Discussion and future work
In the course of my Ph.D., I have always kept an eye on developments at Cochrane, previously known as the Cochrane Collaboration. Cochrane is an independent, international
non-profit organization that is a leading authority on the methodology for systematic
reviews and meta-analysis of clinical trials. It has found itself in quite some turbulence
recently – e.g. dropping the “collaboration” from its branding – that has even led to insiders asking: “Has Cochrane lost its way?” (Newman, 2019). Part of this criticism came from
members that felt that Cochrane should not only be the authority on systematic reviews
but should also lead the way in improving the primary evidence: improve how and when
clinical trials are performed.
While new procedures were implemented at Cochrane on living systematic reviews and
network meta-analysis, not much changed in the basic statistical recommendations. In
this discussion, I would like to reflect on how ALL-IN meta-analysis relates to standards
at Cochrane in updating meta-analyses and judging redundant trials in cumulative metaanalysis. The concluding section discusses future work.

Updating meta-analyses
In 2018, a scientific expert panel was asked: “Should Cochrane apply error-adjustment
methods when conducting repeated meta-analyses?” Its answer was “no”, so Cochrane
meta-analysts could simply continue their practice of recalculating p-values and confidence intervals each time a review was updated. Obviously, the expert panel knew that
this practice increases type-I errors. For meta-analyses specifically, the false-positive risk
of updating meta-analyses is estimated to range between 10% and 30% (Borm and Donders, 2009; Imberger et al., 2016); a lot more than the 5% that meta-analysis usually sets
out for. In my view, the recommendation to stick to basic statistical methods had a lot to
do with practical limitations of the available methodology at the time. These limitations
do not apply for or can be mitigated by ALL-IN meta-analysis.
A year earlier Simmonds et al. (2017) had provided a review of all possible methods
available for sequential meta-analysis that was part of the expert panel’s deliberations.
Two practical arguments dominate this review and the discussion of the expert panel
(Cochrane Scientific Committee et al., 2018). The first is the lack of control over the
primary studies. The second is the need to model heterogeneous results.
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The meta-analysis has no control over primary studies
Most approaches discussed by Simmonds et al. (2017) take methodology from sequential
clinical trials – either group sequential methods or its generalization in α-spending (Lan
and DeMets, 1983)– and apply these to meta-analysis. What is lacking in meta-analysis
(but exists in clinical trials) is control, and that lack of control is the main challenge of applying these methods outside a single clinical trial. Statistical properties for error control
rely on stopping rules, and only if those can be enforced does the methodology guarantee
type-I error control. Both group sequential methods and α-spending set a maximum sample size or a maximum number of looks and a spending strategy for α that originated with
either Pocock (1977) or O’Brien and Fleming (1979). This defines the threshold for the Zstatistic and guarantees the 5% α type-I error if the data collection stops either when the
threshold is crossed or we arrive at the maximum sample size or number of looks. The unfortunate consequence is that, strictly speaking, the results become uninterpretable when
these thresholds and sample size cannot be enforced and might be violated.
Moreover, if accumulation bias processes are at play, the disagreement between the stopping threshold and actual stopping might be more pronounced. A first meta-analysis, e.g.
on two studies, depends on the results so far if there is a chance that the first single study
result would have halted any further studies. Without any meta-analysis result available,
clinical trials might already know of each other’s results and apply implicit stopping rules
or accumulation processes. This invalidates the meta-analysis stopping rule as soon as
clinical trialists have an evidence-based reason to carry out their trial or not – as they
should have.
This is what sets ALL-IN meta-analysis apart: Ville’s inequality is stopping-rule-free2 . No
process that decides to stop the meta-analysis, decide its timing, and no process that decides the accumulation of the underlying studies can invalidate its results.

Modelling heterogeneous results
The methods in the Simmonds et al. (2017) review try to capture random-effects metaanalysis by including a measure of between-trial variability. This heterogeneity parameter
is difficult to estimate over time. Including a study in the meta-analysis that is very different from the earlier ones can increase the between-trial variance estimate and as such
decrease the effective sample so far. This leads to strange behavior and the observation by
Kulinskaya and Wood (2014) that sequential meta-analysis can be better off when many
small trials are included than if a few very large trials are. This disagrees with the general
notion of quality in clinical trial research that prefers large over small trials.
Any random-effects methodology for ALL-IN meta-analysis will have to deal with the same
issues. My recommendation, for now, is therefore to use close collaboration as a tool to
decrease heterogeneity (Section 1.3). This is in agreement with the recommendation from
2
This property is shared by one other method in the Simmonds et al. (2017) review: a proposal to use the
law of the iterated logarithm. There are close connections between this approach and ALL-IN meta-analysis in
the work of (Robbins, 1970). The specific proposal discussed for meta-analysis has the disadvantage of requiring
some constants to be set that are not very intuitive.
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Tierney et al. (2021) to align the objective and eligibility criteria. This requires more of a
cultural change than a statistical one, however.
It is comforting that also Richard Peto believed that systematic reviews should not be
bothered too much by heterogeneity. According to Senn (2000) he even straight-out opposed random-effects modeling. His own words are: “In performing overviews, we are
not trying to provide exact quantitative estimates of percentage risk reductions in some
precisely defined population of patients. We are simply trying to determine whether or not
some type of treatment tested in a wide range of trials produces any effect on mortality”
(Peto, 1987).
Representativeness is part of a recurring discussion in the clinical trial methodology literature. Many statisticians and methodologists oppose the view that trial estimates are
representations of some population effect. The most colorful viewpoint that I found is by
Rothman et al. (2013), which mocks calls for more representativeness in trials as “exacted
along with motherhood apple pie and statistical significance”. They agree with Peto that
it is not that important. The main aim of clinical trials is to construct general statements
– controlling confounding variables and understanding causal mechanisms – instead of
estimating a population effect. “It is not representativeness of the study subject that enhances the generalization, it is knowledge of specific conditions and an understanding of
mechanisms that makes for a proper generalization.” (Rothman et al., 2013) If we believe that the trials we include study a causal mechanism well, then their fixed-effects
meta-analysis estimate can be used to evaluate the uncertainty and update our current
evidence-base.

Redundant trials in cumulative meta-analysis
The term cumulative meta-analysis refers to applying meta-analysis to a growing series of
studies, usually by using no other methods than any conventional meta-analysis would.
Baum et al. (1981) seem to be the first to do this, but the term is introduced by Lau
et al. (1992), describing its rationale as follows: “Performing a new meta-analysis whenever the results of a new trial of a particular therapy are published permits the study of
trends in efficacy and makes it possible to determine when a new treatment appears to
be significantly effective or deleterious.”
Many of such cumulative meta-analyses are performed retrospectively, to judge in which
year trial data could have reached a conclusion and no further trials should have been
performed. The approach was also immediately criticized, however, for applying single
sample-size confidence intervals, uncorrected for multiple looks, to repeatedly test the
same null hypothesis (Lau et al., 1995). There is an increasing interest in studying the
“redundancy” of trials in such ways, as the Evidence-Based Research Network presented at
their second conference (Evbres, 2021). They found that 31 studies performed some sort
of cumulative meta-analysis between 1981 and 2021. These do not agree on how to judge
redundancy, however. While most of these cumulative meta-analyses used a statistical
threshold in their sample to decide when the sufficient trials ended and the redundant
trials began, they managed to use 10 different ones!
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ALL-IN meta-analysis can be used to judge new trials as “redundant” in two ways: for
efficacy and for futility. For efficacy, the threshold 1/α can be used that relies on both
a pre-set level of α and a pre-set effect size of minimal interest. If those are available,
there is only one threshold for the Z-score that can be used to decide whether further
trials are redundant. This means that one can decide redundancy based on demonstrated
efficacy but not based on futility. To deal with futility as well, confidence sequences can
be used that are anytime-valid (Section 1.1.5, Section 2.4.2). This approach distinguishes
ALL-IN meta-analysis from the Wald sequential probability ratio test (SPRT) that has a
lower threshold for futility that needs to be enforced to guarantee the properties of the
upper threshold for efficacy. If the sequence of confidence intervals is closing in on very
small effects, and the interval contains only parameter values that are smaller (closer to
the null) than the effect of minimal interest, the line of research can still be considered
futile. This is an intuitive notion of futility and a straightforward decision if a pre-set effect
of minimal interest is available. In that case, the meta-analysis can advise against more
(redundant) trials.
The meta-analysis has little control over what happens next, however. There is always the
possibility that somewhere around the world a new trial is started. Even after a boundary
is reached for efficacy or futility, we want the meta-analysis to give the most complete
synthesis of the evidence base and include the new trials. For ALL-IN meta-analysis this
is no problem since the e-value and confidence intervals can still be updated. Fortunately,
in the fixed-effects meta-analysis presented in this dissertation, the uncertainty can never
increase. The intervals can only shrink (for a running intersection confidence sequence)
and the e-value can never undo a rejection of the null hypothesis (once the threshold
is reached the decision to reject has type-I error control). So even if the meta-analysis
is concluded and any new trials considered redundant, there is the possibility to extend
the meta-analysis and give a complete evaluation of the evidence. This evaluation can
supplement, but not undo, an earlier decision for redundancy that has error control for
rejecting a null hypothesis (for efficacy) or rejecting an effect of minimal interest (for
futility).

Future work
Meta-analysis beyond summary statistics
ALL-IN meta-analysis is ready to be applied to summary statistics if they construct valid
Z-statistics. As we write in Chapter 6, however, I agree with Lawrence et al. (2021) that
meta-analysis on the raw trial data – so-called IPD-meta-analysis, for Individual Patient
Data – would serve science much better. Statistical methods for IPD-ALL-IN meta-analysis
are partly available and partly still under development. Turner et al. (2021) introduces
e-values and confidence sequences for 2x2-tables, that can be easily generalized to an
anytime-valid version of the Cochran-Mantel-Haenszel test in meta-analysis. Also for timeto-event data, we are developing confidence sequences for the hazard ratio that improve
on the Peto estimator if IPD-meta-analysis is possible. In general, methods for regression,
like linear regression and the Cox model, are a major goal for future work. Another very
interesting direction of future research is to combine ALL-IN meta-analysis with network

Judith ter Schure

185

meta-analysis, where there is also an interest in correct inference after updating the metaanalysis (Simmonds et al., 2017).

Error control for the pseudo-Bayesan posterior odds
The notion of pseudo-Bayesian posterior odds in Chapter 5 and its appendices needs further development. It might not be so easy to combine the notion of safety (Grünwald et al.
(2019), Theorem 2.0.2: for all P ∈ H0 E P (BFps ) ≤ 1) with error control for the pseudoBayesian posterior odds. We expect that accumulation processes or stopping rules exist
for which the latter does not hold.
We would like to connect this research to other work on the usefulness of Bayes factor
calibration (De Heide and Grünwald, 2021) and the difference with Bayesian paradoxes
that are more like publication bias than accumulation bias (Dawid, 1994; Senn, 2008).

Data sharing and rank tests
Chapter 6 raises questions about the necessity of data transfer agreements in a live metaanalysis like ALL-IN-META-BCG-CORONA. I plan to write a paper with a lawyer as my
co-author that answers these questions to guide future live meta-analyses. The privacy
sensitivity of this particular meta-analysis lies in the dates at which participants enter
the study (are randomized to either placebo or vaccine) and the dates at which they
experience Covid-19 infections and/or are hospitalized with Covid-19. These calendar
dates are important because we analyzed this particular meta-analysis on a calendar time
scale.
Left-truncation and staggered entry If participants do not all enter the study at once,
one of two things happens that I – following the literature – will call ‘left-truncation’ and
‘staggered entry’. Whether our analysis has to deal with either of the two depends on the
chosen time scale most relevant to the occurrence of the events3 .
On the one hand, time-to-event can be calendar time, e.g. time to an infection that occurs
in (epidemic) waves. All participants in a risk set share a hazard if they are in follow-up
and event-free on the same calendar date, such that late entry occurs as left-truncated
event times. Left-truncation means that participants only enter the risk set once they enter the study but have already ‘survived’ some calendar time that might have observed
an event for other participants. Nevertheless, they should not be part of the risk set to
evaluate events that happened before they entered, since we know that an event before
entry is impossible, e.g. because being alive or more general event-free is an inclusion
criterion for study enrollment.
On the other hand, time-to-event can be participant time, specific to each participant, e.g.
time since surgery. All participants in a risk set of an event share a hazard if they are in
follow-up and event-free for the same time since their own specific date of enrollment/randomization/intervention, such that late entry occurs as ‘staggered entry’. Staggered
3
This explanation (this exact wording) also appears in two tutorials I wrote on left-truncation and staggered
entry that are available on our SafeStats and All-IN meta-analysis project page (Ter Schure et al., 2020a).
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entry means that participants that enter late could still enter the risk set of events that
happened earlier, for events of participants that had the same participant time since their
own date of intervention, as the late entered participant experienced since its date of
intervention.
Hence in a ‘left-truncation’ analysis, participants that enter late can only enter the risk set
of events that happen after (in calendar time) they enter the study, while in ‘staggered
entry’ analysis, participants that enter late can enter the risk set of events that already
happened. Left-truncation is no problem for our safe logrank test. Staggered entry, on the
other hand, breaks the independent increments property that we need for the underlying
martingales – those that drive our anytime-valid analysis.
In Chapter 2 we do not recommend using our safe logrank test under staggered entry.
Other sequential logrank tests, however, might suffer from the lack of an appropriate
martingale just as much. For the logrank statistic the literature shows that asymptotic
results are hopeful (Sellke and Siegmund, 1983), as long as certain scenarios are excluded
(Slud, 1984). I wonder how valid these results remain for small studies (e.g. surgery trials)
with severe staggered entry.
Rank tests In studying the staggered entry problem, my colleague Muriel F. Pérez-Ortiz
thought of an exact rank test that does construct a martingale under staggered entry.
Without staggered entry, it is very similar to the logrank test, but with staggered entry, it
is quite different. In future research we hope to investigate how powerful this test is, and
if it is not, whether there are scenarios with severe staggered entry that would make the
use of this test appropriate.
I can already think of one such scenario: live meta-analysis with easy data sharing. A pure
rank test means that trials only have to share rank data, which is minimal in terms of privacy risk. Live analysis of ranks means that they share the ranks by calendar date. At each
calendar date with an event, we need to know the group in which it occurs – treatment or
placebo – and where that event ranks in time-since-randomization in comparison to the
earlier events. We do not have to know what the event time was, or what the calendar
date of randomization was for the participant that experienced the event. So the metaanalysis statistician cannot recognize any participants based on their date of entering the
trial or how long it has been since their randomization. If you recognize a participant by
the date of their event alone (the date of their rank), you probably also already knew that
the person was in the trial.

Thresholds
If e-value research aims to serve Evidence-Based Research it is very interesting to look into
the various thresholds already used to decide on redundancy in cumulative meta-analysis.
Of course, many of them will not be statistically valid, but they might give more insight
into what users of statistics expect from their methods and help us improve our communication of what e-values can do. Maybe some will only consider efficacy, while others also
consider futility. Maybe some of them are inspired by Bayesian reasoning (Chapter 5),
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while others are more frequentist (Chapter 4). What matters the most to those that worry
about clinical trial priority setting (Chalmers et al., 2014) might help set the priorities for
the statisticians working on anytime-valid inference.

Statistical communication
This dissertation started with p-values and I would like to go full circle and conclude it
with p-values as well. One major inspiration for my work on e-values is that p-values are so
often misunderstood (Gigerenzer, 2018; McShane and Gal, 2017). I have good hopes that
we can improve on that if we teach statistics with more reference to gambling. Personally,
I find the scale of betting scores much more intuitive than that of p-values; yet I have no
empirical evidence that statistical beginners would think so as well. In Ter Schure (2021c)
I propose to design an experiment to test this hypothesis; at least find some evidence
against the idea that both p-values and betting are both simply too difficult. I still want to
do that and – with the help of Daniel Lakens – have good hopes that we can start with a
pilot experiment. His open Coursera courses already show that many statistical beginners
do want to understand what is going on with statistical testing.

Without having played a real poker game or entered a casino, I feel that the mathematics
of strategic gambling is exciting. I hope that ALL-IN meta-analysis can encourage that
excitement in others, increase enthusiasm for statistics, and help meta-analysts recognize
the crucial role they play in strategic science. “Standing on the shoulders of giants.”
Judith ter Schure
Utrecht, November 2nd, 2021
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14–17.
Gehr, B. T., Weiss, C., and Porzsolt, F. (2006). The fading of reported effectiveness. a metaanalysis of randomised controlled trials. BMC medical research methodology, 6(1):25.
Gigerenzer, G. (2018). Statistical rituals: The replication delusion and how we got there.
Advances in Methods and Practices in Psychological Science, 1(2):198–218.
Glasziou, P. and Chalmers, I. (2018). Research waste is still a scandal—an essay by Paul
Glasziou and Iain Chalmers. BMJ, 363. Publisher: British Medical Journal Publishing
Group Section: Feature.
Glasziou, P., Sanders, S., and Hoffmann, T. (2020). Waste in Covid-19 research. BMJ,
369. Publisher: British Medical Journal Publishing Group Section: Editorial.
Gøtzsche, P. C. (1987). Reference bias in reports of drug trials. Br Med J (Clin Res Ed),
295(6599):654–656.
Goudie, A. C., Sutton, A. J., Jones, D. R., and Donald, A. (2010). Empirical assessment
suggests that existing evidence could be used more fully in designing randomized controlled trials. Journal of Clinical Epidemiology, 63:983–991.
Grünwald, P. (2021). Peter D. Grünwald’s contribution to the Discussion of ‘Testing by
betting: A strategy for statistical and scientific communication’ by Glenn Shafer. Journal
of the Royal Statistical Society: Series A (Statistics in Society), 184(2):440–441.
Grünwald, P., de Heide, R., and Koolen, W. (2019).
arXiv:1906.07801.

Safe testing.

arXiv preprint

Grünwald, P. and Mehta, N. (2019). A tight excess risk bound via a unified PAC-BayesianRademacher-Shtarkov-MDL complexity. In Proceedings of the Thirtieth Conference on
Algorithmic Learning Theory (ALT) 2019.
Grünwald, P. and Roos, T. (2020). Minimum Description Length revisited. International
Journal of Mathematics for Industry, 11(1).
de Heide, R. and Grünwald, P. D. (2021). Why optional stopping can be a problem for
bayesians. Psychonomic Bulletin & Review, 28(3):795–812.
Hendriksen, A., de Heide, R., and Grünwald, P. (2020). Optional stopping with bayes factors: a categorization and extension of folklore results, with an application to invariant
situations. Bayesian Analysis.
Henzi, A. and Ziegel, J. F. (2021). Valid sequential inference on probability forecast performance. arXiv preprint arXiv:2103.08402.

Judith ter Schure

193

Higgins, J. P., Whitehead, A., and Simmonds, M. (2011). Sequential methods for randomeffects meta-analysis. Statistics in medicine, 30(9):903–921.
Howard, S. R. and Ramdas, A. (2019). Sequential estimation of quantiles with applications to a/b-testing and best-arm identification. arXiv preprint arXiv:1906.09712.
Howard, S. R., Ramdas, A., McAuliffe, J., and Sekhon, J. (2018). Exponential line-crossing
inequalities. arXiv:1808.03204 [math]. arXiv: 1808.03204.
Howard, S. R., Ramdas, A., McAuliffe, J., and Sekhon, J. (2021). Time-uniform, nonparametric, nonasymptotic confidence sequences. The Annals of Statistics, 49(2):1055–
1080.
Imberger, G., Thorlund, K., Gluud, C., and Wetterslev, J. (2016). False-positive findings
in cochrane meta-analyses with and without application of trial sequential analysis: an
empirical review. BMJ open, 6(8):e011890.
Ioannidis, J. P. (2005a). Contradicted and initially stronger effects in highly cited clinical
research. Jama, 294(2):218–228.
Ioannidis, J. P. (2005b). Why most published research findings are false. PLoS medicine,
2(8):e124.
Ioannidis, J. P. (2008). Why most discovered true associations are inflated. Epidemiology,
pages 640–648.
Ioannidis, J. P. (2010). Meta-research: The art of getting it wrong. Research Synthesis
Methods, 1(3-4):169–184.
Ioannidis, J. P. and Trikalinos, T. A. (2005). Early extreme contradictory estimates may
appear in published research: the Proteus phenomenon in molecular genetics research
and randomized trials. Journal of clinical epidemiology, 58(6):543–549.
Jackson, D. and Turner, R. (2017). Power analysis for random-effects meta-analysis. Research synthesis methods, 8(3):290–302.
Johari, R., Koomen, P., Pekelis, L., and Walsh, D. (2021). Always valid inference: Continuous monitoring of a/b tests. Operations Research.
Kelly, J. (1956). A new interpretation of information rate. Bell System Technical Journal,
pages 917–926.
Klein, J. P. and Moeschberger, M. L. (2006). Survival Analysis: Techniques for Censored and Truncated Data. Springer Science & Business Media. Google-Books-ID:
aO7xBwAAQBAJ.
Konnikova, M. (2020). The Biggest Bluff: How I Learned to Pay Attention, Master Myself,
and Win. Penguin.
Krum, H. and Tonkin, A. (2003). Why do phase III trials of promising heart failure drugs
often fail? the contribution of “regression to the truth”. Journal of cardiac failure,
9(5):364–367.

194

ALL-IN meta-analysis

Kulinskaya, E., Huggins, R., and Dogo, S. H. (2016). Sequential biases in accumulating
evidence. Research synthesis methods, 7(3):294–305.
Kulinskaya, E. and Wood, J. (2014). Trial sequential methods for meta-analysis. Research
synthesis methods, 5(3):212–220.
Lai, T. L. (1976). On confidence sequences. The Annals of Statistics, 4(2):265–280.
Lakens, D. (2021).

Sample size justification.

https://psyarxiv.com/9d3yf/

download?format=pdf.
Lan, K. G. and DeMets, D. L. (1983). Discrete sequential boundaries for clinical trials.
Biometrika, 70(3):659–663.
Lau, J., Antman, E. M., Jimenez-Silva, J., Kupelnick, B., Mosteller, F., and Chalmers, T. C.
(1992). Cumulative meta-analysis of therapeutic trials for myocardial infarction. New
England Journal of Medicine, 327(4):248–254.
Lau, J., Schmid, C. H., and Chalmers, T. C. (1995). Cumulative meta-analysis of clinical trials builds evidence for exemplary medical care. Journal of clinical epidemiology,
48(1):45–57.
Lawrence, J. M., Meyerowitz-Katz, G., Heathers, J. A., Brown, N. J., and Sheldrick, K. A.
(2021). The lesson of ivermectin: meta-analyses based on summary data alone are
inherently unreliable. Nature Medicine, pages 1–2.
Lehmann, E. (1986). Testing statistical hypotheses. Wiley.
Li, J. and Barron, A. (2000). Mixture density estimation. In Solla, S., Leen, T., and
Müller, K.-R., editors, Advances in Neural Information Processing Systems, volume 12,
pages 279–285, Cambridge, MA. MIT Press.
Li, Q. J. (1999). Estimation of Mixture Models. PhD Thesis, Yale University, New Haven,
CT, USA.
Lund, H., Brunnhuber, K., Juhl, C., Robinson, K., Leenaars, M., Dorch, B. F., Jamtvedt,
G., Nortvedt, M. W., Christensen, R., and Chalmers, I. (2016). Towards evidence based
research. Bmj, 355:i5440.
Ly, A., Turner, R., Pérez-Ortiz, M. F., ter Schure, J., and Grünwald, P. (2021). Rpackage safestats.
Maintainer: Alexander Ly <a.ly@jasp-stats.org>, install
in R by devtools::install_github("AlexanderLyNL/safestats", ref =
"logrank", build_vignettes = TRUE).
Mallett, S. and Clarke, M. (2003). How many Cochrane reviews are needed to cover existing evidence on the effects of health care interventions? ACP journal club, 139(1):A11–
A11.
Mantel, N. (1966). Evaluation of survival data and two new rank order statistics arising
in its consideration. Cancer Chemother. Rep., 50:163–170.

Judith ter Schure

195

McDonald, A. M., Knight, R. C., Campbell, M. K., Entwistle, V. A., Grant, A. M., Cook, J. A.,
Elbourne, D. R., Francis, D., Garcia, J., Roberts, I., et al. (2006). What influences recruitment to randomised controlled trials? a review of trials funded by two UK funding
agencies. Trials, 7(1):1–8.
McShane, B. B. and Gal, D. (2017). Statistical significance and the dichotomization of
evidence. Journal of the American Statistical Association, 112(519):885–895.
Moher, D., Tetzlaff, J., Tricco, A. C., Sampson, M., and Altman, D. G. (2007a). Epidemiology and reporting characteristics of systematic reviews. PLoS medicine, 4(3):e78.
Moher, D. and Tsertsvadze, A. (2006). Systematic reviews: when is an update an update?
The Lancet, 367(9514):881–883.
Moher, D., Tsertsvadze, A., Tricco, A., Eccles, M., Grimshaw, J., Sampson, M., and Barrowman, N. (2008). When and how to update systematic reviews. Cochrane database
of systematic reviews, (1).
Moher, D., Tsertsvadze, A., Tricco, A. C., Eccles, M., Grimshaw, J., Sampson, M., and Barrowman, N. (2007b). A systematic review identified few methods and strategies describing when and how to update systematic reviews. Journal of clinical epidemiology,
60(11):1095–e1.
Netea, M. G., Giamarellos-Bourboulis, E. J., Domínguez-Andrés, J., Curtis, N., van Crevel,
R., van de Veerdonk, F. L., and Bonten, M. (2020). Trained immunity: a tool for reducing
susceptibility to and the severity of sars-cov-2 infection. Cell, 181(5):969–977.
Newman, M. (2019). Has cochrane lost its way? Bmj, 364.
O’Brien, P. C. and Fleming, T. R. (1979). A multiple testing procedure for clinical trials.
Biometrics, pages 549–556.
Pace, L. and Salvan, A. (2019). Likelihood, replicability and Robbins’ confidence sequences. International Statistical Review.
Page, M. J., Shamseer, L., Altman, D. G., Tetzlaff, J., Sampson, M., Tricco, A. C., CataláLópez, F., Li, L., Reid, E. K., Sarkis-Onofre, R., et al. (2016). Epidemiology and reporting
characteristics of systematic reviews of biomedical research: a cross-sectional study.
PLoS medicine, 13(5):e1002028.
Pereira, T. V. and Ioannidis, J. P. (2011). Statistically significant meta-analyses of clinical trials have modest credibility and inflated effects. Journal of clinical epidemiology,
64(10):1060–1069.
Peto, R. (1972). Discussion on the paper ‘Regression models and Life Tables by Sir
David R. Cox. Journal of the Royal Statistical Society: Series B (Statistical Methodology),
34(2):205–208.
Peto, R. (1987). Why do we need systematic overviews of randomized trials?(transcript
of an oral presentation, modified by the editors). Statistics in medicine, 6(3):233–240.

196

ALL-IN meta-analysis

Peto, R. and Peto, J. (1972). Asymptotically efficient rank invariant test procedures. Journal of the Royal Statistical Society: Series A (General), 135(2):185–198.
Pfeiffer, T., Bertram, L., and Ioannidis, J. P. (2011). Quantifying selective reporting and the
Proteus phenomenon for multiple datasets with similar bias. PLoS One, 6(3):e18362.
Pocock, S. J. (1977). Group sequential methods in the design and analysis of clinical
trials. Biometrika, 64(2):191–199.
Pocock, S. J. (2006). Current controversies in data monitoring for clinical trials. Clinical
trials, 3(6):513–521.
Polack, F. P., Thomas, S. J., Kitchin, N., Absalon, J., Gurtman, A., Lockhart, S., Perez, J. L.,
Marc, G. P., Moreira, E. D., Zerbini, C., et al. (2020). Safety and efficacy of the NT162b2
mRNA Covid-19 vaccine. New England Journal of Medicine.
Polanin, J. R. and Williams, R. T. (2016). Overcoming obstacles in obtaining individual
participant data for meta-analysis. Research synthesis methods, 7(3):333–341.
Potthoff, R. F. (2007). Prediction markets, Bayesian priors, and clinical trials. Journal of
statistical planning and inference, 137(11):3706–3721.
Proschan, M. A., Lan, K. G., and Wittes, J. T. (2006). Statistical monitoring of clinical trials:
a unified approach. Springer Science & Business Media.
Ramdas, A., Ruf, J., Larsson, M., and Koolen, W. (2020). Admissible anytime-valid sequential inference must rely on nonnegative martingales. arXiv preprint arXiv:2009.03167.
Riley, R. D., Higgins, J. P., and Deeks, J. J. (2011). Interpretation of random effects metaanalyses. Bmj, 342.
Robbins, H. (1970). Statistical methods related to the law of the iterated logarithm.
Annals of Mathematical Statistics, 41:1397–1409.
Roberts, I. and Ker, K. (2015). How systematic reviews cause research waste. The Lancet,
386(10003):1536.
Robinson, K. A. and Goodman, S. N. (2011). A systematic examination of the citation of
prior research in reports of randomized, controlled trials. Annals of internal medicine,
154(1):50–55.
Rosenthal, R. (1979). The file drawer problem and tolerance for null results. Psychological
bulletin, 86(3):638.
Rothman, K. J., Gallacher, J. E., and Hatch, E. E. (2013). Why representativeness should
be avoided. International journal of epidemiology, 42(4):1012–1014.
Royall, R. (1997). Statistical evidence: a likelihood paradigm, volume 71. Chapman &
Hall/CRC.
Royall, R. (2000). On the probability of observing misleading statistical evidence. Journal
of the American Statistical Association, 95(451):760–768.

Judith ter Schure

197

Schoenfeld, D. (1981). The asymptotic properties of nonparametric tests for comparing
survival distributions. Biometrika, 68(1):316–319.
ter Schure, J. (2019). Code for the paper Accumulation bias in meta-analysis: The need
to consider time in error control. https://easy.dans.knaw.nl/ui/datasets/
id/easy-dataset:127617.
ter Schure, J. (2021a). Code for blogposts Accumulation Bias: How to handle it. https:
//osf.io/p2rtw/.
ter Schure, J. (2021b). Code for paper ALL-IN meta-analysis: breathing life into living
systematic reviews. https://osf.io/d9jny/.
ter Schure, J. (2021c). Judith ter Schure’s contribution to the Discussion of ‘Testing by
betting: A strategy for statistical and scientific communication’ by Glenn Shafer. Journal
of the Royal Statistical Society: Series A (Statistics in Society), 184(2):440–441.
ter Schure, J. and Grünwald, P. (2019). Accumulation Bias in meta-analysis: the need to
consider time in error control [version 1; peer review: 2 approved]. F1000Research,
8:962.
ter Schure, J., Ly, A., and Grünwald, P. (2020a). Safestats and ALL-IN meta-analysis project
page. https://projects.cwi.nl/safestats/.
ter Schure, J., Pérez-Ortiz, M. F., Ly, A., and Grünwald, P. (2020b). The safe logrank
test: Error control under continuous monitoring with unlimited horizon. arXiv preprint
arXiv:2011.06931.
Sellke, T. and Siegmund, D. (1983). Sequential analysis of the proportional hazards
model. Biometrika, 70(2):315–326.
Senn, S. (2000). The many modes of meta. Drug Information Journal, 34(2):535–549.
Senn, S. (2008). A note concerning a selection “paradox” of dawid’s. The American
Statistician, 62(3):206–210.
Senn, S. (2014). A note regarding meta-analysis of sequential trials with stopping for
efficacy. Pharmaceutical Statistics, 13(6):371–375.
Shafer, G. (2019). The language of betting as a strategy for statistical and scientific
communication. http://probabilityandfinance.com/articles/54.pdf. Accessed 16 May 2019.
Shafer, G. (2021). Testing by betting: A strategy for statistical and scientific communication. Journal of the Royal Statistical Society: Series A (Statistics in Society), 184(2):407–
431.
Shafer, G., Shen, A., Vereshchagin, N., and Vovk, V. (2011). Test martingales, Bayes factors
and p-values. Statistical Science, 26(1):84–101.
Shafer, G. and Vovk, V. (2019). Game-Theoretic Foundations for Probability and Finance,
volume 455. John Wiley & Sons.

198

ALL-IN meta-analysis

Shamy, M., Dewar, B., and Fedyk, M. (2020). Different meanings of equipoise and the
four quadrants of uncertainty. Journal of Clinical Epidemiology, 127:248–249.
Simmonds, M., Salanti, G., McKenzie, J., and Elliott, J. (2017). Living systematic reviews: 3. statistical methods for updating meta-analyses. Journal of clinical epidemiology, 91:38–46.
Simmonds, M. C., Tierney, J., Bowden, J., and Higgins, J. P. (2011). Meta-analysis of
time-to-event data: a comparison of two-stage methods. Research synthesis methods,
2(3):139–149.
SIPTA, L. (2021). Game-theoretic foundations for statistical testing: Glenn shafer. https:
//www.youtube.com/watch?v=pOMTb_x2mxw.
Slud, E. V. (1984). Sequential linear rank tests for two-sample censored survival data.
The Annals of Statistics, pages 551–571.
Slud, E. V. (1992). Partial likelihood for continuous-time stochastic processes. Scandinavian journal of statistics, pages 97–109.
Sutton, A. J., Cooper, N. J., Jones, D. R., Lambert, P. C., Thompson, J. R., and
Abrams, K. R. (2007).
Evidence-based sample size calculations based upon
updated meta-analysis.
Statistics in Medicine, 26(12):2479–2500.
_eprint:
https://onlinelibrary.wiley.com/doi/pdf/10.1002/sim.2704.
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