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Executive Summary

This study investigated the methods used to conduct reviews of the effectiveness of health promotion

interventions. It was carried out over asix-month period and funded by the Department of Hedlth, and

amed:

1. to compile and describe aregister of completed and ongoing effectivenessreviewsin different
aress of hedth promation;

2. to describe and compare the review methods used;

3. to determine how different review methods may affect the conclusons drawn about
effectiveness,

4, to make recommendationsfor how effectivenessreviewsin heath promotion should be carried
Out.

Though the work necessarily had to focus on particular areas of hedth promotion (i.e. accident

prevention in older people, sexua hedth promotion, workplace hedth promotion), common

methodological concerns gpply throughout the field. Hence, this study isrelevant to the broad range of

hedlth promotion specidists irrespective of their area of expertise.

Part | The need for effectiveness reviews in health promotion

Three phases of work were undertaken in relation to the need for effectiveness reviews.
Recommendations for the production and presentation of effectiveness reviews were based on the

findings of each phase.

Firgly, the research team convened two meetings with commissioners, purchasers and providers of
hedth promotion sarvices to inform this study. At the first meeting reviews of effectiveness were
discussed in terms of their vaue; what they should include; how they should be presented; and their
implications for health promotion purchasing and practice. Participants had clear ideas about what
should beincluded in effectiveness reviews. Explicit and trangparent details of the review methodology



used was cong dered to be an essential dement. Sufficient detail was aso emphasised, both in terms of
providing descriptions of effectivelineffective interventionsand afull discusson and critica gppraisa of
findings. Inaddition, asummeary of the review which incorporates dear implicationsfor planning services
and identifying gapsin knowledge was consdered essentid . Process datawere highlighted asuseful and
important to complement theinformation about effectiveness. One of the fundamentd difficultieswith the
production of reviews of effectiveness was perceived to be avoiding disgppointment with the end
product. Involving end-users of reviews in the process of framing review questions and providing
reviews in different formats for different audiences could be used as drategies for avoiding
disappointmert. In the second meeting, reviews of effectiveness were discussed in relation to the gap
between research and practice. Ways of encouraging practitioner support for an evidence-based
approach were suggested. They included providing systematic reviews of ‘approaches’ to hedth

promotion and improving dissemination of review results.

Secondly, the methods and conclusionsfrom six reviews of the effectiveness of interventionsto prevent
accidents and injury in older people were compared. The reviews were found to differ in terms of
whether they addressed anarrow or broad scope; the number of studiesthey included; and the quality
criteriaused to assesstheincluded studies such that the same studieswere treated differently in different
reviews. Although the implicationsfor research and practice from the reviewswerefound to conflict, the
authorsof thereviews exercised caution when drawing find conclusonswhich served to minimisethese

conflicts.

Finally, searching was undertaken to compile a register of effectiveness reviews in different areas of
health promotion. A total of 398 completed effectiveness reviews were identified and these were
summarised according to their hedth focus and the reported methodology used within the review.
Overdl the reporting of the methodology used in the reviews was poor, which makesit very difficult to

assess vdidity and comprehensiveness of the review’s findings

Basad on these findings, the following recommendations were made:



Recommendations for the preparation of systematic reviews

C Commissonersand potentid usersof reviews should beinvolved in framing thereview question,
the shaping of the review as it progresses and the presentation of its findings. Methods for
facilitating discussons to guide the research should draw on information science, education

research and public understanding of science,

C Systematic reviews should be commissioned as a two stage process. stage one involving
identifying and mapping relevant sudies; in Sagetwo, adetailed review of sudiesshould follow
discussion between the researchers, commissionersand potential usersto determinethecriteria
for choosing which studies to include, and the degree of information required about each
reviewed study.

C Methods for reviewing effectiveness which have been devel oped for evauating careinclinica
sdttingsarelargely applicableto reviewing health promotion interventions. In particular, clarity of
scope, exhaustive search strategies, and the gpplication of pre-set qudity criteria to assess
primary studies are essentid, as well as regular updating. However, review methods may be
adapted to suit hedth promotion better by: employing the qudity criteria of ‘sound’ primary
studies (comparable groups studied; pre- and post-test data reported for al groups on al
outcomes targeted) rather than the quality criteria of random dlocation or blinded random
dlocation (which are rardly reported in the field of hedlth promotion).

C Advances in search drategies addressing narrow clinica questions need to be matched by
advances in search strategies to address broad policy questions.

C Systematic reviews should draw on past reviews as a short-cut to critica discussions of the

relevant issues and to identifying primary studies. Therefore the search strategy should include
seeking both reviews and primary sudies.



C Reviewswith anarrow scope should be described within the context of current practice, related
research questions and related research (i.e. primary studies and completed and on-going

gystematic reviews).

Recommendations for thereporting of systematic reviews

C Effectiveness reviews need to lead to severa products targeted at different audiences.
Partnershipsare required for the presentations, for instance, working with practitionersto write
for practitioners. The emphasis on dissemination in current government policy should support
such initigtives

C Reportsof systematic reviews published in academic journdsand professiond ‘magezine’ type

journals should raise awareness and signpost full reports.

C Summaries of reviews, however short, should include the “bottom line” and itsimplicationsfor

planning of services and gaps in knowledge.

C Full reports (paper or eectronic versons) should be available to purchasers and providers.

These reports should include:

C aclear description of the review methods, why these methods have been chosen and
the implications they have for the evidence used to draw conclusions about
effectiveness,

C not only whether interventions worked, or not, but row and why they worked (or
failed);

C the qudity of the resource or the training of the provider involved in the intervention
tested, and the process data for informing the subsequent replication of theintervention
inthefidd;

C hypotheses generated from the review which could be tested by subsequent research.



Thereisaneed for regular updating of acentrd register of completed and ongoing effectiveness

reviews to avoid overlgp of effort and to ensure that new reviews build on previous reviews.

Clear reporting of review methods should be encouraged. For example, achecklist could be
provided to authors and journd editors covering the key stages in conducting a systemétic
review (methods for searching, inclusion criteria, vaidity criteria).

Those commissioning and conducting effectivenessreviews should agree acommon framework
for how reviews in hedth promotion should be carried out, including the weighting of primary

research.



Part 11 The impact of review methodology on the scope and

recommendations for effective health promotion interventions

Four phases of work were undertaken in relation to theimpact of review methodology on the scopeand
recommendations for effective hedth promotion interventions. Recommendations for searching for

sudies to include in effectiveness reviews and for the use of inclusion criteria are based on this work.

Firgtly, searching for health promotion studies on five dectronic bibliographic databases was examined.
A range of databaseswere used, theseincluded twomedica databases (Medlineand EMBASE), two
socid science databases (PsycL I T and the Socid Science Citation Index) and one educationd database
(ERIC). Using the locetion of outcome evauations of sexua heglth promotion interventions as a case
study, search strategies were developed for each database separately and tested for their sensitivity
(i.e. ability to locate as much as possible of all the available effectiveness evidence) and specificity
(their accuracy inlocating relevant evidenceonly). In addition, the sengtivity of search srategieswhen
different combinations of the five databases were used was tested in order to identify the ‘best’
combination of databasesto use, for example, whentime congraintsor bility restrict the extent of

electronic searching.

Ovedl, thefindings suggested that identifying hedlth promotion studies to be included in effectiveness
reviewsisahighly complex, skilled and time-consuming exercise. In order to be highly sensitive, search
strategies had to include awide range of terms, hence had a very low specificity. The Socia Science
Citation Index was the most productive in locating effectiveness evidence in the area of sexud hedlth
promotion. Even so, thisdatabase only found just over haf of the available effectivenessevidencewhich
means that searching more than one database is essential. Under conditions in which resources are
restricted, at east onemedical database in combination with at least one social science database should
be used to avoid missng too many rdevant sudies. An important finding to emerge was that some
hedlth promotion studies published in journals covered by databases may never be entered into those
databases, while other studies may only appear after consderable delay. Using dternative methods of
searching, such as handsearching of journds, is also essentid.



Secondly, two drategies to decrease the amount of effort in searching for effectiveness studies were
examined: using search drategies with higher specificity and using aspecidised register of effectiveness
gudies, the Cochrane Controlled Trids Register (CCTR). The need for a hedth promotion-specific
coding system was examined by testing the utility of MeSH terms within Medline to locate studies to
answer specific questions about the effectiveness of sexud hedth interventions.

The findings suggested that the amount of effort needed for implementing search strategies and sorting
the search results can be reduced by using search strategies with higher specificity. Consequent loss of
sengtivity can be minimised by combining a comprehensive search based on subject- and prevention:
rel ated terminology with specific study design. Thiswasfound to be an acceptable strategy on Medline,
but loss of sengtivity may be more severe on other databases especidly thosewith alesscomprehensive
or no indexing system for study design.

The use of the CCTR as a ‘short-cut’ for locating effectiveness evidence was found to be chalenging.
Complex and time consuming searches had to be developed to locate relevant studies. However in
response to discussons about the difficulties of identifying hedth promotion trids, anendments arein
progress which will facilitate the location of these sudies.

The results of testing the utility of Medica Subject Headings (MeSH)on Medline suggested that these
termsareless efficient than usng ahedth promotion-specific coding Strategy (i.e. MeSH termslocatea
smaller number of the available sudies). Theimplication is that specidised registerswith standardised
hedlth promotion-specific coding are a cogt-effective option as they will increase the efficiency of
locating evidence to answer pragmetic questions about effectivenessin hedth promation.

Thirdly, the impact of different search strategies on the scope and recommendations for effective
interventions was determined. This was done by using hedthy esting interventions which were
implemented in the workplace to change participants cholesterol levels. Fifty-two reports of relevant
outcome evauations were identified and reviewed according to a standardised quality assessment

procedure (the ‘EPI-Centre qudity criteria’). Twelve studies met the quality criteria of employing a

Vii



control/comparison group equivaent to theintervention group in socio-demographic characterigticsand
basdine outcome measures, and reporting of pre- and post-intervention deta for al groups on dl
outcomes targeted. These studies were deemed ‘sound’ and condtituted the set of sudies from which
potentidly reliable conclusions can be drawn. The number of ‘sound’ studiesfound by different search
drategies was then examined and the impact on the scope and recommendations of for

effective/ineffective interventions assessed.

Different search dtrategies found different numbers of outcome evauations. For example, a ‘smple’
search found only twenty-two of the fifty-two studies whilst a ‘detailled” search found forty-eight.
Further, of the twelve ‘sound’ studies, the‘smple’ search found four, whilst the‘detailed’ search found
ten. Thelessstudiestherewereto draw on, themoredifficult it wasto identify apattern interms of what
condtituted an effective/ineffective intervention. For example, usng the ‘detailed’ search, the pattern of
effective interventions suggested that persondised advice is an essentid component in improving

cholesteral levels. However, using the*Cochrane optimal search’ the pattern of effective and ineffective
studies was less clear; and in case of the ‘ample’ search there were not enough studies to draw on.
Thus, the use of search dtrategies not only has an effect on the overdl number of studies that may be
included in an effectiveness review but dso on the reative numbers of different types of sudies. Search
drategieswith higher sengtivity produce abigger pool of studiesfrom which conclusonsmay bedrawn,

but require more effort and hence resources to conduct.

Fourthly, we determined how different inclusion criteriard ated to sudy design of individua studiesmay
adter the scope and recommendations of an effectivenessreview. A range of inclusion criteriaemployed
in identified effectiveness reviews were used: al sudies irrespective of their evaluaion design; al

randomised controlled trids, randomised controlled trid swith adequatdly conceded randomisation only;
al trids irrespective of the method of alocation of participants to the different groups involved; and
sudieswith the‘EPI-Centre quality criteria’. Theseinclusion criteriawere gpplied to the set of fifty-two
studies reporting on the impact of workplace healthy esting interventions on cholesterol levels.

viii



Thefindings showed that the type of inclusion criteriaemployed resulted in different sets of sudiesfrom
which conclusions and recommendations could be drawn. For example, including dl Sudiesirrespective
of their evaluation desgn meant that a wide range of effective interventions could be recommended,
whilgt inclusion of randomised controlled trids with concealed dlocation meant that only three sudies

could be used to inform recommendations.

Recommendationsfor increasing the reliability of effectivenessreviews

0] Recommendationsfor searching for effectiveness evidence

C Commissioners of effectiveness reviews and researchers undertaking a systematic review of
effectiveness should be aware of the complexity of dectronic database searching for locating
outcome evauations of hedth promotion interventions and the consequences of this for the

budget and time scae of the review.

C Effectiveness reviews should report the search strategies used and provide detalls of thelr
sengtivity and specificity.

C Thereisaneed to build on previoudy completed systematic reviewswith theaim to makethem

fully comprehensivei.e. cover all available reevant research.

C Deveoping highly sengtive search srategiesrequires substantial effort. Use of search srategies
with higher specificity can reduce the amount of effort but researchers and commissoners must
be willing to acknowledge a loss of sengtivity. Efforts in developing these dtrategies and
compiling a specidised register with standardised coding should be built upon and widdy
disseminated to avoid duplication of effort.

C Searching for studies to update a systematic reviews should overlgp in timewith the searching
period coveredintheorigina review, rather than sarting from where previous searching left off.



(if)

Use of more than one database is necessary for locating outcome evauations of hedth
promoation interventionsasusing any one database doneislikey to missasubstantia amount of
the available evidence within afidd.

Not every aticle from dl the journds indexed are systematically entered onto eectronic
databases. While manufacturers need to assessthe extent of this problem and make attemptsto
redress it, this indicates the need for additiond aternative ways of searching, such as
handsearching of journds, when undertaking a systematic review of effectiveness.

Recommendationsfor appropriate inclusion criteria

The use of different inclusion criteria can result in reviews that are Smilar in focus (i.e. hedth
area, sudy population, typesof interventions), being different in their recommendeationsfor what
condiitutes an effectivelineffective intervention. There is a need to agree a set of empiricaly
tested quality criteriato assess the methodol ogical quality of eva uation research. Without such
agreement, the vaue of effectiveness reviews in furthering evidence-based hedth is
guestionable.

Theuse of random alocation or concedled random dlocation isinsufficient to assessthe qudity
of sudies as it does not ded with the quality of the execution and anayds of the trid. Only
inclusion criteria which criticaly assess key aspects of the research design, execution and

andyss are the bass of ardiable srategy.



Part |

The need for effectivenessreviewsin health promotion

Chapter 1 Background and pur pose of the study

1.1  What are effectiveness reviews?

The epidemicin chronic diseases, most of them preventableto acertain extent at least, and rising hedlth
care costs, have put disease prevention and hedth promation firmly on the political agenda. These
factorsand ethica concernshaveled to the search for evidence of effectiveinterventions. Good practice
in hedth promotionis, however, not saif-evident, and findingsfrom eva uation studies have varied: some
programmes havefailed to achieve their goas and others may have made problemsworse. On the one
hand, there is an ever-increasing amount of new research evidence, while, on the other hand, available
research dataare not dwayseesly ble. Consequently, reviews synthessing theresults of primary
research have become an essentiad tool for those interested in advancing evidence-based hedth

promotion.

Hedlth promotion practitioners, users of health promotion services, policy-makersand researchersneed
to have ready access to reliable reviews of available research to enable them to make informed
decisions about practice, policy and research needs in hedlth promotion. Literature reviews am to
summarisethe results and implications of research addressing aquestion or issuerelevant to aparticular
fidd. Examples of such reviews ares Why do more girls than boys smoke cigarettes? (Swan et d.
1989); Evauation in hedth education: A review of progress, possihilities, and problems(Nutbeam et d.
1990); A systematic review of parent-oriented programsto prevent children's use of acohol and other
drugs (Elmquist 1995). As such, literature reviews am to provide us with a short-cut to otherwise

unmanagesble quantities of primary research.

Thereisaneed for information from arange of reviews addressing different questions, to be integrated
when making decisons about effective hedth promotion. One of the important questions is ‘Does it



work? . Finding an answer to the question about the effect of health promotion interventions on arange
of outcomes, such as knowledge, atitudes, health-related behaviours, aswell as hedth datus, isan
essential step in setting priorities for action and in alocating resources. The research presented in this
report is confined to ‘effectiveness reviews, i.e. reviews aming to summarise the impact of hedth
promotion on hedth-related outcomes. Examples of such reviews are: The impact of incentives and
competitions on participation and quit rates in worksite smoking cessation programs (Matson et d.
1993); The effectiveness of sexud hedth interventionsfor young people (Peersman et d. 1996); Denta
cariesin devel oping countriesin relation to the appropriate use of fluoride (Manji and Fgerskov 1990).
The focus on effectiveness reviews does not imply that other types of literature reviews are redundant;
they are extremely important. However, thisstudy isconcerned with the methodsthat have been usedin
conducting effectiveness reviews, and hence with ther vdidity as tools in evidence-based hedlth

promotion.

There is an ongoing debate about what congtitutes ‘hedlth promotion’. While there isno unanimity, the
dominant vison among hedlth promoters today is that heglth promotion should go beyond individua

lifestyle strategies. Hedth promotion purists argue that ‘true’ hedth promotion interventionstend to be
complex, use multiple strateges, operate at different levelsand aim to empower peopleto take control

over their own hedth (Ziglio 1996). We take the view that there is a wide choice of interventions
involving the target population and/or a range of professonds -from hedlth care workers targeting

individua behaviour to politicians making policies on employment, housing conditions, trangport and so
on, that potentiadly contribute to improving health, preventing disease and reducing socid inequalities
(Peersman 1999). Though we necessarily had to focus our study on some areas of health promotion
(i.e. accident prevention in older people; sexua hedlth promotion for young people; workplace hedlth
promoation), common methodologica concerns gpply throughout thefield. Hence, this study isrdevant
to the broad range of hedlth promotion speciadists irrespective of their area of expertise.

1.2  Purpose of this study
Over the past few years, there has been increasing enthusiasm for undertaking reviews of effectiveness

in different areas of hedth promotion. These reviews vary in the focus of the review’s question, the



search drategies used for identifying relevant studies, the criteriafor including studies, and the methods
for combining results from different sudies. Reviews may focus on the hedth risks of particular

populations for cardiovascular disease (Ebrahim and Davey Smith 1996) or risk of injury amongst

young people (Towner et d. 1996), amedium for intervention such asvideo (Eiser and Eiser 1996), a
type of desired behaviour such ashedlthy eating (Roeet d. 1997), or abody system such asord hedth
(Kay and Locker 1998). Search dtrategies may focus primarily on the population, intervention or health

problem, or on the study methodology, and may draw on a range of eectronic databases and

handsearching of journds. Conclusions about effectiveness may be drawn from awide variety of sudy
designsfor example, post-test, pre- and post-test, aswell ascontrolled trial s (Eiser and Eiser 1996) or
from anarrow range for example, adequately controlled trials (Peersman et a. 1996), or randomised
controlled trids (Effective Hedth Care Bulletin 1996). A significant feature of dl thisreview activity has
been thelack of acentrd regigter listing the reviews being conducted. Thishasled to agtuaioninwhich

concurrent reviews have often overlapped in the questions they address, and the primary studies they

examine. In addition, systemétic research into the extent to which using different review methods may

dter the conclusions about effectiveness and the knowledge to guide implementation about effective
interventions, has not been carried out. Inthe areaof young people and smoking, for example, areview
of reviews spanning ten years reved ed that differencesin the seerch srategiesand quality criteriawere
meatched by differencesin the sudiesidentified and the conclusions drawn about effectiveness (Oakley
and Fullerton 1995). Consequently, what is ‘known’ about what works in hedth promotion is heavily

dependent on ‘what questions’ have been asked and ‘how’ they have been addressed. The desirability
to avoid unnecessary duplication of effort, and to employ the most appropriate methods for
effectiveness in hedlth promotion was the rationale behind the research described in this report.

Our research, which wasfunded by the Department of Hedlth over asix-month period from September
1997 to February 1998, had four aims::

1 To compile and describe a register of completed and ongoing reviews of effectiveness in
different hedlth promotion areas
2. To describe and compare the review methods used



3. To determine how different review methods may affect conclusions drawn about effectiveness
4, To make recommendationsfor how effectivenessreviewsin hedth promotion should be caried

out.

Wider recognition of thekey role of reviewsin synthesising and disseminating the results of effectiveness
research has prompted peopleto consider their vaidity. ‘Systemetic’ reviewsdiffer from other typesof

reviewsin that they use explicit, systematic methodswith theam to limit bias (systematic errors) and to
reduce random errors, thus providing more reliable results upon which to draw conclusions and make
decisons (Mulrow and Oxman 1997). Rather than reflecting the views of the authors, or a restricted
sdlection of theavailableliterature, systematic reviews provide amore comprehensve summary of what
we know and do not know about different forms of hedlth care interventions (Deeks et a. 1996).

Systematic reviews establish where the effects of hedlth care are consstent, allowing research resultsto
be applied across populations, settings, and differences in treatment; and where effects may vary

ggnificantly. In addition, by identifying areas of knowledge and gaps in knowledge, they are also an
invaluablefirst step before carrying out new primary research. We need systemétic reviewsto integrate
efficiently vaid information, providing abass for rationd decison-making.

Though the science of systematic reviewsisrdatively young, thereisnow agrowing literature on review
methods and guiddines, most of it related to synthesising the effects of medical care interventions.
Important steps in the preparation of areview are consdered to be:

Formulating the review question

| dentifying relevant primary research

Assessng identified sudies for incluson

Assessing the vdidity of sudies

Extracting rlevant data

Andysing and presenting results

O O O O O O O

Interpreting results
Our researchisthefirg to investigate, systematicdly, theextent to which usng different review methods

dters the conclusions of effectiveness reviews in hedth promotion, hence the knowledge to guide



implementation. Thiswork contributes to the methodological paradigm debate in hedth promotion and

socid interventions.

1.3  Outline of thereport

Continuing Part I, Chapter 2 presents information needs with respect to evidence-based hedlth
promotion of commissioners, purchasers and providers of services and makes suggestions for how
effectiveness reviews can ke improved to address those needs better. Chapter 3illugtrates how
different reviewswith asmilar focus but based on different review methods, can beinterpreted by users
as presenting conflicting messages. As such, this chapter clearly indicatesthe need for research into the
impact of different review methods on the conclusions of effectivenessreviews, and hence the need for
an agreed framework on how those reviews should be conducted. Chapter 4 explores exiging
effectivenessreviewsin terms of their hedth focus and the review methodsused. Part || (Chapters5,
6, 7 and 8) then dedswith thetwo main sagesin conducting asystematic review, i.e. theidentification
of primary research, and the assessment of the vdidity of included studies. Throughout the report
recommendations have been made, but Part 111 briefly summarisesthe main recommendationsin terms

of the commissioning, conducting and dissemination of effectiveness reviews in hedth promation.



Chapter 2 Consultation with users

Thischapter reports on thefindingsfrom two consultation meetings with commissoners, purchasersand
providers of hedth promotion services as users of effectivenessreviews. Ther Information needswith
respect to evidence-based hedth promotion were explored and suggestions for how effectiveness
reviews can be improved to address their needs better discussed.

2.1 Information needs of purchasersand providers

The firgt consultation meeting aimed to determine how different methods of producing effectiveness
reviews meet the information needs of purchasers and providers of hedth promotion services. The
meeting was convened early on inthework so that the expressed needs of -at least some- of thetarget
audiencesfor effectivenessreviews could be used to shape our datagathering and interpretation, aswell
as direct the recommendations. We invited people who had previoudy used the EPI-Centre enquiry
service with questions about effectiveness reviews, who had participated in the EPI-Centre series of
PHASE workshops on critical gppraisal skills (Oliver et d. 1996); and/or had participated in the
workshop on effectiveness reviews organised by the Hedlth Education Authority (HEA) (Meyrick
1997). Seven people atended the meeting; they were members of the Inner London HIV
Commissoning Group, providers of information and other prevention services in the statutory and
voluntary sectors, commissionersof research and effectivenessreviews, researcherswho had conducted

an effectiveness review.

The purpose of the meeting wasto discuss how we can best prepare and present effectivenessreviews
knowing that we do not al agree on for example, the definition of ‘effectiveness or the types of study
designsthat should be included in effectiveness reviews.

A two and ahdf hour sesson was planned to include: the nature of effectivenessreviews, acomparison
of methods for reviewing effectiveness, a discusson of the content and presentation of reviews of
effectiveness, adisplay of different review reports, consderation of the essentia, important and optiond

dements of effectiveness reviews, and the condtruction of a checklist for effectiveness reviews. To
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initiate discussion a definition of effectiveness reviews was offered:
“Reviews of published and unpublished literature which bring together the findings of well-
conducted research about effectiveness’
Discusson was invited in response to questions structured to dlicit the relevance of effectiveness
information and its presentation:
“What sort of questions do you ask/ want to ask about effectiveness?’
“What sort of information do you want included in the ansvers?’
“How do you want the information presented?’

The following represents the views expressed during the discussion:

Difficulties to be overcome with the production and use of reviews of effectiveness were percelved to

be:

C Commissoners of research have not aways been clear about their information needs ie. do they
need an effectiveness review or a descriptive mapping? Clarity about the required product will
minimise potentid disgppointment with the find product.

C Commissioners of services are seen to be acting responsibly if their response to providers specific
ideasisto ask questions about effectiveness. They want to know that providers are thinking about
effectiveness.

C Reviewsareoften not used because of other congtraints, such aspalitical pressureswhich determine
decisons.

C There may not be consensus about the definition of effectiveness. “Do you mean, doesit work?’
Nor is there consensus about how much of an intervention needs to be demonstrated as effective;
some eements or the whole package?

C Reviews of effectiveness have not dways been explicitly linked with current practice.

C Practitioners often have very specific questions about “what works’; they have ideas about the
interventions they wish to provide, and would like the evidence presented about these specific
interventions. They find reviews of effectiveness disgppointing if these do not present that specific

evidence.



C
C

The end-users of reviews have rarely been involved in the process of framing review questions.
Research commissioners ask policy-related questions e.g. about targets within the Hedlth of the
Nation framework; about integrated targets with different dimensions; about cost-effectiveness,

about research gaps. These need very broad reviews which are time-consuming to produce.

Information considered to be useful in reports of reviews included:

C
C

QOO O O

Qudlity of the resourceftraining of the provider involved in the intervention tested.

Trangparency about the review methods, why those methods were chosen; the implications these
have on the evidence used to draw conclusions.

Not only whether an intervention worked, or not; but how it worked, or failed to work.

Process data for informing the implementation of a particular intervention in the fied.

Hypotheses generated from the review which could be tested by subsequent research.

A clear “bottom line” related to implications for planning of services and gaps in knowledge.

Suggestions for presentation of information about effectiveness included:

C
C

QOO O O

Reviews of effectiveness need to lead to severd products amed at different audiences.

Working partnerships are required for different presentations e.g. practitioners to write for
practitioners.

Government policy emphasises dissemination and should favour efforts at this stage.

Research gaps need to be explicitly stated.

A baance is needed between tables and text, which may mean presenting tables as an appendix.

Detail should not be sacrificed to increase accessihility.

Elements essential to areview were considered to be:

C
C
C
C

Bibliography.
Trangparent methodol ogy.
Full discusson and critica gppraisd of findings, including discrepancies but not value judgements.

Clear summary.



Elementsimportant for areview were considered to be:
C Detailsabout effective interventions.

C Information about the context of interventions.

C Current practice not demonstrated to be effective.

C A little speculation in discussing the implications.

No elements of reviews were identified as optional.

In response to the question “Are the essentiad/important/optionad eements of effectiveness reviews
different for different tasks e.g. purchasing/ providing”, it was noted that mapping of current practice
was consdered essentid for the Department of Hedth. However, this was recognised as

complementary to the work of effectivenessreviews.

2.2 Value and use of effectiveness reviews
A second meeting was convened five months later to consider the emerging findings of thisstudy and to

discuss the vaue of effectiveness reviews and their implications for purchaser and providers.

There was support for the production of effectiveness reviews and for open discusson and analyss
about the contribution that such reviews should be making to policy-making and service planning. A
number of issues were raised which highlight the need to close the gap between research and practice,

making research more relevant and accessible to practitioners, and more readily implemented:

C Practitioners would find it most useful to have sysemetic reviews of ‘approaches’ to hedth
promoation (e.g. community development or peer-delivered interventions), rather than topic- foocusd
reviews (e.g. healthy eating or accident prevention).

C Reviewsneedto give attention to the context in which hedth promotion interventions are conducted.

Such information could strongly influence service planning.

C Sygtematic reviews giving recommendations supporting ‘common sense’ or ‘current practice’ might

encourage practitioner support for the principle of systematic reviews.

C One well-designed trid indicating an effective intervention is sufficient evidence for replication. If



more than one trid supports the intervention implemented through dightly different methods, then
there may be a choice of gpproaches.

C Practitionersdo not commission reviewsfor their own decison-making. Instead they must makedo
with reviews commissioned for other purposes. They may ether look at al rdevant evidence and
then hone it down to what is practicable (an approach encouraged in professond training
workshops), or they may decidein advance whichintervention they want to implement and then seek
out evidence to support their decision.

C Because practitioners often need to seek out evidence of effectivenessfor themselves, information
about effective search srategies should be disseminated to them and theinformation officersworking
with them.

C Practitioners common misunderstanding that an evidence-based approach means they must
undertake their own evaluations of effectiveness needs to be corrected.

C If research isto meet the needs of practitioners better, methods for involving them in discusson to
shape the research need to be based on evidence. Directly relevant evidence about practitionersand
research currently focuses on teaching critica appraisal skills and the implementation of research
findings, not on research planning. Education research and informeation science may guide advancesin
this area, as may the literature on public understanding of science.

C Researchfindingsneed to betrandated into policy with broad statements. For ingtance, if wewishto
draw conclusionsfrom RCTsor trias about the effectiveness of cholesterol-reducing interventions,
we can safely recommend that workplace hedth promotion includes cholesterol-reducing
interventions because 70-80% of them appear effective (evidence from RCTs and trids).
Alternatively, if wewish to draw condusionsfrom ‘sound’ trias* only, we can safely recommend that
cholesteral-reducing interventions should include one-to-one persondised advice (evidence from
‘sound’ trials) (see Chapter 8).

Loutcome evaluation studies with at least the fol lowi ng quality criteria: (a) employing a control/comperison
group equivalent to the intervention group in socio-demographic characteristics and baseline outcome measures; (b)
providing both pre- and post-intervention datafor each group; (c) reporting the impact on all outcome measures
targeted (as stated in the aims of the study)

10



C Thereisaneed toimprove the dissemination of the results of systemetic reviewsto practitioners, for
example, by publishing summaries of reviewsin ‘megazine’ type journals for nurses.

C  When commissoning reviews, atwo- stage process could shape the review involving commissoners
moredirectly intheresearch. It was suggested thet thefirst sage would involvefinding out how many
evauations have been carried out in the particular area of interest, and with this information the
second stage would involve negotiating satisfactory funding and timescae. For example, if therearea
huge number of sudies, alonger timescae or higher funding can be set or, dternatively, thefocus of
thereview could be restructured to concentrate on one particular aspect of the areain question (e.g.
population type, use of participaiory methods etc) to fit in with restricted time and funding

parameters.

23  Conclusions

The participantsin thefirst meeting had clear ideas about what should beincluded in an effectiveness
review. Explicit and trangparent detail s of the methodol ogy used inthereview were considered to be
essentid. Sufficient detall was aso emphasised, both in terms of providing descriptions of
effectivelineffective interventions and afull discusson and critical appraisal of the sudy findings. In
addition, a summary of the review which incorporates clear “bottom line” implicationsfor planning
sarvicesand identifying gapsin knowledge, was considered essentia . Process datawere highlighted
as important in complementing the information about effectiveness.

Oneof the perceived fundamenta difficultieswith the production of effectivenessreviews concerned
avoiding disappointment with the end product. While research commissionersfet the need for broad
reviewsto answer policy-related questions, practitionersfelt they needed more intervention sedific
information. It was noted that only rarely isthe research evidence sufficient to give clear answersor
recommendations. Involving end-users of reviews in various stages of the review process was

considered a good srategy for avoiding disappointment.

In the second meeting, reviews of effectiveness were discussed in relation to the gap between
research and practice. Ways of encouraging practitioner-support for an evidence-based approach

11



were suggested. They included: the provison of systematic reviews of ‘approaches’ to hedth

promotion and improving dissemination of review results. While highlighting the need for practitioners
to beinvolved in the framing of review questions, it was aso acknowledged that the most effective
methods for involving them in this process need to be sought. Again, the different needs of hedth
promotion practitioners and commissioners of research were emphasised: practitioners need

information regarding the ‘best’ way to search for effectiveness evidence supporting their services,
commissioners, in discusson with researchers, need to be able to tailor the scope of a systematic

review to accommodate resource constraints.
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Chapter 3 Effectivenessreviewsin health promotion for older
people: a case study

This chapter introduces some of the key methodol ogicd issuesin conducting and using effectiveness
reviews, taking reviews of accident and injury prevention as an example. The topic was chosen
because an e-mail request to the Health Promotion Research Internet Network® questioned three
reviewsin this area with gpparently conflicting conclusons. One of these (Oakley et d. 1996a) was
based on a systematic review carried out by a team of researchers from our own research unit
(Oakley et d. 1995). The methodologica concerns discussed in this chapter are not uniqueto the
area of accident prevention, but apply throughout hedth promotion. Some of them will be
investigated in more detail in other areas of heath promotion, later on in the report.

3.1  Answering pragmatic questions. a query about effectiveness reviews in older
people

Discrepancies between conclusions of effectiveness reviews have been recognised by hedlth
promotion specidists. Discrepanciesin the areaof accident and injury prevention cameto light when
ane-mail request (see Appendix 1) to the Health Promotion Research Internet Network™ produced
referencesto three reviews (Province et a. 1995; Oakley et d. 1996a; Gillespie et d. 1997a) with
goparently conflicting conclusons.

According to the e-mail message, these reviews gppeared to offer different conclusions about the

effects of exercise:

1 apre-planned meta- analyss of the‘Frailty and Injuries: Cooperative Studies of Intervention
Techniques (FICSIT) trids concluded that exercise programmes a one appeared to reduce

INetwork for "international co-operation and support on systematic literature reviews and meta-andysesto
synthesise the existing evidence from evaluation studies of injury prevention and control" .
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the risk of falling by 10%; and combined with balance training by 17% (Province et d.
1995).

2. areview by Oakley et d. (1996a) concluded from the FICSIT trids that balance training
only reduced the risk of faling by 25%; and that studies reporting intermediate outcomes
(posturd gtability, sway, balance) contributed little direct evidencefor the prevention of fals.

3. areview by Gillespieet d. (19978) concluded that there was no evidenceto support asingle
intervention for the prevention of fals: neither exercise only (pooled Odds Ratio (OR): 1.05;
95% Confidence Interva (Cl): 0.74-1.48) nor hedth education only (OR: 1.25; 95% CI:
0.51-3.03).

The author of the email dso cited a fourth review (Rivara et d.1997) and raised the following
questions about these specific reviews and about review methodology more generdly in hedth

promotion:
C “Are the conclusions on the value of exercise contradictory in the three meta-andyses?’
C “Isthe RCT the gppropriate method for assessng community intervention trials?

If not, what kind of criteriashould be used for prevention/ hedlth promotion meta- andyses?’

3.2  Comparison of thereviews

In order to explore these questions, we identified four reports (Oakley et a. 1995b; Oakley et d.
199%6a; Effective Hedth Care Bulletin 1996; and Gillespie et a. 1997a) of the two systematic
reviews discussed above, the pre-planned meta-analysis (Province et a. 1995) and the review by
Rivara et d. (1997) (see Table 3.1). We will refer to the Gillespie et d. review (19973) as the
Cochranereview sinceit was carried out within the Muscul oskel etd Review Group of the Cochrane
Collaboration.

Some of these reports were related in the sense that |ater reviews built on earlier ones. The earliest
review was Oakley et a. (1995) and thefull report was available from the Socid Science Research
Unit (SSRU), London University Inditute of Education. Subsequently, additiond searches and
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changesin the review methods by the Centre for Reviews and Dissemination (CRD) resulted in the
Effective Hedth Care Bulletin in 1996. An abridged version of this was published in Qudity in
Hedlth Care (Oakley et d. 1996a). The Cochrane review (Gillespie et a. 1997a) referenced the
Effective Hedth Care Bulletin (1996) and the Qudlity in Hedlth Care report (Oakley et al. 1996a),
but not the origina full review report from SSRU (Oakley et d. 1995b). The most recent review
(Rivara et a. 1997) had a much broader scope and did not refer to any of the earlier systematic
reviews. FICSIT trids were referenced in dl of the systematic reviews dthough the pre-planned
meta-analyss was not published until after the origind SSRU report. Overal, 137 studies were
included in the reviews of which only 33 were common to morethan 2 reviews. Twenty-oneof these
33 dudies were treated differently in the different reviews. Only 2 studies were mentioned in all

reviews, and only one of these was trested congstently in dl the reviews.

Table3.1 Reviews/meta-analyses about fall prevention

1995: SSRU review (included two FICSIT trials) Oakley A, France-Dawson M, Fullerton D, Holland

J, Arnold S, Cryer C, DoyleY, Rice J, Russell Hodgson C. Review of health promotion interventions to prevent
accidents in older people: Report for the NHS Centre for Reviews and Dissemination/ Health Education
Authority. SSRU, Institute of Education, University of London.

Acknowledgment : C Cryer, Y Doyle, J Rice, and C Russell Hodgson are from the South East | nstitute for

Public Health, UMDS, University of London.
1995: FICSIT trialspre-planned meta-analysis Province MA, Hadley EC, Hornbrook MC, Lipsitz LA,

Miller JP, Mulrow CD, Ory MG, Satin RW, Tinetti ME, Wolf SL. The effects of exercise onfalsin elderly patients.
A preplanned meta-analysis of the FICSIT Trials. JAMA 1995;273:1341-7.

1996: Effective Health Care Bulletin (drew on SSRU review and FICSIT meta-analysis)

NHS Centre for Reviews and Dissemination and Nuffield Institute for Health. Preventing falls and subsequent
injury in older people. Effective Health Care 1996;2:1-16.

1996: Quality in Health Carereport (abridged version of Effective Health Care Bulletin)
Oakley AE, France Dawson M, Holland J, Arnold S, Cryer C, Doyle Y, et al.. Preventing falls and subsequent
injury in older people. Quality in Health Care 1996;5:243-9.

1997: Cochrane Review (drew on FICSIT pre-planned meta-analysis; Effective Health
CareBulletin; Quality in Health Carereport) Gillespie LD, Gillespie WJ, Cumming R, Lamb SE, Rowe

BH. Interventions to reduce the incidence of falling in the elderly. In: Gillespie WJ, Madhok R, Murray
GD, Robinson CM, Swiontkowski MF (eds.) Musculoskeletal Injuries Module of The Cochrane Database of
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Systematic Reviews, [updated 01 December 1997]. Available in The Cochrane Library [database on disk and
CDROM)]. The Cochrane Collaboration; Issue 1. Oxford: Update Software; 1998. Updated quarterly.

1997: Expert opinion review (drew on FICSI T pre-planned meta-analyss, but no sysematic

r eviews) Rivara FP, Grossman DC, Cummings P. Injury prevention: second of two parts. New England Journdl
of Medicine; 337 (9): 613 - 618.

Thereviewswere compared for their methodol ogy and their conclusions (for details, seeAppendix
1). Reviews were characterised by their scope, search Strategies, quality criteria for including
primary studies and methodsfor dataextraction and synthesising findings. [Note: for our purposes,
the breadth of scope of areview was coded as‘broad’ or ‘narrow’ to indicate the broad or narrow
range of interventionsand/or outcomes respectively. Thisdoes not imply ajudgement on the validity
of the review, but only describes the area of interest the authors decided to focus on]. A list of all

primary sudiesidentified in the reviewswas compiled and which sudieswere ultimately included in
each review was recorded. In addition, the overlap in primary studies between the reviews was
asses2d. Reviews' conclusions about the implications for services and future research were
compared and any discrepanciesinvestigated for possible causesin the methodology of thereviews
In addition, each review was compared with the criteriaidentified by purchasers and providers of
hedth promotion services as essentid, important or useful for the presentation of findings of

effectiveness reviews (see Section 2.1).

A review with amuch broader scope than accident prevention only, “Hedth of the Elderly: areview
of health education and hedlth promotion” (Isaksson and Pohjolainen 1994) wasidentified during the
preparation of this report. The full report was available from the Internationa Union for Hedlth
Promotion and Hedth Education, but it arrived too late to be integrated in the andyss here.
Therefore, this review was not compared directly with the others, but critiqued separatdy (see
Appendix 1).
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3.3  Differences between the reviews methods

Scope

Themgor difference between the six reviews being compared was their scope. Thereview with the
narrowest scope was the pre-planned meta-analyss (Province et a. 1995) where variants of
interventions in ingitutiond settings were evauated interms of timeto eech fdl or fal-related injury.
Theexclusion of peoplewho fel threetimesin two months narrowed the scope of thetrialsto people
a lower risk of fdling.

Conclusion: In addition to the inclusion/exclusion criteria for a review, the inclusion/
exclusion criteria within individual trials may further limit the applicability of a review's

findings.

The other review which focused on fals and fal-related injuries only was the Cochrane review
(Gillespie et d. 1997a). Thenarrow scope of both these reviews had consequences not only for the
evidence of effectsof carethey were ableto assemble, but dso for their recommendationsfor further
research. Both cdled for trids employing different fal-related outcome measures. Gillespie et d.
(1997a) recommended devel oping new outcome measures and Province et d. (1995) recommended
atrid large enough to measure the effect on injurious fals.

Conclusion: Reviewsaddressing narrow clinical questionscan only identify narrow research

gaps.

The narrow scope of the Gillespie et . review (1997a) was complemented by other Cochrane
reviews (completed and ongoing) which adso had narrow scopes: vitamin D trestment (Gillespieet .
1997b; Papadimitropoulos et al. 1997); exercisethergpy to prevent boneloss (Bonaiuti et d. 1997);
hormone replacement therapy (Tugwdl et d. 1997); cdcium treatment (Shea et d. 1997,
Papadimitropoulos et d. 1997); and prevention of steroid-induced osteoporosis (Homik et d.
1997). Between them, thesereviews cover abroader scope. However, thereisno consistent cross-
referencing or mapping to guide people seeking effectivenessinformation spanning the broad scope.
Conclusion: There is a need for reviews with a narrow scope to be described within the

context of a map of related research questions, unappraised primary studies and on-goingand
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completed systematic reviews.

The Effective Hedth Care Bulletin (1996) focused on falsand injury aswell asintermediate outcome
measures such a strength, balance, gait and sway. The broader scope encompassing intermediate
outcomes meant that thisreview drew on datafrom 21 trials that were excluded from the Cochrane
review (Gillespieet d. 1997a). The subsequent abridged version of the Effective Hedth Care Bulletin
(1996) in Qudity in Hedth Care (Oakley et d. 1996a) however, excluded studies of exercise
programmes employing intermediate outcomes a one asthey were considered not to offer such firm
evidence about effects of care.

Conclusion: The choice of outcome measures may influence the rel evance and the quantity of

the literature to be reviewed.

Inthe Cochranereview (Gillespieet d. 1997a), evidence of thefeasibility and protective effect of hip
pads (Lauritzen et a. 1993; Wallace et d. 1993) was excluded because there were no fals
outcomes, dthough thisintervention had been included in the Effective Hedlth Care Bulletin (1996)
whereit congtituted the subject of recommendations for health care and research. The scopeof the
origind SSRU review (Oakley et d. 1995b) was broader dill in reviewing strategies to prevent
accidentsrather than just prevent falsand injuriesfrom fals. Because of itsbroad scope, the SSRU
review wastheonly oneto reved gapsin our knowledge about preventing accidents (rather than just
injuries or falls), and to include broader recommendations for research.

Conclusion: Broader scope reviews address broader policy questions.

Thelatest review (Rivaraet d. 1997) had an even broader scope, with no restriction on the type of
accident or the type of population of interest. However, there was a tendency for the materia
reviewed to reflect the expressed am of encouraging the participation of themedical community in
injury control [emphasisadded]. Thiswas particularly evident in the callsfor research, al of which
were eva uations of medicd interventions (e.g. combined hormonetherapy, diureticsand other drugs
to increase bone dengity).

Conclusion: Lack of an explicit definition of areview’s scope may hide the bias of the

review's author.
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Sear ch strategies

The search strategies had an immediate impact on the number of sudiesto bereviewed. Systematic
searching in thisareawas initiated with the SSRU review (Oakley et d. 1995b) which identified 24
reportsof outcome evauations, including 18 RCTs. Thisreview included thefirst systematic attempt
to identifying outcome evauations in the area of interest. Methods for searching were necessarily
limited due to budget and time condtraints, specificadly related to the lack of ontline accessto
€lectronic databases such as Medline. Extensonsto the origina search through the use of additiona
databases and investment in a Cochrane Review Group were incrementaly productive: 37 RCTs
were identified for 1996 and 51 RCTsfor 1997 (Gillespie et a. 1997a). These advances were not
drawn on by Rivaraet d. (1997) who did not report a search strategy and recorded only 15 studies
relevant to fals and injury which addressed dietary and drug prevention of osteoporosis, exercise,
and hip protectors, but not home assessment and surveillance.

Conclusion: Lack of any systematic sear ch strategy may exclude studiesthat address services
offered by professions other than those within the authors’ area of expertise.

Drawing on past systematic reviews provides a short-cut to both critical discussions of the

relevant issues and to identifying relevant primary research.

Additiond searching dso led to threereports of intervention trials employing fals outcomes published
prior to, but not identified by the authors of, the earlier reviews. identification bracdets in a
rehabilitation hospital (Mayo et . 1994; reviewed in the Effective Hedth Care Bulletin 1996 and by
Gillespie et d. 19974, but not by Oakley et d. 1995b); low intendity aerobic exercisefor sedentary
elderly people (Mills et d. 1994; reviewed in the Effective Hedth Care Bulletin 1996 and by
Gillespieet d. 19973, but not by Oakley et d. 19964); high intengity strength training (Nelson et al.
1994; reviewed in Effective Health Care Bulletin 1996, but not by Oakley et a. 1995b). However,
thisextended searching has been developed only for reviewswith narrower scopes. Itisnot possible
to know whether amilar efforts to develop and extend search methods, which would need a
substantial increase in resources for the review (see Chapter 5 and 6), would identify accident
prevention trids (eg. prevention of traffic accidents and poisoning) which were noted for their
absence in the review by Oakley et d. (1995b).
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Conclusion: There is a need for advances in search strategies addressing narrow clinical
guestions to be matched by similar advances in search strategies to address broad policy

guestions.

Extended systematic searching a a later date identified five trids with fals-related outcomes
published too lateto beincluded in earlier reviews, but included in Gillespie et d. (1997a): hormone
replacement thergpy to promote muscle performance and baance in post-menopausa women
(Armstrong et a. 1996); home modification and medication review (Carter et d. 1997); “Heed over
Heds” hedth promotion programme (Gallagher et a. 1996); a 12-month community exercise
programme (Lord et d. 1995, 1996); and home exercise for ederly people with poor mobility
(McMurdo et d. 1993). The last two were dso included in the Effective Hedlth Care Bulletin
(1996). Thereweretwo further tridlsof resstancetraining (Skelton et a. 1995) and functiond ability
training (Skelton et d. 1996), which were dso reviewed in the Effective Hedth Care Bulletin (1996).

Conclusion: Thereisa need for regular updating of systematic reviews.

Investment in searching and updating of reviews identified many moretrials and RCTs using direct
fdls-related outcomes. Thisalowed for narrower inclusion criteriain terms of outcomesto besetin
later reviews, with theresult that 38 trid s rdying on intermedi ate outcome measures such as baance,
sway or gait, were disregarded (Oakley et d. 1996a; Gillespie et a. 19974). One argument for the
focus on direct rather than intermediate falls-related outcomesisthat the former are more‘reliable’
measures of effectiveness. However, the extent to which conclusions based on intermediate
outcomes are mideading is not clear because the only study to present numerical dataand ameta-
andyss was by Gillespie et d. (1997a) who did not include those outcomes. In addition,

intermediate outcomes may be more closdaly related to‘qudity of life’, hence, areimportant to indude
as they may provide a different perspective on the reviews conclusions.

Conclusion: Investment in searching and updating of reviews strengthens the evidence in
effectiveness reviews. However, there is still a need to review studies with intermediate

outcome measur es as they may add a different per spective of intervention effects.
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Quality criteria

Because the qudity criteria between reviews differed, some trids were included by Gillespie et dl.
(1997a) and excluded by Oakley et a. (1995b). For instance, two RCTswhere random alocation
was not well-concealed, and the overal quality scorewaslow (Carpenter et d. 1990; Tideiksaar et
a. 1990), were included in the Gillespie et d. review (1997a) but did not contribute to the
conclusonsof thereview by Oakley et d. (1995b) becauseinformeation reported about the outcome
measures was unclear. Gillespie et d. (1997a) gave the following reasons for giving little weight to
these trids: data reported in the Carpenter et d. (1990) tria did not permit pooling and thetridists
reported Sgnificantly fewer fals in the experimenta group during that period but insufficient deta
were given to cdculae the effect Sze; Tideksaar et d. (1993) reported a smdl trid examining
srategiesto prevent falsin hospita patientswhich showed no evidence of benefit of theintervention
used.

However, a trid of an in-home preventive assessment programme (Fabacher et d. 1994) with
conceded random alocation and a higher quaity score (Gillespie et a. 1997a) was excluded by
Oakley et d. (1995b) as‘flawed’ becauise reporting of outcomestargeted was unclear and outcome
datawere not reported for the intervention and control groups separately. Thus, when included by
Gillespie et a. (1997a) but not by Oakley et a. (1995b), thistriad contributed to the evidence of the
beneficid effects of assessing and remedying medica and environmentd risksin the home.

Gillespieet d. (19973) included dl relevant RCTsevenif they were poorly executed. However, the
caculation and reporting of aqudity scorefor dl the included sudies alows additiona information
for interpreting the strength of evidence of the effects of care. Presentation of thetrid resultswithin
each meta-analysis can be sorted according to qudity or sze of the trid. Findings from studies
consdered to be methodologicaly “flawed’ by Oakley et d. (1995b) did not contributeto the overall
conclusions. However, these studies were not discarded from the review, but were discussed
separately from the ‘sound’ sudiesinduding a dear indication of their methodologica limitations.

Conclusion: Some interventions subjected to poor quality evaluations are included in

systematic reviews, but care needs to be taken with drawing conclusions fromthese studies.
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Reviews of effectiveness can incorporate studies of different qualities without misleading
readersif the poorer quality studies are highlighted within the text and all owed to contribute
less to the conclusions about effectiveness. Smilarly meta-analyses can weight studies

according to their size and quality.

Data extraction and synthesis of findings

None of the studies reported the inter-reviewer variability in data extraction. Only the Cochrane
review (Gillespie et a. 1997a) combined theresultsin aquantitative meta-analyss. Thisadlowed an
additional step inthereview processfor exercisng caution intheinterpretation: where datawere not
complete, studies could not beincluded in aquantitative meta-andyssevenif they could beinduded
inanarrative review and table of results. For instance, findings reported by Carpenter et d. (1990)
and Tideiksaar et d. (1993) were reproduced in tables of resultsin the Effective Hedth Care Bulletin
(1996), but excluded from the meta-andysis by Gillespie et d. (19978). Both were discussed, but
their findings did not contribute to the conclusions of the review by Oakley et a. (1995b).

Conclusions of reviews

Theauthors of the systematic reviews/meta- andyses repeatedly recommended cautioninintapreting

thefindings
“Noneof the studies[multi-faceted FICS T interventionswhichincluded exercisg] individudly or
collectively in any meta-andlyss had an effect on injurious fals” (Province et a. 1995)
“Theevidenceis such that nointervention can beidentified as effective beyond reasonabl e doubt”
(Oakley et a. 1995b)
“Given the limited evidence, new programmes should, where possible, be developed as part of
controlled evauations” (Effective Hedth Care Bulletin 1996)

Thus, it gopears that while applying different qudity criteria to primary studies may affect how the
findings of individua studies are treated, it is unlikely to divide opinion radicaly about effectiveness

amongst cautious reviewers. However, such caution may be expressed in avariety of ways. Nether

randomisation nor concealed random dlocation are the only waysto exercise this caution. Indeed, in
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the area of hedlth promotion, the choice of ‘sound’ trials (comparable groups studied; pre- and post-tet
datareported for al groupson dl outcomestargeted) (Oakley et d. 1995b) may beat least asgood for

generding evidence of effectiveness.

34 Conclusions

After this careful analyss, the questions origindly raised in the e-mail were addressed again:

C Aretheconclusionson the value of exercise contradictory in thethree meta-analyses?
Not so much the conclusions from different reviewsmeta- analyses, asthe results, were different. The
conclusionsare not necessarily conflicting because authorswho reviewed trids employing intermediate
outcome measures such as sway and baance, reserved judgement about the effects of interventionson
fdls and injuries. However, the implications for practice and research drawn (not necessarily by the
authors) from different reviews may well conflict. Implicationsfor practice when evidenceislimited to
the promising trids which employed intermediate outcome measures may be more encouraging than
when gronger, but less postive, evidence is available from trids employing fals and injuries as
outcomes. Thus, the changing implicationsreflect the growing body of evidencewhichwasreveded with

later tridsand more effort in searching to ensure amore comprehensveidentification of relevant sudies.

C | sthe RCT the appropriate method for assessing community intervention trials? If not,

what kind of criteria should be used for prevention/health promotion meta-analyses?
RCTs can offer rdiable evidence for the effects of community intervention trids, but not al RCTs do
because not dl are well-designed and well-conducted. Searching for well-designed, well-conducted
trids (not necessarily randomised) may be more productive than searching for RCTs when reviewing
evauations of hedth promation interventions in non-dinica settings. Few hedlth promotion studies
employ random alocation, and reliable evidence may aso be generated from sound nornrandomised

trids.

Having compared the technical aspects of the reviews of older people and injury/accident prevention,
they were then matched againg criteria discussed by purchasers and providers of hedth promotion
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services (see Section 2.1):

C Do the reviews meet the information needs of purchasers and providers of health
promotion services?

Bibliography: All reportsincluded a bibliography, athough the number of reevant references ranged

from 15to over 200. Fewest relevant referenceswerefound in the expert opinionreview (Rivaraet d.

1997).

Transparent methodol ogy: Methodswere most transparent in the origind SSRU review (Oakley et d.
1995h) and in an dectronic publication (Gillespie et a. 1997a) where authors were not restricted by a
word limit. Methods were least trangparent in the expert opinion review (Rivaraet a. 1997).

Full discussion and critical appraisal of findings, including discrepancies, but no value
judgements Least discussion was found in the expert opinion review (Rivara et d. 1997). All the
systematic reviews gppraised the findings and discussed discrepancies.

Clear summary: Neither of the review reports published in journas provided a summary because the
journa format precluded this(Oakley et d. 1996a; Rivaraet d. 1997). Gillespieet d. (1997a) provided

the clearest summary in the structured format for Cochrane reviews.

Detailsabout effectiveinterventionsand their context: Most pace was given to describing effective
interventionsin the SSRU report (Oakley et d. 1995b). Settingsfor interventionswererecorded (home,
hospital or nursing home) but descriptionswere scant. However, theinformeation provided in the reports

of the primary studies was often not more detailed.

Current practice not demonstrated to be effective Thereisadistinction to be made here between
current practice where evidenceisinsufficient to draw conclusions about effectiveness; current practice
demonstrated to be ineffective; and current practice not evauated. All the systematic reviews reported
interventionsthat had been evauated, whether they were demonstrated to be effective or not. Only the
earliest review included adescription of interventionswhether or not they had been evaluated (Oakley et
al. 1995h).
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35

Recommendations

Recommendationsfor the preparation of systematic reviews

C

Methods for reviewing effectiveness which have been developed for evauating careindinica
settingsarelargely applicableto reviewing health promotion interventions. In particular, clarity of
scope, exhaudtive search strategies, and the gpplication of pre-set quality criteria to assess
primary studies are essential, aswdll as regular updating. However, review methods may be
adapted to suit health promotion better by: employing the quality criteriaof ‘sound’ trils' rether
than the quality criteria of random dlocation or blinded random dlocation (which are rardly
reported in the fidld of hedth promoation).

Searching for ‘sound’ studies' in hedlth promoation is more difficult than searching for studies
which employed random alocation. Some el ectronic databases, such asMedline, include ateg
specificaly to identify RCTs; none specificaly tag ‘sound’ studies.

Advances in search strategies addressing narrow clinica questions need to be matched by
advances in search strategies to address broad policy questions.

Systemétic reviews should draw on past reviews as a short-cut to critica discussions of the
relevant issues and to identifying primary studies. Therefore, the search strategy should include
seeking both reviews and primary studies.

Reviewswith anarrow scope should be described within the context of current practice, related
research questions and related research (i.e. primary studies and completed and or-going

systemdtic reviews).

Commissonersand potentid usersof reviewsshould beinvolved in framing thereview question,

Loutcome evaluation studies with at least the following quality criteria: (a) employing acontrol/comparison

group equivalent to the intervention group in socio-demographic characteristics and baseline outcome measures; (b)
providing both pre- and post-intervention data for each group; (c) reporting the impact on all outcome measures
targeted (as stated in the aims of the study)
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the shaping of the review asit progresses, and the presentation of its findings.
Methods for facilitating discussions to guide the research should draw on informetion science,

education research and public understanding of science.

Syslemdtic reviews should be commissoned as a two stage process. stage one involving
identifying and mapping relevant sudies, stage two, a detalled review of studies should follow
discussion between the researchers, commissionersand potentia usersto determinethecriteria
for choosing which gudies to include, and the degree of information required about each
reviewed study.

Recommendationsfor the reporting of systematic reviews

C

Effectivenessreviewsneed to lead to severd productstargeted at different audiences. Working
partnershipsarerequired for the presentations, for instance, working with practitionerstowrite
for practitioners. The emphasis on dissemination in current government policy should support
such initigtives

Reports of systematic reviews published in academic journasand professiond ‘magazine’ type

journas should raise awareness and signpost full reports.

Summaries of reviews, however short, should include “the bottom line” and itsimplicationsfor

planning of services and gaps in knowledge.

Full reports (paper or eectronic versons) should be available to purchasers and providers.
These reports should include:

C aclear description of the review methods, why these methods have been chosen, and
theimplicationsthishasfor the evidence used to draw conclusions about effectiveness,
C not only whether interventions worked (or not), but how and why they worked (or

failed);

C the qudity of the resource or the training of the provider involved in the intervention
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tested, and the process data for informing the subsequent replication of theintervention
in thefidd,

hypotheses generated from the review which could be tested by subsequent research.
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Chapter 4 Existing effectivenessreviews

Thischapter exploresthe extent to which and how effectivenessreviews have been compiledin different
aress of hedth promation. It looks in detall a systematic reviews carried out within the Cochrane
Collaboration, those that form part of the recent HEA-series of effectiveness reviews, and those

commissioned as a series of health promotion reviews by the European Commission.

41  What effectiveness reviews have been done?

The aim was to compile and describe a register of completed and ongoing effectiveness reviews in
different health promotion areas. Reviewswere sought by means of € ectronic database searchingonthe
Cochrane Library, EMBASE, ERIC, Medline, PsycLIT, the Socia Science Citation Index, and the
Nationa Research Register (NHS R& D). Appendix 2 gives details of the search Strategies used. In
addition, reference lists of identified effectiveness reviewswere scanned and national and international
health promotion agenciesinvolved in commissoning effectivenessreviews, were contacted (including:
the Centre for Reviews and Dissemination, the Health Education Authority, Health Promotion Wales,
the Heal th Education Board Scotland, the International Union for Health Promotion and Education, the
Centres for Disease Control and Prevention). The bibliographic database of the EPI-Centre was
searched to locate previoudy identified effectiveness reviews.

The reaults from the e ectronic searches were downloaded into a reference managing system and the
titles and abdtracts (when avallable) were scanned with the aim of identifying revant citations, full

reportswere obtained for al thosejudged to be, potentidly, effectivenessreviews. Bibliographic details
of thereviewsobtained by other meanswere a so entered. The EPI- Centre systematic coding strategy
(Peersman and Oliver 1997) was then gpplied to indicate the hed th focus and the popul ation covered

by the reviews.

Table4.1 showstheresults of the éectronic searching on EMBASE, ERIC, Medline, PsycLIT andthe
Socid Science Citation Index. It gives the total number of citations retrieved and the number of
potentidly relevant citationsi.e. those judged to be hedlth promotion effectivenessreviewson thebasis
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of thetitle and/or abstract. EMBA SE and Medline were the most productive databases; they identified
52% of dl potentialy relevant citations. ERIC wastheleast productiveinidentifying only 3% of rdevant
citations. Of the 560 potentidly relevant citations, full reports were obtained for 471 (84%) within the
time period given for thiswork. Of these, 255 proved to be effectivenessreviews. Overdl, together with
the effectiveness reviews identified from other € ectronic databases and by other means, we identified
398 completed and 39 ongoing effectiveness reviews.

Table4.1 Search results from Medline, EMBASE, PsycLIT, ERIC and the Social
Science Citation Index

Electronic database Number (%) of Number (%) of potentially
citationsretrieved relevant citations*

Total** 6700 100% 560 100%
EMBASE 2630 39 290 52
ERIC 253 4 15 3
Medine 3261 49 290 52
PsycLIT 764 11 148 26
Socid Science Citation Index 584 9 104 19

*Those citations potentially referring to an effectiveness review
**Total not adding up to 6700 or 560 respectively/100% as some reviews were identified by more than one database

Table 4.2 shows the number of completed effectiveness reviews we identified for different areas of
hedth promation. The hedth foci we indicated amed to reflect the context in which the authors
discussed the primary research reviewed, rather than the full range of hedth outcomes on which the
interventionsmay havean impact (i.e. but was not measured). Coding in thisway indicatestheintended
purpose of thereview, and reflectsthefocus of the primary research included. For example, areview of
interventions aming to increase physca activity not discussed by the authors within the context of
cardiovascular outcomes, was coded as a review on ‘physicd activity’ and not as a review with a
‘cardiovascular’ focus. Smilarly, thereis overlap between hedthy eating and cancer or cardiovascular

disease; physica activity and cardiovascular disease or menta hedlth; and obesity and cardiovascular
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disease. We coded the overlap only when authors reated the findings of studiesto morethan one hedth
aea. The focus of reviews summarising the impact of smoking prevention/cessation interventions,
though clearly of relevance to cancer, were coded as ‘tobacco use’. Table 4.2 showsthat the areaof
substance abuse (drug, a cohal, tobacco) isrdatively well-covered (39% of theidentified reviews); and
that a substantial proportion (18%) of reviews have been carried out within the sexud hedlth fidd.

Table4.2 Health focus of completed effectiveness reviewsin health promotion

Health focus Number %
Total* 401 100
Substance abuse (Alcohol/Drugs/Tobacco) 156 39
Sexud hedth/Pregnancy prevention/ 72 18
STD (including HIV/AIDS)

Accidents/Injury 31 8
Hedlthy eating 31 8
Obesity 27 7
Cardiovascular disease 26 7
Mentd hedth 24 6
Physicd activity 19 5
Cancer (including skin cancer prevention) 14 3
Other** 65 16

* Not adding up to 401 or 100% dueto overlap

;; iJ];:(Iaudi ng: child neglect, delinquency, diseases, health inequalities, medical care, oral health, physical abuse, sexual
4.2  How have effectiveness reviews been done?

In order to describe the methods reported in the identified reviews, we devel oped asystematic coding
strategy (see Appendix 3 for details) based on the quality criteriaset out by Mulrow (1987) for adtate-
of-the-art review article. The choice of keywords aimed to reflect the different stages involved in
conducting an effectivenessreview: purposeof thereviews, searching for primary studies, incluson and
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vaidity criteriafor primary research, and presentation of findings. All reviewswere coded according to
this Srategy. Some of the identified reviews were part of a‘series’ of effectivenessreviews: reviews
carried out by Collaborative Review Groups within the Cochrane Collaboration (referred to as
Cochrane reviews); reviews commissioned by the Centre for Reviews and Dissemination (CRD)/the
Hedth Education Authority (HEA) within the recent series of ‘Health promotion effectivenessreviews
(referred to asHEA reviews); and thereviews of effectiveness of hedlth education and hedth promotion
commissoned by the Commisson of the European Communities and managed through the Dutch
Centre for Hedlth Promotion and Health Education and the International Union for Health Promotion
and Education (IUHPE) (referred to as | UHPE reviews). Thesereviewswerefurther coded to compare
their scope (type of studies, participants, and interventions) with the actua content of the included
primary studies.

Table4.3 Reporting of review methods and presentation of findingsin health promotion
effectiveness reviews (n=398)

Review methods Number* %
Aims gtated 316 79
Search stated 130 33
Inclusion criteria stated 183 46
Vdidity criteria stated 108 27
Data andysis and presentation
Included studies weighted 261 66
Included studies summarised 166 42
Narrative synthess 361 91
Meta-andyss 63 16
Future directives stated 321 80
*Based on 398 reviews
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Table4.3 givesan overview of how many of the effectivenessreviewsreported on the review methods
used and the way in which the primary research was synthesised and presented. A quarter of the
reviews failed to state the purpose for the review, i.e. did not provide aframe of reference helping the
reader decide whether to read on, or setting a scope for determining strategies in the selection of

primary studies. Only a third of the reviews (33%) reported their search drategy, and even fewer
provided it in sufficient detail for it to be replicated (data not shown). Thismakesit very difficult for the
reader to assesswhether the range of included studies does represent the existing knowledge baseina
particular area, or whether it is likdly that relevant materials have been missed. Less than athird of

reviews (27%) indicated the criteria by which the methodologica qudity of the included sudies was
assessd, though 66% of reviewsincuded someweighting of theincluded studies (i.e. discussed at least
to a certain extent the strengths and weaknesses of the design and execution of a least some of the
dudies). Very few reviews (16%) included both anarrative synthessand aforma meta-andysis, i.e. a
datistical pooling of thefindingsfrom different Sudies, most review provided anarrative synthessonly.
Lessthan haf (42%) of the reviews presented asummary table of al included primary research. Only
75 reviews (19%) reported all of the following: ams, search strategy, inclusion criteria and validity
criteria (data not shown). Overdl, the lack of darity in review methodology implies thet it is fairly

difficult, if not impossible, to assess the potentia bias and hence the reliability of most of the available
effectivenessreviews. However, the vast mgority (81%o) of these reviews made recommendationsfor
services and/or directions for future research. Though the word limit imposed by journals necessarily
limits the amount of detail provided by authors, it is clear that some authors managed to provide clear
descriptions of the methodology used whereas others did not.

Thefollowing sections andyse the findings for apecific subset of effectivenessreviews, i.e. those that
were part of aseriesof reviews: Cochranereviewsand HEA reviewswill bedirectly compared; IUHPE
reviews will be discussed separately as they used a completely different gpproach in sdecting the
primary research to be included. Though the lay-out of the reviews was imposed, there was no gtrict
word limit. The reviews were published ether eectronicaly (the Cochrane reviews) or asafull report
(the HEA and IUHPE reviews), rather than asajournd article.
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Table 4.4 provides an andysis of how the methods were reported and the findings presented in the

Cochrane reviews and the series of effectiveness reviews commissioned by the HEA/CRD.

Table4.4 Reporting of review methodsand presentation of findingsin Cochranereviews
and HEA reviews

Review methods Cochrane reviews HEA reviews
N (%) N (%)
Total 26 (100) 6 (100)
Aims stated 26 (100) 6 (100)
Search stated 26 (100) 6 (100)
Databases stated 26 (100) 5(83)
Keywords stated 25 (96) 6 (100)
Journals stated 22 (85) 1(17)
Language unrestricted 23 (89) 1(17)
Unpublished materid 23(89) 3(50)
Incluson criteria Sated 26 (100) 6 (100)
Vdidity criteria stated 22 (85) 3(50)
Standard data extraction 13 (50) 4 (67)
Data analysis and presentation
Included studies weighted 25 (96) 6 (100)
Included studies summarised 25 (96) 6 (100)
Narrative synthess 25 (96) 6 (100)
Meta-andyss 25 (96) 1(17)
Future directives stated 26 (100) 6 (100)

Table 4.5 compares Cochranereviewswith HEA reviewswith respect to their intended scopein terms
of: types of studies; types of participants, intervention types; types of outcomes.
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Table4.5 Inclusion criteria of Cochrane reviews compared to HEA reviews

Scope Cochrane reviews HEA reviews
N (%) N (%)

Total 26 (100) 6 (100)
Types of studies

Experimental design 26 (100) 6 (100)

RCTs 26 (100) 3(50)

Trids 14 (54) 3(50)
Types of participants

defined 26 (100) 4 (67)

not defined/unrestricted 0(0) 2(33)
I ntervention types

defined 23(88) 1(17)

not defined/unrestricted 3(12) 5(83)
Types of outcomes

defined 26 (100) 2(33)

not defined/unrestricted 0(0) 4(67)

Cochrane reviews

An andysis of the Cochrane reviews (Gibson et al. 1997; Gillespie et d. 1997a; Gourlay et d. 1996;
Gross 1997; Haek and Stead 1997; Hodnett and Roberts 1997; Hughes et al. 1997; Kramer
1996a,b,c,d;1997; Lancaster et a. 1996; Lancaster and Stead 1997; Mahomed 1996,1997;
Mahomed and Gulmezoglu 1996; Quinn et . 1997; Ray and Hodnett 1997; Renfrew and Lang 1994,
Silagy and Ketteridge 1997; Silagy et d.1997; Stead and Hughes 1997; Thompson and Rivara 1997,
White and Rampes 1996; Zoritch and Roberts 1997) in the area of heath promotion (n=26) reveded
that al clearly reported their ams; the search strategy used; the inclusion criteria for types of studies,
types of participants, and types of outcomes. Only 4 reviews (Hajek and Stead 1997; Hodnett and
Roberts 1997; Hughes et d. 1997; Ray and Hodnett 1997) failed to clearly set out the quality criteria
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on which the vdidity of studieswas assessed, however dl of them provided aweighted andysis of the
included sudies. All reviews, except one, presented both a narrative synthesis and a meta- andysisof
theincluded primary research, in addition to asummary table of the basic characteristics of al included
dudiesintermsof participants, setting and interventions. The one exception wasareview that excluded
al identified primary research on the bas's of methodol ogica weaknesses and thus identified the need
for rigorous research in this area (Stead and Hughes 1997).

From these analyses we can conclude that the trangparency of the methods used in Cochrane reviews
provide users with the necessary information to assess any potentid biases in the review. In fact, dl

Cochranereviewsfollow the sameformat, but differencesin incluson criteriafor typesof sudiesandin
the qudity assessment of included studies exigt. In other words, review methods and results are
rigoroudy documented, but thereis someflexibility for different Review Groupsto set unique criteriafor
the incluson of certain types of studies and the quality assessment of the included studies. However,
most reviews focused on randomised controlled trids (RCTSs), as only just over haf (54%) set out to
asoinclude non-randomised studies. In addition, most used conced ed random allocation asamessure
for qudity of the RCT with the result that only the findings from adequately conceded RCTs are
included or are given more weight in the review’s conclusions. Most Cochrane reviews reported on
secondary prevention rather than on primary prevention strategies. 13 reviews (50%) specified a
particular ‘trestment’ as intervention type (e.g. different types of food supplementation in pregnancy;
treatment for smoking cessation such as anxiolytics and antidepressants, acupuncture). Clearly defining
participants, intervention types, and outcome measures, resulted in reviews which were narrow in their
focus. Thus, they provided clear and reliable recommendations for service implementation and future
research in very specific aress of hedth. For example: the use of clonidine for smoking cessation

(Gourlay et d. 1997); the effects of limited (information only) patient education programs on the hedlth
outcomes of adultswith asthma (Gibson et a. 1998); and isoca oric balanced protein supplementationin
pregnancy (Kramer 1996d). The Cochraneformat does not preclude reviewswith abroader scope, as
is evident from some of the reviews identified: for example, home-based socia support for socidly
disadvantaged mothers (Hodnett and Roberts 1997); and interventionsto reducetheincidence of fdling
intheederly (Gillespieet d. 1997a). However, reviews with a broader scope are not very common to
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date. Asshown in Chapter 3, the scope of reviewssuch asthe oneby Gillespieet d. (1997a) may ill
be considered quite narrow when compared to the review by Oakley et d. (1995b) (seeChapter 3).

HEA series of effectiveness reviews

These reviews (Ebrahim and Davey Smith 1996; Eiser and Eiser 1996; Towner et d. 1996; Roeet dl.
1997; Tilford et a. 1997; White and Pitts 1997) scored very high in terms of reporting the review
methodology used. But in comparison with the Cochranereviews, they arelesscomprehensiveinterms
of identifying all available evidence in a particular hedlth area only one (17%) (compared with 23
(89%) of the Cochrane reviews) stated that searching for primary research was not restricted to the
English language; and 3 (50%) (compared to 23 (89%) of the Cochranereviews) reported searching for
unpublished materias. Authorsof HEA reviews, compared with those of Cochranereviews, reported a
standardised data extraction method more often (67% and 50% respectively). In terms of specified
scopefor thereviews, the HEA reviewstended to befairly broad: they restricted inclusion criteriaeither
with respect to the types of participants (e.g. childhood and young adolescence); or the intervention
types(e.g. video asamedium); or thetype of outcome (e.g. behavioura or health outcome), but never
al of the above combined. Conclusons and recommendations from these reviews were therefore
specified in more generd terms than for Cochrane reviews. HEA reviews were less exclusive in thar
intention to include a particular type of study design than Cochrane reviews. dl amed to include
experimenta studies, but only haf specified the design in terms of randomised and/or non-randomised
gudies, none were exclusively focused on RCTS, though the conclusions of the review by Ebrahim and
Davey Smith (1996) were based on RCTsonly. The latter wasthe only review to dsoincludeameta
andysis. Though dl six reviews had different review methods, they reported their methods in afairly
transparent manner so that any potential biases could be assessed. All HEA reviews weighted the
included studies and commented on the lack of rigoroudy evauated interventionsin the areas covered.
Because of thelatter, the authors' recommendationswere cautious and tentative. However, it was noted
that experts providing a commentary on the review, included in the preface of each review, did not
adways replicate the authors caution. For example, though the authors reviewing the effectiveness of
video for hedth education (Eiser and Eiser 1996) indicated that :

36



“Congdering the sudies across dl deven different areas, we areforced to conclude that many
provide little or no positive evidence for the effectiveness of video or any hedth education
intervention of which video formsapart. Even where positivefindingsare clamed, anumber of
gudies suffer from flaws in the design which render any gpparent effect untrustworthy” (Eiser
and Eiser 1996; p.37)

However, one of the commentaries states that:
“The review confirms that video is a powerful tool for hedth educators....” (Eiser and Eiser
1996; p.ix)

though a so acknowledges that:
“The review raises many issues and questions which will help to inform the debate concerning
the effectiveness of video and other educational media to support hedth promotion
interventions.” (Eiser and Eiser 1996; p.ix)

I[UPHE reviews

These reviewswere conducted within the European project “Improvement of the effectivenessof hedth
education and hedlth promotion” and commissoned by the Regiond Office for Europe of the
Internationa Union for Hedth Promotion and Hedth Education. Though not pretending to be
systematic reviews, they amed to provide a“series of reviews on the sate- of-the-art of effectiveness
research’. Each review focused on a health problem, approach, population or setting, discussed the
critical issues relevant to the particular focus, presenting a structured abstract of ten or more studies.
Rather than relying on systematic seerch methods, authorswere invited to choose studies with particular
criteriain mind, some of which could strengthen the evidence of effectiveness and some of which could
wesken it:

Sdection criteriawhich could strengthen the evidence about the effects of health promotion included:

C Theinterim or find results of theinterventions should be ble and obtainable to everyone
who has an interest

C Studies giving a clear description of the content of the intervention and its objectives are

preferred to studies failing to give the reader ingght into the intervention studied
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C The methods of the evauation should preferably include the presence of triangulation. This
refers to the practice of drawing conclusions on a number of different sources of information
(which might include different data resources, different respondents or even different
researchers).

C Studies containing extended formative or process evauation are preferred to sudieswith little

or no reflection on the process involved in programme implementation

C Good studies which are found to have no effect should aso be subject to documentation

Sdlection criteriawhich could weaken the evidence about the effects of hedlth promotion or introduce
bias included:

C The design of the effect evauation should pr efer ably meet the following conditions:

- a least one pre- and one post-test measurement

- a least one intervention and one comparison group

- each group should consist of at least 15 people (preferably randomly assigned)
Interventions are pr efer ably but not necessarily implemented within the continent of Europe
A maximum of aquarter of the effect sudies may originate from [the reviewers’] own country.
Effect sudies evaduating innovative intervention methods are preferred.

QOO O O

A maximum of two publications for each intervention area which dedls with another area

Although these reviews included the innovative gpproach of combining process and outcome data -
important for the dissemination of information about the effects of hedth promotion, neither the search
drategiesnor theinclusion criteriawere sufficiently systematic for the reviewsto berelied upon for their
conclusions about effectiveness. What was included as‘state- of-the-art of effectivenessresearcht was
largely dependent on the authors' persond views, hence these reviews have to be used with extreme
caution.

4.3 Conclusions

There has been consderable activity in producing effectiveness reviews in different areas of hedth

promotion. Some areas are well-covered (e.g. substance abuse) whereas reviews in other areas are
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scant (e.g. reviews of interventions addressing inequalities in health'). Overall, reporting of the review
methodsis poor, which makesit very difficult for the reader to assess any potentia bias, and hencethe
vaidity and comprehensiveness of the review’s findings. Cochrane reviews are a clear exception,

however most of these have a narrow scope and deal with secondary prevention issues, which limits
their gpplication to generd hedth promoation practice. The HEA series of effectiveness reviews which
includesreviewswith avery broad scope, providesaserious atempt to compiling the evidencein hedth
promotion in asystematic way. However, as each of these reviews has used different review methods,
which in turn are different from the methods used in Cochrane reviews, questions about the impact of
review methods on the scope and conclusions of the reviewsremain. It isthese questionswe will dedl

with in the following section of this report.

44  Recommendations

Thereisaneed:

C for aregularly updated centrd register of adl completed and ongoing effectiveness reviews in
hedlth promotion to avoid overlap of effort and to ensure that new reviews build on previous
reviews. Thisregister would complement the Database of Abstracts of Reviewsof Effectiveness
(DARE), produced by the CRD and included in the Cochrane Library, which provides
structured abstracts of quality-assessed effectiveness reviews of hedth care interventions.

C to encourage clear reporting of review methods for example, through the provison of a
checkligt to authors and journd editors covering the key stages in conducting a systemétic

review (methods for searching, inclusion criteria, vaidity criteria).

C for those commissioning and conducting effectivenessreviewsto agreeacommon framework of

how reviewsin hedth promotion should be carried out, including weighting of primary research

The review by the NHS Centre for Reviews & Dissemination ‘Review of the research on the effectiveness of
health serviceinterventionsto reduce variationsin health’ (Arblaster et al. 1995), wasthe first systematic attempt to
compilethe evidence in this area.
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Part [l
Theimpact of review methodology on recommendationsfor

effective health promotion interventions

Part | addresses two of the key stages in conducting an effectiveness review: searching for relevant
primary research to includein the review; and assessing the methodol ogica qudity of identified studies.
Theam of thefollowing chaptersisto investigate the extent to which different ways of carrying out these

two key stages impact on the scope and recommendations of effectiveness reviews.

Chapter 5 Searching for studiesto includein effectivenessreviews

This chapter focuses exclusvely on the use of a range of commonly used eectronic databases for
identifying outcome evauation sudies in the area of sexua hedth promotion. It discussesin detall the
grengths and pitfals of this method for accessing the available research. Though the findings and
recommendeations are restricted to the focus on sexua hedth, the issues dedt with are relevant to

searching for sudiesin any areaof heath promotion.

51  Why issystematic searching important ?

To find all rdlevant sudies for the purpose of compiling a comprehensive effectiveness review,
searching needs to be extensve and include a range of methods. eectronic database searching;
handsearching of key journds, scanning bibliographies, contacting individudSagencies/ academic
indtitutions etc. Particular attention needs to be paid to finding unpublished materids and studies
reported in non-English languages. What can be synthesised depends on what isfound, and it iswell-
edtablished at least in the medical fidld, that neglecting certain sources of research sudiesmay result in
reviews being biased in the recommendations and conclusions they can draw (Dickersin et d. 1987,
Begg and Berlin 1988; Cooper and Ribble 1989; Hedges 1992). The increasing accessibility of
electronic bibliographic databases through libraries and on-line services, has made them increasingly
being used asthefirst and often only, port of cal for collecting evidence of effectiveness. Though such
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databases between them provide an extensive coverage of the available research, it should be
remembered that their coverageisnot fully comprehensve and indeed, that some of the mast commonly
used databases such as Medline and EMBASE, are limited to published research in certain journas

only.

Thoughtheeffort put into locating studies depends mainly on theresourceregtrictionsfor conducting the
review, the skills of those carrying out the searches dso play an important role. Some researchersfor
example, may not be aware of thefull range of sources of evidence available and so may missimportant
sources (Reed and Baxter 1994; Joswick 1994). It is often impossible to assess whether important
sourcesmay have been missed asmany reviewsdo not explicitly state the searching methods employed
(see Chapter 4). A study by Oakley and Fullerton (1995) of 13 systemetic reviews of the effectiveness
of smoking prevention/cessation interventions carried out over the last ten years, found that only 3
included a description of the search Srategies. Moreover, different reviews covering the same time
period were based on different subsets of thetotal number of available sudies. This suggeststhat many
reviews serioudy under-report the total evidence available. Within other fidds of hedth care,
consderable effort has goneinto examining the best methodsto collect avail able effectiveness evidence
(e.g. Marson and Chadwick 1996; Dickersin et d. 1995; Kirpdani et a. 1989). Such attention to the
methodol ogica issues surrounding search strategies has not been pardlelled within the health promotion
fidd.

This chapter explores some of the methodological issues in the development and implementation of
search strategiesfor e ectronic searching. It focuses onlocating outcome eva uation sudiesin the areaof

sexud hedth promotion.

Thework had threeaims::

() To develop highly sengitive search dtrategies on arange of eectronic databases for identifying
outcome evauations of sexud hedlth intervention targeted at any population;

(i) To examine and compare the sengtivity and specificity of these search Strategies on different
databases;
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@iy  To recommend the best combination of databases to use when searching for outcome

evauations of sexud hedth interventions.

Theterm ‘outcome eva uation is used here to describe those studies reporting on the impact of

a ssxud hedth promotion intervention on one or more hedth-related outcomes (e.g. behaviour,
knowledge, attitudes). The am was to find outcome evauations of any design including: RCTs, non
randomised trias; and pre-and- post-test and post-test designs with no control/comparison group.

5.2  Searching electronic databases

Many electronic databases make use of a ‘controlled vocabulary (i.e. standardised terminology) to
describe the content of the cited report. For example, a citation can be indexed with relevant subject
terms (e.g. cardiovascular disease, hedlth promotion); type of study terms (e.g. review, clinicd trid);
and/or setting terms (e.g. workplace, community). This‘controlled vocabulary’ can be used asabasis
for the development of asearch Strategy to retrieve citations within a pecified area of interest. Access
to the controlled vocabulary of a particular database is provided viathe‘thesaurus’ from which alist of
relevant terms can be chosen. These terms can be supplemented with ‘free-text’ searching for words
which gppear in the abgtract, the title and/or any other datafield. Thus, adding a ‘free text’ searching
component can help to identify additiona studies of interest by means of adding important concepts or
termswhich do not appear inthe controlled vocabulary or dternativeformulations of the conceptswhich
do appear.

Deveoping a‘good’ search strategy -i.e. one which locates as much as possble of the available
evidence- is complex and requires speciaist knowledge aswell as alot of time and effort. Firdly, al
relevant concepts which describe the area of interest have to be identified; the range of terms used to
refer to each of these identified concepts must then be matched with terms from the thesaurus. Any
concepts that can not be matched, may have to be described by ‘freetext’ terms. Choice of thesaurus
and/or free text &rms is criticd: they should reflect fully the scope of the review as well as its
boundaries, should includeal important concepts, identify relationships between concepts, and identify
exclusonterms(Reed and Baxter 1994). Oncethe relevant terms have been selected, they need to be
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linked by ‘Booleart operatorsto form asearch strategy. For example, two termsmay belinked by using
the ‘OR’ operator which means that a citation must have either one of the terms to be retrieved; the
‘AND’ operator determines the retrieva of a citation only if indexed by both terms; and the ‘NOT’
operator specifies that the citation must be indexed by one term but not the other. In other words, the
selected terms need to belinked up into alogical search strategy reflecting the scope and boundaries of
the research one wants to identify.

Different bibliographic databases use different types of controlled vocabulary such that the same
citations are indexed differently on different databases (Reed and Baxter 1994). Databases such as
Medline and EMBASE, for example, use a different indexing system for study type; others, such as
PsycLIT and ERIC, do not have specific termsto identify study types(Dickersin et d. 1995; Peersman
et d. in press). Asaconsequence, an appropriate search strategy needsto be devel oped for each of the
databases used.

A well-developed search strategy does not necessarily retrieve all relevant citations on the database
queried, nor doesiit retrieve relevant research only. Thisis due to incongstenciesin the gpplication of
the controlled vocabulary terms by different indexers and/or in the terminology used by authors of

research studies; and/or the controlled vocabulary may not reflect thelatest terminology or conceptsina
particular disciplineor field. Hence, it isimportant to test asearch strategy in termsof how much of what
isavalableisretrieved, and how much of what is retrieved actudly fits within the boundaries of what
onewantsto retrieve. These concepts are described by two messures, the sengtivity and the specificity,
which reflect the performance of a search strategy.

The sensitivity of a search Strategy expressesits ability to locate all the availablerelevant research,
here all outcome evauations of sexud hedth interventions. Sengtivity is calculated as the number of
outcome eva uationswithin aparticular field identified by the search strategy on the database of choice
asaproportion of thetotal number of outcome evauationswhich exist overdl withinthat field. Thelater
isimpossible to determine, thus unknown, but apr oxy number isused, i.e. the number representing the
‘best’ effort to find as many as possible of the available outcome evaluations (Dickersin et d. 1995).
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Even if search drategies are designed specificdly to locate certain types of studies within aparticular
fidd, they will also locate other types of studies and studies outsdethefield of interest as some of these
will share some of the terminology used in the search drategy. The specificity of a search strategy
expresses the accuracy of the search dtrategy in identifying the studies of interest, here outcome
evauations of sexud hedth interventions. Specificity is caculated asthe proportion of the total number
of studies located by the search which are ‘truly’ outcome evauations of sexud hedlth interventions. In
other words, the specificity provides a measure for how many relevant reports are located by the
search aspart of theoveral number of citationsidentified. Assuch, it isan useful indicator of theamount
of effort needed to sort the search resultsinto‘rdevant’ and ‘irrdevant’ citations'. For example, asearch
drategy with low specificity means that only a smal proportion of the citations located are ‘relevant’
ones, consequently, depending on the overall number of citationsretrieved, alow specificity may imply

that alot of timeis needed to sort through the search results (i.e. scanning titles and/or abstracts).

Sengtivity and specificity tend to be inversdly rdated. If high sengtivity isrequired, the seerch Srategy
needs to be fairly ‘broad’ and hence it is likely that a larger number of ‘irrdevant’ citations will be
located. Conversdly, a highly specific i.e. ‘narrow’ search strategy increases the likelihood of missng
relevant reports. Thus sengtivity and specificity are important interrdated indicators of the utility of a
particular search strategy.

Choice and description of databases

There is a vast range of different bibliographic databases to choose from and each have their own
particular focus (eg, bio-medica research, socid science publications, grey literature, dissertations).
Thus the choice of databases should match the area of interest to be searched for. Since outcome

evauations within sexud hedth promotion are likely to be carried out within arange of disciplines, we

MTheterm ‘irrelevant’ is used here for conceptual purposesto refer to any citations which are not outcome
evaluations. In fact many of these citations are likely to be relevant to describing the effectiveness of health
promotion interventionsin abroader sense. For example, research related to the acceptability of certain interventions,
needs assessments, findings from previous effectiveness reviews, studies reporting on barriers or facilitators to
health behaviour etc.



selected two medical databases (Medline and EMBA SE), two socid science databases (PsycLI T and
the Social Science Citation Index) and one educational database (ERIC). Not only are these databases
the ones most commonly used for identifying hedth promation research, previous investigations have
found them to be very productivein their yied of outcome evauation sudiesin different areas of hedth
promotion (e.g. Peersman et a. 1997; Oakley et d. 1994b).

A brief description of these databases follows:

1. Medline

Medline is the Nationa Library of Medicine’s bibliographic database. Although primarily a medica

database, it dso contains references from psychology and the socia sciences. Each record on Medline
is coded according to a controlled vocabulary of ‘Medica Subject Headings' (‘MeSH terms’). Each
record has severd MeSH termsrreflecting the content of the report. Each MeSH term has anumber of
sub- headings which can be applied to describe the focus of a particular record more specificdly. For
example, dl references relevant to HIV should be coded with the MeSH term ‘HIV-Infectior, but
those specificadly concerned with HIV-prevention should be coded with ‘HIV-1nfection-prevention

and-control’, i.e. aMeSH term combined with a pecific sub-heading.

2. EMBASE

EMBASE isprimarily adatabase of medicd journd articlesand isproduced and maintained by Elsevier
Science. Although severd systems of controlled vocabulary are used within EMBASE, the ‘Medical
Descriptors fromthe‘EMTREE Thesaurus’ provide the most detailed way of retrieving citations. Each
referencein EMBASE has severd Medical Descriptors. A range of optiona sub-headings can be used
in associ ation with these descriptors. EMBA SE has better coverage of European journdsthan Medline
(Greenhdgh 1997).

3. PsycLIT
Although Medline and EMBASE index some journds from the socid sciences, they are not
comprehensive sources for thisfield. PsycLIT isabibliographic register of the literature in psychology
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and rdated disciplines and is produced by the American Psychological Association. It indexesjourna
articles, aswell as books and book chapters. PsycLIT isthe CD-ROM version of PsycINFO. The
controlled vocabulary sysem isin the form of ‘Descriptors and each record has severa descriptors.

Unlike Medline and EMBA SE, the descriptors do not have sub-headings.

4. ERIC (Educational Resources Information Center)

ERIC is produced by the US Department of Education and contains citations on al aspects of the
human learning process. ERIC has a controlled vocabulary of ‘ERIC-descriptors which are used to
group together references on smilar topics. Like PsycLIT the descriptors do not have sub-headings.

5. The Social Science Citation Index

The Socid Science Citation Index, provided by the Bath Information and Data services (BIDS),
conssts of bibliographic details of reports within the socid sciences and includes any references cited
within these reports. Unlike the above mentioned databases, the Socia Science Citation Index is a
citation index, hence, doesnot have acontrolled vocabulary systemtoindex references. Searching must
take the form of ‘freetext’ searching whereby words or phrases are matched exactly with words and
phrases which gppear either in the title, abstract or key-phrases of a particular reference.

It should be stressed again, that the five databases we selected index published research only and that
for the purposes of finding all relevant research, one would have to supplement these searches with
searches on databases catal oguing unpublished research, and with other means of identifying primary

studies (see section 5.1).

5.3 Methods

5.3.1 Developing a search strategy for identifying sexual health outcome eval uations on each
selected database

The procedure recommended by Reed et a. (1994) was used to develop the search strategies. A
detailed description including examples, aswell asthefull search Srategiesare provided in Appendix 4.
We will explain here in brief how we sdlected the terms for inclusion in the search drategies. We
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randomly sdlected 46 of the 144 outcome evauations lised in two systemétic reviews of the
effectiveness of sexua hedth promotion interventions previoudy carried out by our research centre
(Cakley et d. 1996; Peersman et a. 1996). Each of these 46 studies (we will refer to these as the
‘known set’) was then traced back on each of the five databases by means of an author and/or title
search. If found, the controlled vocabul ary with which these recordswere coded was noted and alist of
the most frequently used keywords was compiled for each database. Terms fell broadly within two
categories. those describing the study ashaving asexual health focus (e.g. condoms, HIV-prevention
and-control) and those describing it as a prevention sudy (e.g. health promotion, heath behaviour).
The ligts of keywords were further expanded with related keywords from the thesaurus of each
database, except for the Socia Science Citation Index which does not include athesaurus. The selected
‘sexud hedlth’ terms were then combined with the operator ‘OR’ as were the selected ‘prevention
terms, and each set of terms was then combined with the operator ‘AND’. In other words, to be
retrieved, astudy hasto be coded with any one of the‘sexua hedth’ termsin combination with any one
of the ‘prevention’ terms. It was decided not to include terminology related to study type or design.
Although induding study desgn-related termsis highly recommended for locating triaswithin medicine
(Dickeran et d.1994) and has been used for |locating outcome eva uationsfor reviews of effectiveness
within health promotion (e.g. Roeet d. 1997), previous research has foundthet limiting searchesinthis
way islikdy to lead to asubstantia loss of relevant outcome evaluationsin the areaof hedth promotion
(Peersman et d. in press). See also Chapter 7.

The search strategies contained awide range of sexua hedlth termsand prevention terms, but obvioudy
not every possible term, as this would result in unmanagesble search yields. We carried out a quick
check to determine how many of the 46 outcome eva uations known to be on each database (aswe had
previoudy located them by an author/title search) were actudly picked up by each of the database-
appropriate search gtrategies. In case a high proportion of the known studies were not retrieved, we
would have to expand the terms in the search Strategy before going on to implement and test them for
sengtivity and specificity.
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5.3.2 Testing the search strategies for their sensitivity and specificity

The search drategies were implemented on the five databases but limited to finding studies published in
1996 -an arbitrary choiceto makethe andyses manageable. Theresultswere downloaded into ProCite,
a hibliographic reference managing system and each record was coded with: the name of the
database(s) from which it had been identified; the type of study (outcome

evauation, needs assessment, case-control study; review etc.); and for outcome evauations, aso the

evaluation design (i.e. RCT, non-randomised trid, pre-and-post-test, post-test or not stated).?

The overdl number of outcome evaluations located by the searches for 1996 on al databases was
caculated. Thisset of outcome evauationswas|abelled ‘gold standard’ and served asthepr oxy for the
total number of all available outcome evauations within the sexud hedth fied.

The sensitivity of each search strategy for each of thefive databases wasthen cal culated in two ways.
Firgly, the number of outcome eva uations as a proportion of thetotal number of outcome evauations
inthe‘gold standard’ to provide ameasure of therelativeyied and thus theuseful ness of each database
for identifying outcome evauations in the sexua hedth fidd. Secondly, the number of outcome
evauations as a proportion of the number of outcome evauationsin the‘gold standard’ that should be
available on each database (i.e. al of those published in journads covered by the database). This
provides a measure of the extent to which each database succeeds in cataoguing all research papers
from each issue of the indexed journds, hence is a measure of accuracy of the database. The
specificity of each search strategy for each of the five databases was calculated as the number of

relevant outcome evauations as a proportion of the total number of reports located by the search.
Sengtivity and specificity measures were compared across the five databases.

In addition, we dso explored why any outcome evauations within the ‘gold standard” which were
known to be present on the database, but were not retrieved by the search strategy. Reasonsfor failing
to locate sudies were classified into ‘other sexuad hedth terms’ (i.e. the keywords used to identify the

*The desi gn of the outcome evaluations was determined at this stage by the information given in thettitle
and/or abstract.
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report as sexud health had not been included in the search strategy), ‘other prevention terms’ (i.e. the
keywords used to identify the report as prevention had not been included in the search strategy) and
‘not available on the database at the time the search strategy was implemented'. In the latter case,
further attempts were made to find the particular sudy 5 months|ater to allow for delayed entry on the
database; if thisfaled, the report was considered to be ‘not present on the database’.

5.3.3 Determining the best combination of databases for identifying sexual health outcome
evaluations
The overlap between the five different databases was determined in terms of the number of outcome
evauations within the ‘gold standard” which were found by more than one database®. This providesa
measure for which databases, if any, are redundant or which one is the most productive in identifying
relevant outcome evauations. The proportion of the ‘gold standard’ which was found when different
combinations of databases were used was aso examined. This determines the best combination of
databases to use, for example, under conditions in which time congtraints or bility restrict the

number of databases that can be searched.

54 Results

5.4.1 Identifying known outcome evaluations

Table 5.1 shows the number/proportion of the outcome eva uations within the ‘known set’ (the 46
studies used to devel op the search strategies) which were present on each database. Medline contained
most of them (65%), followed by the Socid Science Citation Index (59%); ERIC contained the lowest
number (9%).

3Citations which were found on more than one database were keyworded with the names of all databases
they had been located on. This allowed for the overlap between databases to be cal cul ated.
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Table5.1 Number/per centage of the‘known set’ of outcomeevaluationspresent on each

database
Outcome evaluations within the ‘known set’

Electronic database (n=46) present on each database

Number %
EMBASE 21 46
ERIC 4 9
Medline 30 65
PsycLIT 21 46
Socid Science Citation Index 27 59

Table 5.2 presents the findings from the quick check to determine how many of the outcome
evaluations known to be on each database (e.g. the 30 studies present on Medling; see Table 5.1)
were actualy picked up by the database- appropriate search strategy. Our search strategies performed
very wdl as 82% (for the Socia Science Citation Index) to 100% (for Medline and EMBASE) of the
outcome eval uations were indeed picked up. Hence there was no need to amend the strategies before

implementing them and testing their senditivity and specificity.

Table5.2 Number/proportion of outcome evaluations located by the sear ch strategies

Known outcome eval uations identified
Electronic database NUmber %
EMBASE o1 100
ERIC 4 100
Medline 28 93
PsycLIT 20 05
Social Science Citation Index 22 82
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5.4.2 Sensitivity and specificity of the search strategies

The search results for the selected one year period (1996) are shown in Table 5.3. The table shows
firgly, thetota number of citationsfound overal aswell asfor each database separately; secondly, the
proportion of citations which were deemed to be within the scope of sexua health promotion; and
findly, the proportion of those deemed to be outcome evauations of sexud hedth interventions.
Thetotal number of outcome evauations (74) found on dl five databaseswill be used asthe proxy for
the total number of outcome evauations avallable overdl within the sexua hedlth field, and will be
termed the ‘gold standard’ againgt which the sensitivity caculations will be done.

Table5.3 Number/proportion of citations found by search strategies

Total nr of N (%) of sexual N (%) of outcome

Electronic database citations health citations evaluations
All databasesr 1766 1066 (60) T4(4)
EMBASE 768 467 (61) 40 (5)
ERIC 68 47 (69) 7 (10)
Medline 752 549 (73) 41 (5)
PsycLIT 222 191 (86) 29 (13)
Socia Science Citation Index 677 467 (69) 47 (7)

*The number of records identified by each database does not add up to the total for all databases because some

citations are found on more than one database.

Table 5.4 shows the sengtivity and specificity of the search drategies. The two types of sengtivity
caculationsareindicated as‘overal sengtivity’ and ‘accuracy’. Asdescribed in the methods section, the
‘overdl sengitivity' isthe sengtivity for identifying all outcome eva uationswithin sexud hedlth promotion
(thisis cdculated againg the ‘gold standard’); the ‘accuracy’ is the sengtivity for locating dl outcome
evauaionswhich should be available on a specific database (asthe source journas are indexed on
that database).
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Table5.4 Sensitivity and specificity of the sear ch strategies

Electronic database Overall sensitivity Accuracy Specificity
% % %
All databases 100 100 4
EMBASE 53 85 5
ERIC 9 58 10
Medline 55 89 5
PsycLIT 39 59 13
Socid Science Citation Index 63 84 7

In terms of sengtivity, the data suggest that the search on the Sociad Science Citation Index was the
most sendtive for locating sexud hedth outcome evauations, closdy followed by the Medline and
EMBASE searches. The search on ERIC only picked up about atenth (9%) of the available relevant
research. However, it should be noted that even the more sensitive searches only located just over half
(53% to 63%) of the’gold standard’. Hence, thesefindings strongly suggest that it isessentia to search
more than one database when the purposeis to retrieve all available relevant research. For the Socid
Science Citation Index, Medline and EMBASE, the sengtivity for identifying outcome evauations
published in journas indexed on those databases is substantialy higher (over 80%) than for PsycLIT
and ERIC (just under 60%). In other words, the Socid Science Citation Index, Medlineand EMBASE
are more accurate than PsycLIT and ERIC in cataloguing all research papers published in thejournas

they cover.

Interms of specificity, PsycLIT had the highest specificity (13%), while EMBASE had the lowest with
only 5% of al the recordsretrieved being relevant outcome eva uations. The datasuggest that thesocid
science databases (PsycLIT and the Sociad Science Citation Index) and the educationa database
(ERIC) had ahigher specificity than the medica databases (Medlineand EMBASE) for theresearchin
our areaof interest. Thisimpliesthat the controlled vocabulary of these medical databases-eventhough
hedlth promotion/disease prevention terms were selected, islesswell applied by indexers than on the
socid science and educationd databases investigated here.
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Table5.5 showsthe number and proportion of outcome eval uationswhich should have been available
on the databases and the reasons why they were not.

Table5.5 Reasons why outcome evaluations from journals indexed on the databases
were not retrieved by the search strategies

Nr (%) Outcome evaluations N (%) Outcome evaluations
NOT picked up due to NOT present

‘Other’ ‘Other’ Attime of 5 months
Database sexud hedth terms prevention terms first search later
EMBASE 0(0) 4 (57) 0(0) 3(43)
ERIC 0(0) 0(0) 0(0) 5 (100)
Medline 3(60) 2 (40) 0(0) 0(0)
PsycLIT 1(5) 0(0) 11(55) 8 (40)
Socid Science 1(14) 4 (57) 0(0) 2 (29)
Citation Index

The main reason for not picking up dl avallable outcome evauations on the Socid Science Citation
Index, Medline and EMBA SE was due to the reportsbeing coded with other terms (either subject- or
prevention-related) than those used in the search Strategies. For al the databases except Medline, some
of the outcome evauations within the ‘gold standard” which should have been available on the
databases were not. This meansthat not dl articles from each journd issue are systematicaly entered
onto the database. One factor may be the delay with which acitation is entered onto the database. For
example, some citationswere present when the search wasrepeated five months|ater. Thesearticles, dl

published in 1996, were not entered on for example, PsycLIT until November/December 1997.

However a further 8 reports, 40% of the outcome evauations available on PsycLIT, were ill not
present at that time. Thus, some reports of outcome evaluations may never be entered onto aparticular
database, while others may only appear after a consderable delay.

5.4.3 The best combination of databases

The number of outcome evauations in the ‘gold standard’ exdusively found on each of the five
databasesis shown in Table5.6. The overlap between the five databases was 76%, which meansthat
three quarters of the outcome evauationsin the‘gold standard’ were found on more than one database.

This subgtantia overlap impliesthat each database on itsown contributes very littleto theidentification
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of outcome eva uations. For example, Medlinefound only 12% of the studies not aready found on other
databases. Bearing in mind that even the more sensitive searches only located just over haf of the’gold
standard’ studies overdl (see Table 5.4 ), thereis a clear need to determine the best combination of
databases to use if one wants to search for all available relevant research in the most efficient way.
Agan, we mug stress that our findings, hence our recommendations, are related to finding outcome
evauations of sexua hedth interventions and are not necessarily transferable to finding other study

designs and/or other areas of health promotion.

Table 5.6 Number of outcome evaluation retrieved uniquely by each database

Electronic database Number (%) of outcome evaluations
exclusively found on the database

ERIC 1(14)

EMBASE 4 (10)

Medline 5(12)

PsycLIT 4(14)

Socid Science Citation Index 4(9)

Tables 5.7, 5.8 and 5.9 present sengtivity andysesillugrating how many and which type (trids, non
trids) of the sudiesin the ‘gold standard’ were found when four, three and two databases were used
repectively. These figures give an indication of how many outcome evauations of sexua hedth
interventions would be missed if only a certain sdection of the five databases are used. The
combinations of databases are ordered in rank such that the combination which yields the highest
number of the ‘gold standard’ studies appears at the top in the table and the combination which yieds
the least studies, &t the bottom of the table.

Thereaultsin Table 5.7 suggest that searching any combination of four out of the five databases will
result in comparable yields. A combination of Medline, EMBASE, PsycLIT and the Socid Science
Citation Index is the most productive both in identifying outcome evauations of sexud hedth
interventions overdl and in identifying trids in this field. In other words, it is better to leave out ERIC
than any of the other databases in terms of outcome evauations overdl; whereas not usng PsycLIT

resultsin the greetest loss in terms of trids.
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Table5.7 Senditivity analysis of sexual health search strategiesin combinations of four
electronic databases

Database combinations
_ i N (%) of outcome N (%) of trials
Medline | EMBASE | PsycLIT | Socia ERIC
) evaluations found* found**
Science
Citation
Index
T T T T 74 (99) 38 (100)
T T T T 71 (96) 37 (97)
T T T T 71(99) 37(97)
T T T T 71(93) 37(97)
T T T T 71(92) 34(90)

*as calculated against the 'gold standard’ of 74 outcome evaluations overall
** as calculated against the 38 trialsin the 'gold standard’

Table 5.8 shows the results of the sengtivity andyses for combinations of three databases out of the
five sdlected ones. The best yidd comes from including at least one medicd database (Medline or
EMBASE) in combination with at least one socid science database (PsycLIT or the Socia Science
Citation Index). Thereisno evidence to suggest that using two socid science databasesin combination
with amedica database (i.e. Medline & PsycLIT & Socid Science Citation Index OR EMBASE &
PsycLIT & Socid Science Citation Index) rather than two medica databases in combination with one
socid science database (i.e. Medline & EMBASE & PsycLIT OR Medline & EMBASE & Socid
Science Citation Index) is better. However, it is worth noting that using the Social Science Citation
Index in combination with Medlineand EMBASE yieldsdightly less of the‘gold standard’ then PsycLIT
in combination with Medline and EMBASE (89% and 93% respectivey). In terms of locating trids,
PsycLIT inacombination with either Medline, EMBASE or the Socid Science Citation Index resultsin
the least loss of trials.

Thefirg three combinations of three databases, highlighted inbold in Table 5.8, produce amilar yidds
to those combinations of four databaseswhich include ERIC (seeTable5.7). Thisagain suggeststhat
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ERIC isnot an essentid database to search when wanting to identify outcome evauationsin the sexud
hedth fidd.

Table5.8 Senditivity analysisof sexual health sear ch strategiesin combinationsof three
electronic databases

Combination of databases
N (%) of outcome 0 i
Medine | EMBASE | PyeiT | Socid | ERiC | 070 N (%) of trials
. evaluations found* found**
Science
Citation
Index
T T T 71(95) 37(97)
T T T 70 (93) 37(97)
T T T 69 (93) 37(97)
T T T 67 (89) 34(90)
T T T 63 (84) 33(87)
T T T 62 (83) 31(82)
T T T 60 (80) 34(90)
T T T 60 (80) 32(84)
T T T 60 (80) 29 (76)

*as calculated against the 'gold standard’ of 74 outcome evaluations overall
** as calculated against the 38 trialsin the 'gold standard’

The reslltsin Table 5.9 present the sengtivity andyses of using various combinations of only two
databases out of the five selected ones. The findings suggest that it isimportant to have at least one of
the socia science databases with amedical database or both of the socia science databases together.
However thereis not enough variation within the yiel dsto specify further which medica or which socid
science database it is best to use. It isinteresting to note that the best combination of two databases
(EMBASE & PsycLIT) yidds more of the ‘gold standard’ set of outcome evauations than the bottom
three combinations of three databasesin Table 5.8. However, comparing the best yiel ds of searching
two versusthree databases resultsin asubstantial lossof outcome evauations (10), but notintrias(2).
Thereisclearly anissue of trade-offshere. Searching three as opposed to four databases (comparing
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the most productive combinations) does not make asubgtantid differencein either outcome evauations

overdl, or trias.

Table5.9 Senditivity analysis of sexual health sear ch strategiesin combinations of two
electronic databases

Combination of databases
Medline | EMBASE | PsycLIT | Socid | ERIC N (%) of outcome N (%) of trials
_ evaluations found* found**
Science
Citation
Index
T T 61 (81) 33 (87)
T T 60 (80) 35 (92)
T T 60 (80) 31 (82)
T T 59 (81) 32 (84)
T 58 (77) 34 (90)
T T 58 (77) 29 (76)
T T 50 (67) 28 (74)
T T 43 (57) 22 (58)
T T 42 (56) 21 (55)
T T 35 (47) 21 (55)

*as calculated against the ’gold standard’ of 74 outcome evaluations overall
** as calculated against the 38 trialsin the 'gold standard’

55 Conclusions

It is necessary to develop search dtrategies that use of a wide range of terms to identify outcome
evauations of sexud health promotion interventions on dectronic databases. To undertake asystemetic
review of effectivenesswithin health promotion, commissioners and researchers should be aware of the
complexity of searching and the resources (budget and time scade) thisimplies. Attemptsto reduce the

complexity of searching could be made by database manufacturers; the same keywords could be
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applied more consstently within and across different databases. For instance, theMedlineMeSH term
‘HIV-Infections- prevention-and-control’ could be used uniquely to identify sexud hedlth interventions
which aimed to prevent HIV, rather than using ‘A cquired-immunodeficiency- syndrome- prevention-ad-
control’ for some citations and ‘HIV -infections- prevention-and-control’ for others. Smilarly, ‘Health-
Promotion’ and ‘Hedlth- Education’ could be gpplied more consstently rather than using awholerange
of prevention-related MeSH terms to locate a report within a hedth education/ hedth promotion
context. However, usng more congstent controlled vocabulary across different databases may not be

easly achieved for commercid aswell as practica reasons.

The probability of identifying all published outcome evauations within the sexud hedlth field using the
complex search strategies on Medline, EMBASE, PsycLIT, ERIC and the Socia Science Citation
Index is between 9% and 63%. In generd, the search drategies with higher sengtivity have lower
specificity. Thus, with the benefits of high sengtivity in locating outcome eva uations comes the cost of
having to look through agreat many more reportsto eliminate the studies outside the scope of interest.
The fact that the search dtrategy for Socia Science Citation Index had the highest sengtivity is of note
sncethis databaseisthe only onewhich does not use controlled vocabulary, hence any search Strategy
performed on this database has to be a free-text search. Free-text searching in combination with
controlled vocabulary is usudly associated with an increase in sengtivity and a decrease in specificity
(Dickersin et d. 1994). Thus, sengtivity of the search dtrategies we developed for the other four
databases may be further increased by combining controlled vocabulary with free-text terms. However,
any attempt to incorporate such free-text search termswill need to be examined againgt the increased
complexity of the search and the decreased specificity with its associated cost in time. Free-text
searching can be enhanced and made more specific by using ‘word proximity operators (e.g. outcome
NEAR evauation) and ajudicious use of text words in combination with strongly indicative thesaurus
terms. In other words, there are dternative gpproaches to searching to the oneswe have presented here

and it is certainly worthwhile to further investigate this area.
Despitethe Socia Science Index identifying thelargest proportion of the available outcome eva uations,
if used done, this database would only find just over 60% of dl published outcome evaduationsin the

sexud hedth fidd. This clearly highlights the need to use more than one database for searching.
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In documenting the reasonswhy not al available outcome eva uationswerelocated, wefound that using
an even wider range of sexud hedlth and prevention keywords may improvethe sengtivity of the search
grategies for Medline, EMBASE and the Socia Science Citation Index. However, for ERIC and
PsycLIT, the problem is mainly the delay and inaccuracy with which studies are entered on these
databases. Thus, it must be taken into congderation that some reports of outcome evauations which
should beavailable on aparticular database may never be available, while others may only appear after
a consderable delay. It is therefore important to repesat searching. Since database searching for
systematic reviewsisusudly carried out at one point in time (restricted by resources), it is obviousthat
al avalablesudieswill not get induded in the review. Thisfinding dso highlightstheimportance of usng
other means of searching in addition to € ectronic searching, for example, handsearching of journds. The
fact thet al of the outcome eva uationswere found by using multiple databases, srengthensthe casefor
using morethan one database when searching for outcome eva uations of hedth promation interventions.

Thereissubgtantia overlap in the outcome evaluations of sexud hedth interventionslocated by Medline,
EMBASE, PsycLIT, ERIC and the Socia Science Citation Index. An examination of the proportion of
the total number of outcome eva uations located when only four, three or two databases were used in
combination, suggested that when access'time/resources are restricted and for reasons of efficiency, at
least one medica database in combination with at |east one socia science database should be used. In
addition, EMBASE and PsycLIT combined are more productive than any combination of three
databases which included ERIC. Thus, in some instances, combining three databases, may be less
productive than combining only two databases.

In summary, identifying rdevant studies to be indluded in effectiveness reviews is a highly complex,

skilled and time- consuming exercise.

5.6  Recommendations
C Commissioners of effectiveness reviews and researchers underteking a systematic review
should beaware of the required complexity of electronic database search strategiesfor locating

outcome evauations of health promotion interventions and the consequences of this for the
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budget and time scale, aswdll asthe potentid bias of the review.

Not dl the articles from dl the journas indexed are systematicaly entered onto the eectronic
databases. While manufacturers need to assessthe extent of thisproblem and make attemptsto
redressit, thisfinding indicates the need for additiona searching methods (e.g. handsearching)

when undertaking a systematic review of effectiveness.

Use of more than one database is necessary for locating outcome evauations of hedth
promoationinterventionsasusing any one database doneislikely to missasubgantia amount of
al the avallable evidence within afidd.

Searching for sudiesto update a systematic reviews should overlgp in time with the searching
period covered inthe origina review, rather than sarting from where previous searching | eft off.

When access to databases is restricted, at least one medical database and at least one Socid
Science database should be used for locating outcome eva uations of sexua hedthinteventions

ERIC isnot a useful database for locating outcome evauations of sexud hedth interventions.
Search grategies designed to locate tridsin thisarea, should use PsycLIT in combination with
any of thefollowing databases Medline, EMBASE, or the Socia Science Citation Index.

Search drategies developed by experts in the fidld should be widdy disseminated to avoid
overlgp of effort and inaccuracy in searching.

The establishment and maintenance of specialised registers within health promotion on which

citations are coded in a consstent way and with hedlth promotionspecific terms, is a cost-

effective option. These registers should be made widely ble.

60



Chapter 6 Medline, the Cochrane Collabor ation and health
promotion trials

This dhapter looks at the advantages and disadvantages of potential short-cuts in identifying hedth
promotion trias. It focuses on the sexud hedth field and Medline and the Cochrane Controlled Trids

Regigter as case sudiesto illudtrate the issues involved.

6.1  Waysto decrease the effort in searching for effectiveness studies

We documented the time it took an experienced hedlth promotion researcher in developing and
implementing the Medline search strategy described in Chapter 5, and in analysing the seerch results.
Developing and testing asendtive sexua hedlth search strategy for Medlinetook 40 hours implementing
the search for the most recent Medline period available (January 1996 to September 1997) and
downloading the citations identified, took 8 hours. Scanning through the 1048 retrieved records to
identify potential outcome eva uationstook approximately 7 hours, and resulted in 72 citationsincluding
37 trids. If such astrategy wereto beimplemented over the 30 years covered by Medline, the number
of records retrieved would be around 10,000. Consequently, about 70 hours would be needed to
identify therdlevant citationsfor the review. Overdl, deve oping, implementing and andysing the results
of this Medline search strategy would take gpproximately 120 hours. Given that the Medline search
drategy only identified 55% of dl available outcome evauations (see Chapter 5), one also needs to
search other dectronic databases, and use dternative ways to identify studies (e.g. handsearching of
journds). Though depending on experience, searching timemay vary and may even besubstantialy less
than in our example, the bottom line is that trying to identify all available rlevant research isatime-
consuming task. It is therefore important to try and identify means by which it can be done more
efficiently. Specialised bibliographic registers such asthe Cochrane Controlled TridsRegister (CCTR)
availableas part of the Cochrane Library (The Cochrane Collaboration 1998), may provide one short-

cut to effectiveness evidence.

This chapter reports on an andysis of the feasibility and utility of two possible ‘short-cuts' for locating
effectiveness evidence within hedth promation: using seerch Srategieswith higher specificity on Medling,
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and the Cochrane Controlled Trids Register (CCTR) asaspecidised register. In addition, it compares
the utility of the EPI-Centre standardised coding for health promotion studieswith the Medline MeSH
headingsin searching for particular types of studies, hence, examinesthe need for ahedth promotion

gpecific coding system.

The work described in this chapter aimed:

() to develop and test highly specific search strategies on Medline;

(i) to determine how useful the Cochrane Controlled Trids Register isfor identifying trialsinhedlth
promotion;

(i)  to examine how useful Medline MeSH headings are in searching for outcome evauations to
answer more specific questions about effectiveness within sexud heglth promotion (eg. the
effectiveness of interventions usng peer ddivery).

6.2 Increasing the specificity of a Medline search strategy

We tested two ways of increasing the specificity of the Medline sexud hedth srategy (called here the
‘origind Medlinedrategy’) usedin Chapter 5: firdly, by reducing the number of MeSH headings used,;
and secondly, by adding ‘study design’ terms by means of the operator ‘AND’, thereby redtricting the
retrieva of citationsto thosethat had at least one of the prevention related termsand one of the sexud

hedth focus terms and one of the study design terms.

Search 1 used those MeSH terms of the origind Medline strategy, both subject- and prevention-
related terms, that contributed most to theyied of rdevant citationsin Chapter 5;

Search 2: further reduced the prevention-related terminology in Strategy 1,

Search 3: combined the ‘origind Medline srategy’ with ‘study design’ MeSH terms.

More details and the full search drategies are given in Appendix 5.

Sengitivity for each strategy was caculated using the 72 outcome evauations found by the ‘origina
Medline strategy’ for the period January 1996 to September 1997. Wewill call thisset of studies‘gold
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standard’*. Specificity was ca culated as the proportion of the total number of citations retrieved which
were outcome evauations of sexud hedth interventions. The three dtrategies were then compared in
terms of the extent to which relevant studies were missed (i.e. decreased sendtivity) and the effort
required to sort through the search results to select the relevant studies.

Table 6.1 presents the sengtivity and specificity andyses of Search 1, Search 2, and Search 3. Both
Search 1 and Search 2 retrieved less citations than the ‘origind Medline strategy’ with only 669 and
385 records respectively, asopposed to the 1048 recordsidentified by the‘origind Medlinestrategy’.
Thus, thetime needed to look through theresultsof Search 1 and Search 2 would be gpproximately 3
hours and 2 hours respectively, as opposed to 7 hour s for the‘origind Medline strategy’. However,
with Search 2, sengitivity is severdly compromised (i.e. only 65% of the ‘gold standard’ studies were
identified). Search 3 produced the best bal ance between sensitivity and specificity: therewereonly 171
records to look through and sengtivity is maintained a a fairly high levd (i.e. 85% of the outcome
evadudionsin the ‘gold standard’).

Table6.1 Sensitivity and specificity analyses of the alternative sexual health search
strategiesfor Medline

Search strategy Total number of Sensitivity% | Number of outcome | Specificity
citations evaluations %

Origind drategy 1048 100 72 7

Search 1 669 89 64 10

Search 2 385 65 47 12

Search 3 171 85 61 36

M These 72 outcome eval uations are not to be confused with the set of 74 outcome evaluationsin the ‘gald
standard’ used in Chapter 5. The latter set of outcome evaluations were those |ocated by the five databases overall

for the year 1996.
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6.3  Searching a specialised register of trials

6.3.1 The Cochrane Controlled Trials Register

The Cochrane Library includes two bibliographic registers of sudies: CENTRAL and the Cochrane
Controlled Trids Regiser (CCTR). The Cochrane Collaboration ams to help people make
well—informed decisons about hedlth care by preparing, maintaining and promoting the accessibility of
systematic reviews of the effects of hedth care interventions. To support this effort, the registers of
dudies in The Cochrane Library ams to capture and make widdy available RCTs and non-
randomised trias. Thefollowing section briefly describesboth CENTRAL and CCTR asdescribed in
The Cochrane Library, (1998, issue 1):

CENTRAL isanew regigter.... distributed onthe CD-ROM edition of The Cochrane Library
snceissue 4 of 1997. Themanam of CENTRAL isto establish asysem for theefficient flow
of information on studieswithin the Collaboration and to ensure thet each Collaborative Review
Group isawareof dl sudiesthat might berelevant to itsscope. Itisrecognised that CENTRAL
will be over-inclusive. It will contain reports of studies that are found not to be relevant for

inclusion in Cochrane reviews. It isaso likely to contain duplicates and errors...

The Cochrane Controlled TrialsRegister (CCTR)isthe‘clean’ versonof CENTRAL. It
isalist of referencesto controlled tridsin health care and containsthose recordsin CENTRAL
which have been judged to meet the necessary qudity criteria. Theseare assgned the keyword
CCTR. At the moment, this means those records that are very likely to be reports of

randomised or quas-randomised trias. This assessment isan ongoing process and the lack of

the CCTR keyword does not imply that arecord is not a controlled trid....

The records for CENTRAL and, therefore, QCTR have primarily been identified through
handsearching of journds within the Cochrane Collaboration. They include records from the
specidised regigersof tridsthat are maintained by the Collaborative Review Groups (CRGS),
records supplied from elsewhere, both inside and outside of the Collaboration, and references
to dinica trids identified on MEDLINE and EMBASE. All records in MEDLINE which
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contain the publication type RANDOMIZED CONTROLLED TRIAL or CONTROLLED
CLINICAL TRIAL have beenincluded with permisson fromthe Nationd Library of Medicine
in the United States. Records in both CENTRAL and CCTR include their MEDLINE or
EMBA SE accession numbers where available. MeSH keywords have also been included for
many of the records. Each record will dso eventudly have two additiona codes attached: (a)
Specialised register codes- to show which CRG specialised registersarecord appearsin, and
(b) Possible home codes- to show which CRG arecord might berelevant to. Theprincipa am
of the home code isto identify those records that cannot be assgned easlly to a CRG. The
home codes should not be relied upon as the sole search term by which CRGs try to identify
new studies relevant to their scope.

[The] amisto creste aregister within CENTRAL which will bethe best source of information
on trials available anywhere, both because of the large number of studies it contains and aso
becauseit will not contain recordsthat do not relate to such studies. Thiswill taketime but each
issue of the Cochrane Library should get closer to this god. The process of assgning the
speciaised register and home codes has just begun and remains very incomplete. However,
CENTRAL and CCTR can be searched using these codesin addition to the other search terms
that are needed to identify relevant studies.

CCTR (The Cochrane Library 1997, issue 3) contains 131,535 records. The EPI-Centre, as part of

their respongibilitiesfor the Cochrane Health Promotion Field, contributed 539 of these recordsasaby-

product of systematic reviews (France-Dawson et a. 1994; Holland et d. 1994; Oakley and Fullerton
1994, 1995; Oakley et a. 19944, b; 19954, b, ¢, d; 19963, b; Peersman et al. 1996, 1998) and

mapping of health promotion research for young people (Peersman 1996).

6.3.2 Assessing the value of CCTR as a source of health promotion trials

Sexud hedth promotion trids were searched for on CCTR of The Cochrane Library 1997, issue 3.

Fiveissueswere explored: (i) searching usng MeSH terms (ii) searching using free-text searching; (iii)

comparing the results of these searchesto the results of the sexual health search strategiesimplemented

on Medline, EMBASE, PsycLIT, ERIC and the Socid Science Citation Index; (iv) updating searches

and (V) extenson of searches to other topics within hedth promotion.
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(i) Searching using MeSH headings

Searching CCTR for sexua hedth promotion trids began with MeSH termsidentified as useful within
Medline for locating sexua hedth studies (See Appendix 4). Two problems arose.  Firdly, some
MeSH terms on Medline did not appear as MeSH terms on The Cochrane Library (e.g. Acquired-
Immunodeficiency- Syndrome- prevention-and-control, HIV-Infections-prevention-and-control, and
HIV-Infections-psychology) even though they were atached to individua records of trids. Secondly,
MeSH term searches mainly identified trias submitted by the Cochrane Schizophrenia Review Group,
only someof which arerelevant to health promotion; they found few of thetrias submitted by the Hedlth
Promotion Field (tagged with CT-HPF), dl of which are rlevant to health promotion.

Scanning abstractsreveded thet trialswereidentified only if Medline keywordswere attached, and this
wasrardly the casewith trids submitted by the Health Promotion Field because many of these had been
located on other databases, through handsearching, persona contact or serendipity.

(i) Free-text searches

In the light of the unproductive use of MeSH term searches, a senditive search using free-text search
terms was developed with the aid of the CT-HPF tag attached to dl trials submitted by the Hedlth

Promotion Fidd. Of the 539 trid stagged with CT-HPF, 140 weretrias about sexud hedlth. Medline
keywords and text wordswhich described the focus of these trids as sexud hedlth or health promotion
were liged. These were combined with terms which the EPI-Centre uses when searching for sexud

hedlth trids. Refining the search took 35 hours and a few trias could Hill not be located by the
extengve search strategy. Such tridswerelisted with unreveding titles (no sexua hedlth term and/or no
prevention term) and no abstracts, which is not uncommon in reports of hedlth promotion evaluations
(Peersman et d. in press). Overdl, this search identified 453 studies, 345 of which had not been
contributed by the Health Promotion Field. Scanning titles and abstracts reveded that 197 of thetota

number of studies were relevant to health promotion, 166 of which had been contributed by entities
other than the Hedth Promotion Field. These trids were added to the EPI-Centre's bibliographic
register of sudiesand keyworded with the EPI- Centre system standardised coding strategy (Peersman
and Oliver 1996).
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(iif) Comparison of CCTR with other bibliographic databases

When compared with searches of other databases, searching CCTR for sexua hedlth trids in 1996
identified 19 studies, 5 of which had not been identified by searches on MEDLINE, EMBASE,
PsycLIT, ERIC or the Socid Science Citation Index. Thus, CCTR could be used as an additiond
source for hedth promotion trids in this area; however there is no reference to outcome evaluations

employing other designs which may inform the development of interventions.

(iv) Updating searches

Searches developed and saved on one issue of The Cochrane Library were stored on the hard disc
and automatically transferred to the updated issue when it wasingtalled on the same computer. Running
the search again on The Cochrane Library 1997, issue 4 led to 229 referencesin CCTR (22 new this
issue). Running the search yet again onThe Cochrane Library 1998, issue 1 led to 458 referencesin
CENTRAL (30 new thisissue), 314 of which werein CCTR (0 new thisissue).

(v) Extending searches to other topics within health promotion

Prdiminary searchesfor trias of workplace health promotion interventions faced the same chalenge of
distinguishing between trestment and prevention trias as was found in the area of sexud hedth

promotion. Again, a complex search incorporating a wide range of terms to identify specific types of
interventionswas needed. However, The Cochrane Library 1997, issue4, nolonger had tridstagged
with their source code CT-HPF, so deve oping searchesfor health promotion trials could no longer take
advantage of this short cut.

6.4  Theneedfor health promotion-specific coding

Over the past three years, the EPI - Centre has devel oped and maintained aspeciaised register of hedth
promotion studies, called BiblioMap, as part of the Cochrane Health Promotion Field. Relevant Sudies
were identified by means of eectronic searching, handsearching of journas, and contacting research
inditutions both nationdly and internationdly. Citationswere compiled into abibliographic register usng
ProCite reference managing software. All entrieswere coded using aspecialy devel oped standardised
coding strategy (Peersman and Oliver 1997) with keywords indicating the type of study, the country
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where the study was carried out, the hedth focus, the study population (age group, sex), and for
intervention studies, dso the programme name, the intervention provider, setting and type of
intervention. Training was provided on how to usethis strategy and the EPI- Centreteam members, with
thehelp of agroup of graduate students, have coded nearly 8,000 referencesto date. Thisspecialised
register isused to provide peopleinthefidd with lists of referenceswithin aparticular areaof interest, to
provide adescriptive mapping of research already carried out, to identify research gaps, and to provide
relevant studies for those conducting effectiveness reviews. As alot of effort has gone into re-coding
studies originating from databases such as Medline and EMBASE, which have their own database-
specific terms, we wanted to assess the added vaue of usng acongstently applied, hedth promotion
specific terminology, as compared to the controlled vocabulary of more medically-oriented databases,
such as Medline. In particular, we tested the MeSH terms for their ability to identify studies with the
potentia to answer specific questions about the effectiveness of sexua hedlth interventions, questions
that are frequently asked by people in the fidd. For example: ‘What are effective sexua hedth
interventionsfor young people or for men who have sex with men?’; ‘Doesthe evidence favour peer-led
interventions?; ‘What are the most effective interventions to be used within a school setting?, ‘Iskill
development an essentid component of an effective sexud hedth intervention?'.

The set of outcome eva uations|ocated by the origina Medline strategy (see Appendix 4) implemented
for the period from January to December 1996 was used. We managed to obtain full reportsfor 28 of
these studies within the limited time frame for this work and coded them according to the EPI-Centre
keywording strategy. MeSH terms that were equivaent to the EPI- Centre termswereidentified from
the Medline thesaurus, for example, the equivadent term for ‘peer’ inthe EPI- Centre coding was‘ Peer-
Group’ in the MeSH terms. Each of these MeSH terms was tested for its ability to retrieve specific
subsets of the 28 outcome evauationsintermsof : studiestargeting young people; sudiestargeting men
who have sex with men; sudies evauating peer-led interventions,; sudies carried out in aschool- sting;
and gudies testing interventions which included a skill development component, respectively. In
addition, we recorded the list of MeSH terms with which the reports were coded on Medline.

Table 6.2 shows the efficiency of Medline MeSH terms in locating outcome evauations within
paticular populations or intervention settings, or involving particular intervention providers and
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intervention types. Both EPI- Centre termsand the equivaent Medline MeSH terms are shown, and the
number of outcome evauations identified by each type of coding. The results suggest that for locating
evidence to answer specific questions about health promotion effectiveness, the MeSH terms are less
efficent than using the EP- Centre standardised coding. The utility of the MeSH terms is grestest for
|ocating outcome eva uations of sexud hedth interventionstargeted at young people (thesetermslocated
78% of the total number of tudies targeting young people).

MeSH terms were least efficient in locating outcome evauations of sexud hedth interventions which
included a skill development component.

Table6.2 Efficiency of Medline MeSH terms to locate outcome evaluations within
particular populations, inter vention settings, inter vention providersand types
of interventions as compar ed to the EPI -Centre coding
Target Coding system Nr identified by Nr identified by
MeSH terms EPI-Centre terms
Outcome eval uations of MeSH terms EP-Centre terms
sexual health interventions*
targeting young people Adolescence- Y oung people 21 27
targeting men who havesex | Homosexuality-; Homosexual; Bisexual 4 9
with men Bisexuality-
provided by peers Peer-Group Peer 4 6
provided in school settings | Schools-; School- Primary Education; 4 11
Health-Services, Secondary Education
Curriculum; Students-
including skill development | No equivalent Skill Development 0 7

* Total number=28

6.5 Conclusions

Deveoping and implementing highly sensitive search strategies requires substantia effort. Effort can be
reduced by usng search grategies with higher specificity. However these result in aloss of relevant
gtudies due to lower sengtivity. Loss of sendtivity can be minimised by combining a comprehensive

search based on subject- and prevention-related terminology (e.g. the‘origind Medline strategy’) with
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specific sudy design terms. However, while such a strategy may be acceptable for Medline, previous
research suggests that for other databases such asEMBASE, PsycLIT, ERIC and the Socid Science
Citation Index, loss of sengitivity may bemore severe (Peersman et d. in press). Thus, commissioners of
and researchers conducting systematic reviews should be aware of the amount of effort required to
identify asmuch aspossible of the available evidence. If, for reasons of limited resources, more specific

searches are required, the loss in comprehensiveness of the review should be acknowledged.

Although the Cochrane Library was an additiona source of outcome evauations within sexud hedth
promotion, its use as a ‘short-cut’ for locating effectiveness evidence was found to be disgppointing.
Searches needed to distinguish between trestment and prevention, and complex and time-consuming
searches including a wide range of terms were needed to locate rlevant sudies. The utility of the
Cochrane Library was further reduced when the later version of the database discontinued using the
Hedth Promotion Field source codeto tag tridlsin thisarea. However, in response to discuss ons about
the difficulties of identifying hedth promotion trids, asysem for tagging tridsin CENTRAL tothe FHdds
which contributed them will bereinstated. In addition, contributorsof trialsareinvited to add their own
keywords to references and abstracts to improveretrieva. Since thiswork, further discussonswithin
the Cochrane Collaboration have led to developments which will ease the identification of hedth

promotion trids and reviewsin future:

“The publishers of the Cochrane Library, Update Software, have agreed to include
keywords for Cochrane Reviews of interest to health promotion and public hedlth in
futureissues of thelibrary. Thiswill enable users of thelibrary to immediately identify
relevant reviews and further refine searches. AstheCochrane Database of Systematic
Reviews (CDSR) continuesto grow, this search capacity will become more necessary.”
(Sheila McNair, Hedth Promotion Field Administrator, 27 March 1998, Emal

discusson ligt)

The development of a standardised coding strategy for health promotion and there-coding of citations
from dectronic databases such as Medline, increases the efficiency of locating evidence to answer
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specific questions about the effectiveness of sexua hedth interventions. Inview of this, the development

and maintenance of a highly specific register of hedlth promotion studies, keyworded according to

population, intervention type, setting and provider is a desirable aternative to the lengthy process of

searching on other ectronic databases.

Recommendations

Deveoping highly senstive search srategiesrequires substantia effort. Use of search srategies
with higher specificity can reduce the amount of effort but researchers and commissoners must
be willing to acknowledge a loss of sensitivity. Efforts in developing these drategies and
compiling a specidised register with standardised coding should be built upon and widdy
disseminated to avoid duplication of effort.

The pecificity of acomprehensive search srategy for identifying outcomeeva uationsbased on
subject- and prevention-terms can be increased with a minima loss of sengtivity, by adding

study design-terms.

It would be desirable to maintain the EPI- Centreregister of outcome evauationswithin hedth
promoation to facilitate the gathering of evidence in order to answer pragmatic questions about

the effectiveness of hedth promation interventions.

More effort needs to go into keywording hedth promotion trids on the Cochrane Controlled
Trids Regiger (CCTR), thereby making them more easily available to hedth promotion
specidists. Search drategies for dl areas of health promotion should be developed for the
Cochrane Library and the searches updated each issue. A cost-effective strategy would beto
add EPI-Centre keywords to identified trids. The EPI-Centre strategy could then be
incorporated into the Hedth Promotion Fiedd Module of The Cochrane Library with
indructions for those people wanting to search for hedth promation trids. Smilarly, it would
make sense to code the congtituent trials in Cochrane reviews coded ‘health promotion’ or
‘public hedth’ with EFI-Centre keywords.
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Chapter 7 What istheimpact of different search strategieson
the scope and recommendationsfor effective
interventions?

So far, we have explored ways to improve systematic searching for all available evidence. In this
chapter, welook in detail a how different ways of searching impact on the number and types of studies
that can beincluded in an effectivenessreview, and hence on the conclusionsof thereview. Thefocusof
both this chapter and Chapter 8, ison workplace hedth promotion asa case sudy. Again, theissues
addressed are relevant to other areas of health promotion.

71 Aim
To determine how usng different search drategies for identifying primary studies may dter the
recommendations about and the knowledge to guide the implementation of effective interventions.

7.2  Methods

Highly sengtive search strategies were developed to identify evauations of workplace hedthy esting
interventions which include a cholesterol messurement on four eectronic databases: Medline,
EMBASE, PsycLIT and the Socia Science Citation Index. For Medline, MeSH- headings were used;
for PsycLIT and EMBASE, descriptor terms, and for the Social Science Citation Index, free-texttams
were used. For further details and the full search strategies see Appendix 6 and 7.

Three approaches were used:

1/ The simple search

Hedth promotion terms (e.g. hedth promotion OR hedth education OR primary prevention) and
workplace-related terms (e.g. workplace) were combined with the operator ‘AND’.

2/ The detailed search

This approach used disease-specific terms and termsrelated to ahed th problem/state (e.g. ‘Behavior-
Therapy’ OR ‘hypercholesterolemia’) and dl theterms of thesimpl e sear ch but with an extended range
of workplace terms (e.g. ‘occupationa medicine’ OR ‘business and industrid personnel’).
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3/ The Cochrane search

Study design terms (e.g. program-evauation, clinicd trid, follow-up sudies), based on the optimally
sengtive search strategy  developed by the Cochrane Collaboration for identifying RCTs on Medline
(Dickersin et d.1995), and dl the terms of the detailed search were combined. Design terms were
linked to the detailed search by the operator ‘AND’.

Theyiddsof the different search gpproacheswere compared in terms of their sengitivity and specificity.

All the relevant outcome evaluation studies, identified by these searches, werereviewed using the EPI-
Centre standardised Review Guiddines (Peersman et d. 1997). These guiddines consst of a set of
multiple choice questions covering the following areas. A. How can the report beidentified; B. Support
for the study; C. Type of study; D. Description of the intervention; E. Description of the study
population; F. Planning and process measures, G. Qudlity of the outcome eva uation. Two reviewers
independently extracted the required data from each study and any disagreements were resolved, if
necessary, with athird reviewer. Sound studiesfrom which potentidly reliable condusionscanbedravn
werejudged to bethose employing acontrol/comparison group equivaent to theintervention group in
s0ci0-demographic characteristics and basdline outcome measures; and providing both pre- and post-
intervention datafor each group on dl outcome measurestargeted. These qudity criteriahave been used
inarange of systematic reviews carried out by the Socid Science Research Unit (SSRU) and the EPI-
Centre which is part of the SSRU (France-Dawson et a. 1994; Holland et al. 1994; Oakley and
Fullerton 1994, 1995; Oakley et a. 1994a, b; 19954, b, ¢, d; 19963, b; Peersman et a. 1996, 1998).
The gpproach used in this reviewing process follows the modd for reviewing hedth care interventions
established within the Cochrane Collaboration (Chadmerset d.1997) and thework of other reviewersin
the hedth education and socid welfare fidds (Biglan et d. 1987; Chdmers and Haynes 1994;

Knipschild 1994; Loevinsohn 1990; MacDonad et al. 1992; Mulrow 1994; Schnaps et a. 1981).

The subset of ‘sound’ studies was used to examine the impact of the different search strategies on the
scope and recommendations for effective interventions: we noted the number of sound studies which
were found by each of the three different search approaches and compared the conclusions and

recommendationsfor effective/ineffectiveinterventions based on each pool of studies. Welooked &t the
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study findings related to cholesteral levels only as this outcome measure canbe considered ‘objective’,
thereby avoiding confounding of review conclusons due to potentially invdid ‘subjective’

measurements.

All analyses were performed using EPIC, the EPI-Centre fully-relational database, which alowed for
the subsets of studies to be andysed in terms of the development, content and delivery of the
interventions, the study population and the methodologicd criteria and findings of the evauations.

7.3  Results

7.3.1 Sensitivity and Specificity of the search strategies

Overdl, we identified 52 outcome evauations of hedthy egting interventions including at least one
cholesterol measurement; 20 (39%) of these described aRCT; 11 (21%) anon-randomised trid; and
21 (40%) were ether pre- and post-test or post-test studies only. The number and types of studies
found by each of the three different search strategiesis shownin Table 7.1.

Table7.1 Per centage (number) of (a) the total number of relevant workplace health
promotion studies, (b) thetotal number of RCTSs, (c) non-randomised trialsand
(d) other evaluation designsfound by the three different search strategies

Search strategy (a) all studies (b) RCTs (c) other trials | (d) other design
Total n=52 n=20 n=11 n=21
Simple Search 22 (42%) 7 (35%) 5 (46%) 10 (48%)
Detailed Search 48 (92%) 18 (90%) 10 (91%) 20 (95%)
Cochrane Search 31 (60%) 15 (75%) 7 (64%) 10 (48%)

The detailed sear ch wasthe most productive: it identified 92% of dl studies, and at least 90% or more
of the sudiesin each category of evaduation desgn. TheCochrane sear ch was much better inlocating
RCTs (75%) and other trids (64%) than in locating norttrid designs, which reflects the inclusion of

study design termsin this seerch srategy. However, theinclusion of these termswhich madethe search
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srategy more specific, resulted in athe loss of 3 RCTs and 3 other trids that were identified by the

detailed search. The simple search was the least productive: it located less than haf of the sudies

overdl, aswdl asin each design category. It was particularly ineffectiveinlocating RCTs; only 35% of

al RCTswereidentified by this search. Thesefindings clearly show that the number and type of Sudies

which potentidly can be included in a particular review depends on the search strategy used.

Sengtivity and specificity caculations for the ssimple search and the detailed search are shown in

Table 7.2 with the associated amount of effort required to develop and implement the search and to

anayse the search results. As we did not develop the Cochrane search oursalves, itisnot includedin

these cdculations.
Table7.2 The sensitivity, specificity and amount of effort required for different search
strategies
Search strategy | Total nr of | Sensitivity | Nr of relevant | Specificity | Time effort
citations % studies % (hours)
Simple Search 1919 42 22 1 30
Detailed Search 10573 92 48 0.5 84

The results show that with increasing sensitivity (from 42% to 92%), specificity decreases (from 1%to

0.5%). Comparing the simple sear ch with thedetailed sear ch intermsof the amount of effort required,

asmall decrease in specificity (from 1% to 0.5%) means a substantia increase in the amount of effort

required (from 30 to 84 hours).

7.3.2

Impact of different search strategies on conclusions

The EPI-Centre review process found that only 12 (23%) of the 52 studies identified were ‘sound’

dudies, i.e. those from which potentidly reiable conclusons can be drawn. They described 7

interventions found to beeffectivein changing participants cholesterol level and 5interventionsfoundto

have no effect. Effective interventions were those lowering (with gatigtical sgnificance) dinicaly
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elevated cholesteral leves, ineffective interventions were those which did not change eevated

cholesteral levels, and harmful interventions were those increasing (with datistica significance)

cholesterol levels which were aready too high.

The effective interventions were:

C

A 12-week intervention in which al participants received a health check, feedback on their
cholesteral levels (i.e. bio-feedback), personalised written information on their health risk, and
information stressing the role of exercise and hedlthy eeting. In addition, low-fat foods were
made available in the worksite canteen. The eva uation amed to assestheimpact of additiona
access to exercise facilities for one group as compared to doing physica activity and the
provison of free daily low-fat foods for another group. The latter group showed grester
reductionin cholesterol levels than those who had additiona accessto resources or those who

only recaived bio-feedback and persondised information (Ostwald 1989).

A one-day intervention including ahedth check and personalised advice, with or without bio-
feedback and/or providing a persona risk score. The findings showed no added benefit in
feeding back participants cholesterol level and/or their associated hedlth risk score (Hanlon et
al. 1995).

An intervention which took place in the context of a hedlth check-up at occupationd hedlth
clinics. All participants had a high cholesterol level and received bio-feedback and genera
written advice about reducing cholesterol levels. Thosein the intervention group aso received
extra persondised advice in the form of counsdling which lasted for 10-15 minutes. The
intervention group showed a sgnificantly grester reduction in cholesterol levels than the
comparison group (Rastam and Frick 1996).

An intervention which took place over one year. All participants received bio-feedback and
persondised advice. One group also had access to a hedlth resource centre and self-care
books; another group received socid support and behaviour change education in addition; and
afind group (thosewith high cholesterol levels) aso recaived extra case management. A gregter
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reduction in cholesterol was shown for the case management group compared to the group
which received socia support and behaviour change classes, which in turn had a greater
cholesteral reduction than those who had accessto resources or bio-feedback only (Shi 1992).

C A two-week intervention including bio-feedback, and access to services and personalised
advice on how to make agppropriate lifestyle changes -including diet and exercise, within the
setting of ahedth fair. Theintervention group wereadso givenincentivesi.e. cash prizesfor 20%
reduction in cholesterol leve. The intervention group showed greeter reduction in cholesterol
level than the comparison group (Francisco et d. 1994).

C An intervention which was spread over one year. The evauation compared the effect of bio-
feedback and giving personalised advicein different ways: ether through astructured 60-miruie
one-off sesson, or through five face-to-face sessons, or repeated counsdlling by mail and
telephone. The results showed that repested face-to-face counselling was more effective in
reducing cholesteral than mail/telephone counselling, which in turn was more effective than
providing advice by means of a one-off sesson only (Crouch et al. 1986).

C The WHO European collaborativetrid of multi-factoria coronary heart disease prevention took
place in four countries and involved a range of worksites. The intervention consisted of bio-
feedback with or without personalised advice (face-to-facefor men at high risk, written advice
for others). Greater reductionsin cholesterol werefound when persondised advicewasgivenin
addition to bio-feedback only (WHO 1986).

The studies reporting ineffective interventions were :

C The“Take Heart” intervention wasimplemented in arange of industria worksitesand lasted up
to two years. It included low-intengty hedth promation activities involving environmentd
modification, practical kill development and incentives. Employees were involved in the
planning of the interventions through a ‘Steering Committeg’. There was no effect of the
intervention on cholesterol levels as compared to the control group (Glasgow et d. 1994).

77



C An dght-week educational programme with or without spouse support. The elucationd
programme involved practica skill development, education and recipe tasting. There was no
differencein cholesterol levels between those who had spouse support and those who had not
(Blanke et d. 1990).

C An intervention condsting of  information through mass media, provision of hedlth education
materials and bio-feedback with personaised written advice. Thisintervention was part of the
North Karelia Project and took place over a one year period. There was no difference in
cholesterol levels between the intervention group and the control worksites who received
basdine and follow-up screening only (Puska et d. 1988).

C The common component of the intervention for the different groups conssted of bio-feedback
with aone-off 3-5minutes counsdlling session. Those whaose cholesterol was borderline-hightout
who did not have two or more other cardiovascular risk factors or ahistory of coronary heart
disease were randomised to receive either high-frequency follow- up counsdling for 6 monthsor
low- frequency follow-up counsdling (i.e. one counsdling sesson 6 months after initid bio-
feedback). Therewere no differencesin cholesterol level sbetween the low-freguency and high-
frequency groups or those who received the one-off counsdlling sesson only (Gemson et d.

1990).

C The ‘Take Heart 11’ intervention which took place continuoudy over aperiod of two yearsand
congsted of bio-feedback and advice, education, physicd activity, practica skill devel opment
and socid support. Employees were involved in the planning of the interventions through a
‘Steering Committee. There was no difference in cholesterol levels between participants of
intervention sites and those at control worksites (Glasgow et a. 1997).

Table 7.3 shows the proportion of ‘sound’ and ‘flawed’ sudies (i.e. those not meeting the minimum
qudity criteriafor ‘soundness)) in the set of 52 outcome evauations as found by the different search
Srategies.
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Table7.3 Per centage (number) of ‘sound’ and ‘flawed studiesin the 52 wor k placehealth
promotion studies identified by the different search strategies

Search strategy Sound studies Flawed studies
Total n=12 n=40
Simple Search 4 (33%) 18 (45%)
Detailed Search 10 (83%) 38 (95%)
Cochrane Search 7 (58%) 24 (60%)

The detailed search found the highest proportion of ‘sound’ studies (83%) while the simple search
identified only athird (33%) of the ‘sound’ studies. Obvioudy, the more sengtive the search strategy
(i.e. the detailed search), the higher the chance of capturing ‘sound’ sudies. While identifying high
proportions (75%) of RCTs(seeTable 7.1), the Cochrane search located only 58% of studiesjudged

to be ‘sound’.

In terms of drawing conclusions from the subset of sound studies, we determined which rdiable (i.e.

‘sound’) studies would be included in the review for each of the three different seerch scenarios:

1. Smple Search

Of the 4 ‘sound’ studies found by the simple search, 1 was effective in decreasing cholesterol levels
(Shi 1992) and 3wereineffective (Glasgow et d. 1994, 1997; Puskaet d. 1988). On the basis of these
studies, onewould recommend that ahigh-intensity interventionisbetter than alow-intengty intervention
indecreasing cholesterol levels. More specifically, adding case management to anintervention congsting
of ahedlthrisk gppraisa, education, behaviour change classes, and socia support, has added benefitin
that a greater effect on cholesterol levels was obtained. Providing just a hedth risk gppraisd and
information results in the smallest change in participants cholesteral.

The 3ineffectiveinterventionswould suggest that anintervention which isfairly diffuse, i.e. implemented
over along period of time (1 to 2 years) should be avoided. There also does not seem to beabeneficia
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impact of involving the target population in the planning of interventions.

The review based on the simple search would recommend:

C

Encouraging hedthy eating by providing extra case management in addition to socid support,
behaviour change classes, access to resources and bio-feedback;

Involving the target population in the planning of hedth promotion activities as part of adiffuse
intervention may not increase the likelihood of abeneficid effect.

2. Detailed Search

Of the 10 ‘sound’ studiesfound, 5 were effectivein decreasing choleterol levels (Francisco et d. 1994;

Hanlon et a. 1995; Ostwald 1989; Rastam and Frick 1996; Shi 1992) and 5 were ineffective (Blanke
et a. 1990; Gemson et a. 1990; Glasgow et a. 1994, 1997; Puskaet d. 1988). Thissearch identified
al of theineffective sudies and failed to identify only 2 studies reporting effective interventions. One of

these two studies (Crouch et a. 1986) showed that face-to-faceindividud advice was more effective

than advice given over the phone, which in turn was more effective than having an advisory sessionin
group or bio-feedback only. The other ‘missng’ study (WHO 1986) showed that personalised advice
was more effective than bio-feedback only.

The conclusion/recommendations drawn from the studies found by the detailed search are:

C
C

Personalised advice is an essentia component of an effective cholesterol intervention;

This counsdlling has to last more than 5 minutes at the time, even if brief sessons were to be
repested over time;

It may not beimportant for participantsto know their actua cholesterol level and/or associated
hedlth risk score;

Providing cash incentives or free low-fat meals may have added benefit;
Diffuseinterventions not including a persondised advice component, eveniif thereisinvolvement
of the study population in the planning of activities, need to be avoided.
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3. Cochrane Search

Of the 7 ‘sound’ sudies found by the Cochrane search, 4 were effectivein decreasing cholesterol

levels (Francisco et a. 1994; Hanlon et a. 1995; Ostwad 1989; Rastam and Frick 1996) and 3 were

ineffective (Gemson et d. 1990; Glasgow et a. 1994; Puska et a. 1988).

The conclusons which can be drawn from areview which usesthis search are :

C Interventions aimed at reducing cholesterol levels should include face-to-face personaised
advice on how to change therr lifestyle;

C This counsdlling has to last more than 5 minutes a the time, even if brief sessonswereto be
repested over time;

C It may not beimportant for participantsto know their actual cholesterol level and/or associated
health risk score;

C Providing cash incentives or free low-fat meals may have added benefit.

74  Conclusions

Search drategies not only have an effect on the overdl numbers of studies that may beincluded in an
effectiveness review, but dso on the reative numbers of different types of studies (i.e. RCTSs, nort
randomised trids, ‘sound’ studies). The broader the search Strategy, the bigger the potentia pool of
studies (of any design) to be included, but the more effort and hence resources are needed to conduct
the review. Any discussons on trade-offs related to searching for primary research have to
acknowledge that the less sudies to draw on, the more difficult it is to identify patterns in what
condtitutes an effective/ineffective intervention, and the more likely the biasin the review.

75 Recommendations

Given theimpact of searching on the scope and recommendations of reviews, it is essentid to:

C report the search strategies used and to provide details of their sengtivity and specificity;

C for new reviewsto build on previoudy completed systemetic reviewswith theam to mekethem
fully comprehensivei.e. cover all available research evidence;

C disseminate well-devel oped search strategieswiddy for usein updating previoudy completed

reviews.
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Chapter 8 Theimpact of different inclusion criteria: the case
of wor kplace health promotion

Thisisthe find chapter where we investigate how using different indlusion criteria for primary studies
affectsthe scope and recommendations of an effectivenessreview. Again, asin Chapter 7, thefocusis
on workplace hedlth promotion. We address the key issue of assessing the vdidity of evauation
research and the necessity for weighting studies according to their methodologicd strength. We
conclude that if effectiveness reviews are to play a key-role in advancing evidence-based hedth

promotion, there is an urgent need to agree acommon framework for conducting these reviews.

81 Aim
To determine how different inclusion criteriare ated to the sudy design of individua studies asemployed
inarange of effectiveness reviews may ater the recommendations about, and the knowledge to guide

the implementation of, effective interventions.

8.2  Methods

The 52 dudies reporting outcome evauations of workplace interventions with a hedthy eating
component aming to change cholesterol level were used (see Chapter 7). We investigated the
relationship between different incluson criteriawith respect to the methodologica characteristics of the
eva uation studies and the scope and recommendationsfor effective. Asaready indicated in Chapter 7,
cholesterol level was chosen as the outcome measure under study becauseit was considered to be an
‘objective’ measure. We sdlected arange of incluson criteria which have been employed in different

effectiveness reviews (see Chapter 4):

C al outcome evauation studies irrepective of their evauation design;
C al RCTs,
C RCTswith adequately conceded randomisation only;

C al tridsirrespective of the method of alocation of participantsto the different groupsinvolved,
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C outcome evauations which employ a control/comparison group which is equivdent to the
intervention group in socio-demographic characteristics and basdline outcome measures, and
which provide both pre- and post-intervention data for each group on al outcomes targeted.

Theseinclusion criteriawill be referred to as ‘EPI- Centre quality criteria’.

We compared :

(8 the number of studies reporting on effective interventions, and

(b) the content of effective interventions

when different subsets of studies were included according to the criteria set out above.

As dready dated in Chapter 7, effective interventions were those lowering (with Satistica
sgnificance) dlinicdly eevated cholesterol leves; ineffective interventions were those which did not
change eevated cholesteral levels, and harmful interventions were those increasing (with Satistical
ggnificance) cholesteral levels which were dready too high.

83  Results

Table 8.1 presents the authors' conclusons about the impact of the tested interventions on the
cholesterol level of the study paticipants in relation to the study desgn (i.e. the type of
control/comparison group employed). Mot studies found the intervention to be effective, with studies
not employing a control/comparison group being more likely to report an effective intervention (95%)
as compared to those employing a control/comparison group (71% of RCTs, 67% of non-randomised
trials). None of the studies reported a harmful effect.

Table8.1 Evaluations of workplace health promotion interventions aimed at reducing
cholesterol level (N=52)

Type of control/comparison group
Authors’ conclusions random (N=21) | non-random (N=9) none (N=22)
effective intervention 71% 67% 95%
ineffective intervention 29% 33% 5%
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Table 8.2 presents the comparative results of including different subsets of studies according to the
different incluson criteria. The definition of specific incluson criteriahad a condderable effect on the
tota number of studies from which to draw conclusions, here ranging from 3 (RCTs with adequately
concesaled randomisation) to 52 studies (al outcome evauationsirrespective of the study design). The
proportion of studies reporting apositive effect was high for all scenarios (ranging from 70% to 100%)
except when EPI-Centre criteriawere applied (58%). In the latter scenario, studies reporting effective
(58%), as opposed to ineffective (42%), interventions are more evenly balanced. Asthe EPI-Centre
quality criterianct only relate to the design, but aso the execution and andysis of evaluation research,
sudiesmeeting those criteriaare more likely to present the‘true’ effect of theinterventionstested. The
condusonsin Table 8.2 arethose reported by the authors, except for the studies meeting EPI-Centre
criteriafor which thereviewers' judgement on effectivenessisreported which may be different from the
authors conclusions. Part of the EPI-Centrereview processisto compare the authors' condusonswith

the reviewers condusions bearing in mind the methodologica qudity of the study.

Table8.2 Evaluations of workplace health promotion interventions aimed at reducing
cholesterol level (N=52)

Conclusions
Inclusion criteria N N (%) effective interventions
al outcome evadudions 52 42 (81%)
dl trids 30 21 (70%)
adl RCTs 21 15 (71%)
trids meeting EPI-Centre criteria 12 7 (58%)
RCTswith adequately concedled randomisation 3 3 (100%)

Effect on scope and recommendationsfor effective interventions
For abrief description of the interventions tested in dl 52 outcome evauation studies, see Appendix
10. In the following section, we will provide descriptions of some of the interventions to serve as

examples of the range of effective and ineffective programmes reported on.
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Indusion of dl outcome evauations irrespective of their evauation design

The authors of 42 studies (81%) reported effective interventions for reducing cholesterol leve. There

was awide range of interventions which seemed to be effective, for example:

C

providing seminars on food composition, cancer and coronary heart disease; and providing
ingtructions on how to keep afood diary, how to plan medls, and how to cook (Briley et d.
1992).

providing information; measuring cholesterol levels and reporting the individua results back to
the participants (bio-feedback); providing counsdlling; providing accessto afitness centre and
lifestyle improvement programmes, and organisng god-oriented chalenges and contests
(Goetzd et d. 1996).

organisng mandatory daily exercises, and providing access to aweight control and nutrition

clinic (Barnard and Anthony 1980).

Examples of interventions which seemed to be ineffective were:

C

providing three 1- hour education classes on the identification, Significance and modification of
cardiovascular disease risk factors, hedth screening; and referring participants to medica
evauation and/or trestment (Masur-Levy et a. 1990).

hedlth risk appraisa with bio-feedback aone or in combination with: counselling; providing sdf-
help materidsand accessto classesin smoking cessation, cholesteral reduction, weight control;
and walking contests (Conndll et a. 1995).

Incluson of dl trids irrespective of the method of alocation to the different groups involved

Theauthorsof 21 evauation studies (70%) reported apositiveimpact on cholesterol levels. Asabove,

there was a range of effective interventions, and no clear pattern in what congtituted an effective or

ineffective intervention.
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Examples of interventions which seemed to be effective were:

C

education on appropriate eating pattern messages (e.g. “try egting bagels or English
muffins instead of doughnuts and pastries”) presented in a variety of ways (Hartman et dl.
1993).

employer and employee involvement in a programme conssting of a hedth risk gppraisd;
counsdlling; hedlth education classes; implementation of asmoking policy; provison of hedthy
food in vending machines; organisation of contests; provision of salf-help kits (Bertera1993).

Examples of interventions which seemed to be ineffective were:

C

a health screening programme and brief advice for each participant followed by two dietary
interventions. either asaf- help pack with dietary recommendationsor anutrition course (Barratt
et a. 1994).

an intervention conssting of saverd components including the establishment of  Employee
Steering Committeesto help tailor the programme to the context and culture of theworksite; a
menu of activities addressing both smoking and nutrition; exercise activities, networksfor more
integration with community hedlth organisations and other intervention worksitesto shareideas
and compare experiences, incentives such asgym bagsand T-shirtsto increase the visbility of
the programme and to reward employees for engaging in hedthy behaviours (Glasgow et al.
1997).

Indusion of dl RCTs

The authors of 15 RCTs (71%) reported effective interventions for reducing cholesteral level.

| nterventions which seemed effective included:

C

bio-feedback; small-group education based on behaviourd, skills-based principlesin choosing
and preparing food; medical referra (Byerset d. 1995).
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C exercisetraining three times aweek with weekly individuaised dietary counselling (Gambera et
al. 1995).

I nterventions which seemed ineffective included:
C participants were asked to change their lifestyle and provided with persona advice, lectures,

circulars and brochures (Schar 1969).

C ahealth and medica screening; physician counsalling providing advice on risk reduction taking
into cong deration the participant’s preferences and limitations, educational materials, accessto
follow-up counsdling sessions with a nurse; and repeated weight and blood pressure

measurements (Edye et a. 1989).

Inclusion of RCTswith adequately concealed randomisation
Only 3 (14%) of the RCTs reported that randomisation had been blinded. All three studies compared

the impact of different interventions on cholesterol levels:

C a 1-hour session introduced by a physician and run by a dietitian advocating appropriate diet
followed by bio-feedback was mor e effective than education without bio-feedback (Elton et
al. 1994).

C bio-feedback; referral to a physician, monthly 10-minute counsdlling sessons induding
addressing reasons for compliance/non-compliance with trestment; education; incentives,
priority enrollment in ardevant hedth promotion programme was mor e effective than bio-

feedback; medicd referral; and accessto ahealth promotion programme (Fielding et . 1995).

C face-to-face advice was mor e effective than mail/telephone advice which in turnwas more

effective than advice provided inagroup sesson or bio-feedback aone (Crouch et d. 1986).

Incluson of outcome evauations mesting the EPI-Centre qudity criteria

Only 12 (23%) studies met at least the qudity criteria of employing a control/comparison group
equivaent to theintervention group in terms of socio-demographic characteristics and basdine outcome
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measures, and reporting on both pre- and post-intervention data for dl targeted outcomes. The
reviewers judged the impact of the interventions tested in 7 studies (58%) to be effective in lowering
cholesterol level (Crouch et a. 1985; Francisco et a. 1994; Hanlon et d. 1995; Ostwald 1989; Rastam
and Frick 1996; Shi 1992; WHO 1986); 5 studies reported no effect on cholesterol levels (Blanke et
al. 1990; Gemson et d. 1990; Glasgow et a. 1994,1997; Puskaet a. 1988). Comparing the effective
with the ineffective interventions showed thet all effective interventions included one-to-one
persondised advice; 4 of the ineffective interventions lacked such component (Blanke et d. 1990;
Glasgow et al. 1994,1997; Puska et a. 1988) and 1 intervertion did include some one-to-one
persondised advice but this ‘counsdling’ was reported to have lasted only 3-5 minutes (Gemson et d.
1990). In addition, the study did not include a non-intervention control group; it set out to test whether
repeated brief counselling was more effective than one-off counsalling and found no difference between
the groups (Gemson et d. 1990).

84  Conclusions

The criteria used for sdlecting the types of studiesto include in effectiveness reviews clearly affect the
scope of and recommendeations from those reviews. Thismay result in reviewstheat are smilar in focus
(i.e. hedth area, sudy population, types of interventions), being different in their recommendations for
what condtitutes an effectivelineffective intervention If not exactly contradicting one another, some of
these reviews may recommend different choices of intervention, whereas others may make very specific
recommendations. Because evaluations of particular interventions are so rarely replicated, employing
random allocation, conced ed random al ocation or the EPI- Centre qudity criteriawill accessadifferent
et of sudies and a different set of interventions from which to draw conclusions about the effects of
sarvices. It is therefore difficult, if not impossible, to assess the differentia effect of those incluson
criteria by means of meta-analyses. However, it is widely accepted by those compiling systematic
effectiveness reviews, that a hierarchy of evidence exists and that the results from well-designed and
well-executed RCTs are necessarily morereliable than those from other sudies. Theimportant issueis
to assess criticaly key aspects of the research design, execution and analysis that are known to
compromise the vdidity and rdiability of the research findings. Applying the criteria of ‘random
alocation or ‘conceded random alocation’ do not ded with thequality of the execution and andyssof
thetrid.
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Our investigation of the relationship between inclusion criteriafor sudy design and the recommendations
for effective interventions was restricted to comparing the impact on cholesterol levels. However,
severd studies concurrently assessed the impact on other health-related outcomes such as blood
pressure, fat intake etc. Hence, any recommendations about the wider implementation of particular
interventions further depend on the impact on other health-related outcomes, as well asthe precison
and clinica rdevance of the observed cholesterol reductions; the sustainability of observed changes,
specific characterigtics of the intervention and/or study population; the resource requirements and
feasibility with respect to theimplementation; the acceptaility of theintervention; competing needsetc.

85 Recommendations

C There is an urgent need to agree on a set of empiricaly tested quality criteria to asses the
methodologica qudity of evauation research in hedlth promotion.

C Reviews of effectiveness can incorporate sudies of different qualities but the poorer quaity
studies need to bedearly highlighted within thetext and should contribute lessto the conclusions

about effectiveness.

C If appropriate and possible, meta-anayses should be included to dlow for sudies to be
weighted according to their sze and qudity.
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Part 111
Summary of recommendations

Hedth promotion practitioners, users of health promotion services, policy-makersand researchersneed
syntheses of primary research to enable them to make informed decisons about practice, policy and
research needs in hedth promotion. Effectiveness reviews am to summarise the effect of hedth
promotion interventions on a range of outcomes, such as knowledge, atitudes, hedth-related
behaviours, and hedlth status, as such, they are an essentid step in setting priorities for action and

allocating scarce resources.

Theincreasing enthusiasm for effectivenessreviewsin different areas of hedlth promotion hasled to an
epidemic of concurrent reviews. These have often overlapped in the questions they address and the
primary studies they examine, but they have often differed in the conclusons drawn. These differences
arerelated to the use of different review methods. Hence, what is‘known’ about what worksin heglth
promotion may not only be dependent on ‘what questions’ have been asked, but aso on ‘how’ these
questions have been addressed.

The use of explicit, sysematic methods in conducting effectiveness reviews limits bias and reduces
random errors, thus providing more reliable conclusons on which to base decisions. Comprehensive
summaries aming to includeall available evidence alow usto establish where the effects of hedlth care
or hedlth promoation interventions are condstent, and where effects may vary sgnificantly. In thisstudy,
we identified 398 completed effectiveness reviews, only 19% (75) of which reported all of the
following: the purpose of the review, the srategiesfor identifying primary research, theinclusion criteria
and the criteriaused in the assessment of the vaidity of theincluded sudies. Overdl, thelack of clarity
in review methodology impliesthat it isfarly difficult, if not impossible, to assessthe potentia biasand
hence the rdiability of most of the available effectiveness reviews. As such, the usefulness of exigting
effectivenessreviewsin advancing evidence- based health promotionisserioudy in question. Thereisan
urgent need to improve the status and use of effectivenessreviews. Thefindingsfrom our research lead

to the following recommendations.
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Commissioning reviews

There is a need to maintain and regularly update a central register of completed and ongoing
effectiveness reviews to avoid overlap of effort and to ensure that new reviews build on previous

reviews.

Commissioners and potentid users of reviews should be involved in framing the review question, the
shaping of the review as it progresses and the presentation of its findings. Methods for faecilitating
discussions to guide the research should draw on information science, educeation research and public

understanding of science.

Systematic reviews should be commissioned as atwo stage process. This procedure has been used by
the Centre for Reviews and Dissemination, York and by severd NHS R&D departments, but is
certainly not common practice. Thefirg stagein the review processwould involvefinding out how many
relevant studies have been carried out in the particular area of interest, and with this informetion the
second stage would involve negotiating satisfactory funding and timescale. A detailed review of sudies
should follow discussion between the researchers, commissioners and potentia usersto determinethe
criteria for choosing which studies to include, and the degree of information required about each
reviewed study. For example, if thereagreat number of Sudiesareavailable, alonger timescaeor more
funding can be agreed, dternatively, the focus of the review could be restructured to concentrate on a
more specific agpect of thereview question (e.g. population characteritics, use of participatory methods
etc) to fit in with more restricted time and funding parameters.

Thereisaneed for acommon framework for how reviewsin heath promotion should be carried out.
Methods for reviewing effectiveness which have been developed for evaluating carein clinical settings
are largdy applicable to reviewing hedth promotion interventions. In particular, clarity of scope,

exhaudtive search strategies, and the application of pre-set quality criteriato assess primary sudiesare

essentid, aswell as regular updating.
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Conducting reviews

1 Formulating the review question

Lack of an explicit definition of areview’s scope may hide the bias of the review’s authors.

Narrow scope reviews address narrow practice questions and identify narrow research gaps. Thereisa
need for reviewswith a narrow scope to be described within the context of amap of related research

questions, unappraised primary studies and on-going and completed systematic reviews.

Research commissioners ask policy-related questions e.g. about targetswithin the Health of the Nation
framework; about integrated targets with different dimensions; about cost- effectiveness; about research

gaps. These require very broad reviews which are time-consuming to produce.

Hedth promotion practitioners would find it most useful to have systematic reviews of ‘approaches’ to
hedlth promotion (eg. community development or peer-ddlivered interventions) rather than topic-

focused reviews.

2. | dentifying relevant primary research

What can be synthesi sed depends on what isfound, and methodsfor searching may vary inanumber of
ways. the amount of effort put into finding unpublished evidence or evidence published in non-English
languages, the number and range of journas handsearched; the number of electronic databases used to
locate studies; and the quality of the search strategies used for these € ectronic databases. Thisvariation
may result in reviews being biased in the sudies they potentidly can include and hence in the
recommendations and conclusions they can draw. Theeffort put into locating sudiesmay depend onthe

resource restrictionsfor conducting thereview and/or the skills of the researcher carrying out thereview.

Given the complexity of searching for outcome evauations of heath promotion interventions and the
consequences of this for the budget and time scale of areview, as well as for the impact on review

conclusions, the establishment and maintenance of gpecidised registers within hedth promotion, which
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are accessible to othersin thefidd, isacodt- effective option. At thevery least, well-devel oped search
drategies should be widdy disseminated to avoid duplication of effort.

Systematic reviews should draw on past reviews asashort-cut to identifying primary studies. Therefore
the search strategy should include seeking both reviews and primary studies. The use of more than one
database is necessary and searching for studies to update a systematic review should overlap in time
with the searching period covered in the original review, rather than garting from where previous
searching left off.

Giventheimpact of searching on the scope and recommendations of reviews, it isessentia to report the
search drategies used and to provide details of their sengtivity and specificity.

3. Assessing the validity of studies

Thereisan urgent need to agree on aset of empirically tested quality criteriato assesthe methodologica
quality of evauation research.

A hierarchy of evidence exists and should bereflected in the presentation of thereview’sconclusions. It
is important to critically assess key aspects of the research design, execution and anadysis thet are
known to compromise the vdidity and rdliability of the research findings. Poor quality evauation does
not preclude interventionsfrom systematic reviews, but care needsto be taken with drawing conclusons
about effectiveness. Reviews of effectiveness can incorporate studies of different qudities without
mideading readers if the poorer quaity studies are clearly highlighted within the text and alowed to
contribute lessto the conclus ons about effectiveness. If gppropriate, meta-andyses should beincluded
asthese dlow for studies to be weighted according to their Sze and qudity.

4, Extracting relevant data

Standardised data extraction sheets and double independent data extraction should be used to ensure

consistency and to avoid errors.
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Itisimportant not only to know whether an intervention worked or not, but also how and why it worked
or faled to work. Apart from effectiveness data, systematic reviews should include, where available,
processdatafor informing theimplementation of aparticular interventionin thefield indluding the qudity
of the resourceltraining of the provider involved in the intervention tested.

When assessed in theincluded primary studies, reviews should present findings rd ated to the differentid
impact of anintervention on different sub-groups of the study population (by age, gender, ethnicity etc).

5. Analysing and presenting results

Reviewsof effectivenessneed to lead to severa productsaimed at different audiences. Partnershipsare

required for different presentations e.g. practitionersto write for practitioners.

Detail should not be sacrificed to increase accessbility. Review methods should be clearly reported to
enable assessment of any potentia bias, and hence the vaidity and applicability of the review.

Research gaps and hypotheses generated from the review which could be tested by subsequent
research, need to be explicitly Sated.

Disseminating reviews

The useof findingsfrom effectivenessreviewsis often limited for reasons of condraints, such aspalitica

pressures which determine decisions.

There is a need to improve the dissemination of the results of systematic reviews to practitioners, for
example, by publishing summaries of reviews in ‘magazine’ type journas for nurses, and consdering
what other types of dissemination may better meet the needs of dl those committed to improving the
‘art’ or ‘science’ of hedth promation.
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Appendix 1 A query on effectivenessreviews in older people
ORIGINAL MESSAGE DETAILING POSSIBLE DISCREPANCIES

The gpparently conflicting messages from reviewswere summarised for the Health Promotion Research
Internet Network on 29 October 1997:

“Hedth promotion interventionsto prevent falls and subsequent injury in older people can be ddivered
through: firdly reducing of faling implemented by increased exercise, home assessments and
aurvellance, changing older peoples footwear, and through interventions in inditutional settings;
secondly, reducing injuriesfrom falsthrough dietary interventionsand hip protectors. Rivara(1997) has
recently reviewed these activities. Three meta-analyses are provided by Province, Oakley and
Gillespie, whereof thelast hasbeen avallable asone of thefirst on Hedlth Promotior/ Disease prevention
from the Cochrane database.

Province 1995: A meta-andysis of datafrom seven randomised, controlled triasin the US concluded
that exercise programmes aone gppear to reduce the risk of fals by 10 percent; combining these
programmewith balancetraining reduced therisk by an additiona 7 percent (ProvinceMA et d. 1995).
These seven studies make up a set of linked RCTs at separate Sites examining exercise aone or with
other interventions carried out under the "Frailty and Injuries Co-operative Studies of Intervention
Techniques' (FICSIT). All thesetrials measured the effect of theintervention on therate of fdls. Two
took place in nurang homes and five were community based. All theinterventionsincluded an exercise
component for 10- 36 weeks, sometimes combined with other interventions, mainly baancetraining, and
follow up lasted 2-4 years.

Oakley et d. 1996a: Inameta-anadysisby Oakley et d. (1996a) they ended up with thirty Six triaswith
interventionsto prevent falsincluding theabove FICS T trids. Inaddition they identified 16 RCTswith
exercise interventions.  The outcomes differed and were fals, posturd stability, sway or baance,

drength and quality of life. They aso vary according to the populations studied, the risk of falling, the
type and duration of exercise intervention, how it was delivered and the length of follow up. They
conclude from the FICSIT trids, if the results of the pooled studies only included balance training, the
reduction in the risk of faling was 25% (Oakley et d. 1996a). In one trid offering balance training
exercise Tha Chi had a 37% lower risk of falling than the non-intervention group (Wolf et d. 1993).

Oakley et d. (19964) conclude that these studies which report inter mediate outcomes contribute
little in the way of direct evidence for the prevention of falls. They do however provide evidence
for the acceptability of various exercise programmes in this age group. Overal, despite the varigble
quality of these sudies, the results from these and the FICSIT trids provide reasonable evidence to
suggest that exercise offers potentia benefitsin reducing therisk of fallsand somerisk factorsfor fals.
Those interventions which use baancing exercise, and low impact aerobic exercise, gppear to be the
most promising.
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Gillespie 1997ac  Recently one of the firgt traditiond Cochrane evaduations in prevention/ health
promotion - "Falsin the ederly" has been available from the Cochrane database (updated 28 August
1997) provided by Gillespieet d. (1997a). They have presented athird review of RCT interventionsto
reduce the incidence of faling in the ederly in community dwellings or indtitutions. For each included
trid, quality assessment and data extraction was carried out by two reviewers. The outcomes from
individua trials were analysed and results from similar groups of triads pooled together.

Eighteen trids and one pre-planned meta-analyss (the Province study above) were included.
Interventions targeting multiple risk factorsafter individua assessment (pooled OR 0.77; 95% Cl 0.64
t00.91), and behaviourd interventionstargeting environmenta hazards plusany risk factor (pooled OR
0.81; 95% CI 0.71t0 0.91) significantly reduced theincidence of falling. Therewasno evidence
to support a single intervention eg. exercise (pooled OR 1.05; 95% CI 0.74 to 1.48) or health
education classes (OR 1.25; 95% Cl 0.51 to 3.03) for the prevention of falls.

Questions:

Are the conclusons on the vaue of exercise contradictory in the three meta- analyses?

Isthe RCT the method proper for ng community intervention trials?

If not, what kind of criteria should be used for prevention/ heath promotion meta- analyses?’

DETAILSOF REVIEW METHODS AND CONCLUSIONS
Scope of reviews

Province 1995 (pre-planned meta-analysis): This study was a prospective meta-andyssof RCTs
which between them tested the effects of interventions to reduce fals and frailty in ederly patients:

exercise (varying in character, duration, frequency and intendity); training (oneor more of thefollowing:
endurance, flexibility, baance platform, Ta Chi, resstance training); behaviourd interventions;
medication changes, education; functiona activity; or nutrition supplements. The excluson of people
who fel three timesin two months narrows the scope to people at lower risk of fdling.

Oakley et al. 1995b (SSRU): This study sought to review evidence of the effects of interventions
amed directly or indirectly at lessening the impact of, reducing or preventing accidents among people
aged 55 and over. Accidents were not redtricted to falls. Interventions aimed at preventing nor:
accidenta injury were not included, nor were hormond drug programmes aimed at maintaining bone
dendty (an underlying factor of injury risk). Other exclusons were: workplace heath promotion
programmesfor the"young ederly"; interventionswhich may be of genera benefit to dl age groups but
which have not been evaluated with older people; evauations of instruments such as fal assessment
tools unassociated with the prevention of fals, experimenta studies of equipment modification; and
interventions aiming to improve the hedlth of older people and/or aspects of their service usewhich did
not measure outcomes relevant to accident prevention; and evauations of theimpact of different forms
of indtitutiona provison on older peopl€'s hedth.
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Effective Health Care Bulletin 1996: This report sought to review evidence of the effects of
interventions to prevent fals and subsequent injury in older people (aged 65 and ove).

Oakley et al. 1996a (Quality in Health Car€): Thisstudy sought to review evidence of the effects of
interventions to prevent falls and subsequent injury in older people (aged 65 and ove).

Gillespie 1997a (Cochrane review): This sudy sought to review evidence of the effects of
interventions designed to minimise the effect of, or prevent exposure to, any putative risk factor for
faling in dderly individuds living in the community, in ingitutiona care or in hospital.

Rivara 1997: Thisarticle reviewed injury prevention strategies developed over the previous decade
with the hope of increasing their disseminaion and encouraging the participation of the medica
community in injury control. The scope was not limited by types of injury or population.

Search strategies

Province 1995 (pre-planned meta-analysis): As this was a prospective meta-analyss of saven
RCTs, no searching was required.

Oakley et al. 1995b (SSRU): Thefollowingjournaswere handsearched for outcome eval uationsfor
the period 1988-1991: Accident Anadlyss& Prevention; Age& Ageng; Disahility and Rehabilitation: an
internationa journd; Geriatrics, The Gerontologist; Journa of Gerontology; Journal of the American
Geriatrics Society; Mount Sinal Journd of Medicine; Scandinavian Journd of Socid Medicing; Topicsin
Geridric Rehabilitation; Journa of American Medicd Association; British Medica Journd; American
Journd of Public Hedth. Bibliographic databases (Socia Science Citation (BIDS), PsycLIT,
EMBASE, UNCOVER, BIRD) were searched. Citationsin published paperswere sought and experts
were contacted in the field. 24 relevant outcome evauations were identified.

Effective Health Care Bulletin 1996: The above search was extended by searching previous
reviews, AMED and the RCN database and wel coming contributions from peer reviewers. 3L RCTs
were included in addition to the FICSIT studies.

Oakley et al. 1996a (Quality in Health Care): Thisreport wasbased on the Effective Hedth Care
Bulletin. 23 RCTs were included in addition to the FICSIT dudies. Those trids of exercise
interventionswith outcomes of potentid risk factorsfor faling (rather than fals or related injuries) were
excluded.

Gillespie 1997a (Cochrane Review): Bibliographic databases searched were Medline, EMBASE,
CINAHL, PsycLIT, Soc Sci Citation, Dissertation Abstracts, Index to UK theses, Current Contents
and the Cochrane Collaboration Trials Register. Handsearching of relevant journa swas undertaken and
abstract books were accessed. Bibliographies of identified studies were searched and contact was
made with known workersin thefield. 126 reportswereidentified. 24 were reportswith no comparison
group (other than historical controls). These were excluded as were 39 reports of RCTSs, of which 3
were methods papers only, and the remainder reported outcomes unrelated to fals, or intermediate and
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surrogate outcomes such as baance, muscle strength, and range of movement. A study reporting

atificdly induced falls and two reporting accidents (of which some werefalls) were dso excluded. 17
RCTswereincludedinthereview in additionto the FICS T studies; 5 of these were published in 1996
or 1997 and therefore unavailable to previous reviewers.

Rivara 1997: No search strategy reported.15 studies relevant to falls were referenced, 8 of which
focused on the effects of care.

Quality criteria

Province 1995 (pre-planned meta-analysis): 7 of the8 FICSI T studieswere RCTsand only these
were included in the meta-andlysis.

Oakley et al. 1995b (SSRU): Outcome evduations were consdered ‘sound’ and relied upon for
conclusions about the effects of interventions if they (a) employed a control/comparison group which
was equivaent to the intervention group in terms of socio-demographic characteristics and basdline
outcome measures, (b) reported pre-intervention data for each group, (c) reported post-intervention
datafor each group, and (d) reported on al outcomestargeted (as stated in the ams of the study). Of
the 24 relevant outcome eva uations identified, 9 were judged ‘sound’.

Effective Health CareBulletin 1996: Studieswereincudedif they were RCTs. Greater weight was
given to studies reporting incidence of fdls or subsequent injury rather than relying on intermediate
outcomes related to risk of fadling such as baance, sway or flexibility. Three RCTs of exercise
interventions relied on fals or related injury as outcome measures. 13 RCTs of exercise interventions
relied on intermediate outcomes where modification of potentid risk factorsfor faling was measured.
Eight RCTs of home assessment and survelllance with outcomes of fdls and fal rdaed injury were
included. One RCT wasincluded of home assessment and surveillance where modification of potenitd
risk factors for falling were measured. Six RCTs of other interventions to reduce therisk of fals, fdls
and injury from fals were included.

Oakley et al. 1996a (Quality in Health Care): Aswith the Effective Hedth Care Bulletin, Sudies
were included if they were RCTs. Greater weight was given to studies reporting incidence of fals or
subsequent injury rather than relying on intermediate outcomes related to risk of faling such asbaance,
sway or flexibility.

Gillespie 1997a (Cochrane review): RCTs were included, even where the method of alocation to
treatment or control group wasinadequately concealed. Each trid was graded for quality according to
the extent to which:

a) the assigned treatment was adequately conceded prior to dlocation;

b) the outcomes of patients who withdrew were described and included in the andysis,

¢) the outcome assesors were blinded to treatment status,

d) the treatment and control group were comparable at entry;

€) the subjects were blind to assgnment status after dlocation;

f) the treetment providers were blind to assgnment atus;
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g) care programmes other than the tria options were identical;

h) incluson and excluson criteriawere clearly defined;

]) outcome measures used were clearly defined;

k) ascertainment of fall and other outcomeswas reliable;

[) duration of survelllance was clinically appropriate.

The individua studies were rated of moderate quality according to these criteria

Rivara 1997: No qudlity criteria were reported, athough designs of individua sudies underpinning
conclusions were sometimes reported.

Data extraction and synthesis of findings

Province 1995 (pre-planned meta-analysis): Complex gatisticd anaysswasemployedtotakeinto
account the heterogeneity between populations and study designs; to alow the outcometo include all
observed fal eventsfor subjects; to dlow variable lengths of follow-up for each subject; to use correctly
the censoring information from logt-to-follow-up time periods, and to incorporate other base-lineand
time-dependent co-variates (such as dlowing the risk to change when a new fdl event occurs) in
addition to the primary trestment effects of interest.

Oakley et al. 1995b (SSRU): Two reviewers with a background in quditative socid science
independently assessed each study. Any disagreements were discussed and resolved with a third
reviewer. A fina dement in the reviewing process cons sted of judging effectiveness of the programme
from theinformation provided in published papers, and bearing in mind the“quity” criteriafor ‘sound’
gudies. The findings were presented as a narrative review.

Effective Health Care Bulletin 1996: Papers were read and data extracted by two people.
Oakley et al. 1996a (Quality in Health Care): Refersto Effective Hedth Care Bulletin.

Gillespie 1997a (Cochrane review): Trids identified via the search dtrategy were assessed for
inclusion by two reviewers using the selection criteria. For each included trid, quality assessment and
data extraction was carried out by two reviewers using piloted tools. Reviewers were not blinded to
author or source ingtitution. Disagreement was resolved by consensus or third party adjudication. The
outcomes from individud trids were analysed. Pooling of results from groups of tridsof smilar design
was undertaken.

Rivara et al. 1997: No methods reported for data extraction. Findings presented as a narrative
review.

Authors conclusions and recommendation about effective services
Province 1995 (pre-planned meta-analysis): Themulti-faceted FICS T interventionswhich induded

exercisefor dderly adultsreduced therisk of falls. None of the studiesindividually or collectively inany
meta-analyss had an effect on injuriousfdls.
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Oakley et al. 1995b (SSRU): A smdl number of interventions were identified where there is some
evidence of effctivenessin preventing fals and their sequelae. However, the evidence is such that no
intervention can be identified as effective beyond reasonable doubt. Theseinterventionsare: exercise;
medica assessment and trestment of underlying conditions; assessment and modification of prescription
drug use; and home safety checkswith environmenta modification. Thesearemost likely to be effective
in programmes aimed a older people with ane of more risk factors for fdls. There is dso some
evidence as to the effectiveness of vitamin D and calcium supplementaion, and of hip protectors in
reducing the risk of hip fracture following fdlsin frail inditutionalised older people.

Effective Health CareBulletin 1996: Thereislimited evidencefor any sngleintervention, but some
evidenceto suggest that exercise, such asbdancetraining, iseffectivein reducing therisk of fallsin older
people. Home visits and surveillance to assess and, where gppropriate, modify environmenta and
persond risk factors can be effective in reducing fals. Soft hip protectors have been shown to
dramaticaly reduce hip fractures in frail older people in resdentid care. High dose Vitamin D
supplementation with or without calcium supplementation appearsto be effectivein reducing fractures.

Theimplications for hedlth services are:

1 Bdancing, low impact aerobic stregthening exercise for older people may reduce the rate of
fals. Therefore, older people should be offered access to exercise classes or home exercise
routines with include for example, balance training such as Ta Chi. Little is known about the
best way to implement such programmes and encourage attendance in the UK and so these
should be carefully monitored and eva uated.

2. Home visting to identify and remedy environmenta and persond risk of faling may reducerisk
of fdling. The type of safety changes could include remova of throw rugs and objects in
pathways, and ingalation of improved night lights and bath non-skid mats. Visits could be
carried out by health visitors, nurses, occupationd therapists, or trained volunteers.

3. Introducing the use of hip pad protectors for high risk people in inditutionad care may
sgnificantly reduce injury dueto falls. Their acceptability in various settingsin the UK needsto
be evaluated.

Given thelimited research evidence, new programmes should, where possible, be devel oped as part of
controlled evaluations.

Oakley et al. 1996a (Quality in Health Care): Asreported in the Effective Hedth Care Bulletin,
ba ancing, low impact aerobics, and muscle strengthening exercise may reduce the rate of falsin older
people with reasonable leves of fitness... Home visting to identify and remedy environmenta and
persond risks of faling may aso reduce risk of fdling... High dose vitamin D supplements with or
without calcium seemto beeffectivein reducing risk of fracture... Theuseof hip protectorsfor peoplein
indtitutiona care who are at high risk of faling reduce therisk of injury dueto fdls...

113



Gillespie 1997a (Cochrane review): There is no evidence to show that exercise done, hedth
education done or exercise and hedlth education combined prevent fals other than, possibly, minor
events such as sumbles.

Behaviourd interventions targeting risk factors following environmenta safety assessment (in the
presence of ascreening intervention) reduced the number of fallers, but not the number of falsresulting

ininjury.

Thereis conflicting evidence from trids of hedth screening followed by targeted interventions.

In calcium replete post-menopausa women, there was no evidence of a protective effect of hormone
replacement thergpy againgt falling on & least one occas on during the study period. Neither of thetwo
smal hospital based trids of srategiesto prevent falls showed evidence of benefit.

Hedth care purchasersand providers contemplating fal prevention programmes should consider hedlth
screening of at-risk elderly people, followed by interventions which are targeted at both intrinsic and
environmenta risk factors of individua patients. There is inadequate evidence for the effectiveness of
sngle interventions such as exercise done or health education classes for the prevention of fals

Rivara et al. 1997: Only the conclusons about injury and fals are included here. Hormone
replacement thergpy during menopause has been been associated with a 25 percent reduction in hip
fractures... There are no data on the protective effect of oestrogen plus progesterone on hip fracture...
Cdciumand vitamin D supplementstaken during later lifeto reverse hyperparathyroidism dueto vitamin
D and cdcium deficiency can reduce the incidence of hip fracture... Use of other drugs, such as
calcitonin, fluoride, and etidronate, to increase bone dengty is till experimental but deserves further
exploration... Welght bearing exercise has been associated with areduced risk of hip fracture... Therisk
of faling was reduced by 31 percent by a home vist of a nurse and a physica thergpist to offer
discontinuation of medicine, eimination or modification of hazards in the home, exercise programmes,
gait training and behavioural modificationstailored to individua needs... Protective hip padsreducedrisk
of hip fracture by 66 per cent.

Authors conclusions and recommendation about research:

Provinceet al. 1995: Noneof thesudiesindividudly or collectively in any meta- andysshad an effect
on injuriousfdls... That question will have to await amuch larger dinicd trid specificaly designed for
that purpose, but the rationalefor conducting such atria isconsderably bolstered by the demonstration
of fal risk reduction from exercise treetment within FICS T interventions.

Oakley et al. 1995b (SSRU): Thereisamgor problem of injury among older pedestriansinvolvedin
traffic accidents, but no evaluations of interventions in this area were identified. However there are a
number of interventions that may benefit the older, as well as the disabled person, including: traffic
calming; pedestrian areas, pedestrian crossings designed to meet the needs of peoplewith sticks, frames
andwhed chairs; stippled paving sonesat crossngsto dert thevisudly impaired; well-designed Sgns
and structures on the pavement/road side. More research is aso needed on accidents involving older
people as drivers of motor vehicles.
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Many aspects of the socia position of older people are relevant both to the kinds of interventions
introduced to decrease adverse hedth outcomes and to the impact of thesein "red life' Stuations. In
particular, the prevelance of poverty among older peopleisafactor influencing the extent to which they
livein poor physica environments without the resources to improve these, regardless of the" scientific”
evidence yielded by well-desgned randomised controlled triads of prevention interventions. The
association between accidents and socia- and housing- conditions needs to be invedtigated in a
prospective community study designed to identify more accurately factors predicting fals.

Future systematic reviews of interventionsfor older people and accident preventions should be carried
out, with the work being undertaken by any relevant review group within the Cochrane Collaboration.

The discussion addressed the need to pay attention to the potentia ethical problems of involving older
people in intervention research, and the costs of some proposed interventions which makes rigorous
evauaion of potential benefits even more necessary.

In particular, there isaneed for:

1 acomprehensvereview of theliterature to estimatethe proportion of falsfal injury attributable
to different risk factors

2. identifying waysto use annud screening information for targeting older people a particular risk

for accidents

evauding the mogt promising interventions in the UK

4, eva uating environments modification interventions not part of multi-factoria interventions (such

as persond risk assessment and physiotherapy)

evauding sysems for dtracting help in the event of afdl

evauating policies/protocols for assessment, trestment, care, rehabilitation and discharge

following fdls

7. evauaing therole of informa carers

8. evauding the potentid of dietary interventions

0. evauating road-traffic related interventions

10.  investigating the association between accidents and socid conditions

11.  undertaking more systlemdtic reviews.

w

o U

Effective Health Care Bulletin 1996:

Recommendetions for research include:

1 aprogramme of work designed to identify risk factors for defined populations of older
people which suffer the highest number of injuriousfals

2. research to idenify the most cost-effective exercise programmes for older people

3. research to assess the most codt-effective ways of reducing home environmentd and

persond risks of faling.

4, magjor trials to assess the cost-€effectiveness of vitamin D/cacium supplementaion in older
people to reduce fracture risks

trids to examine the potentid effect of shoeson fals

6. during the planning, evauation and implementation of interventions, the perspectives of older
people should be taken into account.

o
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Oakley et al. 1996a (Quality in Health Care):

Research is needed:

1 to identify the most cost-effective exercise programmes

2. inthe UK about home visting to identify and remedy environmenta and persond risk factors of
fdling

3. for mgjor trias to assess the codt- effectiveness of vitamin D and cacium supplements

4. to assess the acceptability of hip pad protectorsin norrinditutional settings.

Gillespie 1997a (Cochrane review):

Theindividud tridsreviewed differed consderably in detall of intervention, and in the health and socid
dtatus of the participants. Outcome measures varied. The total number of falls in each group, or the
number of fals per hundred or thousand participant years are outcomes of limited vaue asthey takeno
account of multiplefalers, who may bethe most important group. We recommend that outcomes should
be monitored throughout the study using diaries or active registration. Outcomes recorded should
indudethe number of individuassustaining any fal, morethan onefal, any fdl resultingininjury, any fdl
resulting inmedica care, and any fdl resultingin fracture. Mean timetofirg fal, and the mean number of
fallsfor each participant during the study period (with standard deviation) would aso be useful.

More data are required to confirm whether strategies apparently effective in sgnificantly reducing the
numbers of individuds faling are dso effective in reducing more serious sequelae of fals such as
fractures. Apparently effective interventions may require re-evauation in different heglth care sysems.
Before that is done, there is a need for a systematic review of exercise interventions in the elderly to
establish their effectiveness for the various intermediate and surrogate outcomes such as baance, gait
and mustle drength. The large number of identified but excluded <udies reporting
surrogate/intermediate outcomes, but not falls, was disgppointing. Theresearch community should work
to maximise the collection of good data on dlinically relevant outcomes.

Randomised controlled trialsare required to eva uate the effectiveness of fals prevention programmesin
inditutions such as nurang homes and hospitals.

Finally, thisreview should be revised by December 1998.

Rivaraet al. 1997:

Research gaps are mentioned (but not discussed) alongside brief statements about the effectiveness of

some interventions:

1 There are no data on the protective effect of oestrogen plus progesterone on hip fracture, but
the combination is probably at least as effective as oestrogen aone

2. Trid results of diuretics are conflicting

3. Useof other drugssuch ascacitonin, fluoride and etidronate, to increase bone density deserves
further evauation.
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Appendix 2  Search strategiesfor identifying effectivenessreviewsin health promotion on
Medline, EMBASE, PsycLI T, ERIC, and the Social Science Citation I ndex

Five el ectronic databases were searched: Medline (1966-1997); PsycLIT (1972-1997); ERIC (1992-
1997); EMBA SE (1980-1997) and the Socid Science Citation Index (1981-1997). Search strategies
for identifying effectivenessreviewswere devel oped for each of the e ectronic databases. For Medline,
the search strategy developed by the NHS Centre for Reviewsand Dissemination (CRD) was adapted
with freetext termswith theaimto increase its Specificity. This search srategy was then further adapted
for use with each of the other éectronic databases.

For Medline, EMBASE and PsycLIT search drategies were developed for the SPIRS operating
system, WinSpirsfor ERIC, and for the Socid Science Citation Index the BIDS operating system.

Thesaurus terms are denoted in upper case; free text terms are denoted in lower case.

Medline

Type of Sudy terms

#1 META-ANALY SIS/ dl subheadings

#2 META-ANALY*

#3 METAANAL*

#4 systematic* near (review* or overview*)

#5 META-ANALYSISin PT

#6 explode REVIEW-LITERATURE / al subheadings
#7 REVIEW in PT

#3 review* in Tl

#9 REVIEW-LITERATURE in PT

#10 overview* near trial*

#11 CONSENSUS-DEVELOPMENT-CONFERENCE in PT
#12 CASE-REPORT in TG

#13 HISTORICAL-ARTICLE in PT

#14 REVIEW-OF-REPORTED-CASES in PT

#15 REVIEW-MULTICASE in PT

#16 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11
#17 #12 or #13 or #14 or #15

#18 #16 not #17

#19 ANIMAL in TG

#20 HUMAN in TG

#21 #19 not(#20 and #19)

#22 #18 not #21

Health Promotion Terms

#23 explode HEALTH-EDUCATION/ dl subheadings

#24 HEALTHPROMOTION/ al subheadings

#25 BEHAVIOR-THERAPY/ all subheadings

#26 explode HEALTHBEHAVIOR/ dl subheadings

#27 KNOWLEDGE-ATTITUDES-PRACTICE al subheadings
#29 PRIMARY-PREVENTION/ al subheadings

#30 PUBLIC-HEALTH/ dl subheadings

#31 PREVENTIVE-HEALTH SERVICEY all subheadings
#32 PREVENTIVE-MEDICINE/ all subheadings

#33  ATTITUDE-TO-HEALTH/ al subheadings
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#34
#35
#36
#37
#38
#39
#40
#41
#42

RISK-TAKING/ all subheadings

KNOWLEDGE- / al subheadings

ATTITUDE- / dl subheadings

CULTURE- / dl subheadings

CHOICE-BEHAVIOR/ al subheadings

PRIMARY-HEALTHCARE/ al subheadings

PATIENT-ACCEPTANCE-OF-HEALTH CARE/ al subheadings

HEALTH SERVICES-ACCESSIBILITY/ al subheadings

#23 or #24 or #25 or #26 or #27 or #28 or #29 or #30 or #31 or #32 or #33 or #34 or #35 or #36 or
#37 or #38 or #39 or #40 or #41 or #42

Free text “content of study” terms

#43 (evidence* or review* or effect* or success* or impact* or reduc* or increas* or recommend*)

#44 (program* or intervention* or education* or prevent* or services* or approach* or practice* or
screening* or strateg*)

#45 (behavi* near (chang* or modif*))

#46 #44 or #45

#A7 #34 near #46

#48 (evidence* or review*) near (effect* or success* or impact* or reduc* or increas*)

#49  #47 or #48

Combining

#50  #22 and #42

#51  #50 and #49

EMBASE

Type of study terms

#1 META-ANALY SIS al subheadings

#2 meta-analy*

#3 metaanaly*

#4 (systematic* near (review* or overview*)

#5 REVIEW- / al subheadings

#6 Review in EM

#7 review in Tl

#8 overview* near trial*

#9 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8

#10 exp ANIMAL-/ al subheadings

#11  ANIMAL in EM

#12  #10or #11

#13 #9 not #12

Health Promotion Terms

#14
#15
#16
#17
#18
#19
#20
#21

explode HEALTH-EDUCATION / dl subheadings
HEALTHBEHAVIOR / al subheadings
HEALTHPROGRAM / dl subheadings
PRIMARY-PREVENTION / al subheadings
BEHAVIOR-THERAPY / al subheadings
BEHAVIOR-MODIFICATION / all subheadings
BEHAVIOR / dl subheadings
SEXUAL-BEHAVIOR / dl subheadings
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#22 ATTITUDE / dl subheadings

#23 LIFESTYLE / al subheadings

#24 DECISION-MAKING / al subheadings

#25 EDUCATION-PROGRAM / dl subheadings

#26 PREVENTIVE-HEALTHSERVICE / dl subheadings

#27 PREVENTIVE-MEDICINE / all subheadings

#28 RISK-MANAGEMENT / dl subheadings

#29 SEXUAL-EDUCATION/ dl subheadings

#30 #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or
#28 or #29

Free text “content of study” terms

#31 (evidence* or review* or effect* or success* or impact* or reduc* or increas* or recommend*)

#32 (program* or intervention* or education* or prevent* or services* or approach* or practice* or
screening* or strateg*)

#33 (behavi* near (chang* or modif*))

#34 #32 or #33

#35 #31 near #34

#36 (evidence* or review*) near (effect* or success* or impact* or reduc* or increas*)

#37  #34 or #36

Combining
#38  #13 and #30
#39  #38and #37

PsycLIT

Type of study terms

#1 META-ANALYSISin DE

#2 LITERATURE-REVIEW in DE

#3 review in Tl

#4 meta-analy*

#5 metaanal y*

#6 (systematic* near (review* or overview*)
#7 overview* near trial*

#8 #1 or #2 or #3 or #4 or #5 or #6 or #7

Health Promotion terms

#9 explode HEALTHEDUCATION in DE
#10 KNOWLEDGE-LEVEL in DE
#11 HEALTHKNOWLEDGE in DE
#12 HEALTHPROMOTION in DE
#13 PREVENTION- in DE

#14 PREVENTIVE-MEDICINE in DE
#15 RISK-MANAGEMENT in DE
#16 RISK-PERCEPTION in DE

#17 RISK-TAKING in DE

#18 SEXUAL-RISK-TAKING in DE
#19 HEALTHBEHAVIOR in DE

#20 HEALTHATTITUDES in DE
#21 explode LIFESTYLE in DE
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#22 PHYSICAL-ILLNESS-ATTITUDES-TOWARD in DE

#23 BEHAVIOR-MODIFICATION in DE

#24 BEHAVIOR-CHANGE in DE

#25 BEHAVIOR-THERAPY in DE

#26 PROBLEM-SOLVING in DE

#27 DECISION-MAKING in DE

#28 CHOICE-BEHAVIOR in DE

#29 EDUCATIONAL-PROGRAMS in DE

#30 AIDS-PREVENTION in DE

#31 SEX-EDUCATION in DE

#32 #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or
#23 or #24 or #25 or #26 or #27 or #28 or #29 or #30 or #31

Free text “content of study” terms

#33 (evidence* or review* or effect* or success* or impact* or reduc* or increas* or recommend*)

#34 (program* or intervention* or education* or prevent* or services* or approach* or practice* or
screening* or strateg*)

#35 (behavi* near (chang* or modif*))

#36  #34 or #35

#37 #33 near #36

#38 (evidence* or review*) near (effect* or success* or impact* or reduc* or increas®)

#39  #36 or #38

#40 (evidence* or review*) near (effect* or success* or impact* or reduc* or increas*)

#41 #37 or #40

Combining
#42  #8and #32
#43  #42 and #40

ERIC

Type of study terms

#1 META-ANALYSISin DE

#2 meta-analy*

#3 metaanal y*

#4 systematic* near (review* or overview*)
#5 LITERATURE-REVIEWS' in DE

#6 STATE-OF-THE-ART-REVIEWS' in DE
#7 review* in Tl

#8 overview* near trial*

#9 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #38
#10 explode "ANIMALS'

#11 #9 not #10

Health Promotion Terms

#12 HEALTHEDUCATION in DE

#13 HEALTHPROMOTION in DE

#14 HEALTH-ACTIVITIES in DE

#15 HEALTHPROGRAMS in DE

#16 HEALTHMATERIALSin DE

#17 BEHAVIOR- in DE

#18 BEHAVIOR-CHANGE in DE

#19 BEHAVIOR-MODIFICATION in DE
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#20
#21
#22
#23
#24
#25
#26
#27
#28
#29
#30
#31
#32
#33
#34
#35

#36
#37

BEHAVIOR-THEORIES in DE

explode SOCIAL-BEHAVIOR in DE
BEHAVIOR-STANDARDS in DE

explode BEHAVIORAL -SCIENCE-RESEARCH in DE
BEHAVIOR-PATTERNS in DE

KNOWLEDGE-LEVEL in DE

ATTITUDES- In DE

ATTITUDE-CHANGE in DE

ATTITUDE-MEASURES in DE

BELIEFS- in DE

PREVENTIVE-MEDICINE in DE

explode PREVENTION

OUTCOMES-OF-EDUCATION in DE

RISK- in DE

AT-RISK-PERSONS in DE

#12 or #13 or #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or
#26 or #27 or #28 or #29 or #30 or #31 or #32 or #33 or #34
SEX-EDUCATION in DE

#35 or #36

Free text “content of study” terms

#38 evidence* or review* or effect* or sucsess* or impact* or redcuc* or increas* or recommend*

#39 program* or intervention* or education* or prevent* or service* or appraoch* or practice* or
screening* or strateg*

#40 behavio* near (chang* or modif*)

#41 #39 or #40

#42  #38 near #41

#43 (evidence* or review*) near (effect* or success* or impact* or reduc* or increas*)

#44 #42 or #43

#5  #44inTI

#46  #44in AB

#47 #45 or #46

Combining

#48  #11 and #37

#49  #48 and #47

Social Science Citation Index (SSCI)

Type of Sudy Terms

#1 meta-analy*

#2 metaanaly*

#3 meta analy*

#4 overview*

#5 review*

#6 #1 or #2 or #3 or #4 or #5
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Health Promotion terms

#7 health education

#8 health promotion

#9 hedth behavi*

#10 behavi* chang*

#11 behavi* modif*

#12 risk taking

#13 risk behavi*

#14 #7 or #8 or #9 or #10 or #11 or #12 or #13

Free text “content of study” terms

#15 evidence* or review* or effect* or sucsess* or impact* or redcuc* or increas* or recommend*

#16 program* or intervention* or education* or prevent* or service* or appraoch* or practice* or
screening* or strateg*

#17 behavio* near (chang* or modif*)

#18  #16 or #17

#19  #15 near #18

#20 (evidence* or review*) near (effect* or success* or impact* or reduc* or increas*)

#21  #18 or #20

Combining

#22 #6 and #14
#23 #22 and #21
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Appendix 3  Coding strategy for effectiveness reviews in health promotion

REVIEW_EFFECTS

Funding FUNDING_NOT_STATED
if specified FUNDING_[COUNTRY]
OR FUNDING_[COUNTRY]_[FUNDER]

Source SOURCE_CLIB_COCHRANE

SOURCE_CONTACT
SOURCE_EMBASE
SOURCE_ERIC
SOURCE_MEDLINE
SOURCE_PSYCLIT
SOURCE_SOCSCIENCE

Status of report STATUS FULL_REVIEW
STATUS PUBLISHED ARTICLE FULL_REPORT

Publication date <75
76 80
81 85
86 90
91 95
>05

Y ear range YEAR [YEAR]_[YEAR]

Number of referencescited  CITATIONS X(Y)
with X= number of citations in effectiveness section
with Y= totd number of citations as given in bibliography

The following coding amed to indicate the extent to which the different stages of the review process
were adhered to in the different reviewswith the aim to assess the applicability of different reviewsasa
bas sfor decison-making. The choice of keywordswas based on the criteriaset out by Mulrow (1987)
for agtate-of-the-art review article.

1. Was the specific purpose of the review stated?

AIMS NOT_STATED
AIMS STATED
AIMS UNCLEAR

Retionde :

C to give the reader aframe of reference for deciding whether to reed further;

C to help determine dtrategies to salect information

C to determine gppropriate methods of information assessment (eg population, setting).
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A well-conceived review dways answers a question. This question should be made clear a the
beginning of the review. It should be precisdy formulated rather than broad of ill-defined.
(Mulrow 1987)

2. Wer e sources and methods of the citation search identified?

SEARCH_NOT_STATED
SEARCH_UNCLEAR
SEARCH_STATED

If specified  SEARCH_[YEAR YEAR]

SEARCH_DATABASES STATED
SEARCH_KEYWORDS STATED

SEARCH_CITATIONS
SEARCH_ELECTRONIC_RECORDS
SEARCH_EXPERT_CONSENSUS
SEARCH_JOURNALS STATED
SEARCH_PERSONAL_SELECTION

SEARCH_PUBLISHED
SEARCH_UNPUBLISHED

SEARCH_LANGUAGE_RESTRICTED
SEARCH_LANGUAGE_UNRESTRICTED

Retionde

to determine potentia selection biases:

C whether reviewed materia represented information available on a given subject;
C whether relevant material had been excluded.

(Mulrow 1987)

3. Wereexplicit guidelines provided that deter mined the material included in and excluded from
the review?

INCLUSION_CRITERIA_NOT_STATED
INCLUSION_CRITERIA_UNCLEAR
INCLUSION_CRITERIA_STATED

SCOPE_DESIGN_NOT_DEFINED

If specified  SCOPE_DESIGN_DESCRIPTIVE
SCOPE_DESIGN_EXPERIMENTAL
AND  SCOPE_DESIGN_PROCESS EVALUATION
SCOPE_DESIGN_OUTCOME_EVALUATION
AND  SCOPE DESIGN_RCT
SCOPE_DESIGN_TRIAL
SCOPE_DESIGN_EXPERIMENTAL_OTHER

SCOPE_DESIGN_SECONDARY_RESEARCH
AND  SCOPE DESGN_REVIEW

IDENTIFIED_DESIGN_...
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Retionde:
to determine potentia selection biases:

C whether reviewed materia represented information available on a given subject;
C whether relevant material had been excluded.
(Mulrow 1987)

3. Was data extraction performed in a systematic way?

STANDARD_DATA_EXTRACTION

4. Was a methodol ogical validity assessment of material in the review performed?

QUALITY_ASSESSMENT_STATED
QUALITY_ASSESSMENT _UNCLEAR
QUALITY_ASSESSMENT _NOT_STATED

Rationde:

C

C

Systematic assessment of qudity or vaidity determines, on the basis of acritica examinationof
the methods used to produce findings, what conclusions are judtifigble.

Appraisa of research designs, implementations, and analysesis required. Failure to examine
detalls of study design leave the quality of dataincluded open to question.

To manage large quantities of data objectively and effectively, standardised methods of
gopraidng information should be incuded (research designs, implementations, anayses).
Standardised appraisal forms addressing these issues can be used to optimise uniform
asessment of data. To avoid single-reviewer biases, data assessments may be consensus
ranked by more than one reviewer. Expertsfrom different areas, such asappropriate specididts,
datisticians, and research methodologists can be used to help develop the standardised
gppraisal forms and to rank data.

(Mulrow 1987)

5. Was the information systematically integrated with eplication of data limitations and
inconsistencies?

Rationde:

C

Fina synthesis should involve systemdtic rather than selective integration. Data regarded as
scientifically unsound on the basis of the standardised appraisa should be discarded. Other data
can sometimes be assgned aweight or relaive vaue based on its quality as deternined by the
Standardised appraisal.

C Indghts gained from careful explorations of divergent findings in scientificaly vaid deta sets
should be sought, and limitations of data sets identified.
(Mulrow 1987)
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6. Was the information integrated and weighted or pooled metrically?

Retiondle:

C To provide acommon unit of comparison; to identify average effectsor average characterigtics,
toidentify interactions, toidentify smal effectsnot reedily detectable by individua small gudies
These methods can be used to evauate generdisability, consistency, interactions, and small
effects that are not readily recognisable from individua studies.

(Mulrow 1987)

7. Was a summary of pertinent findings provided?

Rationde:

C The concdusions should be succint and logicaly ordered summarisationsof data. If the gppraisal
and synthesis of data involves weighting od evidence according to some type of qudity
assessment, the conclusions too should reflect the reletive weighting.

(Mulrow 1987)

INCLUDED_STUDIES SUMMARISED
INCLUDED_STUDIES WEIGHTED
INCLUDED_NARRATIVE_SYNTHESIS

INCLUDED_META-ANALYSIS X with X = number of studies included

8. Were specific directives for new research initiatives proposed?

FUTURE_DIRECTIVES _STATED
FUTURE_DIRECTIVES UNCLEAR
FUTURE_DIRECTIVES NOT_STATED

Rationde:
C toidentify themost promising areasfor future research and discourage duplicative and wasteful
efforts

C Reviewers should capitalise on ther intensve efforts by dearly identifying gaps in present
knowledge and suggesting future initiatives. Unsolved issues and problems can be ddlineated,
and appropriate methods for addressing these issues can be suggested. In thisway, the reader
finishesthe review with aview of what isnot known about the subject aswell aswhat isknown.

(Mulrow 1987)

Country COUNTRY_[COUNTRY]

Hedth focus SCOPE_FOCUS NOT DEFINED
SCOPE_FOCUS ...

IDENTIFIED_FOCUS _ACCIDENTS
IDENTIFIED_FOCUS ALCOHOL
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IDENTIFIED_FOCUS ASTHMA
IDENTIFIED_FOCUS SKIN_CANCER (includes exposureto UV radiation/sun)
IDENTIFIED_FOCUS CANCER
IDENTIFIED_FOCUS CARDIOVASCULAR
IDENTIFIED_FOCUS CHILD_NEGLECT
IDENTIFIED_FOCUS DELINQUENCY
IDENTIFIED_FOCUS DIABETES
IDENTIFIED_FOCUS DISABILITY
IDENTIFIED_FOCUS DISEASE
IDENTIFIED_FOCUS DRUGS
IDENTIFIED_FOCUS EDUCATION_SYSTEM
IDENTIFIED_FOCUS EMOTIONAL_ABUSE
IDENTIFIED_FOCUS EPILEPSY
IDENTIFIED_FOCUS EATING_DISORDER
IDENTIFIED_FOCUS HEALTHY_EATING
IDENTIFIED_FOCUS INEQUALITIES (includes health inequalities and socia isolation)
IDENTIFIED_FOCUS HYGIENE
IDENTIFIED_FOCUS INJURY
IDENTIFIED_FOCUS LEISURE
IDENTIFIED_FOCUS MEDICAL_CARE
IDENTIFIED_FOCUS MENTAL_HEALTH
IDENTIFIED_FOCUS OBESITY
IDENTIFIED_FOCUS ORAL_HEALTH
IDENTIFIED_FOCUS PARENTING
IDENTIFIED_FOCUS PHYSICAL_ABUSE
IDENTIFIED_FOCUS PHYSICAL_ACTIVITY
IDENTIFIED_FOCUS PROBLEM_BEHAVIOUR
IDENTIFIED_FOCUS_SEXUAL_ABUSE
IDENTIFIED_FOCUS STD (includesHIV/AIDS)
IDENTIFIED_FOCUS PREGNANCY_PREVENTION
IDENTIFIED_FOCUS SEXUAL_HEALTH
IDENTIFIED_FOCUS SOLVENTS
IDENTIFIED_FOCUS TOBACCO
IDENTIFIED_FOCUS WORKPLACE

IDENTIFIED_FOCUS _OTHER

Population SCOPE_POPULATION_NOT_DEFINED
SCOPE_POPULATION._...

IDENTIFIED_POPULATION_NOT_STATED
IDENTIFIED_POPULATION_GENERAL_POPULATION
IDENTIFIED_POPULATION_CHILDREN
IDENTIFIED_POPULATION_YOUNG_PEOPLE
IDENTIFIED_POPULATION_ADULTS
IDENTIFIED_POPULATION_OLDER_PEOPLE
IDENTIFIED_POPULATION_FEMALE

IDENTIFIED_POPULATION_MALE
IDENTIFIED_POPULATION_MIXED_SEX
IDENTIFIED_POPULATION_HETEROSEXUAL
IDENTIFHED_POPULATION_HOMOSEXUAL
IDENTIFIED_POPULATION_BISEXUAL
IDENTIFIED_POPULATION_ETHNIC_MINORITY
IDENTIFIED_POPULATION_BEREAVED
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IDENTIFIED_POPULATION_CSW
IDENTIFIED_POPULATION_DIABETIC
IDENTIFIED_POPULATION_DISEASED
IDENTIFIED_POPULATION_HEMOPHILIAC
IDENTIFIED_POPULATION_HIV+
IDENTIFIED_POPULATION_HYPERTENSVE
IDENTIFIED_POPULATION_IVDU
IDENTIFIED_POPULATION_PREGNANT
IDENTIFIED_POPULATION_SMOKER
IDENTIFIED_POPULATION_PROFESSIONAL
IDENTIFIED_POPULATION_OTHER

AgeRange  forexample 1865

18-X
X-65

Setting SCOPE_SETTING NOT_DEFINED
SCOPE_SETTING ...

IDENTIFIED_SETTING_NOT_STATED

IDENTIFIED_SETTING_COMMUNITY _SITE

IDENTIFIED_SETTING_CORRECTIONAL_INSTITUTION

IDENTIFIED_SETTING DAY_CARE_CENTRE

IDENTIFIED_SETTING_EDUCATIONAL_INSTITUTION

OR  IDENTIFIED_SETTING_PRESCHOOL
IDENTIFIED_SETTING_PRIMARY_EDUCATION
IDENTIFIED_SETTING_SECONDARY_EDUCATION
IDENTIFIED_SETTING TERTIARY_EDUCATION

IDENTIFIED_SETTING_FAMILY_CENTRE

IDENTIFIED_SETTING_HEALTH_CARE_UNIT

OR  IDENTIFIED_SETTING HOSPITAL
IDENTIFIED_SETTING_PRIMARY_CARE
IDENTIFIED_SETTING_SPECIALIST_CLINIC

IDENTIFIED_SETTING_HOME

IDENTIFIED_SETTING_HOSPICE

IDENTIFIED_SETTING MASS MEDIA

IDENTIFIED_SETTING_OUTREACH

IDENTIFIED_SETTING RESIDENTIAL_CARE

IDENTIFIED_SETTING_WORKPLACE _SITE

IDENTIFIED_SETTING_OTHER

Intervention provider

SCOPE_PROVIDER NOT_DEFINED

SCOPE_PROVIDER ...
IDENTIFIED_PROVIDER_NOT_STATED
IDENTIFIED_PROVIDER_COMMUNITY
IDENTIFIED_PROVIDER_COMMUNITY_WORKER
IDENTIFIED_PROVIDER_COMPUTER
IDENTIFIED_PROVIDER COUNSELLOR
IDENTIFIED_PROVIDER HEALTH_PROFESSIONAL
IDENTIFIED_PROVIDER HEALTH_PROMOTION_PRACTITIONER
IDENTIFIED_PROVIDER LAWYER
IDENTIFIED_PROVIDER LAY _THERAPIST
IDENTIFIED_PROVIDER PARENT
IDENTIFIED_PROVIDER PEER
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IDENTIFIED_PROVIDER_PSYCHOLOGIST
IDENTIFIED_PROVIDER RESEARCHER
IDENTIFIED_PROVIDER_RESIDENTIAL WORKER
IDENTIFIED_PROVIDER_SOCIAL_WORKER
IDENTIFIED_PROVIDER_TEACHER
IDENTIFIED_PROVIDER_OTHER

Intervention type

SCOPE_INTERVENION_NOT_DEFINED

SCOPE_INTERVENTION._...
IDENTIFIED_INTERVENTION_NOT_STATED
IDENTIFIED_INTERVENTION_ACTIVITY
IDENTIFIED_INTERVENTION_ADVICE_COUNSELLING
IDENTIFIED_INTERVENTION_BIO-FEEDBACK
IDENTIFIED_INTERVENTION_EDUCATION
IDENTIFIED_INTERVENTION_ENVIRONMENTAL_MODIFICATION
IDENTIFIED_INTERVENTION_IMMUNISATION
IDENTIFIED_INTERVENTION_INCENTIVES
IDENTIFIED_INTERVENTION_REGULATION_LEGISLATION
IDENTIFIED_INTERVENTION_PARENT_TRAINING
IDENTIFIED_INTERVENTION_PROFESSIONAL_TRAINING
IDENTIFIED_INTERVENTION_REHABILITATION
IDENTIFIED_INTERVENTION_RESOURCE_ACCESS
IDENTIFIED_INTERVENTION_RISK
IDENTIFIED_INTERVENTION_SCREENING
IDENTIFIED_INTERVENTION_SERVICE _ACCESS
IDENTIFIED_INTERVENTION_SKILL_DEVELOPMENT
IDENTIFIED_INTERVENTION_SOCIAL_SUPPORT
IDENTIFIED_INTERVENTION_TREATMENT
IDENTIFIED_INTERVENTION_OTHER (includes eg. community mobilisation,
community development)

Type outcome

SCOPE_OUTCOME_NOT DEFINED
SCOPE_OUTCOME ...
IDENTIFIED_OUTCOME_NOT_STATED
IDENTIFIED OUTCOME_RESOURCE _ACCESS
IDENTIFIED_OUTCOME _ATTITUDES
IDENTIFIED_OUTCOME_AWARENESS BELIEFS
IDENTIFIED_OUTCOME_BEHAVIOUR OBSERVED
IDENTIFIED_OUTCOME _BEHAVIOUR _REPORTED
IDENTIFIED_ OUTCOME _CLINICAL_RISK_FACTOR
IDENTIFIED_OUTCOME _HEALTH_PROBLEM_STATE
IDENTIFIED_OUTCOME _INTENTIONS
IDENTIFIED_OUTCOME_KNOWLEDGE
IDENTIFIED_OUTCOME LEGISLATION_REGULATION
IDENTIFIED OUTCOME_PRACTICAL_SKILLS
IDENTIFIED_OUTCOME._SELF-EFFICACY
IDENTIFIED_OUTCOME_SERVICE USE
IDENTIFIED_ OUTCOME OTHER
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Appendix 4  Search strategiesfor identifying outcome evaluation studies of sexual health
promotion interventions on Medline, EMBASE, PsycLIT, ERIC, the Social
Science Citation I ndex and the Cochrane Controlled Trials Register

Development of search strategies to identify outcome evaluations of sexual health promotion
interventions

In order to develop the search dSrategies a randomly sdlected subset of 46 “known” outcome
evaudionstaken from two systematic reviews of the effectivenessof sexud hedthinterventions(Oakley
et a.1996; Peersman et al. 1996) wastraced back on each of the five databases using an author/ and or
title search. In order to ensure that this st included outcome evauations employing different study
designs the set was established by ordering the total number of 144 outcome eva uations according
RCTs, tridls and pre- and post-test design/post-test only. Every third outcome eva uation within these
three groups was sdlected for tracing back on the databases. If they were found on a particular
database, the keywordswith which they were coded on that database wererecorded (i.e. MeSH terms
for Medling, Descriptors for PsycLIT, EMBASE and ERIC; and text words for the Social Science
Citation Index) asillugtrated in Figure 1. The outcome evauation shown in Figure 1 wasfound on three
of thefive databases and the terms used to index the outcome eva uation on these three databases were
recorded.

Figure 1. Example of how the keywords used to identify the outcome evauations of sexual health
interventions in the “known” set on the five electronic databases were recorded.

Medline EMBASE | PsycLIT ERIC Social Science
Citation Index
Leviton LC, Vadiserri *Bisexuality-; Not found | *Human- *AIDS; Not found
RO, Lyter DW, *Homosexuality-; Immunodeficien | *Behavior-
Callahan CM, Kingdey | *HIV-Infections- Cy -virus- Change;
LA, HugginsJ, Rinaddo | prevention-and- infection- Homosexuality-;
CR (1990) Preventing control; prevention; *males-; *Peer-
HIV infection in gay *Knowledge,- *attitude-; Counsdlling;
and bisexua men: Attitudes,-Practice; *health *Small-Group-
Experimental evaluation | *Sex-Behavior; education; Instruction;
of attitude change from | Homosexudity- *gexual- Comparative-
two risk reduction psychology; Peer- behavior; *risk- | Analysis;
interventions. AIDS Group; Risk-Factors; management; Control-
Education and Socid-Support; questionnaire-; Groups,
Prevention 2: 95-108. Adolescence-; Adult- bisexuality-; Counsdllors;
; Aged-; Analysis-of- homosexuality- Disease
Variance; Middle- Control;
Age; Questionnaires-; Experimental-
Regression-Analysis Groups
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The recorded keywords were examined for each databasein turn and alist of the most frequently used
keywords to identify a particular outcome evaluations as a sexud hedth study as well as aprevention
study was ompiles. For example, the list of MeSH terms used in Medline to identify outcome
evauations as sexud hedth studies included “Pregnancy-in-Adolescence”; “Condoms-” and “HIV-
Infections-prevention-and-control” and the list of MeSH terms most frequently used to identify the
outcome evauation as a prevention study included “Hedth-Promotion”; “Knowledge-Attitudes-
Practice” and “Sex-Behaviour”. For al databases except the Socia Science Citation Index theselists of
keywordswerefurther expanded by examining the keywordsin the context of their location within each
thesaurus. All related, broader and narrower keywords were added to the lists depending upon their
relevancy. Relevancy was judged according to the added vaue which these terms would bring to the
search. For example, the MeSH Heading “Contraception-" within Medline has numerous related,
broader and narrower termsie: “Contraception” was related to “Contraceptive Agents” and both of
these terms had numerous narrower terms. Although examining themost frequently used MeSH termsto
identify dudies as sexud hedth suggested that “Contraception” (as a single search term) and
“ContraceptionBehaviour” werethemost likely to be used, the possibility of losing relevant recordsby
only using these terms was examined by exploding “Contraception” and “Contraceptive Agents’ to
determineif any studieswould be missed out. An additiona 342 records wereretrieved, however only
2 records were relevant and no further outcome eva uations were identified.

Appropriate explosion and single search featureswere noted (e.g. “Primary- Prevention” inMedinewas
not exploded to exclude unrelated terms such as“lmmunization-” whereas“Lifestyle-” in PsycLI T was
exploded to include relevant terms). For Medline and EMBA SE, sub-headings for aparticular term
were dso chosen. For example, in Medline, for some of the sexud hedlth keywords only MeSH terms
without subheadings or those with the subheadings “prevention-and-control” and/or “psychology”,
“ethnology”, “datistics and numerica data’ “utilisation” were used. This not only made intuitive sense
(these would be more likely to pick up records concerned with prevention rather than trestment) but
aso resonated with the most frequently used subheadings attached to sexud hedth keywordsused in
the identified outcome evauations. In contrast, for dl the prevention keywords and some of the sexud
hedlth keywords (e.g. the MeSH heading “Pregnancy-in-Adolescence”) dl subheadingsweregppliedto
each keyword.

These two ligts of keywords were then combined such that to be retrieved a report had to be
keyworded with at least one of the chosen sexua health keywords AND ét least one of the prevention
keywords.

A further check on the adequacy of the chosen prevention termsfor retrieving dl relevant reportswas
undertaken for al databases except the Socid Science Citation Index. The searcheswereimplemented
over short time periods on each database and the results examined. All records which had been

retrieved by the sexud hedth keywords but were cut out once these terms were combined with the
prevention terms, were examined. Although no further outcome eva uations were found, many other
relevant citationswere. Thus, to ensure that thesewould be picked up in the search theligt of prevention
keywords was expanded for these four databases. For example the MeSH terms such as “Risk-
Taking”, “Primary-Hedth-Care” and “Patient- Acceptance-of-Hedth-Care” were included in the
Medline search dtrategy. In thisway citations which related more broadly to the effectiveness of sexuad
health interventions would be located.
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The search strategies

The find search srategies for locating outcome evauations of sexud hedlth interventions employed a
whole range of sexud hedlth and prevention terms. Such awide range had to be used to ensurethat the
maximum number of available outcome evauations were located. For example, for the search for
Medline, within the sexud hedth MeSH terms, both “Acquired-immunodeficiency-syndrome-
prevention-and-control” and “HIV-infections- prevention-and- control” had to beincluded to locate dl
outcome evauations of HIV - prevention interventions. Within the prevention MeSH terms, awiderange
of termswere required from very specific terms such as“Hedth- Education” and “Health- Promotior’ to
very generd terms such as “Culture’” and “Public-Health’.

Medline

#1 ACQUIRED-IMMUNODEFICIENCY-SY NDROME / prevention-and-control

#2 HIV-INFECTIONS/ prevention-and-control

#3 explode SEXUALLY-TRANSMITTED-DISEASES / prevention-and-control

#4 CONDOMY all subheadings

#5 PREGNANCY-IN-ADOL ESCENCE / dl subheadings

#6 PREGNANCY-UNWANTED / al subheadings

#7 CONTRACEPTION/ without-subheadings, psychology , trends, utilization

#8 CONTRACEPTION-BEHAVIOR/ al subheadings

#9 FAMILY-PLANNING/without-subheadings,  education,methods,  organization-and-administration,
supply -and-distribution, standards, trends, utilization

#10 ABORTION-INDUCED / without-subheadings, methods, psychology, standards, trends, utilization

#11 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10

#12 HEALTH-EDUCATION / al subheadings

#13 PATIENT-EDUCATION/ al subheadings

#13 HEALTH-PROMOTION / al subheadings

#14 BEHAVIOR-THERAPY / all subheadings

#15 explode HEALTH-BEHAVIOR / &l subheadings

#16 KNOWLEDGE-ATTITUDES-PRACTICE / al subheadings

#17 ATTITUDE-TO-HEALTH / all subheadings

#18 KNOWLEDGE / dl subheadings

#19 ATTITUDE/ al subheadings

#20 COGNITION / all subheadings

#21 CULTURE/ al subheadings

#22 SEX-BEHAVIOR / without-subheadings, psychology, statistics-and-numerical-data, ethnology

#23 PRIMARY-PREVENTION / al subheadings

#24 PUBLIC-HEALTH / all subheadings

#25 PREVENTIVE-HEALTH-SERVICES/ al subheadings

#26 PREVENTIVE-MEDICINE / al subheadings

#27 RISK-TAKING/ all subheadings

#28 CHOICE-BEHAVIOR/ dl subheadings

#29 PRIMARY-HEALTH-CARE / al subheadings

#30 PATIENT-ACCEPTANCE-OFHEALTH-CARE / all subheadings

#31 HEALTH-SERVICES-ACCESSIBILITY / @l subheadings

#32 #12 or #13 or #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or
#28 or #29 or #30 or #31

#33 #11 and #32

#34 SEX-EDUCATION/ al subheadings

#35 #33 or #34
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EMBASE

#1 ACQUIRED-IMMUNE-DEFICIENCY-SY NDROME / without-subheadings, epidemiology , prevention
#2 HUMAN-IMMUNODEHCIENCY-VIRUS/ without-subheadings, epidemiology , prevention
#3 HUMAN-IMMUNODEFICIENCY-VIRUSINFECTION /without-subheadings epidemiol ogy, prevention
#4 explode SEXUALLY-TRANSMITTED-DISEASE / prevention

#5 SEXUAL-INTERCOURSE / al subheadings

#6 PREGNANCY / without-subheadings, prevention

#7 ADOLESCENT-PREGNANCY / without-subheadings , prevention
#8 FAMILY-PLANNING / all subheadings

#9 BIRTH-CONTROL / without-subheadings

#10 CONTRACEPTION / without-subheadings

#11 CONDOM / @l subheadings

#12 ORAL-CONTRACEPTION / without-subheadings

#13 HORMONAL-CONTRACEPTION / without-subheadings

#14 INDUCED-ABORTION / al subheadings

#15 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14
#16 explode HEALTH-EDUCATION / all subheadings

#17 HEALTH-BEHAVIOR/ all subheadings

#18 HEALTH-PROGRAM / al subheadings

#19 PRIMARY-PREVENTION / al subheadings

#20 BEHAVIOR-THERAPY / all subheadings

#21 BEHAVIOR-MODIFICATION / al subheadings

#22 BEHAVIOR/ al subheadings

#23 SEXUAL-BEHAVIOR / all subheadings

#24 ATTITUDE/ al subheadings

#25 LIFESTYLE/ dl subheadings

#26 DECISION-MAKING / al subheadings

#27 EDUCATION-PROGRAM / @l subheadings

#28 PREVENTIVE-HEALTH-SERVICE/ adl subheadings

#29 PREVENTIVE-MEDICINE / al subheadings

#30 RISK-MANAGEMENT / all subheadings

#31 EVALUATION-AND-FOLLOW-UP/ al subheadings

#32 #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or #28 or #29 or #30 or #31
#33 #32 and #15

#34 SEXUAL-EDUCATION / al subheadings

#35 #33 or #34

PsycLIT

#1 ACQUIRED-IMMUNE-DEFCIENCY-SYNDROME in DE

#2 AIDS-ATTITUDES-TOWARD in DE

#3 HUMAN-IMMUNODEF CIENCY-VIRUSin DE

#4 VENEREAL-DISEASESin DE

#5 PSY CHOSEXUAL-BEHAVIOR in DE

#6 SEXUAL-ABSTINENCE in DE

#7 SEXUAL-INTERCOURSE-HUMAN in DE

#8 PREMARITAL-INTERCOURSE in DE

#9 ADOLESCENT-PREGNANCY in DE

#10 PREGNANCY-in DE

#11 ADOLESCENT-FATHERSinDE

#12 ADOLESCENT-MOTHERSin DE

#13 UNWED-MOTHERS in DE

#14 explode FAMILY-PLANNING in DE

#15 FAMILY-PLANNINGATTITUDESin DE
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#16

#17

#18
#19

#20
#21
#22
#23
#24
#25
#26
#27
#28
#29
#30
#31
#32
#33
#34
#35
#36
#37
#38
#39

#41
#42

#46
HAT

ERIC
#1
#2
#3
#4
#5
#6
#7
#8
#9
#10
#11
#12
#13
#14
#15
#16
#17
#18

SEXUAL-ATTITUDESin DE
SEXUAL-RISK-TAKING inDE
INDUCED-ABORTION in DE

#1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16 or #17 or
#18

explode HEALTH-EDUCATION in DE
KNOWLEDGE-LEVEL inDE
HEALTH-KNOWLEDGE in DE
HEALTH-PROMOTION in DE
PREVENTION-in DE
PREVENTIVE-MEDICINE in DE
RISK-MANAGEMENT in DE
RISK-PERCEPTION in DE
RISK-TAKING in DE
SEXUAL-RISK-TAKING inDE
HEALTH-BEHAVIOR in DE
HEALTH-ATTITUDES inDE

explode LIFESTYLE in DE
PHYSICAL-ILLNESSATTITUDES-TOWARD in DE
BEHAVIOR-MODIFICATION in DE
BEHAVIOR-CHANGE in DE
BEHAVIOR-THERAPY in DE
PROBLEM-SOLVING in DE
DECISION-MAKING in DE
CHOICE-BEHAVIOR in DE
EDUCATIONAL-PROGRAMSin DE
PROGRAM-EVALUATION in DE

#20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or #28 or #29 or #30 or #31 or #32 or #33 or #34 or #35 or
#36 or #37 or #38 or #39 or #40 or #41
#20 and #43

AIDS-PREVENTION in DE
SEX-EDUCATION in DE

#44 or #45

#43 or #46

"SEXUALITY-"IN DE
"ACQUIRED-IMMUNE-DEFICIENCY-SYNDROME" IN DE
"PREGNANCY-" IN DE

"PREGNANT-STUDENTS' IN DE

"ABORTIONS-" IN DE

"FAMILY-PLANNING" IN DE

"CONTRACEPTION-" IN DE
"EARLY-PARENTHOOD" IN DE
"UNWED-MOTHERS' IN DE
"VENEREAL-DISEASES' IN DE

#1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10
"HEALTH-EDUCATION" IN DE
"HEALTH-PROMOTION" IN DE
"HEALTH-ACTIVITIES' IN DE
"HEALTH-PROGRAMS' IN DE
"HEALTH-MATERIALS" IN DE

"BEHAVIOR-" IN DE

"BEHAVIOR-CHANGE" IN DE
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#19 "BEHAVIOR-MODIFICATION" IN DE

#20 "BEHAVIOR-THEORIES' IN DE

#21 "SOCIAL-BEHAVIOR" IN DE

#22 "BEHAVIOR-STANDARDS' IN DE

#23 "BEHAVIORAL-SCIENCE-RESEARCH" IN DE

#23 "BEHAVIOR-PATTERNS' IN DE

#25 "KNOWLEDGE-LEVEL" IN DE

#26 "ATTITUDES-" IN DE

#27 "ATTITUDE-CHANGE" IN DE

#28 "ATTITUDEEMEASURES' IN DE

#29 "BELIEFS" IN DE

#30 "PREVENTIVE-MEDICINE" IN DE

#31 "PREVENTION-" IN DE

#32 "INTERVENTION-" IN DE

#33 "EVALUATION-" IN DE

#34 "EVALUATION-METHODS' IN DE

#35 "OUTCOMES-OF-EDUCATION" IN DE

#36 "RISK-" IN DE

#37 "AT-RISK-PERSONS' IN DE

#38 #12 or #13 or #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or
#28 or #29 or #30 or #31 or #32 or #33 or #34 or #35 or #36 or #37

#39 #38 and #11

#44 "SEX-EDUCATION" IN DE

#45 #43 or #44

the Social ScienceCitation I ndex
#1 HIV/AIDS

#2 HIV

#3 AIDS

#4 Acquired immunoedeficiency syndrome
#5 Human immunodeficiency virus

#6 Sexually transmitted disease*

#7 chlamydia

#3 gonorrhea

#9 syphilis

#10 genital herpes

#11 unwanted pregnancy

#12 pregnancy prevention

#13 adolescent pregnancy

#14 teenage pregnancy

#15 contraception

#16 condom

#17 family planning

#18 sexua behavi*

#19 abortion

#20 termination of pregnancy

#21 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16
or #17 or #18 or #19 or #20

#22 health education

#23 health promotion

#24 heslth behavi*

#25 behavi* change
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#26
#27
#28
#29
#30
#31
#32
#33
#34
#35
#36
#37
#38
#39
#40
#41

risk behavi*

risk taking

education program
health program
intervention*
evauation*

prevent*

#22 or #23 or #24 or #25 or #26 or #27 or #28 or #29 or #30 or #31 or #32
knowledge

attitude

behavi*

#34 and #35 and #36
#37 or #33

#21 and #38

sex* education

#39 or #40

the Cochrane Controlled Trials Register
Terms for specific interventions

#1
#2
#3
#4
#5
#6
#7
#8
#9
#10
#11
#12
#13
#14
#15
#16
#17
#18

“sex educatio*”

“sexua educatio*”
“HIV/AIDS educatio*”
“AlDS educatio*”

“HIV testing”

“HIV antibody testing”
“family planning”
condoms

condom

pregnancy near preventi*
“pregnancy prevention”
AIDS near prevention

HIV near preventi*

AIDS and knowledge
AIDS and attitud*

AIDS near risk next reduc*
HIV near risk near reduc*
#1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16
or #17

Terms for unwanted pregnany

#19
#20
#21

abortion
“unwanted pregnancy”
#19 or #20

Terms for sexual health

#22
#23
#24
#25
#26
#27

adolescen* near pregnan*
bisexua*

homosexua*

prostitut*

sexua* near abstinen*
sex NEAR behavio*
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#28 “sexua behavio*”
#29 #23 or #24 or #25 or #26 or #27 #28

Terms for health promotion

#30 attitud* near hedlth

#31 “health behavio*”

#32 knowledge AND attitud* AND practice

#33 knowledge AND attitud* AND behavio*

#34 “behavio* therapy”

#35 “cogniti* therapy”

#36 counsel*

#37 “health educatio*”

#38 “public health”

#39 “patient educatio*”

#40 “health promotio*”

#41 “preventi* health servic*”

#42 “schoo* health servic*”

#43 “preventi* medicine”

#44 “primary prevention”

#45 prevention near progra*

#46 skil* near develo*

#A47 skil* near building

#48 “risk taking”

#49 “risk behavio*”

#50 #30 or #31 or #32 or #33 or #34 or #35 or #36 or #37 or #38 or #39 or #40 or #41 or #42 or #43
#44 or #45 or #47 or #48 or #49

Terms for sexually transmitted diseases

#51 “sexually transmitted diseas*”

#52 chlamydi* or gonorrhea or syphilis

#53 herpes next genita*

#54 HIV or AIDS

#55 “acquired immune deficiency syndrome”
#56 “acquired immunodeficiency syndrome”
#57 #51 or #52 or #53 or #54 or #55 or #56

Combining searches

#58 #50 and #57 (health promotion and STDs)

#59 #50 and #21 (health promotion and unwanted pregnancy)
#60 #50 and #29 (health promotion and sexual health)

#61 #58 or #59 or #60

#62 #61 or #18 (sexual health promotion hits)
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Appendix 5

Use of ‘essential’ MeSH terms to increase specificity

I ncreasing the specificity of the Medline sexual health search strategy

The choice of essentid MeSH terms to include in the search was guided by undertaking a senstivity
andysisin relation to the proportion of the“gold standard” of outcome evauationsfound when
each MeSH heading was cut out of the search in turn. The“gold standard” consisted of the 72
outcome eva uations found by implementing the*‘origind’ Medline sexua hedlth search strategy
developed in Chapter 5 (see Appendix 4) for Jan 1996 to September 1997. This provided a
way of caculating the vaue of each MeSH term in the search. Separate analyses of sexud
health MeSH terms and prevention MeSH terms was undertaken.

Table 1 shows the total number of records found by each sexud hedth MeSH term in the Medline
search draegy, the number of outcome evauations found and the number of outcome
evauations which would be missed when a MeSH heading was not included in the search.

Tablel Number of outcome evauations identified by sexud heath MeSH terms and number
logt if MeSH termisnot used.
Total nr | NrOEs | Nr OEs Total nr [ Nr OEs | Nr OEs
records found not records | found not
found identified found identified
ACQUIRED- 221 30 13 PREGNANCY- 22 0 0
IMMUNODEFICIENCY- UNWANTED / all
SYNDROME/ subheadings
prevention-and-control
HIV-INFECTIONS/ 388 38 10 CONTRACEPTION/ 63 3 0
prevention-and-control without-subheadings,
psychology, trends,
utilization
Explode SEXUALLY - 667 17 0 CONTRACEPTION- 70 2 0
TRANSMITTED- BEHAVIOR/ all
DISEASES/ subheadings
prevention-and-control
CONDOMY/ all 226 24 1 FAMILY-PLANNING/ 92 1 0
subheadings without-subheadings,
education, methods,
organization-and-
administration, supply-
and-distribution,
standards, trends,
utilisation
PREGNANCY-IN- 99 7 1 ABORTION-INDUCED/ 32 0 0

ADOLESCENCE/ al
subheadings

without-subheadings,
methods, psychology,
standards, methods,
utilisation
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Thereaultsintable 1 suggest that the MeSH terms “pregnancy- unwanted” and “abortion-induced” are
not essentia for thetotal number of outcome evauationsidentified by Medline. Similarly when “ sexuly-
transmitted- di seases- prevention and-control”,“contraception-”, “contraception-behaviour” and“family-
planning” are not used in the search no outcome evauations arelost. Thus, the‘origind’ Medlinesearch
can belimited to thefollowing essentid sexua hedlth terms-“ A cquired-lmmunodeficiency- Syndrome-
prevention-and-control”; “HIV-Infections- prevention-and- control”; “Condoms-dl-subheadings” and
“Pregnancy-in-Adolescence-dl subheadings”.

Table2 showsthetota number of recordsfound by each prevention MeSH termin the Medline search

drategy, the number of outcome evauations found and the number of outcome evauations
which would be missed if aMeSH term was not included in the search.

Table2 Number of outcome evauations (trias) identified by MeSH prevention terms and
number logt if MeSH term is not used.

Total nr | NrOEs | Nr OEs Total nr [ Nr OEs | Nr OEs
records found not records | found not
found identified found identified
HEALTH-EDUCATION / 172 38 3 SEX-BEHAVIOUR/ al 355 31 0
all subheadings subheadings
PATIENT-EDUCATION / 59 6 0 PRIMARY- 10 2 1
al subheadings PREVENTION / dl
subheadings
HEALTH-PROMOTION / 64 4 1 PUBLIC-HEALTH / dl 43 0 0
all subheadings subheadings
BEHAVIOR-THERAPY / 3 2 0 PREVENTIVE- 22 3 0
al subheadings HEALTH-SERVICES/ dl
subheadings
explode HEALTH- 66 3 1 PREVENTIVE- 2 0 0
BEHAVIOR/ al MEDICINE/ al
subheadings subheadings
KNOWLEDGE- 339 39 1 RISK-TAKING/ all 176 16 2
ATTITUDES-PRACTICE subheadings
/ dl subheadings
ATTITUDE-TO- 76 6 0 CHOICE-BEHAVIOR/ 10 0 0
HEALTHY/ @l subheadings all subheadings
KNOWLEDGE / al 2 0 0 PRIMARY-HEALTH- 15 0 0
subheadings CARE / al subheadings
ATTITUDE/ al 17 0 0 PATIENT- 31 0 0
subheadings ACCEPTANCE-OF-
HEALTH-CARE/ dl
subheadings
COGNITION / al 5 0 0 HEALTH-SERVICES 41 1 0
subheadings ACCESSIBILITY / dl
subheadings
CULTURE/ al 18 0 0 SEX-EDUCATION/ all 166 24 5
subheadings subheadings
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These results suggest that the MeSH terms “Patient- Education”, “Behavior-Therapy”, “Attitude-
to-Hedth’, “Knowledge-”, “Attitude-", “Cognitiont”, “Culture-”, “Sex-Behavior”, “Public-hedth’,
“Preventive-Hed th- Services’, “Prevertive-Medicine”, “Choice-Behavior”, “Primary-

Hedth-Care”, “Patient- Acceptance- of-Hedth- Care” and “Hedlth- Services- Accessihility” are not
essentia for the total number of outcome evauations found by the ‘origind’ Medline search strategy.
Thus, the ‘origind’ Medline search can be limited to the following essentia prevention

terms “hedth-education”, “heath-promotion”, “hedth-behaviour”, “knowledge-attitudes-practice”,
“primary-prevention”, “risk factors” and “sex-education’.

Using these results asaguiddineto increase the specificity of the‘origina’ Medline search strategy, the
essential sexua hedth MeSH termsand the essentid prevention MeSH termswere combined in ‘search
1:

Search 1

#1 ACQUIRED-IMMUNODEFICIENCY-SY NDROME / prevention-and-control
#2 HIV-INFECTIONS/ prevention-and-control

#3 CONDOMY all subheadings

#4 PREGNANCY-IN-ADOLESCENCE / dl subheadings

#5 #lor#2 or #3 or #4

#6 HEALTH-EDUCATION / al subheadings

#7 HEALTH-PROMOTION / al subheadings

#8 HEALTH-BEHAVIOR/ al subheadings

#9 KNOWLEDGE-ATTITUDES-PRACTICE / al subheadings
#10 PRIMARY-PREVENTION / al subheadings

#11 RISK-TAKING / all subheadings

#12 #6 or #7 or #8 or #9 or #10 or #11

#13 #5and #12

#14 SEX-EDUCATIONY/ al subheadings

#15 #13 or #14

A further limit onthe prevention MeSH terms could be achieved by only using the above set of essential
prevention MeSH terms which identify the grestest number of outcome evauations. These MeSH
termswould be“hedth-education” and “knowledge- attitudes- practice”. These preventionMeSH terms
were combined with the essential sexua hedth MeSH termsin ‘search 2"

Search 2

#1 ACQUIRED-IMMUNODEFICIENCY-SYNDROME / prevention-and-control

#2 HIV-INFECTIONS/ prevention-and-control

#3 CONDOMY all subheadings

#4 PREGNANCY-IN-ADOLESCENCE!/ all subheadings

#5 #1 or #2 or #3 or #4

#6 HEALTH-EDUCATION / all subheadings

#7 KNOWLEDGE-ATTITUDES-PRACTICE/ all subheadings

#8 #6 or #7

#9 #5and #8

Use of study design terms to increase specificity

The study design MeSH terms were based on the Cochrane optima search srategy for identifying
RCTs (Dickersin et d. 1994) and terms used by Roe et d (1997) to identify outcome
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evauations of heglthy egting interventions. These termswere combined using the“and”command with
the ‘origind’ Medline sexua health search Strategy to create ‘search 3.

Search 3

#1 Randomized-Controlled-Tria in PT

#2 Clinica-Tria in PT

#3 Comparative-Study in TG

#4 RANDOMIZED-CONTROLLED-TRIALS/all subheadings

#5 RANDOM-ALLOCATION / al subheadings

#6 explode CLINICAL-TRIALS/ al subheadings

#7 RESEARCH-DESIGN / all subheadings

#8 explode EVALUATION-STUDIES/ all subheadings

#9 FOLLOW-UP-STUDIES/ al subheadings

#10 PROSPECTIVE-STUDIES/ al subheadings

(all above reproduced form the Cochrane optimal search as presented in Dickersin et al. (1995))
#12 explode OUTCOM E-and-PROCESS-ASSESSMENT-HEALTH-CARE / all subheadings
#13 INTERVENTION-STUDIEY/ all subheadings

#14 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #3 or #9 or #10 or #11 or #12 or #13

#15 #14 AND ‘Medline sexual health search strategy A’
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Appendix 6  Search strategies for identifying health promotion studiesin the workplace on
Medline, EMBASE, PsycLI T, ERIC and the Social Science Citation I ndex

Development of search strategies

In order to develop highly sensitive search Strategies, previous ‘ smple search Strategies for
identifying outcome evauations of heath promation interventions in the workplace on four
electronic databases (Medline, EMBASE, PsycLIT and the Socia Sciences Citation Index) were
examined with the amof increasing their sengtivity. These search dtrategies were previoudy

used to locate studies for a systematic review of the effectiveness of hedth promotion
interventions in the workplace (Peersman et d. 1997). Altogether 139 outcome eva uations were
found. The search strategies found 96 (69%) of the tota number of outcome evduations. The 43
reports of outcome evaluations which were not found by the electronic search strategies were
traced back on each of the five databases using an author/ and or title search. If they were found
on aparticular database, the keywords with which they were coded on that database were
recorded (i.e. MeSH terms for Medline; Descriptors for PsycLIT, EMBASE and ERIC; and text
words for the Socia Science Citation Index). One exampleisshownin Table 1. Thisstudy was
found in two of the five databases only, but the keywording was different in each case.

Tablel Example of how the keywords used to identify the outcome evauations of hedlth
promotion interventions in the workplace on the five e ectronic databases were
recorded.

Medline EMBASE | PsycLIT ERIC Socia Science
Citation Index

Friesen CA, & Hoerr SL. | *Education,- Not found | nutrition; Not Not found

(1990). Nutrition Graduate; *Health- public found

education strategiesfor | Education; hedlth;

work-sitewellness: *Nutrition-

Evduation of agraduate | Eduation;
course targeted to work- | *Occupational-

site wellness mgjors. Health-Services;
Journa of the American | Chi-Square
Dietetic Association Digtribution
90(6), 854-856.

In thisway, reasons why the searches did not pick up outcome evauations could be explored and
amore sendtive search strategy developed. Of the 43 outcome evauations not found by the
‘dmple search srategies, 25 were found on Medline, 10 were found on PsycLIT, 16 were found
on EMBASE, 15 were found on the Socid Science Citation Index, and 1 was found on ERIC.
Table 2 shows the proportion of outcome evaluations according to the reason why they were not
found by the search strategies. These reasons were categorized into 4 areas. The range of
keywords used in the smple search drategiesto retrieve sudies relevant to health promotion was
often inadequate fo the breaod range of keywords actually applied within the databases. For
example, for Medlinethe MeSH term ‘ Behavior- Therapy’ and for EMBA SE the descriptors
‘Hedlth- Program’ and * Education-Program’ were often used to describe reports of outcome
evauations as a hedth promotion sudy. A smilar problem occurred for the range of keywords to
retrieve sudiesin aworkplace setting. For example, for Medline the MeSH terms ‘ Occupationd-
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Hedlth- Services and * Occupationa-Medicine' and for PsycLIT the descriptors ' Employee-
Assigance-Programs were often used to keyword reports as set in the workplace. None of the
smple search Strategies used free-text workplace setting terms and astable 2 shows, there were
severd reports which could only be identified as set in the workplace if afree text term was used
in the seerch. Findly, the Smple search Strategies did not use specific disease terms to retrieve
reports. Astable 2 shows some reports were often not keyworded with agenera hedth
promotion term but only with the specific disease or hedlth promotion/state the report described
(e.g. for Medline the MeSH terms * Smoking- prevention-and-control’ and ‘ Physica- Fitness').

Table2 Reasons why outcome eva uations were not found by smple search strategies
implemented on Medline, EMBASE, PsycLIT, ERIC and the Socid Science
Citation Index.
Number (%) of outcome eval uations not found
Nr of outcome | Inadequate useof | Inadequate useof | Non-use of free- Inadequate use of
evaluationsnot | health promotion | workplace text workplace specific disease
found keywords keywords terms keywords
Total 43¢
Medline 25+ 4(16) 20(80) 4(16) 7(28)
EMBASE 16 2(13 531 9 (56) 7(44)
PsycLIT 10 2(20) 3(30) 6 (60) 6 (60)
ERIC 1 1(200) 0(0) 0(0) 0(0)
Social Science
Citation 15 3(20) 0(0) 14(93) 10(67)
Index***

* Numbers do not add up due to overlap between databases
** Numbers do not add up as one outcome eval uation can appear in more than one category

*** Reasons for the Social Science Citation Index refer to free-text terms only

Using the four reasons for not locating a sudy as a guide, more detaled search strategies were
developed for Medline, EMBASE, PsycLIT and the Socid Science Citation Index. For example,
on Medline the MeSH term ‘ Behavior- Therapy’ was used as an additiona keyword to identify
studies as hedlth promoation, four additional MeSH terms were used to identify sudies set in the
workplace (e.g. ‘ Occupational-Hedth- Services ), free-text terms such as ‘workplace’, ‘worksite
and ‘employee’ were added to the search and arange of disease-specific and health problem:
specific MeSH terms were added to the searc h(e.g.  Cardiovascul ar- Diseases- prevention-and-
control’, * Cholesteral-blood', * Smoking-prevention-and-control’). Keywords were combined
within the search such that health promotion terms or disease/hedlth problem specific terms were
combined using the AND command with workplace setting MeSH terms and free-text workplace
setting terms. The search strategy for ERIC was not developed any further since it contributed

only asmall proportion of studiesto the set of outcome evauations in the update of the
systematic review of the effectiveness of health promotion interventions in the workplace

(Peersman et al. 1997).
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The search strategies

Medline

Simple Search

#1 explode HEALTH-BEHAVIOR/ al subheadings

#2 explode HEALTH-EDUCATIONY/ dl subheadings

#3 HEALTH-PROMOTION/ al subheadings

#4 explode PRIMARY -PREVENTIONY/ al subheadings

#5 #1 or #2 or #3 or #4

#6 explode WORK/ dl subheadings

#r WORKPLACE/ dl subheadings

#8 #6 or #7

#9 #5 and #8

Detailed Search

#1 explode HEALTH-BEHAVIOR/ dl subheadings

#2 explode HEALTH-EDUCATION/ al subheadings

#3 HEALTH-PROMOTION/ al subheadings

#4 PRIMARY -PREVENTION/ dl subheadings

#5 explode BEHAVIOR-THERAPY/ al subheadings

#6 ALCOHOL-DRINKING/ without-subheadings, prevention-and-control, psychology

#1 ALCOHOLISM/ prevention-and-control

#8 SEAT-BELTY without-subheadings

#9 ACCIDENT-PREVENTION/ dl subheadings

#10  ACCIDENTS-OCCUPATIONAL/ prevention-and-control, psychology

#11  LUNG-NEOPLASMY prevention-and-control, psychology

#12  explode BREAST-NEOPLASMY prevention-and-control, psychology

#13  explode DIGESTIVE-SY STEM-NEOPLASM S prevention-and-control, psychology

#14  CARDIOVASCULAR-DISEASEY prevention-and-control, psychology

#15  explode DIET-THERAPY/ without-subheadings, psychology

#16  NUTRITION/ education

#17  HYPERCHOLESTEROLEMIA/ prevention-and-control, psychology

#22  SOCIAL-SUPPORT/ all subheadings

#23  explode STRESS-PSY CHOLOGICAL / without-subheadings, prevention-and-control,
psychology, therapy

#24  PHYSICAL-FITNESY without-subheadings, psychology

#25  EXERCISE/ without-subheadings, psychology

#26  SMOKING/ prevention-and-control, psychology, therapy

#27  TOBACCO-USE-DISORDER/ prevention-and-control, therapy

#28  OBESITY/ prevention-and-control, psychology, therapy

#29  WEIGHT-LOSY without-subheadings

#30  HYPERTENSION/ prevention-and-control, psychology

#31  #1lor#2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16
or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or #28 or #29 or #30

#32  explode WORK/ all subheadings

#33  WORKPLACE/ dl subheadings

#34  OCCUPATIONAL-HEALTH / without-subheadings

#35  explode OCCUPATIONAL-DISEASEY prevention-and-control, psychology, therapy

#36  OCCUPATIONAL-HEALTH-SERVICESY without-subheadings, organization-and-

administration, standards
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#37 OCCUPATIONAL-MEDICINE/ without-subheadings

#38  WORK-PLACE

#39  WORK-PLACES

#40  WORK-SITE

#41  WORK-SITE-BASED

#42  WORK-SITES

#43  WORKPLACE

#44  WORKPLACE-

#45  WORKPLACES

#46  WORKSETTING

#47  WORKSITE

#48  WORKSITE-BASED

#49  WORKSITES

#50 EMPLOYEES

#51 #32 or #33 or #34 or #35 or #36 or #37 or #38 or #39 or #40 or #41 or #42 or #43 or #44 or #45 or
H#46 or #47 or #48 or #49 or #50

#52  #3land #51

EMBASE

Simple Search

#1 exp HEALTH-EDUCATION/ all subheadings
#2 HEALTH-PROMOTION/ all subheadings

#3 exp HEALTH-BEHAVIOR/ dl subheadings
#4 PRIMARY -PREVENTION/ al subheadings
#5 #1 or #2 or #3 or #4

#6 exp WORK/ dl subheadings

#7 #5 and #6

Detailed Search

#1 exp HEALTH-EDUCATION/ al subheadings
#2 HEALTH-PROMOTION/ al subheadings
#3 exp HEALTH-BEHAVIOR/ dl subheadings
#4 PRIMARY -PREVENTION/ al subheadings
#5 EDUCATION-PROGRAM/ dl subheadings
#6 RISK-FACTOR/ dl subheadings

#7 BEHAVIOR-THERAPY/ al subheadings
#8 PREVENTIVE-HEALTH-SERVICE/ dl subheadings
#9 HEALTH-PROGRAM/ al subheadings

#10  OBESITY- /dl subheadings

#11  BODY-WEIGHT/ all subheadings

#12 ~ WEIGHT-REDUCTION/ all subheadings
#13 HYPERTENSION-/ dl subheadings

#14 NUTRITION/ al subheadings

#15  DIET-/ dl subheadings

#16 DIETARY-INTAKE/ al subheadings

#17 FEEDING-BEHAVIOR/ al subheadings
#18 EATING-HABIT/ dl subheadings

#19  FOOD-PREFERENCE dl subheadings

#20  NUTRITIONAL-HEALTH/ al subheadings
#21  NUTRITIONAL-STATUY dl subheadings
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#22
#23
#24
#25
#26
#27
#28
#29
#30
#31
#32
#33
#34
#35
#36
#37
#38
#39

#41
#42

#46
HAT

#49
#50
#51
#52
#53

#55
#56
#Ho7
#58
#59
#60
#61
#62
#63

#65

#HE67

#68

NUTRITIONAL-VALUE/ al subheadings

EATING-/ dl subheadings

CHOLESTEROL-BLOOD-LEVEL/ al subheadings

STRESS-/ dl subheadings

EMOTIONAL-STRESY al subheadings

MENTAL-STRESY al subheadings

ISCHEMIC-HEART-DISEASE/ dl subheadings

LUNG-CANCER/ al subheadings

EXERCISE-/ dl subheadings

FITNESS-/ dl subheadings

CARDIOVASCULAR-DISEASE/ dl subheadings
BREAST-CANCER/ al subheadings

CANCER-SCREENING/ al subheadings

NECK-PAIN/ al subheadings

HY PERCHOLESTEROLEMIA-/ dl subheadings
SOCIAL-SUPPORT/ dl subheadings

ACCIDENT-PREVENTION/ al subheadings
CANCER-PREVENTION/ al subheadings
HEART-INFARCTION-PREVENTION/ al subheadings
CIGARETTE-SMOKING/ dl subheadings

#1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16
or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26 or #27 or #28 or #30 or #31
or #32 or #33 or #34 or #35 or #36 or #37 or #38 or #39 or #40 or #41

WORK/ &l subheadings

WORK ENVIRONMENT/ al subheadings
ABSENTEEISM/ dl subheadings

BURNOUT/ dl subheadings

WORK-CAPACITY/ dl subheadings
WORK-SCHEDULE/ dl subheadings

WORKLOAD/ al subheadings

WORKPLACE/ al subheadings

EMPLOY EE/ dl subheadings

WORKER/ al subheadings
OCCUPATIONAL-HEALTHY/ dl subheadings
OCCUPATIONAL-HEALTH-SERVICE al subheadings
OCCUPATIONAL-MEDICINE/ dl subheadings
employee.tw.

employees.tw.

workplace.tw.

workplaces.tw.

work-place.tw.

work-places.tw.

work place.tw.

worksite.tw.

worksites.tw.

work-site.tw.

work-sites.tw.

H#A3 or #44 or #45 or #46 or #47 or #48 or #49 or #50 or #51 or #52 or #53 or #54 or #55 or #56 or
#57 or #58 or #59 or #60 or #61 or #62 or #63 or #64 or #65 or #66

#42 and #67
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PsycLIT

Simple Search

#1 HEALTH-BEHAVIOR in DE

#2 HEALTH-CARE-PSYCHOLOGY in DE

#3 explode HEALTH-CARE-PSY CHOLOGY in DE

#4 explode HEALTH-EDUCATION in DE

#5 ACCIDENT-PREVENTION in DE

#6 AIDS-PREVENTION in DE

#1 DRUG-ABUSE-PREVENTION in DE

#8 PREVENTIVE-MEDICINE in DE

#9 PRIMARY-MENTAL-HEALTH-PREVENTION in DE
#10 RELAPSE-PREVENTION in DE

#11 explode HEALTH-SCREENING in DE

#12 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11

#13  WORK-PLACE

#14  WORK-PLACES

#15  WORK-SITE

#16  WORK-SITE-LEVEL

#17  WORK-SITES

#18 WORKPACE

#19  WORKPLACE

#20  WORKPLACE-BASED
#21  WORKPLACE-RELATED
#22  WORKPLACES

#23  WORKSITE

#24  WORKSITE-BASED

#25  WORKSITE-WIDE

#26  WORKSITES

#27 #13 or #14 or #15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24 or #25 or #26

#28  #12 and #27

Detailed Search

#1 HEALTH-BEHAVIOR in DE

#2 HEALTH-CARE-PSYCHOLOGY in DE

#3 explode HEALTH-CARE-PSYCHOLOGY in DE
H#HA4 explode HEALTH-EDUCATION in DE

#5 ACCIDENT-PREVENTION in DE

#6 AIDS-PREVENTION in DE

H#H7 DRUG-ABUSE-PREVENTION in DE

#8 PREVENTION-MEDICINE in DE

#9 PRIMARY-MENTAL-HEALTH-PREVENTION in DE
#10 RELAPSE-PREVENTION in DE

#11 CANCER-SCREENING in DE

#12 HIV-TESTING in DE

#13 PHY SICAL-EXAMINATION in DE

#14 explode HEALTH-SCREENING in DE

#15 BEHAVIOR-THERAPY in DE

#16 DIETS- in DE
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#17 EATING- in DE

#18 FOOD-INTAKE in DE

#19 NUTRITION in DE

#20  WEIGHT-CONTROL in DE

#21 OBESITY- in DE

#22 FOOD-PREFERENCES in DE

#23 FOOD- in DE

#24 EATING-ATTITUDESin DE

#25 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16
or #17 or #18 or #19 or #20 or #21 or #22 or #23 or #24

#26 EMPLOY EE-ASSISTANCE-PROGRAMS in DE

#27  explode PERSONNEL in DE

#28  WORK-PLACE

#29  WORK-PLACES

#30 WORK-SITE

#31  WORK-SITE-LEVEL

#32  WORK-SITES

#33  WORKPACE

#34  WORKPLACE

#35 WORKPLACE-BASED

#36  WORKPLACE-RELATED

#37  WORKPLACES

#38 WORKSITE

#39  WORKSITE-BASED

#0  WORKSITE-WIDE

#41  WORKSITES

H#A42 EMPLOYEE

#43 EMPLOYEES

H#A4  #26 or #27 or #28 or #29 or #30 or #31 or #32 or #33 or #34 or #35 or #36 or #37 or #38 or #39 or
#40 or #41 or #42 or #43

#45  #25and #44

The Social Science Citation Index
Simple Search

#1 Hedth Promotion

#2 Hedth Education

#3 Hedth Behavior*

#4 Hedth Behaviour*

#5 Prevention

#6 #1 or #2 or #3 or #4 or #5
#1 Work-site*

#38 Work-place*

#9 Workplace*

#10  Worksite

#11  #7 or #8 or #9 or #10

#12  #6 and #11
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Detailed Search

#1 Hedth Promotion
#2 Hedth Education
#3 Hedth Behavior*
#4 Hedlth Behaviour*
#5 Prevention

#6 Nutrition*
#1 Diet*

#3 Food

#9 Fat*

#10 Eding

#11  Cholesterol*
#12  Cardiovascular
#13  #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12

#14  workplace*

#15  work place

#16  workste

#17  work ste

#18 employee*

#19  #14 or #15 or #16 or #17 or #18

#20 #13and #19
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Appendix 7  Development and results of search strategiesfor identifying health promotion
interventions aiming to encourage healthy eating in the workplace

Severd search techniques were undertaken to form an overdl search drategy to identify relevant
outcome evauations. Firgly thedetailed searches’ described in Appendix 6 wereimplemented on four
electronic databases (Medline, EMBASE; PsycLIT and the Socid Science Citation Index). They were
then modified such that the disease-specific or hedth problem terms were restricted to only those
relevant to hedthy eating. For example, on Medline the specific diseasefhedth problem MeSH terms
were limited to “Cardiovascular-Diseases”,“ Digestive- System-Neoplasms”, “Hypercholesterolemia”,
“Nutrition-”,  “Diet-Therapy”, “Cholesterol-blood”, “Feeding-Behavior”, “Dietary-Fats” and
“Cholesterol-Dietary”. Searching was also undertaken on two other e ectronic databases: CABHed th
and the Cochrane Controlled TrialsRegster (CCTR). In addition, bibliographies of relevant systemetic
reviews and identified outcome evaluations were scanned.

A totd of 52 separate outcome evauations were found. A breakdown of the number of outcome
evauations found by each part of the srategy isshownin Table 1.

Tablel Number of outcome evauations (trias) found by the overdl search strategy
Nr of outcome evaluations Nr of trials
Detailed Search 48 27
Medline 33 17
EMBASE 36 20
PsycLIT 15 9
Social Science Citation Index 12 9
Other (CABHedth, CCTR, Reference) 4 4
Total 52 31

The number found by the detailed search Strategies on Medline, EMBASE, PsycLIT and the Socid
Science Citation Index was 48 and a further 4 outcome evauations were uniquely found by other
sources (CCTR, CABHedlth, referenced in other reports).
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Appendix 8 The 52 reports of outcome evaluations of workplace health promotion
interventions to encourage healthy eating

The 52 outcome eva uations were reported in the following 59 reports. Five outcome evauations were
reported in more than one report and one report described two outcome evaluations. These casesare
cross-referenced in the ligt.

Aldana, S.G., Jacobson, B.H., Kelley, P.L. & Quirk, M. (1994) The Effectiveness of a Mobile
Worksite Hedlth Promotion Program in Lowering Employee Hedlth Risk. American Journd of Hedlth
Promoation, 8, 254-256.

<<EPIC 3090>>

Angotti, CM., Levine, M.S. (1994) Review of 5 years of a combined dietary and physicd fitness
intervention for control of serum cholesterol. Perspectives in Practice, 94, 634-638.
<<EPIC 3175>>

Baer, JT. (1993) Improved plasma cholesterol levelsin men after anutrition education program at the
worksite. Journal of the American Dietetic Association, 93, 658-663.
<<EPIC 3176>>

Baer, CA., Grodzin, C.J, Port, JD., Leksas, L. & Tancredi, D.J. (1992) Coronary risk factor
behavior changein hospita personnd following a screening program. American Journd of Preventive
Medicine, 8, 115-122.

<<EPIC 3177>>

Barnard, R.J. & Anthony, D.F. (1980) Effect of hedth maintenance programs on Los Angeles City
firefighters. Journal of Occupational Medicine, 22, 667-669.
<<EPIC 3205>>

Barratt, A., Reznik, R, Irwig, L., Cuff, A., Smpson, JA. & Oldenburg, ,B. (1994) Work-Site
Cholesterol Screening and Dietary Intervention: The Staff Healthy Heart Project. American Journd of
Public Hedlth, 84, 779-782.

<<EPIC 3098 >>

Bertera, R.L. (1993) Behaviord risk factor and illness day changes with workplace health promotion:
two year results. American Journd of Hedlth Promation, 7, 365-373.
<<EPIC 3178>>

Bjurgrom, L.A. & Alexiou, N.G. (1978) A program of heart diseaseintervention for public employees.
A five year report. Journa of Occupationd Medicine, 20, 521-531.
<<EPIC 3179>>

Blanke, K., Stanek, K. & Stacy, R.D. (1990) Comparison of the success of nutrition educetion to
lower dietary cholesterol and fat with and without spouse support for individuas with devated blood

151



cholesterol. Hedth Vaues, 14, 33-37.
<<EPIC 3180>>

Briley, M.E., Montgomery, D.H. & Blewett, J. (1992) Worksite nutrition education can lower total
cholesterol levels and promote weight loss among police department employees. Journd of the
American Dietetic Associgtion, 92, 1382-1384.

<<EPIC 3044 - linked to 3115 >>

Bruno, R., Arnold, C., Jacobson, L., Winick, M. & Wynder, E. (1983) Randomized controlled tria of
anonpharmacol ogic cholesterol reduction program at theworksite, Preventive Medicine, 12, 523-532.
<<EPIC 3181>>

Byers, T., Mullis, R., Anderson, J., Dusenbury, L., Gorsky, R. & Kimber, C. (1995) The Costs and
Effects of a Nutritiona Education Program Following Work-Site Cholesterol Screening. American
Journa of Public Hedth, 85, 650-655.

<<EPIC 3106>>

Conndl, C.M., Sharpe, P.A. & Galant, M.P. (1995) Effect of hedth risk gppraisa on hedlth outcomes
in aunivergty workste hedth promotion trid. Hedth Education Research, 10, 199-209.
<<EPIC 3118>>

Crouch, M., Sdlis, JF., Farquhar, JW., Haskell, W.L., Ellsworth, N.M. & King, A.B. (1986)
Persona and Mediated Hedlth Counseling for Sustained Dietary Reduction of Hypercholesterolemia
Preventive Medicine, 15, 282-291.

<<EPIC 3203>>

De Vak, R.H.W. (1990) Voedingsnterventie in de bedrijfsgeneeskunde. Ned Tijdschr Geneeskd,
134, 338-341.
<<EPIC 3182 - linked to EPIC 3197>>

Edye, B.V., Mandryk, JA., Frommer, M.S,, Hedley, S. & Ferguson, D.A. (1989) Evauation of a
workste programme for the modification of cardiovascular risk factors. Medicd Journd of Audrdia
150, 574-581.

<<EPIC 3202>>

Elton, P.J.,, Ryman, A., Hammer, M. & Page, F. (1994) Randomised controlled tria in northern
England of the effect of a person knowing their own serum cholesterol concentration. Journd of
Epidemiology and Community Hedlth, 48, 22-25.

<<EPIC 3047>>

Erfurt, J.C. & Holtyn, K. (1991) Hedth promotion in smdl business. what works and what doesn't
work. Journa of Occupational Medicine, 33, 66-73.
<<EPIC 3183>>

Fielding, JE., Mason, T., Knight, K., Klesges, R. & Pdlletier, K.R. (1995) A Randomized Tria of the
IMPACT Worksite Cholesterol Reduction Program. American Journd of Preventive Medicine, 11,

152



120-123.
<<EPIC 3100>>

Fisher, SP. & Fisher, M.M. (1995) Development, implementation, and evduation of a hedth
promation program in acollege setting. Journd of American College Hedlth, 44, 81-83.
<<EPIC 3108>>

Francisco, V.T., Paine, A.L., Fawcett, SB., Johnston, J. & Banks, D. (1994) An experimenta
evauation of an incentive program to reduce serum cholesteral levels among hedlth fair participants.
Archive Family Medicine, 3, 246-251.

<<EPIC 3200>>

Fries, JF., Fries, ST., Parcell, C.L. & Harrington, H. (1992) Hedth risk changes with alow cost
individuaized hedth promotion program: effects a up to 30 months. American Journd of Hedth
Promotion, 6, 364-371.

<<EPIC 3184>>

Gambera, P.J., Schneeman, B.O. & Davis, P.A. (1995) Use of thefood guide pyramid and US dietary
guiddinesto improve digtary intake and reduce cardiovascular risk in active-duty Air Force members.
Journal of the American Dietetic Association, 95, 1268-1273.

<<EPIC 3206>>

Gemson, D.H. & Soan, R.P. (1995) Efficacy of computerized health risk appraisa aspart of aperiodic
hedlth examination a the worksite. American Journa of Hedlth Promotion, 9, 462-466.
<<EPIC 3139>>

Gemson, D.H., Sloan, R.P., Messri, P. & Goldberg, 1.J. (1990) A Public Hedth Mode for
Cardiovascular Risk Reduction. Archives Internationa Medicine, 150, 985-989.
<<EPIC 3198>>

Glasgow, R.E., Terborg, JR., Hallis, JF., Severson, H.H. & Boles, SM. (1995) Take Heart: Results
fromtheinitia phase of work- site Wellness Program. American Journa of Public Hedlth, 85, 209-216.
<<EPIC 3070 - linked to 3007>>

Glasgow, R.E., Terborg, JR., Hallis, JF., Severson, H., Fisher, K.J. & Boles, S.M.(1994) Modifying
dietary and tobacco use patternsin the worksite: the Take Heart Project. Hedlth Education Quarterly,
21, 69-82.

<<EPIC 3007 - linked to 3070>>

Glasgow, R.E., Terborg, JR., Strycker, L.A., Boles, SM. & Hadllis, JF. (1997) Take Heart II:
Replication of aworksite hedth promotion trid. Journd of Behaviora Medicine, 20, 143-161.
<<EPIC 3201>>

Goetzd, R., Sepulveda, M., Knight, K., Eisen, M., Wade, S., Wong, J. & Fidding, J. (1994)

153



Asociaion of IBM's"A Plan for Life" Health Promotion Program with Changesin Employees Hedth
Risk Status. Journd of Occupationd and Environmental Medicine, 36, 1005-1009.
<<EPIC 3083>>

Goetzd, R.Z., Kahr, T.Y ., Aldana, S.G. & Kenny, G.M. (1996) An Evauation of Duke Universty's
Live for Life Hedth Promotion Program and Its Impact on Employee Hedth. American Journa of
Hedth Promotion, 10, 340-341.

<<EPIC 3085>>

Gomel, M., Oldenburg, B., Smpson, JM. & Owen, N. (1993) Work-ste cardiovascular risk
reduction:A randomised trid of hedlth risk assessment, Education, counsdlling and incertives. American
Journal of Public Hedlth, 83, 1231-1238.

<<EPIC 3001 - linked to 3002>>

Grove, D.A., Reed, RW. & Miller, L.C. (1979) A hedth promotion program in a corporate setting.
Journal of Family Practice, 9, 83-88.
<<EPIC 3199>>

Hanlon, P., McEwen, J., Carey, L., Gilmour, H. & Tannahill, C. (1995) Hedlth checks and coronary
risk: further evidence from arandomised controlled trid. British Medicd Journd, 311, 1609-1613.
<<EPIC 3185>>

Harper, A.S, Fardly, M.R., Emery, A.M., McGlew, T.J. & Lyon, A. (1990) The Vae of Leven
health promotion project. British Journa of Genera Practice, 40, 64-66.
<<EPIC 3186>>

Hartman, T.J,, Himes, JH., McCarthy, P.R. & Kushi, L.H. (1995) Effects of a low-fat, worksite
intervention on blood lipidsand lipoproteins. Journa of Occupationd and Environmenta Medicine, 37,
690-696.

<<EPIC 3082 - linked to 3038 >>

Hartman, T.J.,, McCarthy, P.R. & Himes, JH. (1993) Use of esting pattern messagesto eval uate egting
behaviors in aworksite cholesterol education program. Journd of the American Dietetic Association,
93, 1119-1123.

<<EPIC 3038 - linked to 3082 >>

Henritze, J,, Brammdl, H.L. & McGloin, J. (1992) LIFECHECK: A successful, low touch, low tech,
in-plant, cardiovascular disease risk. American Journa of Hedlth Promotion, 7, 129-136.
<<EPIC 3187>>

Masur-Levy, P, Tavris, D,R, & Elsey-Pica, L. (1990) Cardiovascular risk changes in a work-ste
hedlth promotion program. Journa of the American Dietectic Association, 90, 1427-1428.
<<EPIC 3188>>

Montgomery, DH. & Briley, M.E. (1995) Long-term dietary intake changes in police department

154



employees who participated in aworksite nutrition education program. Clinical Nutrition, 10, 78-84.
<<EPIC 3115 linked to 3044>>

Oldenburg, B., Owen, N., Parle, M. & Gomel, M. (1995) An Economic Evauation of Four Work Site
Based Cardiovascular Risk Factor Interventions. Hedth Education Quarterly, 22, 9-19.
<<EPIC 3002 - linked to 3001>>

Ostwad, SK. (1989) Changing Employees Dietary and Exercise Practices. Anexperimentd qudyina
smdl company. Journa of Occupationd Medicine, 31, 90-97.
<<EPIC 3012>>

Perovich, S. & Sandova, W. (1995) Outcomes of aworksite cholesterol education program over a5-
year period. Journd of the American Dietetic Association, 95, 589-590.
<<EPIC 3112>>

Filon, B.A. & Renfroe, D. (1990) Evauation of an employee health risk gppraisal program. American
Association of Occupational Health Nurses, 38, 230-235.
<<EPIC 3189>>

Puska, P., Niemensivu, H., Puhakka, P., Alhainen, L., Kodda, K., Moisio, S. & Viri, L. (1988)
Reaults of a one-year worksite and mass media based intervention on hedth behaviour and chronic
disease risk factors. Scandinavian Journd of Socid Medicine, 16, 241-50.

<<EPIC 3190>>

Quigley, H.L.L. (1986) Bean cholesterol reduction program. Journd of Nutrition Education, 18, S58-
S59.
<<EPIC 3204>>

Ragtam, L. & Frick, J.O. (1996) Nurses counsding for hypercholesterolemia: efficient strategy in
middle-aged men. Cardiovascular Risk Factors, 6, 36-41.
<<EPIC 3191>>

Reed, G., Moore, L., Coleman, L. (1991) Heart hedthy education. Effectiveness of teaching methodsin
the workplace. American Association of Occupational Hedlth Nurses, 39, 109-113.
<<EPIC 3192>>

Rodnick, J.E. (1982) Hedth behaviour changes associated with hedthhazard gpopraisd counsdinginan
occupationd setting. Preventive Medicine, 11, 583-594.
<<EPIC 3193>>

Schar, M. (1969) Hed th education as apreventive measure. What isthe effect of instruction about risk
factors? Munch Med Wochenschr, 111, 1402-1405.
<<EPIC 3207>>

Sdbg, M., Bel, M.M. & Thome, M.J. (1992) Theimpact of a cholesteral screening and intervention

155



program among unskilled and semiskilled workers. American Journd of Hedth Promation, 6, 261- 3.
<<EPIC 3194>>

Shi, L. (1992) The impact of increasing intengty of heath promotion intervention on risk reduction.
Evauation and the Hedlth Professions, 15, 3-25.
<<EPIC 3195>>

Spilman, M., Goetz, A., Schulz, J., Bdlingham, R., & Johnson, D. (1986) Effects of acorporate health
promotion program. Journd of Occupational Medicine, 28, 285-289.
<<EPIC 3196>>

Thorsteinsson, R., Johannesson, A., Jonsson, H., Thorhallsson, T. & Sigurdsson, JA. (1994) Effects of
dietary intervention on serum lipids in factory workers. Scandinavian Journd of Primary Hedlth Care,
12, 93-99.

<<EPIC 3171>>

World Hedlth Organisation European Collaborative Group (1983) Multifactorid tria inthe prevention
of coronary heart disease: 3. Incidence and mortality results. European Heart Journd, 83, 141-147.
<<EPIC 3168 - linked to 3208, 3209, 3210, 3211>>

World Hedth Organisation European Collaborative Group (1986) European Collaborative Tria of
Multifactoria Prevention of Coronary Heart Disease: Find Report onthe 6-year Results. Lancet, Apil,
869-872.

<<EPIC 3211 - linked to 3168, 3208, 3209, 3210>>

World Health Organization European Collaborative Group (1974) Aninternationa controlledtria inthe
multifactoria prevention of coronary heart disease. Internationd Journd of Epidemiology, 3, 219-224.
<<EPIC 3208 - linked to 3168, 3209, 3210, 3211>>

World Hedlth Organization European Collaborative Group (1980) Multifactorid tria in the prevention
of coronary heart disease: 1. Recruitment and initid findings. European Heart Journd, 1, 73-80.
<<EPIC 3209 - linked to 3168, 3208, 3210, 3211 >>

World Hedlth Organization European Collaborative Group (1982) Multifactorid tria in the prevention
of coronary heart disease: 2. Risk factor changes at two and four years. European Heart Journd, 3,
184-190.

<<EPIC 3210 - linked to 3168, 3208, 3209, 3211>>

Yang, M.C,, Lairson, D.R., Frye, N., Herd, JA. & Fack, V.T. (1988) The effects of wellness
program attendane on physiologic measures, hedth practices and diet habits. Hedth Education
Research, 3, 293-303.

<<EPIC 3169>>

156



Appendix 9  Study design terms used to limit healthy eating search strategies to outcome

evaluations only

Medline (Based on the Cochrane Optimal Search)

#1 Randomized-Controlled-Tria in PT

#2 Randomized-Controlled-Trials/ al subheadings (MeSH term)

#3 Random-Allocation/ al subheadings (MeSH term)

#4 Double-Blind-Method/ all subheadings (MeSH term)

#5 Single-Blind-Method/ all subheadings (MeSH term)

#6 Clinica-Trial in PT

#7 explode Clinica-Trias/ al subheadings (MeSH term)

#3 (clin* near trid*) in Tl or AB

#9 (singl* or double* or treble* or triple*) near (blind* or mask*) in Tl or AB

#10 Placebos-/all subheadings (Mesh term)

#11 placebo* in Tl or AB

#12 random* in Tl or AB

#13 Research-Design/ al subheadings (Mesh term)

#14 Comparative-Study in TG

#15 explode Evauation-Studies / all subheadings (Mesh term)

#16 Follow-Up-Studies/ al subheadings (Mesh term)

#17 Prospective-Studies / all subheadings (Mesh term)

#18 (control* or prospectiv* or volunteer*) in Tl or AB

#19  #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or
#15 or #16 or #17 or #18

EMBASE

#1 Randomised-Controlled-Tria in DE

#2 Follow-Up in DE

#3 Major Clinica Study in EM

#4 Controlled Study in EM

#5 Human Experiment in EM

#6 Clinica-Tria in DE

#7 Evaluation-and-Follow-Up in DE

#3 random* in Tl or AB

#9 (control* or prospectiv*) in Tl or AB

#10  #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9

PsycLIT

#1 Program- Evduation in DE

#2 Educational-Program-Evauation in DE

#3 Evaluation- in DE

#4 Prospective-Studies in DE

#5 Follow-Up-Studies in DE

#6 Longitudinal-Studies in DE

#7 Treatment-Outcomes in DE

#3 Post-Treatment-Follow-Up in DE

#9 Experimental-Design in DE

#10 random* in Tl or AB
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#11 (control* or prospectiv*) in Tl or AB
#12  #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11

Social Science Citation Index
#1 evauat*

#2 random*

trid

control*

experiment*

follow up

follow-up

longitudinal*

prospectiv*

#10  #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9

EEHEFED
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Appendix 10

Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)

Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
300 rct group 3,4 | dl group group 4:
1 groups 234 incentives
300
2
300 rct not specified not incentives
7 specified
307
0
301 rct intensive | dl low fat meds exercise al intensive
2 group groups facilities groups group
for moderate
group
303 | tria v
8
308
2
4 |pp |V v
4
311
5
304 | rct v v
7
308 | pp v plan for life v
3 courses
38 |[pp |V v fithesscentre; | lifestyle v special
5 improvement events,
programme etc; contests,
targeted high risk goal
programs oriented
challenges

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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Appendix 10

Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)

Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
309 pp v v v
0
098 |triad | v v medical referral group 1:
for high blood self help;
pressure group 2:
group
course
30 |ret |V v cholesterol medical
0 screening; treatment
medicd referral;
priority
enrolment to
related course
310 | ret dl medical referra | v choose &
6 groups for al prepare
foods low
infat,
highin
fibre
310 |trid | v provision of access to group v resus.
8 timeblocksfor | activities course
individual
activities
311 |pp |V v caculatio
2 n of fat
intake
311 rct groups groups groups 1,2: groups
8 23 123 counselling, 123
printed classes, walking
contests

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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Appendix 10 Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)
Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
3139 rct | group 1: both
personal groups
group 2:
also
written
back-up
3169 | pp v smoking v
cessation &
exercise classes
3171 | pp food in the v
canteen
31755 |pp | Y v v records of
exercise and
dietary
intake
3176 |tia | v v v dietary
I record
3177 |pp | Y v displays v questionnair
eto foster
long term
change
3178 |tria | v v smoking education classes | v v
I policy; food
in vending
machines &
cafeterias;
healthy food
labelling
3179 |pp | Y v library & staff v v

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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Appendix 10 Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)
Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
318 rct group 1: reading recipe
0 aone food tasting
group 2: labels &
with keeping
spouse diet
record
318 |rct |V v v food
1 behaviour
change
technique
S& self
manage
skills
38 |pp |V v canteen meals
2
38 |pp |V v wellness v
3 programmes &
follow-up
counselling;
medical referral
38 |pp |V v v
4
318 rct al groups | for3 medical referral al
5 groups for high blood groups
pressure & high
cholesterol

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test

162




Appendix 10

Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)

Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
38 |pp |V v cafeteriamenu counselling v smokin | v
6 service; exercise g
groups restrict
38 |pp |V v healthy food | nicorettegum; | medical referral v
7 labeling; fitness for high blood
changesin equipment. pressure and
canteen food major health
concerns;
smoking
cessation and
nutrition courses
318 | pp 1 referral with v v
8 hypertension to
medical
evaluation/
treatment
38 |pp |V v classes & access | v
9 to nurse; medical
referral
319 |triad |V v v
0
319 |trid | v v writteninfoon | cholesterol test | v
1 how to lower
cholesterol
levels
(comparison
group only)

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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Appendix 10

Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)

Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
319 rct al groups | al accessto al
2 groups occupational groups
nurse (all groups)
39 |[pp |V v 1 medical referral | v
3
319 rct al groups | al 1 medical referra
4 groups (all groups)
319 rct al levels dllevels | leve 4: health resource | targeted dllevels | no- level 3,4: level leve 4:
5 exercise space | centre(level education smoking weight 34 incentives
2,3,4); hedth (level 2,3,4) policy control,
fairs (level 4) (leve 4) smoking

cessation

stress

manage
319 trial both classes; cancer both
6 groups screening groups
319 | pp v v
7

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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Appendix 10 Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)
Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n
3198 rct both both both
2 (pp) | groups; groups groups
intens group 1
ities repeated
319 |pp |V v referral to v self- v maintenanc
medical care monitor eactivities
behaviour
modificat
3200 rct both both both groups both 1group:
2 groups groups access to groups incentives
intens health groups
ities
3201 | tria 4 v v not 4
specified
but
nutrition
and
smoking
202 |ret |V both extracounselling | v
groups
3203 rct group group group 2 group 2
3 123 123 rehearsal,
intens but 2,3 but 2,3 self-
ities/c repeated | repeated monitor,
ontrol group 3: goal
telephon setting
e
R4 |(pp |V v v cooking/.f
ood
technique

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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Appendix 10

Characteristics of the 52 workplace health promotion interventions (see Appendix 8 for references)

Advice/ bio- Environmt Accessto Accessto Info/ Legis/ | Physical Practical screen | social | other
counsel feedback | modifict resources services educatio | regul | activity skill sup
n

320 |pp weight control v v

5 clinic

320 rct group 2 group2 both group 2: group

6 groups dietary 2

2 skills

inter

vent

ions

320 | ret 4 v

7

21 fret |V both both v

1 groups groups/referral

rct = randomised controlled trial; trial = non-randomised trial; pp = pre- and post-test
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