Understanding Levels of Evidence – Defining the terminology we use.
Best Practice:  

“Is not a specific practice per se but rather a level of agreement about research based knowledge and an integrative process of embedding this knowledge into the organization and delivery of health care”.

Driver MJ:  Are evidence based practice and best practice the same?  West J Nurse Res 2002; 24(5): 591-597

Evidence-Based Practice:
 A structured method of finding and using current medical knowledge to aid decision making

 Applicable to diagnosis, treatment and health services

 Improves patient care

Evidence of Efficacy:  
· Rigorous scientific proof that a treatment produces benefit under ideal circumstances (usually requires Randomized Controlled Trial - RCT)

Evidence of Effectiveness:
· Proof that a treatment produces benefit in usual clinical practice: “real world”.
Systematic Review:

Concise summaries of the best available evidence that address sharply defined clinical questions.

Consensus Statements:

Consensus statements are those which reflect the collective opinion of the participants in the process.  All of the above are designed to provide practitioners with practical, unambiguous advice about health care problems.

Clinical Practice Guidelines (CPGs):
Systematically developed statements designed to assist the decision making of practitioners and patients about appropriate health care for specific clinical circumstance.

BEST EVIDENCE (i.e., Level 1) DERIVES FROM:  Double Blind, Placebo Controlled Randomized Controlled Trials (RCTs)
 Research question identified

 Ethics approval sought

 Patient population identified

 Patients invited to joint study (research participants, subjects)

 Participants randomized to treatment or placebo group

 Neither participants nor treating HCPs aware of assignment

 Treatment or identical placebo given

 Outcome(s) measured without knowledge of assignment

 Results analyzed
Benefits of Randomization:
· Eliminates biases (e.g. HCP choice, patient choice)
 Acknowledges placebo effect (30-50% improvement)

 Volunteers

Disadvantages:

 Higher cost of studies (PROBE?)

 Recruitment

Benefits of Blinding (Masking):
 Eliminates expectation bias

· Eliminates observer bias
Quality of Evidence:
I
Obtained from at least one properly randomized controlled trial

II-1
Obtained from well designed controlled trails without randomization

II-2
Obtained from well designed cohort or case-control analytic studies, preferably from more than one centre or research group

II-2
Comparison between times and places with or without intervention

III
Opinions of respected authorities, based on clinical experience, descriptive studies or expert committees
Acronyms Commonly Found in Research Evidence:
p


Probability of a result occurring by chance

p = 0.05

A 5% probability that the result occurred by 

chance.  By convention p < 0.05 is statistically significant

95% CI

Another way of illustrating significance eg. for RRR




30% (CI 16%, 45%)    p = < 0.05




30% (CI - 10%, 70%)  p > 0.05

RRR


Relative risk reduction




eg. 10%  ( 7% = 30% RRR

ARR


Absolute risk reduction




eg. 10%  ( 7% = 3% ARR

NNT


Number needed to treat to observe effect
1

