








































































































































































































































































































assessment nurse as
the main source of
information; this is
possibly due to the
time taken in
explaining and
discussing cataract
surgery, compared
with the doctor
whose time is often
limited due to clinical
workload.

patient’s quality of life.
This area of the referral
system needs to be
addressed in order to
cut down on the
number of
inappropriate referrals.

Additional

® Many patients
unnecessarily avoided
activities of daily living
after cataract surgery.
Providing an additional
written sheet did not
significantly improve
this, whereas a
photograph sheet did. ®
Better awareness of the
safety and rapid
rehabilitation after
modern cataract surgery
is needed in hospitals
and primary care
centres.

e Although the
provision of
information is an
essential role of the
nurse, such extensive

teaching is part of the

specialised role of
nurse-led pre-

“UNIVERSITY of the o ¢

nent process

nWESTERN CAPE>ensure

the challenges of
managing patients
prior to cataract
surgery, they must be
able to demonstrate
in their planning and
implementation that
they have knowledge
and skills in several
areas. @ This audit
takes some steps
towards
substantiated the
argument that, if
properly supported
and implemented,
nurse-led initiatives
can produce tangible
benefits in terms of
an improved patient
experience, greater
job satisfaction and

effective and safe
evidence-based
practice, supported
by a flexible approach
to meeting patients’
needs and delivering
quality care.
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increased efficiency
within the
organisation.

Author Goldman, Kiffel & Modi, Shaw, Allman
Hardy (2009 Meszaros (2012 ) ! ! ’
and date vi ) ( ) Weinstock (2009) and Simcock (2008)
To consider our
Is cataract extraction patients' experience of
with IOL implantation cataract surgery in
To provide knowledge of | beneficial in patients | To review pertinent terms of pain, anxiety
Aim of the causes, symptoms with low vision, and issues surrounding and their overall
study and treatment of how does one the decision to satisfaction, and to
cataracts quantify or qualify operate determine whether the
improvement in measures we
patients? have in place are
effective.
Stud . . . .
4 Article Pilot study Review Audit
type
e All patients were
referred to Dr Kuo
from a low vision
clinic for surgical
evaluation. e Thirty
! e Intr-aocular lens
patients were . . .
implants e Intra- o All patients having
. referred to Dr Kuo, 22 . .
. e Information on operative & post- routine local
Inclusion . consented to surgery, ' .
s cataracts pertaining to operative anaesthetic, day-case
criteria and 20 underwent .
nurses complications e cataract surgery over a
surgery. ® These were - . .
- Geriatric patients: three month period.
patients who had at . . .
special considerations
least moderate
cataracts and at least
moderate AMD (age-
related macular
degeneration).
Exclusion
criteria
® Vision
compromised by e The audit data
® A basic understanding cataractsis a indicated that pain,
of the patient’s common problem in anxiety and satisfaction
experience of treatment | ® The majority of the geriatric with local anaesthetic
will enable nurses patients in the study population. Modern daycase cataract
Results of | working in both hospital | found cataract cataract surgery surgery at the Royal
study and community settings | surgery to be provides restoration Devon and Exeter is

to support

those in their care who
have been diagnosed
with cataracts.

beneficial and would
consent to it again.

of excellent
functional vision in
more than 95% of
cases. However,
communication
between patients,

comparable (within one
standard deviation) to
that found in the
Misericordia Cataract
Comfort Study.
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their primary care
physicians, and
ophthalmologists
helps improve the
safety and
satisfaction in the
results of surgery.

Additional

o |n the future, Dr.
Kuo plans to develop
a validated
instrument to
determine what
activities, abilities,
and perceptions
would likely change

after cataract surgery.
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Vasavada, Dixit, Ravat,

Praveen
Author McCloud, Harrington & Mittra, Kim, Han & !
| SN | S0 S, | rostr o)
& Vasavada & Trivedi
(2009)
To report the intra-
To co-create an To determine the operative perfor'mance .
. and post-operative To look at bilaterally
understanding between | rate of successful . . .
. outcomes in patching the patient to
Aim of the researchers and the | macular hole closure . . .
. . microphthalmic eyes allow the retina to
study participants of the with one-day post- . .
. . . of infants younger partially re-attach or
experience of vitreo- operative prone . ,
retinal day surger ositionin than one year old settle’.
y surgery P & having bilateral
cataract surgery
Study . . .
Report Review Observational study Article
type
® A purposive sample of
eleven men and seven
women, aged between
45 and 87 years of age e Consecutive cases .
. . . e Eyes of infants
was recruited between in which one-day
- younger than 1
July 2006 and December | post-operative .
.. L yearold with
2007. e Participants positioning was .
. . . microphthalmos who
Inclusion who experienced at employed during the | .
. . | had bilateral (Not specified)
criteria least one episode of VR | study period were .
. . | congenital cataract
day surgery in the included in the
. surgery between
previous three months, study. e All stages
. January 2003 and June
over 18 years of age, and sizes of macular 2006
able to speak English hole were eligible.
and lived within a 50 km
radius of the healthcare
facility.
e Ocular trauma,
inflammation,
posterior persistent
foetal vasculature
Exclusion causing stretching of
criteria the ciliary processes or

tractional retinal
detachment, aniridia,
or chorioretinal
coloboma
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® A broad
understanding of the
data revealed both
positive and negative
participant experiences.
Positive experiences
were more frequent in

e The final hole
closure was achieved
in 93% of eyes. @
This study
demonstrates that
one-day post-
operative positioning

® Surgery was
performed using the
limbal approach in
71,4% and by pars
plicata lensectomy in

e It was found that by
coupling fluid
mechanics with
structural mechanics, a
physically consistent
explanation of
increased retinal
detachment with eye
movements can be

Results of | participants who had with use of long- . found in the case of
. . 28,6%. At the final . .
study elective and generally acting gas . . traction on the retinal
. . follow-up, visual acuity
curative surgery. tamponade results in . . hole. Large eye
. . o remained stable in )
Negative experiences a 93% initial hole movements increase
. . L 9,5% of eyes and was . .
illuminated closure rate in this . . vitreous traction and
. . . improved in 90,5% of
inadequacies of care series of stage 3 and detachment forces on
. eyes. .
and unmet needs when | 4 holes with no the edge of the retinal
complex and ongoing attendant increase in hole, creating a sub-
pathology was present. complications. retinal vacuum and
facilitating increased
sub-retinal fluid.
o The identified
complex needs of e The shorter
individuals should positioning time was
inform nurses planning extremely well
V-R day surgery care received by the ® The results suggest
with the potential to patients. @ The that good visual
improve patient authors believe this outcomes can be
. . . . . . ® The results of these
experiences. ® Pain pilot study provides obtained in . . .
. o ¥ . simulations explain the
management strategies | valuable clinical microphthalmic . .
that are successful and information for patients with bilateral physical principles
Additional behind bilateral

easy for patients to self-
manage need to be
urgently developed. ®
Research aimed to
explore interventions to
meet the psychological
needs of individuals
experiencing V-R day
surgery should become
a priority.

patients and
physicians, and adds
to the literature that
supports the findings
that high rate of
anatomical success
can be achieved with
very limited prone
positioning.

congenital cataracts
after early surgical
intervention, with an
acceptable rate of
serious post-operative
complications.

patching and provide
insight that can be used
clinically.
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Greenberg, Havnaer,

Author Lewallen & Thulasiraj ) . Shukla, Daly & Legutko
and date (2010) 'ra) Oetting & Garcia- Hughes (2012) (2012) ¥ &
Ferrer (2012)
To determine th
To explore the factors To document current | To consider the ° e.ermme N
. effectiveness of verbal,
that lead to success at cataract surgery current understanding . .
. . written and videotaped
. Aravind, and compare practice patterns of of Charles Bonnet L
Aim of . . descriptions of cataract
and contrast the ophthalmologists in syndrome, its . ,
study . . . . . surgery on patients
conditions in India with the United States treatment and the role understanding of the
those found in much of | Veterans Health of mental health . . §
. . . risks, benefits, and
sub-Saharan Africa Administration nurses .
treatment alternatives
Stud . . . Randomised ti
udy Review Article Review andomised prospective
type study
eliterature from
CINAHL, Medline and e Patients at the
e Members of the Cochrane Review Veterans Affairs Boston
. e Elements to success at | Association of databases. ® Age limits | Healthcare System being
Inclusion . . .
criteria Aravind @ Management | Veterans Affairs set to over 65 years considered for cataract
skills Ophthalmologists and the date range surgery were offered
(AVAQ) from 2002 to present the opportunity to
® Language was participate.
selected as English.
Exclusion
criteria
® The response rate
e While the underlying was 53%. e Eighty- ® Patients in Group 2
principles of the Aravind | nine per cent of the (conventional verbal
model high respondents information plus
productivity, performed cataract e The two main second-grade reading
standardisation, patient- | surgery. @ Common findings of the review level brochure) and
centred care and a practices among are that despite a long | Group 4 (conventional
rigorous quality them included recognition of the verbal information plus
Results of | assurance process are partial coherence syndrome, diagnostic American Academy of
study very relevant in the interferometry for criteria are not Ophthalmology DVD
African context, there biometry 81%, established and that Understanding Cataract
are also some factors topical anesthesia there is no recognised | Surgery: Patient
that are very different 57%, clear corneal evidence-based Education DVD
from those in India that | incisions 91% and medical treatment. Featuring an Aid to
will probably always acrylic single-piece Informed Consent)
limit the applicability of | intra-ocular lens scored significantly
the Aravind model. (IOL) implantation higher.
97%.
There is a need to e Current best e Concise informed
develop an ‘African practice is identified as | consent information
Model’, which can identifying the sheets at lower reading
achieve high condition and grade levels and
Additional productivity in providing reassurance | videotape presentation

populations with low
density and lower
cataract occurrence,
developing a cost-
effective delivery system

and education, a role
that mental health
nurses who are aware
of Charles Bonnet
syndrome can fulfil

optimised patient
understanding of the
risks, benefits and
treatment alternatives
to cataract surgery. The
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in the face of poor roads
and public
transportation
infrastructure.

perhaps better than
any other discipline.

cost—benefit of these
results is important
because better patient
understanding has the
potential to decrease
the risk for indemnity
payments awarded
because of inadequate
informed consent.

van Vliet, Reus, Sermeus,

Shah, Gilbert,

Author . . Fredericks, Guruge, . Dhiman, Dhiman, Puri &
anddate | Vissers Sol & Lemij Sidani & Wan (2010) | ezaviTurnerb & Ahuja (2010)
(2010) Lindfield (2011) J
To describe the pre-
operative surgical case
mix among patients
To address clinically | undergoing cataract
To determine relevant questions: extraction and to . .
. L. To review the literature
experiences and Who would most explore associations -
. . . on Kaphaja linganasha
Aim of preferences of cataract benefit from post- between case mix,
. . . - and cataracts to
study patients with co- operative education, | country level of . . .
. ] . establish their relation
managed post-operative | given in what development (as
to each other
care approach and mode, | measured by the
and at what dose? Human Development
Index (HDI) and
cataract surgery rates
(CSRs)
Nested-case control . . .
Study type study casec Systematic review Unknown Review
e The sample e 1. Alumni of the
represented adult Masters in Community
patients who Eye Health
underwent surgery. programme at the
e The educational London School of
intervention Hygiene & Tropical
involved the Medicine
provision of self-care | 2. Regional
. information representatives of the .
e Only patients who . P . e Classical literature on
following surgery International Agency .
underwent . . - the subject from
. . ) prior to discharge for the Prevention of .
Inclusion uncomplicated first-eye . . Ayurvedic and western
L . from hospital. Blindness (IAPB), .
criteria cataract surgery and did system of medicine

not have any ocular
comorbidity

® The outcomes
assessed were
related to self-care
knowledge, self-care
behavior and
symptom
experience.

e The study report
was published in
English between
1986 and 2007.

directors of
international non-
governmental
organisations involved
in eye care and staff at
the International
Centre for Eye Health
were asked for
contacts.

3. An advertisement
was placed in the

® The help of Sanskrit
grammar scholars
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Studies that used
experimental or
randomised clinical
trial and quasi-
experimental
designs

involving two groups
(experimental and
comparison) were
included in the
systematic review.

Community Eye
Health Journal.

e Studies assessing
the effectiveness of

Exclusion a combined pre- and
criteria post-operative
educational
intervention
e In 2008 a median of
1700 cataract
procedures were
performed per
hospital.
. . ® Each eye hospital
ePatients in the co- v . P
A had a median of two
managed care pathway e The results of this . .
. i . surgeons interquartile
reported similarly good systematic review
. . range (IQR: 3—8) and
experiences with the showed larger effect .
: . over one third of all . o
quality of care as sizes for post- ® A detailed and critical
. . . . surgeons (38%) had
patients who received operative patient account related to post-
. . w ) . performed more than .
their reviews by an education in which 750 cataract operative care &
Results of | ophthalmologist. @ the content was rocedures in 2008. e management of various
study Patients who were individualised and P ’ complications (if

reviewed by a nurse
reported preferring the
same first-day review
method significantly
more often than those
who were reviewed by
an ophthalmologist.

givenina
combination of
media on an
individual basis and
in more than one
session.

Overall, 72% of the
eyes undergoing
surgery had a visual
acuity (VA) < 6/60.
Very low VA before
cataract surgery was
strongly associated
with poor
development at the
country level and
inversely associated
with national cataract
surgery rate CSR.

arising) of cataract
surgery has been given
in Ayurveda literature.
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Additional

e Overall, patients with
cataracts highly rated
co-managed care
pathways without any
post-operative contact
with ophthalmologists.

® This design of
educational
intervention was
beneficial in that it
produced moderate
improvement in self-
care knowledge and
performance of self-
care behaviour and
decline in the
number of post-
operative symptoms
experienced.

® The proportion of
patients with very
poor pre-operative VA
is a simple indicator
that can be easily
measured periodically
to monitor progress in
ophthalmological
services. Additionally,
the Internet can be an
effective tool for
developing and
supporting an
ophthalmological
research network
capable of providing a
global snapshot of
service activity,
particularly in
developing countries.

e A comprehensive and
systematic account of
pre-operative
preparation, operative
technique and post-
operative care of the
patients and the
surgical wound has
been given by the
surgeons of ancient
times.
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Polack, Eusebio,

Author . Shah, Gajiwala & Pate | Mathenge, Wadud
Walsgrave (2006 Watkinson (2009 ! ! !
and date g ( ) ( ) (2009) Mamunur, Fletcher,
Foster & Kuper (2010)
To discuss the nurse's
role in the treatment
and management of To assess the impact of
. three main ocular cataract surgery on
To offer an educational " . gery .
conditions that cause . vision related to quality
. framework for nurses at . . . . To discuss the .
Aim of . visual impairment in . . . of life (VRQoL) and
different levels of infection control in .
study ractice in pre-operative older people: cataract surger generic health related
P P P Cataract, Age-related gery quality of life (HRQoL) in
assessment POA
macular Kenya, Bangladesh and
degeneration and the Philippines
chronic open angle
glaucoma
Multi-
Study Article Article Comments . ulti cen.tre
type intervention study
e Cases were surveyed
with participants aged >
50 years, with pinhole
corrected VA< 6/24 in
e Infection control the better eye from
e Management of e Cataract @ Age- rates cataract. @ For each
Inclusion clinics, patient related macular e How patient get case identified in the
criteria assessment, degeneration infected @ How to survey, one (up to two
information-giving and e Chronic open angle | reduce post-operative | in Bangladesh) age-,
education of staff glaucoma infection in eye gender- and cluster-
surgery matched controls
without visual
impairment (VA < 6/24)
from cataract were
selected.
Exclusion
criteria
® Revise the infection
control guidelines .
& . e This study found that
under the national
one year after cataract
programme. eSpread
. . surgery there were
. . . information among all L
e Anecdotal evidence e Early diagnosis and . large, significant
the players in the . .
demonstrates that the prompt treatment improvements in
. . . country - larger level .
programme provides a are instrumental in . perception of own
. . action. e Add .
Results of | successful model for improving or . . eyesight, reduced
) Lo infection control as a o .
study supporting the preserving sight in difficulty undertaking

education and training
of POA nurses in the
local area.

the longer term and
promoting a better
quality of life.

separate subject in
the medical
curriculum.

® Increase quality
consciousness by
conducting workshops
and training
programmes for all

everyday activities
(general functioning)
and reduced frequency
of negative psychosocial
experiences associated
with vision.
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categories of staff.
e Enforce
implementation of
the guidelines
through various

supervisory inputs.

Additional

® The interest that has
been shown in the POA
competency portfolio
from across the UK
suggests there is a need
to develop similar
frameworks elsewhere
and that a move
towards a national
programme might be
worth considering.

o Nurses play an
important role as
health educators,
providing older
people with relevant
information, help and
support to regain
sufficient control
over the
management of their
visual problems to
maintain self-esteem,
confidence and re-
establish quality of
life.
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Khanna, Pallerla, Eeda,

Thakur, Nakkeeran,

Author Gudapati, Cassard, Rani, Mukheriee & Hickman, White & Limburg, Silva & Foster
and date Shantha, Chakrabarti & Yesudia:1 (2008) White (2010) (2009)
Schein (2012)
To report visual To present fln'dmgs
. of the evaluation of
outcomes and risk .
performance of non- | To assess the impact
factors for poor . .
governmental of medication To review recent data
. outcomes of cataract . . . .
Aim of surgerv in three organisations frequency illustrations | on blindness and low
study Integ r:ted Tribal (NGOs) under the in patient education vision due to cataract in
& World Bank Assisted | for use in the Latin America
Development Agency Cataract Blindness developing world
(ITDA) areas of Andhra L ping
. Control Project in
Pradesh, India .
India
Validated Rapid
Study Assessment of Unknown Randomised Review
type Avoidable Blindness controlled trial
(RAAB) methodology
e Patients aged 50
[ ]
® 15 NGOs were years ?nd older
. Selection of the survey
cousiedHip-sIStes oF area was determined b
® Subjects aged 50 years | Maharashtra, y
: . the local non-
Inclusion or older e Data was Andhra Pradesh and | e Patients undergoing overnmental
. collected from the last Tamil Nadu. e Study | cataract surgery in St- g o
criteria . ] . organisation (NGO) or
week of July to was conducted in Louis du Nord, Haiti university initiating the
September 2009. base hospitals and y g
— - survey, usually based on
thelehinterandsin a particular research
2002-20083. a partict
interest in the
respective areas.
Exclusion
criteria
. ® 85,5% of the e Cataract was the main
® During the study o Successful models . . .
. . subjects returned for cause of all blindness in
period, 7 500 subjects developed by . . .
. follow-up as instructed | eight of the nine
were enumerated in grantee NGOs should .
. on post-operative day surveys. ® Cataract
three tribal zones and 7 | have good . . .
. one. Subjects in the surgical coverage was
281 (97,1%) were geographical camp . . . .
. illustration group had good in Campinas,
examined. One coverage, better C L . .
. . significantly better Brazil; low in Paraguay,
thousand, one hundred planning, efficient .
. recall of the morning Peru, and Guatemala;
and twenty-four and effective . .
. e and bedtime doses. and moderate in the
subjects had undergone | utilisation of . . .
Results of The illustration group other areas. Good visual
cataract surgery, resources. The
study also tended to have outcome after cataract

yielding an overall
prevalence of 15,4%. e
Overall, refractive error,
uncorrected aphakia,
surgical complications
and posterior segment
disorders were the
major causes of VI and
blindness.

reasons for poor
performing NGOs
were poor
geographical
coverage,
unavailability of
skilled manpower,
poor follow up
services, etc.

better recall of the
mid-day and afternoon
doses. Within the oral
group, family
members had
significantly better
recall of the afternoon
and bedtime doses
than patients.

surgery nearly
conformed to World
Health Organization
(WHO) guidelines in
Buenos Aires (more
than 80% of operated
eyes able to see 20/60
or better), but ranged
from 60% to 79% in
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most of the other
settings, and was less
than 60% in Guatemala
and Peru.

Additional

® The overall prevalence
of cataract surgery was
much higher than that
reported from India a
decade ago and is
relatively higher
compared to
neighboring and some
developed countries.

e |t may be
concluded that the
Camp Approach
linked to Base
hospitals is quite
efficacious for
countering the
problem of cataract.
This approach is
culminating to the
combination of
peoples’ initiative
from the grass roots
to the global drives
and institutions.

The illustrations did
appear to be useful in
providing patients and
their families with
education regarding
their post-operative
medication regimen.
Education of family
members also appears
to be an important
adjunct, as they
tended to have better
recall than the
patients themselves.
llliteracy is a common
problem throughout
the developing and
developed world, and
illustrations may be an
effective method to
overcome this barrier
to patient compliance.
Even in the developed
world, there is
evidence to suggest
that an alarming
number of patients do
not possess sufficient
reading skills to
comprehend
instructions for
medications.

The average number of
cataract operations per
eye surgeon per year in
the nine Latin American
countries surveyed
ranged from 18 to 65.
This is low compared to
many other regions. The
number of available eye
surgeons suggests there
is sufficient capacity to
increase the number of
cataract operations per
year and thus reduce
the prevalence of
blindness and low vision
caused by cataract.
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Kuper, Polack,

Author Colledge, Car, Donnelly Eusebio, Mathenge,
and date & Majeed (2008) Wadud & Foster
(2008)
To examine the
To discuss health association between
. information provision visual impairment
Aim of
stud and what can be done from cataract and
v to improve health poverty in adults in
communication Kenya, Bangladesh,
and the Philippines
Study Population-based
Essay
type case-control study
e Patients aged 50
years or older and
visually impaired
due to cataract
(visual acuity , 6/24
in the better eye) ®
Households within
clusters were
selected through a
e Why do we need modification of
. health literate patients? | compact segment
Inclusion . . )
criteria ® Access to information | sampling, whereby a
e What can health map was drawn of
professionals do? the enumeration
area that was
divided into
segments, each
including
approximately 50
people aged 50
years, and one
segment was
chosen at random.
Exclusion
criteria
e Different formats of * Case partl.upants
. . were more likely to
health information .
. . . be in the lowest
effective at improving .
. quartile of per
patient outcomes . .
. capita expenditure
® Health professionals
) . (PCE) compared to
can actively guide and .
Results of sUbbort patients to controls in Kenya,
study pport p Bangladesh, and the

access and engage with
high quality sources of
information, as well as
developing strategies to
improve their own
communication.

Philippines and
there was significant
dose-response
relationship across
quartiles of PCE.
These associations
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persisted after
adjustment for self-
rated health and
social support
indicators.

Additional

This study confirms
an association
between poverty
and blindness and
highlights the need
for increased
provision of cataract
surgery to poor
people, particularly
since cataract
surgery is a highly
cost-effective
intervention in
these settings.
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3A Fayers, Abdullah, Walton & Wilkins (2009)

APPENDIX 3

QUALITY ASSESSMENT TOOL FOR

QUANTITATIVE STUDIES
m

COMPONENT RATING
A) SELECTION BIAS

- 4

Effective Pubﬁc\ﬁiea!th Practice Project

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4. Can'ttell

(Q2) What percentage of selected individuals agreed to participate?
80 -100% agreement

60 — 79and agreement
Less than 60% agreement

Not applicable
Can’t tell

S~ wn e

RATE THIS SECTION

STRONG

MODERATE

WEAK

See dictionary

1

2

B) STUDY DESIGN

Indicate the study design
Randomized controlled trial
Controlled clinical trial
Cohort analytic (two group pre + post)

Case-control

AW RE

Can't tell

Was the study described as randomized? If NO, go to Component C.

NO

If Yes, was the method of randomization described? (See dictionary)

NO

YES

YES

Cohort (one group pre + post (before + after))
Interrupted time series

Other specify nonrandomized interventional clinical

If Yes, was the method appropriate? (See dictionary)

NO
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RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can'ttell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

N A WN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80-100% (most)

2. 60-79% (some)

3. Lessthan 60% (few or none)

4. Can'ttell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’ttell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can'ttell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?
1. Yes
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2. No
3. Can'ttell

(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can’ttell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per

group?
1. Yes
2. No
3. Can'ttell
4. Not applicable (i.e. one time surveys or interviews)

(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).

1. 80-100%
2. 60-79%
3. Lessthan 60%
4, Can'ttell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 3 N/A

G) INTERVENTION INTEGRITY
(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80-100%
2. 60-79%
3. Lessthan 60%
4. Can'ttell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can’ttell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-
intervention) that may influence the result?

4. Yes

5. No
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6. Can'ttell
H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can'ttell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can’ttell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
1 2 3
D BLINDING STRONG MODERATE WEAK
1 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
1 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1! 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):

1. STRONG (no WEAK ratings)
2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy
1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK

110



3B Hickman, White & White (2010)

QUALITY ASSESSMENT TOOL FOR

- 4

QUANTITATIVE STUDIES Effective Pubﬁc\ﬁiea!th Practice Project

COMPONENT RATING
A) SELECTION BIAS
(Q1) Are the individuals selected to participate in the study likely to be representative of the
target population?

1. Very likely

2. Somewhat likely
3.  Not likely

4. Can'ttell

(Q2) What percentage of selected individuals agreed to participate?
1. 80-100% agreement

2. 60-79and agreement
3. Lessthan 60% agreement
4. Not applicable
5. Can'ttell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary i 2 3

B) STUDY DESIGN

Indicate the study design

1. Randomized controlled trial

Controlled clinical trial
Cohort analytic (two group pre + post)
Case-control
Cohort (one group pre + post (before + after))
Interrupted time series
Other specify
Can't tell

NI AW

Was the study described as randomized? If NO, go to Component C.

NO YES
If Yes, was the method of randomization described? (See dictionary)
NO YES
If Yes, was the method appropriate? (See dictionary)
NO YES
RATE THIS SECTION STRONG ‘ MODERATE WEAK
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‘ See dictionary 1 2 3
C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can'’t tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

Nk WwWwN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80— 100% (most)

2. 60 — 79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?

1. Yes
2. No
3. Can’t tell
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(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4, Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4. Can’t tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4. Can't tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can't tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

1. Yes
2. No
3. Can’t tell
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H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can'’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can’t tell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
il 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
il 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy

1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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3C Keay, Lindsley, Tielsch, Katz & Schein (2009)

QUALITY ASSESSMENT TOOL FOR ‘ : ' = S
QUANTITATIVE STUDIES 1 : P
- 4

Effective Pubﬁc\ﬁiea!th Practice Project

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can’t tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80 -100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary g 2 3

B) STUDY DESIGN

Indicate the study design

1. Randomized controlled trial

Controlled clinical trial
Cohort analytic (two group pre + post)
Case-control
Cohort (one group pre + post (before + after))
Interrupted time series
Other specify: Cochrane Review
Can’t tell

PN A WN

Was the study described as randomized? If NO, go to Component C.

NO YES
If Yes, was the method of randomization described? (See dictionary)
NO YES
If Yes, was the method appropriate? (See dictionary)
NO YES
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can't tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

N A WN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 — 79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?

1. Yes
2. No
3. Can'’t tell
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(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4, Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can't tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can’t tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can’t tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

1. Yes
2. No
3. Can'ttell
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H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can'’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can’t tell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
il 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
il 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy

1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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3D Lockey (2009)

QUALITY ASSESSMENT TOOL FOR

QUANTITATIVE STUDIES = o\
Effective Pub!ic‘ﬁiea!th Practice Project

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can't tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80-100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary il 2 3

B) STUDY DESIGN

Indicate the study design

1. Randomized controlled trial

Controlled clinical trial
Cohort analytic (two group pre + post)
Case-control
Cohort (one group pre + post (before + after))
Interrupted time series
Other specify: Quantitative descriptive audit
Can't tell

PNO VAW

Was the study described as randomized? If NO, go to Component C.

NO YES
If Yes, was the method of randomization described? (See dictionary)
NO YES
If Yes, was the method appropriate? (See dictionary)
NO YES
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can't tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

N A WN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 — 79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?

1. Yes
2. No
3. Can’t tell
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(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4. Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can't tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can’t tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can'’t tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

1. Yes
2. No
3. Can’t tell

123




H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can't tell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
il 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy

1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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3E Mittra, Kim, Han & Pollack (2009)

QUALITY ASSESSMENT TOOL FOR

QUANTITATIVE STUDIES = o\
Effective Pub!ic‘ﬁiea!th Practice Project

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can't tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80-100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

B) STUDY DESIGN

Indicate the study design

1. Randomized controlled trial

Controlled clinical trial
Cohort analytic (two group pre + post)
Case-control
Cohort (one group pre + post (before + after))
Interrupted time series
Other specify: retrospective case series
Can't tell

PNO VAW

Was the study described as randomized? If NO, go to Component C.

NO YES
If Yes, was the method of randomization described? (See dictionary)
NO YES
If Yes, was the method appropriate? (See dictionary)
NO YES
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can't tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

N A WN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 — 79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?

1. Yes
2. No
3. Can'’t tell

127



(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4, Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can't tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can’t tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can'’t tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

1. Yes
2. No
3. Can’t tell

128




H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can'’t tell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
1 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy

1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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)

PP

3F Modi, Shaw, Allman and Simcock (2008) ‘ E

v _
Effective Pub!ic‘ﬁiea!th Practice Project

QUALITY ASSESSMENT TOOL FOR
QUANTITATIVE STUDIES

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can't tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80 -100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary g 2 3

B) STUDY DESIGN
Indicate the study design
1. Randomized controlled trial

2. Controlled clinical trial

3. Cohort analytic (two group pre + post)

4, Case-control

5. Cohort (one group pre + post (before + after))
6. Interrupted time series

7. Other specify:

8. Can’t tell

Was the study described as randomized? If NO, go to Component C.
NO YES

If Yes, was the method of randomization described? (See dictionary)
NO YES

If Yes, was the method appropriate? (See dictionary)
NO YES
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RATE THIS SECTION STRONG MODERATE WEAK

See dictionary 1 2 3

C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can’t tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

O Nk wnN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 —79% (some)

3. Less than 60% (few or none)

4.

Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?
1. Yes
2. No
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3. Can'’t tell

(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4, Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can't tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can’t tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can’t tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

7. Yes
8. No
9. Can’t tell
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H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can'’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can’ttell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
1 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):

1. STRONG (no WEAK ratings)
2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy
1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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3G Sharma, Ooi, Figueira, Rosenberg, Masselos,%a

Paramanathan, Francis, Alexander & Ferch (2008)‘ S N . .
Effective Public ﬁiea!th Practice Project

QUALITY ASSESSMENT TOOL FOR
QUANTITATIVE STUDIES

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can’t tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80 -100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

B) STUDY DESIGN

Indicate the study design

1. Randomized controlled trial

Controlled clinical trial
Cohort analytic (two group pre + post)
Case-control
Cohort (one group pre + post (before + after))
Interrupted time series
Other specify: prospective, consecutive, observational study
Can't tell

X NOU AW

Was the study described as randomized? If NO, go to Component C.
NO YES

If Yes, was the method of randomization described? (See dictionary)
NO YES

If Yes, was the method appropriate? (See dictionary)
NO YES
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RATE THIS SECTION STRONG MODERATE WEAK

See dictionary 1 2 3

C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can’t tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

O Nk WwN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 —79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can’ttell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2




E)

DATA COLLECTION METHODS

(Q1) Were data collection tools shown to be valid?
1. Yes
2. No
3. Can't tell

(Q2) Were data collection tools shown to reliable?
1. Yes
2. No
3. Can’t tell

RATE THIS SECTION STRONG MODERATE

WEAK

See dictionary 1 2

F)

WITHDRAWALS AND DROP-OUTS

(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per

group?
1. Yes
2. No
3. Can’ttell
4. Not applicable (i.e. one time surveys or interviews)

(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by

groups, record the lowest).
1. 80 -100%
60 - 79%
Less than 60%
Can't tell
Not applicable (i.e. Retrospective case-control)

vk wnN

RATE THIS SECTION STRONG MODERATE

WEAK

NOT APPLICABLE

See dictionary 1 2

N/A

G)

INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80-100%
2. 60-79%
3. Lessthan 60%
4. Can'ttell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can't tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-
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H)

intervention) that may influence the result?

1. Yes

2. No

3. Can’t tell
ANALYSES

(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Canttell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can’t tell

139



GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
1 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy

1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK

140



3H Shukla, Daly & Legutko (2012)

QUALITY ASSESSMENT TOOL FOR

QUANTITATIVE STUDIES = o\
Effective Pub!ic‘ﬁiea!th Practice Project

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can’t tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80 -100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

B) STUDY DESIGN

Indicate the study design

1. Randomized controlled trial

Controlled clinical trial
Cohort analytic (two group pre + post)
Case-control
Cohort (one group pre + post (before + after))
Interrupted time series
Other specify: Randomized prospective study
Can’t tell

PNO VAW

Was the study described as randomized? If NO, go to Component C.

NO YES
If Yes, was the method of randomization described? (See dictionary)
NO YES
If Yes, was the method appropriate? (See dictionary)
NO YES
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can't tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

N A WN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 — 79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can'’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?

1. Yes
2. No
3. Can'’t tell
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(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4. Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can't tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can’t tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can'’t tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

1. Yes
2. No
3. Can’t tell
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H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Can't tell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
1 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy
1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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31 van Vliet, Reus, Sermeus, Vissers, Sol & Lemij (2010) ¢

QUALITY ASSESSMENT TOOL FOR I E P P

QUANTITATIVE STUDIES

v _
Effective Pub!ic‘ﬁiea!th Practice Project

COMPONENT RATING
A) SELECTION BIAS

(Q1) Are the individuals selected to participate in the study likely to be representative of the

target population?
1. Very likely
2. Somewhat likely
3. Not likely
4, Can’t tell

(Q2) What percentage of selected individuals agreed to participate?

1. 80 -100% agreement
2. 60 — 79and agreement
3. Less than 60% agreement
4, Not applicable
5. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

B) STUDY DESIGN
Indicate the study design
1. Randomized controlled trial

2. Controlled clinical trial

3. Cohort analytic (two group pre + post)

4, Case-control

5. Cohort (one group pre + post (before + after))
6. Interrupted time series

7. Other specify:

8. Can’t tell

Was the study described as randomized? If NO, go to Component C.

NO YES
If Yes, was the method of randomization described? (See dictionary)
NO YES
If Yes, was the method appropriate? (See dictionary)
NO YES
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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C) CONFOUNDERS
(Q1) Were there important differences between the groups prior to the intervention?

1. Yes
2. No
3. Can't tell

The following are examples of confounders:
1. Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

N A WN

(Q2) If yes indicate the percentage of relevant confounders that were controlled (either in the
design (eg. stratification, matching) or analysis)?

1. 80 — 100% (most)

2. 60 — 79% (some)

3. Less than 60% (few or none)

4,

Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
D) BLINDING

(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure status of the
participants?

1. Yes
2. No
3. Can’t tell

(Q2) Were the study participants aware of the research question?

1. Yes
2. No
3. Can’t tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

E) DATA COLLECTION METHODS
(Q1) Were data collection tools shown to be valid?

1. Yes
2. No
3. Can’t tell

147



(Q2) Were data collection tools shown to reliable?

1. Yes
2. No
3. Can't tell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

F) WITHDRAWALS AND DROP-OUTS
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or reasons per
group?
1. Yes
2. No
3. Can’t tell
4. Not applicable (i.e. one time surveys or interviews)
(Q2) Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can't tell
5. Not applicable (i.e. Retrospective case-control)
RATE THIS SECTION STRONG MODERATE WEAK NOT APPLICABLE
See dictionary 1 2 N/A
G) INTERVENTION INTEGRITY

(Q1) What percentage of participants received the allocated intervention or exposure of

interest?
1. 80 -100%
2. 60 - 79%
3. Less than 60%
4, Can’t tell

(Q2) Was the consistency of the intervention measured?

1. Yes
2. No
3. Can'’t tell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-

intervention) that may influence the result?

1. Yes
2. No
3. Can’t tell
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H) ANALYSES
(Q1) Indicate the unit of allocation (circle one)
Community organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
Community organization/institution practice/office individual

(Q3) Are the statistical methods appropriate for the study design?

1. Yes
2. No
3. Can’t tell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather
than the actual intervention received?

1. Yes
2. No
3. Canttell
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GLOBAL RATING

COMPONENT RATINGS
Please transcribe the information from the gray boxes on page 1-4 onto this page. See dictionary on how
to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B  STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
il 2 3
D BLINDING STRONG MODERATE WEAK
il 2 3
E DATA COLLECTION
STRONG MODERATE WEAK
METHOD
i 2 3
F WITHDRAWALS AND
STRONG MODERATE WEAK
DROPOUTS
Not
1 2 3 Applicable

GLOBAL RATING FOR THIS PAPER (circle one):
1. STRONG (no WEAK ratings)

2. MODERATE (no WEAK ratings)
3. WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?
NO YES

If yes, indicate the reason for the discrepancy

1. Oversight
2. Differences in interpretation of criteria
3. Differences in interpretation of study

Final decision of both reviewers (circle one):
1. STRONG
2. MODERATE
3. WEAK
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APPENDIX 4 amimm g 0 s pe
Quality Assessment Tool A E g PP

fO r QU ant I tat I Ve St u d | €es Effective Pub!ic"‘ﬁlea!th Practice Project

Dictionary

The purpose of this dictionary is to describe items in the tool thereby assisting raters to score study quality. Due to

under-reporting or lack of clarity in the primary study, raters will need to make judgements about the extent that bias

may be present. When making judgements about each component, raters should form their opinion based upon

information contained in the study rather than making inferences about what the authors intended.

A) SELECTION BIAS

(Q1) Participants are more likely to be representative of the target population if they are randomly selected from a

comprehensive list of individuals in the target population (score very likely). They may not be representative if they are

referred from a source (e.qg. clinic) in a systematic manner (score somewhat likely) or self-referred (score not likely).

(Q2) Refers to the % of subjects in the control and intervention groups that agreed to

participate in the study before they were assigned to intervention or control groups.

B) STUDY DESIGN

In this section, raters assess the likelihood of bias due to the allocation process in an experimental study. For

observational studies, raters assess the extent that assessments of exposure and outcome are likely to be independent.

Generally, the type of design is a good indicator of the extent of bias. In stronger designs, an equivalent control group is

present and the allocation process is such that the investigators are unable to predict the sequence.

Randomized Controlled Trial (RCT)

An experimental design where investigators randomly allocate eligible people to an intervention or

control group. A rater should describe a study as an RCT if the randomization sequence allows each
study participant to have the same chance of receiving each intervention and the investigators could

not predict which intervention was next. If the investigators do not describe the allocation process
and only use the words ‘random’ or ‘randomly’, the study is described as a controlled clinical trial.

See below for more details.

Was the study described as randomized?

Score YES, if the authors used words such as random allocation, randomly assigned,

and random assignment. Score NO, if no mention of randomization is made.

Was the method of randomization described?

Score YES, if the authors describe any method used to generate a random allocation sequence.

Score NO, if the authors do not describe the allocation method or describe methods of allocation such as
alternation, case record numbers, dates of birth, day of the week, and any allocation procedure that is

entirely transparent before assignment, such as an open list of random numbers of assignments.
If NO is scored, then the study is a controlled clinical trial.
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C)

D)

Was the method appropriate?

Score YES, if the randomization sequence allowed each study participant to have the same
chance of receiving each intervention and the investigators could not predict which intervention
was next. Examples of appropriate approaches include assignment of subjects by a central office
unaware of subject characteristics, or sequentially numbered, sealed, opaque envelopes.

Score NO, if the randomization sequence is open to the individuals responsible for recruiting and
allocating participants or providing the intervention, since those individuals can influence the
allocation process, either knowingly or unknowingly.

If NO is scored, then the study is a controlled clinical trial.

Controlled Clinical Trial (CCT)

An experimental study design where the method of allocating study subjects to intervention or control groups is
open to individuals responsible for recruiting subjects or providing the intervention. The method of allocation is
transparent before assignment, e.g. an open list of random numbers or allocation by date of birth, etc.

Cohort analytic (two group pre and post)
An observational study design where groups are assembled according to whether or not exposure to the

intervention has occurred. Exposure to the intervention is not under the control of the investigators. Study
groups might be non-equivalent or not comparable on some feature that affects outcome.

Case control study

A retrospective study design where the investigators gather ‘cases’ of people who already have
the outcome of interest and ‘controls’ who do not. Both groups are then questioned or their
records examined about whether they received the intervention exposure of interest.

Cohort (one group pre + post (before and after)
The same group is pretested, given an intervention, and tested immediately after the
intervention. The intervention group, by means of the pretest, act as their own control group.

Interrupted time series
A time series consists of multiple observations over time. Observations can be on the same units (e.g. individuals

over time) or on different but similar units (e.g. student achievement scores for particular grade and school).
Interrupted time series analysis requires knowing the specific point in the series when an intervention occurred.

CONFOUNDERS

By definition, a confounder is a variable that is associated with the intervention or exposure and causally related to the
outcome of interest. Even in a robust study design, groups may not be balanced with respect to important variables prior
to the intervention. The authors should indicate if confounders were controlled in the design (by stratification or matching)
or in the analysis. If the allocation to intervention and control groups is randomized, the authors must report that the
groups were balanced at baseline with respect to confounders (either in the text or a table).

BLINDING

(Q1) Assessors should be described as blinded to which participants were in the control and intervention groups. The

purpose of blinding the outcome assessors (who might also be the care providers) is to protect against detection bias.

(Q2) Study participants should not be aware of (i.e. blinded to) the research question. The
purpose of blinding the participants is to protect against reporting bias.
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E)

F)

G)

H)

DATA COLLECTION METHODS
Tools for primary outcome measures must be described as reliable and valid. If ‘face’ validity or ‘content’ validity has
been demonstrated, this is acceptable. Some sources from which data may be collected are described below:

Self reported data includes data that is collected from participants in the study (e.g.
completing a questionnaire,_survey, answering questions during an interview, etc.).

Assessment/Screening includes objective data that is retrieved by the researchers.
(e.g. observations by_investigators).

Medical Records/Vital Statistics refers to the types of formal records used for the extraction of the data.

Reliability and validity can be reported in the study or in a separate study. For
example, some standard assessment tools have known reliability and validity.

WITHDRAWALS AND DROP-OUTS

Score YES if the authors describe BOTH the numbers and reasons for withdrawals and drop-outs.

Score NO if either the numbers or reasons for withdrawals and drop-outs are not reported.

The percentage of participants completing the study refers to the % of subjects remaining in the
study at the final data collection period in all groups (i.e. control and intervention groups).

INTERVENTION INTEGRITY

The number of participants receiving the intended intervention should be noted (consider both frequency and
intensity). For example, the authors may have reported that at least 80 percent of the participants received the
complete intervention. The authors should describe a method of measuring if the intervention was provided to all
participants the same way. As well, the authors should indicate if subjects received an unintended intervention that
may have influenced the outcomes. For example, co-intervention occurs when the study group receives an
additional intervention (other than that intended). In this case, it is possible that the effect of the intervention may
be over-estimated. Contamination refers to situations where the control group accidentally receives the study
intervention. This could result in an under-estimation of the impact of the intervention.

ANALYSIS APPROPRIATE TO QUESTION
Was the quantitative analysis appropriate to the research question being asked?

An intention-to-treat analysis is one in which all the participants in a trial are analyzed according to the intervention to
which they were allocated, whether they received it or not. Intention-to-treat analyses are favoured in assessments of
effectiveness as they mirror the noncompliance and treatment changes that are likely to occur when the intervention is
used in practice, and because of the risk of attrition bias when participants are excluded from the analysis.
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Component Ratings of Study:

For each of the six components A — F, use the following descriptions as a roadmap.

A)

B)

C)

D)

E)

F)

SELECTION BIAS
Strong: The selected individuals are very likely to be representative of the target population
(Qlis 1) and there is greater than 80% participation (Q2 is 1).

Moderate: The selected individuals are at least somewhat likely to be representative of the
target population (Q1 is 1 or 2); and there is 60 - 79% participation (Q2 is 2). ‘Moderate’ may
also be assigned if Q1 is 1 or 2 and Q2 is 5 (can't tell).

Weak: The selected individuals are not likely to be representative of the target population (Q1 is 3); or there is less than 60%

participation (Q2 is 3) or selection is not described (Q1 is 4); and the level of participation is not described (Q2 is 5).
DESIGN
Strong: will be assigned to those articles that described RCTs and CCTs.

Moderate: will be assigned to those that described a cohort analytic study, a case control study,
a cohort design, or an interrupted time series.

Weak: will be assigned to those that used any other method or did not state the method used.

CONFOUNDERS
Strong: will be assigned to those articles that controlled for at least 80% of relevant confounders (Q1 is 2); or (Q2 is 1).

Moderate: will be given to those studies that controlled for 60 — 79% of relevant confounders (Q1 is 1) and (Q2 is 2).

Weak: will be assigned when less than 60% of relevant confounders were controlled (Q1 is
1) and (Q2 is 3) or control of confounders was not described (Q1 is 3) and (Q2 is 4).

BLINDING

Strong: The outcome assessor is not aware of the intervention status of participants (Q1
is 2); and the study participants are not aware of the research question (Q2 is 2).

Moderate: The outcome assessor is not aware of the intervention status of participants (Q1 is 2); or the study

participants are not aware of the research question (Q2 is 2); or blinding is not described (Q1 is 3 and Q2 is 3).

Weak: The outcome assessor is aware of the intervention status of participants (Q1 is 1); and
the study participants are aware of the research question (Q2 is 1).

DATA COLLECTION METHODS

Strong: The data collection tools have been shown to be valid (Q1 is 1); and the data
collection tools have been shown to be reliable (Q2 is 1).

Moderate: The data collection tools have been shown to be valid (Q1 is 1); and the data collection tools
have not been shown to be reliable (Q2 is 2) or reliability is not described (Q2 is 3).

Weak: The data collection tools have not been shown to be valid (Q1 is 2) or both reliability and validity are not
described (Qlis 3 and Q2 is 3).

WITHDRAWALS AND DROP-OUTS - a rating of:

Strong: will be assigned when the follow-up rate is 80% or greater (Q2 is 1).

Moderate: will be assigned when the follow-up rate is 60 — 79% (Q2 is 2) OR Q2 is 5 (N/A).

Weak: will be assigned when a follow-up rate is less than 60% (Q2 is 3) or if the withdrawals and
drop-outs were not described (Q2 is 4).
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