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: 'AHeIp set the stage for the next webinar:
thinking about research guestions and
what kind of design would work best
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= [ne hmc 2| research these are generally referring to
C Imt*’ trials
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',-, = reatments are assigned randomly T in this way,
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= “participant groups are generally comparable with
":’“—:.e_«-_--respect to unmeasured baseline characteristics
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Non-experimental or Observational
e -
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@eSe (m" I_; ol studIeS

S| oss-=> e et’lonal studies
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___,_'»___( ASE < I__udles (or a series of case studies)

Prospective VS. Retrospective studies
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lalize both the quahty of ewdence and the
1t of evidence available
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yS matlc reviews are at the top of the pyramid
—— y are the highest level of evidence and the
:- 'Ieast common

. —_—

AGoing down the pyramid, the amount of
evidence increases as the quality of the evidence
decreases
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Systematic Reviews
and Meta-analvses

34 Randomized
 Controlled Double

Blind Studies
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ed eXperlence of patients (aka patient
] *agement or patient oriented research)
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* Cohol Studles participants are classified
el bLO'(_,l_ 10 10 their: exposure - status and
| ollon ad forward in time to ascertain
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,&Casecontrol studies participants selected
according to their disease status
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L Invssrlg« ordefines 2.0l more groups of people
nali r.]ra ree ofidisease and that differ according
ORNEIeX tent of their exposure-to-a potential
WL@ of the disease

S ,....

=3 -:Women who use Video Display Terminals and a

' "’ ‘second group who do not. Follow forward to
determine incidence of miscarriage, still births,
etc
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ngna AV -i.'l- ON-Dasec’
"’ational cohort study that was

ad by the United States Public Health
|ce INn 1948 to prospectively

~', VE stlgate the epidemiology and risk

factors for cardiovascular disease

~Ahttps.//www.bmc:.org/stroke -and-
cerebrovascular
center/research/framingham-study
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“SSCohort Study

Group of interest
(e.g. smokers)

Follow

expoesure state

———

A X R
x R

| Comparison group

R
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~— = {e.g. non-smokers)

XX R

over time

Follow

£ X X
x X
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Compare
outcomes

x A

ovear time
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X X
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Panotwithheld from people
2 NG @m.g is subjected to potential hazara

CHEEtIC pants can be matched for potential
= cor nfounders

- 3 hglblllty criteria and outcome
' assessments can be standardized

ALess expensive than RCT

AcCan estimate the timing and directionality
of events
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' ay pe expensive

c-f_‘ﬂFor rare disorders, large sample size
needed

I jable |
Dependent variable

Heart diseasa

Independant variable

Coffee drinking

Confounding variable
Cigarette smoking
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2 S{E tj\ lth the identification of @& group
CES °€ ‘people with a particular:illness or
con |t|on)

= AControls (individuals without a particular

d-’

’ff’ﬂlness or condition)

AThe level of exposure Is measured
pbetween the two groups and compared
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S Casecontrol
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disease state™

Group of interest
(&.¢g. cancer patients)

A A X xR
i i < Take histories i ii
o Draw

Compare
histories ; conclusions Comparison group

/ (&.g. hon-patients)

x X x % Z
1 ii < Take histories + 2
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2 smol\m@ lung cancer
~lani and melanoma
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= Cer mly not possible to randomly assign

-ape‘ople to smoking or tanning and observe
~ Wwhether they develop cancer

~ Often uses hospital records to look back
oVer time
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ne needed to conduct the study

)¢ use the condition or disease has
~—>"‘~ occurred and generally fairly easy
-and cost effective

_ALets you simultaneously look at multiple
risk factors

AUseful as initial study to establish an
association 17
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nain problem with case-control

'«"is that they are not as reliable as
lies that record data in real time,

- A use they look into data from the past
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Recall bias' When people answer
~— guestions about their previous exposure to
~ _certain risk factors, their ability to recall
may be unreliable
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ases and controls selected for study may

Aly represent the disease under
stigation

ne ample of this occurs when cases are seen

_:: == =a;’[each|ng hospital, a highly specialized

= -Settlng compared with most settings in which

-~ the disease may occur. The controls, too, may

~ _not be typical of the population. People
volunteering their data for the study may have a
particularly high level of health motivation.
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SNIENRformation is collected from ‘each
,,LLJQQL, t ‘one point:in time-(snap shot)
l LL[\H g for prevalence

AMost survey studies are also cross
sectional
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* Cendle! yeasy inexpensive and qu1ck
s a specific point in time

onts ’ns multiple variables at the time of
----- ata shapshot

-

he data can be used for various types of
research
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gdiiot deter nine cause and effect
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SData o ptured at the point in time-may
rlJ ““e Tepresentatlve

. AGenerally canodt obser
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C InVéZ)'l'le ator-simply reports that one or
NOJEIC rher depressed patients developed
u*m\ 1as while taking tricyclic

.....
-_,.-»—-

crcomparlson group Is included
— ,&Reader makes own conclusions

~ AThought provoking, may be hypothesis
generating
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St [K. . patients currently receiving physio
r»jlomly assigned to receive or not

ICCCH e transcutaneous stimulation
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_After defined time period, they are
= f ‘compared on walking speed (continuous
outcome) and presence or absence of

footdrop (discrete outcome)
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RCT

Treatment Group Follow-up

se1] [Fr2 ] [22¢
222 122 A X

_:_. i i i Control Group Follow-up
N XXX
S I $2

Patients Random
assignment
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Doubkle Blindinegs

'Please take
these pills’

'"These are

Fill &'
IThEEE are ._-""‘ﬁ?:};Eiclan IPIEESE take i

Pill B' i these pills'

(Study Manager) i

Fatients
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ikt i ci pant so
;J]uca ®n to TxS
Ol € asure are
,}r er the control
J[he 1nvestigator
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—eanages

CONfOUNEEIS partially balance
B lRcin ng p053|ble

AVIOST tatlstlcal tests based on
—a _,umptlons of random allocation

/
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= AL IIows some statement about cause and

.

~ effect/measurable Impact of treatment

—
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. mpcnqv ntime and money
_ dum, may not be representative

. P(_Lif 1a||y effective Tx. IS withheld from
»_cgi-j
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:—rf i art|C|pants may be subjected to a
‘potentially dangerous therapy

',__-——-
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& deperlcl%mw“-c' y question

> 1 ‘t‘research guestions early!
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= A\ ﬁﬂ’ik about the kind of design that might best work for
== ~=jeur ‘guestion

'A Think also about practical feasibility issuesi1 what time,
money, human resources, potential data or participants
do you have?
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