How to assess an abstract
Date & Time

Tuesday April 10th

14:00 (prompt start) to 15:15 Qualitative Studies

15:30 (prompt start) to 16:30 Quantitative Studies

Agenda

1. Group work
2. Feedback


3. Discussion

Learning Objectives

1. When is it appropriate to use qualitative methodology?

2. How to assess an abstract from a piece of qualitative research.

3. When is it appropriate to use quantitative methodology?

4. How to assess an abstract from a piece of quantitative research.
5. Understand some basic statistics e.g. P values, RR, ARR, NNT, NNH etc.
Pre-course work

Please read the following two abstracts and list any terminology which you don’t understand.

Two examples of qualitative and quantitative research 

Paper 1

MRC/BHF Heart Protection Study of cholesterol lowering with simvastatin in 20
Lancet. 2002 Jul 6;360(9326):7-22.

Heart Protection Study Collaborative Group

 HYPERLINK "http://www.thelancet.com/journals/lancet/article/PIIS0140673602093273/fulltext" \l "cor1#cor1" 

 INCLUDEPICTURE "http://www.thelancet.com/webfiles/images/clusters/thelancet/article_notepad.gif" \* MERGEFORMATINET 
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Collaborators and participating hospitals are listed at the end of the report

Background 

Throughout the usual LDL cholesterol range in Western populations, lower blood concentrations are associated with lower cardiovascular disease risk. In such populations, therefore, reducing LDL cholesterol may reduce the development of vascular disease, largely irrespective of initial cholesterol concentrations.

Methods 
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536 UK adults (aged 40–80 years) with coronary disease, other occlusive arterial disease, or diabetes were randomly allocated to receive 40 mg simvastatin daily (average compliance: 85%) or matching placebo (average non-study statin use: 17%). Analyses are of the first occurrence of particular events, and compare all simvastatin-allocated versus all placebo-allocated participants. These “intention-to-treat” comparisons assess the effects of about two-thirds (85% minus 17%) taking a statin during the scheduled 5-year treatment period, which yielded an average difference in LDL cholesterol of 1·0 mmol/L (about two-thirds of the effect of actual use of 40 mg simvastatin daily). Primary outcomes were mortality (for overall analyses) and fatal or non-fatal vascular events (for subcategory analyses), with subsidiary assessments of cancer and of other major morbidity.

Findings 

All-cause mortality was significantly reduced (1328 [12·9%] deaths among 10[image: image3.png]


269 allocated simvastatin versus 1507 [14·7%] among 10[image: image4.png]


267 allocated placebo; p=0·0003), due to a highly significant 18% (SE 5) proportional reduction in the coronary death rate (587 [5·7%] vs 707 [6·9%]; p=0·0005), a marginally significant reduction in other vascular deaths (194 [1·9%] vs 230 [2·2%]; p=0·07), and a non-significant reduction in non-vascular deaths (547 [5·3%] vs 570 [5·6%]; p=0·4). There were highly significant reductions of about one-quarter in the first event rate for nonfatal myocardial infarction or coronary death (898 [8·7%] vs 1212 [11·8%]; p<0·0001), for non-fatal or fatal stroke (444 [4·3%] vs 585 [5·7%]; p<0·0001), and for coronary or noncoronary revascularisation (939 [9·1%] vs 1205 [11·7%]; p<0·0001). For the first occurrence of any of these major vascular events, there was a definite 24% (SE 3; 95% CI 19–28) reduction in the event rate (2033 [19·8%] vs 2585 [25·2%] affected individuals; p<0·0001). During the first year the reduction in major vascular events was not significant, but subsequently it was highly significant during each separate year. The proportional reduction in the event rate was similar (and significant) in each subcategory of participant studied, including: those without diagnosed coronary disease who had cerebrovascular disease, or had peripheral artery disease, or had diabetes; men and, separately, women; those aged either under or over 70 years at entry; and—most notably—even those who presented with LDL cholesterol below 3·0 mmol/L (116 mg/dL), or total cholesterol below 5·0 mmol/L (193 mg/dL). The benefits of simvastatin were additional to those of other cardioprotective treatments. The annual excess risk of myopathy with this regimen was about 0·01%. There were no significant adverse effects on cancer incidence or on hospitalisation for any other non-vascular cause.

Interpretation 

Adding simvastatin to existing treatments safely produces substantial additional benefits for a wide range of high-risk patients, irrespective of their initial cholesterol concentrations. Allocation to 40 mg simvastatin daily reduced the rates of myocardial infarction, of stroke, and of revascularisation by about one-quarter. After making allowance for non-compliance, actual use of this regimen would probably reduce these rates by about one-third. Hence, among the many types of high-risk individual studied, 5 years of simvastatin would prevent about 70–100 people per 1000 from suffering at least one of these major vascular events (and longer treatment should produce further benefit). The size of the 5-year benefit depends chiefly on such individuals' overall risk of major vascular events, rather than on their blood lipid concentrations alone.

Paper 2

Appropriateness of use of medicines in elderly inpatients: qualitative study 

BMJ  2005;331:935 (22 October), doi:10.1136/bmj.38551.410012.06 (published 10 August 2005) 

Anne Spinewine, research fellow1, Christian Swine, professor in geriatrics and gerontology2, Soraya Dhillon, head of pharmacy3, Bryony Dean Franklin, director4, Paul M Tulkens, professor of pharmacology and pharmacotherapy1, Léon Wilmotte, chief pharmacist5, Vincent Lorant, sociologist6 

1 Centre for Clinical Pharmacy, School of Pharmacy, Université catholique de Louvain, 1200 Brussels, Belgium, 2 Department of Geriatric Medicine, Mont-Godinne University Hospital, 5530 Yvoir, Belgium, 3 School of Pharmacy, University of Hertfordshire, Hatfield, Herts AL10 9AB, 4 Academic Pharmacy Unit, Hammersmith Hospitals NHS Trust, London W12 0HS, 5 Cliniques Universitaires Saint-Luc, Université catholique de Louvain, Brussels, 6 School of Public Health, Université catholique de Louvain, Brussels 

Correspondence to: A Spinewine anne.spinewine@facm.ucl.ac.be [image: image5.png]



Abstract 

[image: image6.png]


Abstract

Introduction


 HYPERLINK "http://www.bmj.com/cgi/content/full/331/7522/935?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=1&title=qualitative&andorexacttitle=or&andorexacttitleabs=and&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=date&resourcetype=HWCIT" \l "SEC2#SEC2" 
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Methods
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Results
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Discussion
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References


Objectives To explore the processes leading to inappropriate use of medicines for elderly patients admitted for acute care. 
Design Qualitative study with semistructured interviews with doctors, nurses, and pharmacists; focus groups with inpatients; and observation on the ward by clinical pharmacists for one month. 
Setting Five acute wards for care of the elderly in Belgium. 
Participants 5 doctors, 4 nurses, and 3 pharmacists from five acute wards for the interviews; all professionals and patients on two acute wards for the observation and 17 patients (from the same two wards) for the focus groups. 
Results Several factors contributed to inappropriate prescribing, counselling, and transfer of information on medicines to primary care. Firstly, review of treatment was driven by acute considerations, the transfer of information on medicines from primary to secondary care was limited, and prescribing was often not tailored to elderly patients. Secondly, some doctors had a passive attitude towards learning: they thought it would take too long to find the information they needed about medicines and lacked self directed learning. Finally, a paternalistic doctor-patient relationship and difficulties in sharing decisions about treatment between prescribers led to inappropriate use of medicines. Several factors, such as the input of geriatricians and good communication between members of the multidisciplinary geriatric team, led to better use of medicines. 
Conclusions In this setting, improvements targeted at the abilities of individuals, better doctor-patient and doctor-doctor relationships, and systems for transferring information between care settings will increase the appropriate use of medicines in elderly people. 
Dr Nick Price, Programme Director (Bradford), www.bradfordvts.co.uk 


