the 
adoption of recommendations from existing fidelity guidance docu-
ments are limited [4,17]. Notably, we did not identify any reporting 
guideline specific to fidelity of non-drug, non-surgical interventions 
incorporating international consensus building approaches to develop 
recommendations, as endorsed by the EQUATOR Network [18]. 

Reporting guidelines for intervention research, such as the template 
for intervention description and replication (TIDieR) [19], the consensus 
on exercise reporting template (CERT) [20], and the recommendations 
for the development, implementation, and reporting of control in-
terventions in efficacy and mechanistic trials of physical, psychological, 
and self-management therapies (CoPPS) [21], developed with accepted 
standards for reporting guidelines (e.g., Delphi technique for consensus) 
[22], include items related to fidelity. However, these guidelines do not 
cover all aspects of fidelity discussed in the literature [3]. While TIDieR 
has a few fidelity-related items, a systematic review has indicated that 
the reporting of fidelity (i.e., fidelity of intervention receipt) in RCTs for 
complex interventions has not significantly improved since its publica-
tion in 2014 [23]. Therefore, researchers have been calling for the 
development of reporting guidelines for intervention fidelity within 
non-drug, non-surgical trials [3,5,17]. In this protocol, we aim to detail 
the development of the reporting guideline for fidelity of non-drug, non- 
surgical interventions (ReFiND). This study seeks to fill the existing gap 
in fidelity reporting by developing international consensus on a stand-
ardised set of items for reporting fidelity within trials. 

2. Methods 

2.1. Scope and design 

The protocol for developing this reporting guideline is based on the 
premise that intervention research functions as a continuum, encom-
passing the early stages of intervention design, specification, delivery, 
feasibility, acceptability and efficacy testing to the later stages of 
comparative effectiveness, evaluation, and implementation in practice 
[28]. Decisions made at one stage of the continuum can influence others. 
Therefore, this protocol outlines a methodology deliberately planned to 
achieve our goal of developing fidelity reporting guidelines considering 
all stages of intervention research and trials, including conventional 
clinical or public health trials (e.g., efficacy trials), effectiveness- 
implementation hybrid trials (Types I, II, and III), and implementation 
trials (i.e., trials assessing implementation outcomes rather than health 
outcomes), as previously described [24] (see Glossary in Box 1). 

The fidelity reporting guideline will be applicable to the reporting of 
non-drug interventions, which is a general term used to refer to in-
terventions that do not involve the use of any form of drug, medication, 
or biological agents. It includes behavioral interventions (e.g., lifestyle 
modifications), physical interventions (e.g., exercise), psychological 

interventions (e.g., psychotherapy), mind-body interventions (e.g., 
mindfulness), or some complementary and integrative health (CIH) 
strategies (e.g., acupuncture). In certain instances, multifaceted in-
terventions may encompass both drug and non-drug components. 
Nevertheless, the guideline is primarily focused on the non-drug com-
ponents of such programs. Approaches involving herbal remedies or 
dietary supplements containing active ingredients likely to promote 
physiological effects on the body, as well as surgical interventions and 
homeopathic preparations, are out of the scope of this guideline. Similar 
to other reporting guidelines for intervention research [19,21,29], 
ReFiND will be a high-level conceptual guideline. This means it will 
focus on complex and overarching concepts that can be applied or 
adapted to different disciplines, rather than concentrating on superficial 
or discipline-specific tasks. 

We registered the ReFiND project with the Open Science Framework 
registry and EQUATOR Network. The project was approved by the 
Monash University Human Research Ethics Committee (ID 41579). The 
ReFiND will be developed and reported according to the EQUATOR 
Guidance for Developers of Health Research Reporting [18] and the 
ACCORD guideline, which is a reporting guideline for consensus 
methods in biomedicine research [30,31]. Accordingly, we will (1) form 
an international guideline development group, (2) review the literature 
to identify existing non-drug, non-surgical intervention fidelity guid-
ance and systematically extract fidelity definitions, domains, and rec-
ommendations (scoping review is in progress), (3) conduct an online, 3- 
round international Delphi study to achieve consensus on fidelity 
reporting items, (4) hold a consensus meeting to discuss the Delphi re-
sults, fidelity definition, and the final structure and wording of the 
guideline, (5) elaborate a guideline statement, an explanation and 
elaboration document and a reporting checklist, and (6) formulate 
dissemination and implementation strategies (see Fig. 1). 

2.2. Stage (1): Guideline development group (GDG) 

After conducting a literature review to confirm the need for a 
reporting guideline for intervention fidelity in the context of non-drug, 
non-surgical interventions, the project leadership (LFSF, MKF, TH, 
PM) started to invite other researchers to join the GDG. We considered 
the following premises to select potential members: (1) most GDG 
members should have interest in and experience with fidelity/process 
evaluation (e.g., publications related to fidelity or process evaluation), 
(2) at least one GDG member should have participated in the develop-
ment of reporting guidelines previously, (3) the GDG should be multi-
disciplinary, (4) the GDG should be composed of members with 
expertise in the different stages and processes of intervention research 
(e.g., intervention design, efficacy trials, effectiveness trials, hybrid 
design trials, and implementation trials), and (5) the GDG should be 
diverse in gender and geographical location. Based on these variables, 
LFSF and PM examined the research profiles of authors from relevant 
publications identified in our literature review. They checked for in-
formation on their respective institutional websites or on Google 
Scholar. Subsequently, LFSF and PM categorized researchers by 
geographical location and created a list of potential members. They then 
invited 10 researchers to be part of the GDG, ensuring diversity across 
geographical location, disciplines, and expertise. Nine researchers 
accepted to participate in this project. 

The role of the ReFiND GDG is to provide informed advice on 
research standards and methodology to facilitate the development of the 
reporting guideline. The group is also expected to finalise the working 
definitions and scope of the guideline. The GDG members will determine 
a working definition of fidelity through a two-step iterative process. In 
the first step, the project leadership will invite GDG members to 
participate in an online survey on Qualtrics®, a management software 
including a survey platform, where they can select their preferred 
published definition of fidelity. The choices in the survey will be based 
on existing fidelity definitions identified in the studies included in the 
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scoping review (see subsection 2.3.). A free-text box will be provided on 
the survey for GDG members to provide comments or suggestions to 
enhance the existing definition they have selected. In the second step, 
the project leadership will discuss the definitions selected and the sug-
gestions provided by the GDG members. Based on this discussion, they 
will reach a consensus on two possible working definitions of fidelity. 
GDG members will be then asked to accept one or the other definition 
and provide minor suggestions (e.g., wording), if needed. This accepted 
working definition of fidelity will be used in the Delphi study. We chose 
this iterative process to determine the working definition of fidelity 
because it considers both the existing definitions from the literature and 
the judgment of GDG members, rather than relying solely on stakeholder 
input. Additionally, the online surveys will be conducted anonymously, 
which may reduce social desirability bias in this process. 

2.3. Stage (2): Scoping review 

Given the broad scope of our study and the need for exploring and 
describing the literature rather than performing analytical approaches, 
we chose to conduct a scoping review to identify and summarize existing 
guidance documents on the fidelity of non-drug, non-surgical in-
terventions. The protocol has been developed according to the JBI 
(formerly known as Joanna Briggs Institute) recommendations for 
developing scoping reviews [32]. 

2.3.1. Eligibility criteria 
We will include any document providing guidance on the monitoring 

or reporting of fidelity of non-drug, non-surgical interventions, regard-
less of the study design. We will exclude studies that solely report fi-
delity assessment results from specific projects and lack general, explicit, 
fidelity recommendations applicable beyond the scope of those projects. 
Guidance documents targeting fidelity of drug or surgical interventions 
will be excluded. No date or language restrictions will be applied. 
Documents in languages other than English will be translated using the 
DeepL Translator [33], a web-based tool that uses artificial intelligence 
(AI) through neural networks to translate documents with more 

accuracy and nuances. 

2.3.2. Evidence sources and search strategy 
We will search the following databases: MEDLINE, Embase, Psy-

cINFO, CINAHL, Cochrane Central Register of Controlled Trials (CEN-
TRAL), and Allied and Complementary Medicine Database (AMED) from 
inception to the date of searching. The search strategy was developed in 
discussion with a medical librarian. We developed a set of eight known 
references from our literature review and conducted pilot searches to 
evaluate the search strategy retrieval performance for these references. 
Initially, we piloted the search across databases using free and mapped 
terms (Medical Subject Heading) related to two main concepts: (1) fi-
delity and (2) reporting guidelines. This broad search retrieved all the 
known references, but also retrieved a huge number of irrelevant ref-
erences. Following, we conducted pilot searches using a third concept: 
(3) non-drug interventions. This search performed well by reducing the 
number of irrelevant references while successfully identifying the 
known references. Therefore, we decided to use the three concepts in the 
final search strategy. To increase the comprehensiveness of the search 
and to maximize the likelihood of identifying all relevant documents, we 
will perform backward citation searching (search the reference list of 
included studies and published relevant reviews) according to the 
TARCiS statement [34]. 

2.3.3. Selection process and data management 
Two reviewers will independently screen the titles and abstracts 

based on the eligibility criteria and subsequently review the full text. 
Any disagreements will be resolved by consensus. A third reviewer will 
be consulted if the two reviewers do not achieve consensus. We will use 
Covidence [35], a web-based collaboration software platform, for data 
management including searching for duplicates, screening titles, ab-
stracts and full text studies, extracting data and resolving disagreements. 

2.3.4. Data extraction and synthesis 
One reviewer will extract the data from included studies using an 

extraction form. A second reviewer will check the extracted data and 

Fig. 1. Reporting guideline for Fidelity of Non-Drug interventions (ReFiND) development process.  
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any disagreements will be resolved by consensus among them or in 
discussion with a third reviewer. The extraction form will be piloted 
with five references and will be refined as needed during this phase. We 
will extract the following data: publication characteristics (first author, 
year of publication, country, organizations, number of authors, funding, 
conflict of interest, document type, accessibility, and protocol registra-
tion), scope and purpose, concepts and domains (terminology, definition 
of fidelity, domains of fidelity), methodology (core methods, literature 
review, voting approach, consensus approach, steering committee, 
Delphi exercise, involvement of stakeholders), recommendations, 
dissemination and implementation, and development of reporting 
checklist/tools. Narrative synthesis of the extracted data will be pre-
sented in text and tables. The scoping review will be reported according 
to the PRISMA for Scoping Reviews [36]. 

2.4. Stage (3): Delphi exercise 

For this study we will use a Delphi method to develop consensus on 
recommendations for reporting fidelity of non-drug, non-surgical in-
terventions. Delphi is a structured but flexible approach that expands the 
knowledge around a determined topic by gathering inputs from stake-
holders and building consensus on it [37]. The Delphi exercise involves a 
broad representation of key stakeholders, including a specialised panel 
from relevant disciplines (e.g., methodologists, clinical trialists) and 
different geographical locations, which is likely to increase the impact 
and uptake of recommendations. We will conduct the Delphi study in 
three online survey rounds using Qualtrics®. Each round will be open 
for 3–4 weeks and one email reminder will be sent for panellists each 
week. Information about the panellists, the Delphi survey rounds, items 
rating criteria, and consensus definition/threshold are provided in the 
following sections. The Delphi will, where appropriate, be consistent 
with relevant published guidance [30,37–40]. 

2.4.1. Panellists’ recruitment 
Researchers who have published fidelity or reporting methods 

studies and trials of non-drug, non-surgical interventions will be iden-
tified initially from the existing fidelity guidance documents included in 
the scoping review. Reporting methods studies refer to publications 
providing methods or guidance on the reporting of non-drug, non-sur-
gical interventions. We will invite first, senior, and corresponding au-
thors of these documents who satisfy any of the two criteria shown in 
Fig. 2. The criteria are broad, aiming to involve researchers with diverse 
expertise in trials (e.g., fidelity, process evaluation, reporting methods, 
etc.) and at different stages of intervention research (e.g., development, 
efficacy trials, effectiveness trials, implementation, etc.). This approach 
will contribute to a comprehensive understanding and enhance the 
breadth of perspectives and generalisability of the findings. Previous 
reporting guidelines have used similar approaches (e.g., broad criteria, 
more than one panel category, etc.) to ensure the scope of the guideline 
is covered and to reduce the risk of circularity (i.e., replication of 

existing practices) [19,21,41]. 
The invitation emails will ask for recommendations for additional 

potential panellists to participate in the study. We will also advertise this 
study through professional and research networks to maximize the 
likelihood of reaching panellists from diverse geographical locations, 
disciplines, and professional positions. We will monitor gender identity 
and geographical location of panellists (asked in the survey) accepting 
the invitations to identify any gender and/or geographic imbalance. If 
that happens, we will try to balance the email invitations accordingly 
and communicate with professional and research networks to reach 
underrepresented populations. No monetary incentives will be offered, 
but we will ask Delphi panellists their willingness to be named in the 
acknowledgements of the published work. Panellists participating in the 
consensus meeting and meeting all requirements for authorship will be 
offered co-authorship of the guidance statement. 

The sample size for Delphi studies is typically determined by factors 
such as context, panel distribution (e.g., heterogeneity), and availability 
of resources [39]. In this Delphi study, our goal is to incorporate a broad 
range of perspectives from panellists with diverse backgrounds. Given 
the absence of clear standard guidelines for defining the sample size, we 
have chosen not to pre-specify one. Instead, our approach will be to 
recruit the largest number of panellists possible within the resources and 
timeline of this study, ensuring a wide variety of experiences and per-
spectives. Consistent with other studies [40], a minimal number of 25 
complete responses per round is anticipated. 

2.4.2. Delphi rounds 
Before asking panellists to rate the actual Delphi items, we will 

provide them with a brief overview of the project goals and a working 
definition of fidelity elaborated by the GDG (see subsection 2.2.). 

In the first Delphi round, we will ask panellists to rate a set of fidelity 
items and answer a set of open-ended questions. The selection of these 
initial items will be done by the GDG prior to the first round in two steps 
as suggested by the ACCORD guideline [30,31]. In the first step, we will 
extract existing recommendations on the reporting of fidelity from the 
scoping review, refine them, and put them as individual items into a 
survey. In the second step, GDG members will rate each item in a 9-point 
scale (1 = strongly disagree to 9 = strongly agree) for inclusion in the 
actual Delphi survey. Items rated 1–3 (disagree) by 70% of the GDG 
members will be excluded from the survey. The remaining items will be 
included in the Delphi survey to be rated by Delphi panellists in the first 
round. 

Delphi panellists will rate each item on a 9-point scale (e.g., This item 
should be reported in trials: 1 ‘strongly disagree’ to 9 ‘strongly agree’). 
We chose the 9-point scale because smaller scales have limited 
discriminating power, and larger scales present reduced reliability [42]. 
In addition, it has been showed that participants prefer larger scales such 
as the 9-point scale rather than smaller scales [42]. We will include a 
free-text box after each item to encourage further input, allowing pan-
ellists to provide additional comments. The open-ended questions in the 

Fig. 2. Eligibility criteria for the Delphi panel. Researchers satisfying the criteria of any of these two strands will be eligible to be part of the Delphi panel. 1Trials 
encompasses conventional clinical or public health trials (e.g., efficacy trials), effectiveness-implementation hybrid trials (Types I, II, and III), and implementation 
trials (i.e., trials assessing implementation outcomes rather than health outcomes), as described by Wolfenden et al. [24]. Further description of trials can be found in 
Box 1. 
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first round will cover aspects of monitoring fidelity that were identified 
as challenging in previous reviews and guidance documents. 

In the second Delphi round, we will provide panellists with a sum-
mary of the ratings and justifications from the first round and new items 
developed from the analysis of open-ended responses. Panellists will be 
asked to rate each item again using the same scale. In the third round, we 
will ask panellists to rate items which did not achieve consensus for 
inclusion or exclusion in the previous round. Then, we will analyse the 
final data and group items that achieved consensus to present in the 
consensus meeting. 

Consensus will be based on the percentage of agreement among 
panellists for each item. An item will be excluded when more than 70% 
of the panel members rate it as 3 or below. Conversely, it will be 
included if they rate it as 7 to 9. Items rated as 4 to 6 will be considered 
‘uncertain’ and will be rated again by panellists in the next round. Items 
not reaching a consensus after the third round (rated as ‘uncertain’) will 
be discussed during the consensus meeting. 

We will include a question about the applicability of each item in the 
Delphi survey to the different types of non-drug, non-surgical inter-
vention trials. We will ask panellists to mark the option(s) they consider 
the Delphi item is applicable to: Conventional clinical or public health 
trial, Effectiveness-implementation hybrid trials type I, II, and III, and 
Implementation trial. A description of each trial design according to 
Wolfenden et al. 2021 [24] will be provided. We will report the total 
percentage of panellists selecting each type of trial for each Delphi item. 
These data will be presented in the consensus meeting and will inform 
the applicability of each item included in the reporting guideline to 
different types of trials. 

We will use descriptive statistics to present demographic data 
(panellists’ characteristics). In addition, we will present the retention 
rate as the percentage of panellists completing each round in relation to 
the previous round. We will also report the number of invitations sent to 
potential panellists in relation to the number of panellists completing 
the first round. We will conduct a content analysis of the responses to 
free text and open-ended questions in the first round. We will create 
codes for the responses and then group them into categories and sub-
categories using an inductive approach, as proposed by Elo and Kyngäs 
(2008) [43]. This analysis will inform the formulation of new items for 
the second round. We will present a summary of ratings for each item 
according to each round, including the median rating (total panel) and 
the percentage of panellists rating 1–3 (exclusion), 4–6 (uncertain), and 
7–9 (inclusion). 

2.5. Stage (4): On-line consensus meetings 

The purpose of the consensus meeting is to develop and discuss the 
final recommendations, the reporting checklist items, and guideline 
structure. The working definition of fidelity will be assessed in the 
consensus meeting to check whether it reflects the items that achieved 
consensus in the Delphi study. Refinements will be made by the meeting 
members if needed. To ensure that all Delphi panellists willing to 
participate have the chance to contribute to the consensus meeting, we 
will adopt the following strategies: share Delphi results and meeting 
agenda with panellists at least two weeks before the meeting, schedule 
multiple online meetings considering different time-zones, set duration 
of the meeting beforehand, limit the number of panellists to eight per 
meeting, record the meetings and provide the recordings to panellists 
interested in contributing but not able to attend, and offer co-authorship 
for panellists attending the consensus meeting and commenting on the 
final paper prior to submission. 

2.6. Stage (5) and (6): Reporting, dissemination, and implementation 

A guidance statement, an elaboration and explanation (E&E) docu-
ment, and a reporting checklist will be published to report the findings 
of the ReFiND study. The content, format, and structure of these 

documents will be discussed in the consensus meeting and reviewed by 
the ReFiND GDG. Then, we will pilot the documents with relevant 
stakeholders, including those who benefit from non-drug, non-surgical 
interventions, to ensure the documents are clear and readable for 
research consumers. 

We will use different strategies to disseminate the ReFiND and 
facilitate its uptake: submit the guideline for publication in an appro-
priate healthcare or research methods journal, provide worked exam-
ples, collaborate with research networks and organizations from 
different geographical locations to promote the guideline, present the 
guideline at targeted conferences and events, conduct webinars and 
workshops with guideline authors at partner universities, and encourage 
the implementation of an easy-to-complete checklist on manuscript 
submissions with journal editors. 

3. Discussion 

The ReFiND protocol incorporates robust methods that will generate 
guidelines to enhance the transparency and reproducibility of non-drug, 
non-surgical interventions. While intervention fidelity has been more 
commonly discussed in the literature in the context of efficacy trials, 
ReFiND will consider the reporting of fidelity in all stages of intervention 
research [24], including effectiveness and implementation trials. The 
eligibility criteria for the Delphi panel are deliberately broad to capture 
a breadth of perspectives and to extend the capacity for generalizability 
[39]. These approaches, along with the dissemination and imple-
mentation strategies, are intended to facilitate the uptake of fidelity 
guidelines, achieving our goal of improving the quality and trustwor-
thiness of non-drug, non-surgical intervention trials. 
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