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NICE evidence table

23. Does the method of management of the third stage of labour affect outcomes?

Routine management of the third stage — active management of the third stage
Bibliographic _ Study Evidenc  Numberof  Patent Intervention Comparison  Lengthof  Outcome measures  Effectsize Sourceof  Addiional
reference type clovel patients follow-up funding comments
Prendvile Sysemai  Evdence Stas Alwomen who hienenton Comparson:  Folowup  Oubome Measures:  Actve vs expeciant management falwomen) N
WiEboume  crevew-  leve: 1+ apededavagna  Actie Exectnt period: PPH (cin
DiMdonad  meta- delvery management of  managementa!  NIA ‘estimated iood loss s
s analyss hehirdageo! the third stage greater fhan or equal P,PH“E‘%;”M“M loss grastar han
sbow,wiichis  of lbour to S00mis}; r equalto Sme
2006 here defined as severe PPH (cinically #1738
e package of estimalod bioodloss 6264 women
- C’"f:::‘;“ (cord greater than or equal Relalive Risk (Fixed) 5% Gl
proprytactc o 1000wk 0.38[0.32,045]
orybon; purciny oadloss
controied card . ‘Severe PPH clinically esimated bload loss
facton) matemal haemoglobin

concentrafion (o) <
agmstecitre 24 to
48 hows post parkum:
Bi00d Fanstision;
rontablets during he
pueerum
therapautic onytocics;
third stage > 20
minutes

third stage > 40
minutes

meanlangth of trird
stage (minutes);
manual removal of the
piacents;

sunsequent surgiea
evacuafonof retained
products of
concepfon;

dashoic biood
pressure >100mmig
betwean defvery of
baby and dscharge
from e labour ward;
‘vomiting between
devery of baby and
discharge Fomthe
‘aDour ward;

rausea betwesn

greater than or equal o 1000mis
4trals

6264 wamen

Relatve Risk (Foted) 95% Gl
0.33[0.21,051)

Mean biood oss (mis)

2trals

2941 women

Weighted Mean Diference (Foed) 95% CI
7933429, 6437)

Matemal Hp <9 gidl 24 - 48 hours post partum
4trs

4255 women

Relatve Risk (Fixed) 95% Gl
0.40[0.29,055)

Biood ranfusion

Strds

BATT women

Reafve Risk (Fixed) 35% CI
0.4[0.22,053]

rantablets during he puerpenum

Intrapartum care. Evidence tables. London: RCOG Press; 2007

SIGN — evidence table

SIGN 50: A guideline developers’ handbook
Completed Evidence Table

Evidence table for intervention studies

Question: Which tooth cleaning methods have been shown to be most effective in preventing dental caries and what are the risks

and barriers associated with these?

Bibliographic citation | Study [Ev| Numberof | Patient characteristics
e lev  patients

|Wienet, L Ic, Cohort'+ 1w oids Pre-school children;

Hallonsten, A L. Koch, Study | carles-ree=  cammunit-based;

G. and Birkhed, D 629;2year Immigrantstatus = (@)
| Oral hygiene in relatian’ 0lds caries fiee Swed, Le, atleast one
10 caries development =299, 3vear |parent bom in Sweden
|and immigrant status olds caries free and (5) Immi, ie. both

ininfants and toddlers. =210 parents born outside
| Scandinaviar Joumal Sweden. Caries-ree

of Dental Research. at year of age

1604102,260.73

Intervention

Presence of
caries + oral
heatih habits

Comparison | Length
offollow
up
Presence or
aheence of dental

and visible
plaue.

Outcorne
measures

3years Fresence or
absence of dental year of age: 29%
caries, gingiviis caries

Effectsize Source of funding
wisible plaque &t 1
carious lesions by 2

years, + 54% carious
lesions by 3years

| General comments: P otential confounding factors not addressed, ie. gender + heterageneity of different ethnic groups. Mot enaugh evidence to supponta recommandation on its

|awn
\erips, G.H., Gurvey|+ 614 children |4 different ethric
Kalsheek, H, Van examined oroups | Selection by
Woerkum, .M., district and ethnic
|Koslen, M. and Kok- 476 parents  0rouR Community
|Weimar, T. L

interviewed
|Carrelates of

toothbrushing in

preschool children by

their parents in four

| ethnic aroups in The

Netherlands,

| Community Dental

Health, 1994:11;233-0

[Guestionnaire on
parental

atttude siheliefs
regarding
tooibrushing - as
predistors of
varies risk

[Riskfactors for 1. Age at start of

dental caries

brushing as a risk
factor: 28% of diff. In
scores hetween
Turkish grp. and
Dutch and
Surinamese
dreference group)
could be attributed to
the role of all patential
conelates, i
parental hahits,
atitudes, beliefs etc

2. Freguency of
brushing ; Relatiely
strong relationship
between freq. and
atitudes and habits
(8. 54% of difference
atiriouted to these
canelates.

| General comments: Selettion bias due t 67% of Marocean respandents being iliterate. No details of how well terminalogy was explained, ey earies, molars ete Possible recall
lias. Impattance of heatth education in advocating frequency of brushing more than ance daily + commencerment of brushing before 2yrs. of age
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U.S. Preventive Services Task Force
evidence table of overall evidence

Table 5. Summary of Overall Evidence

Key Question Studias, n

1. Penetrance of 1
hemeehromatosis

2. Efficacy of 5
phlebotomy
treatment

3. High-risk groups 7

Study Designs
(Reterence)

1 retrospective
cohort study
6

retrospective and
prospective
cohort study
“7)

9 cross-sectional
studies @33,
51-58)

4 case serles (25,
58-60)

1 retrospective
survey (55)

7 cross-sectional
studies (51, 57,
61-83, 65. 66)

Quallty

Good: Genotyping of surviving
Brusselton, Australia, cohort,
potential selective mortality bias
appears minimal. Small
numbers.

Falr: Genotyping of representative
Danish cohort during third
examination. Results are likely
10 be compromised by selective
mortalty bas due to 35% lass
of follow-up. Even accounting
for patential bias, disease
penetrance about 60%

Falr to good: Studles compromised

frequent inclusion of already-
Identified C282Y homazygotes
(not clearly screening-cietacted),
by differsnt standards for
disease, and by potential
selection bias due to
non-protocol-based selection for
futther cliical work-up.

Fair to paor: Studies compromised
by selective samples, reporting
on cases not clearly comparable
1o current diagnosis and
treatment, incomplete follov-up
on all eases, and failure to
account for possible
confounders in analyses

Falr: Possible recall bias In
determining response to
treatment.

Fair to good: Studies examined
prevalence of C282Y

m In various selective
populations for possible targeted
screning.

Conclusions

17 y of dlinical data for 10 screening-detected
general population C282Y homozygotes
lilustrates variable disease expression and
Incomplete penetrance. Incomplete
followi-up Into oider age wihere disease
penetrance increases

Additional 23 screening-detected C282Y

tes from the general population
also liustrates variable disease penetrance
and varlable patterms of ren accumulation.
Mo liver biopsies o confirm Iron overicad
or disease.

Estimates of disease In newly identified
C283Y homozygotes at screening are too
limited to provide confident estimates of
penetrance

Total number of reported cases Is quite small
and represents disease experlence over 50
There are no data to detemine the
beneft of earller treatment among
screening-detected compared with
contemporarlly diagnesed clinical cases.

Treatment Is recalled to relleve some but not
all symptoms in a survey of patients with
herecitary hemohromatests.

Patients selected on basls of certaln signs and
symptorms, in combination with phenotypic
esting, may be at Increased isk; data. are

stillfairly Imited.

GRADE
un aiuto alla trasparenza?




GRADE Evidence Profile - QUESTION: Should active management of the third
stage of labour be used [by skilled providers] for all women to prevent PPH?

Quality assessment

Summary of findings
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GRADE Evidence Profile - QUESTION: Should active management of the third
stage of labour be used [by skilled providers] for all women to prevent PPH?

Quality assessment

Summary of findings
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GRADE quality assessment

Quality assessment

No of . I . . Oth
studigso(Ref) De5|gn Limitations Con3|stency Directness considegtions
Benefits:

Outcome
Harms:
Outcome
GRADE gualitrraccocemant
q Studies are classified in 4 types of study
design:
1. RCT - randomised controlled studies or
randomised cluster trials
2. Interrupted time-series (or quasi-
) experimental design)
Qualitl 3 Opservational studies (both cohort-
No of studies and case-control studies)

studies (Ref)

Design

Benefits:

Outcome

4. Other types of design: case-series and
case.reports,

Harms:

QOutcome
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GRADE quality;

Quali/é asses

No of

studies (Ref)

Limitation%

Design

For randomised controlled trials
(RCTs), the main criteria for assessing
trial limitations are:

- concealment of allocation to
treatment group,

- blinding for measurement of
subjective outcomes,

- intention-to-treat analysis,
withdrawals/loss of follow-up.

the Newcastle-Ottawa

Benefits: checklist and its Manual) is
Outcome recommended for evaluating
| | observational studies
Harms:
Outcome
G RADE q ua||ty A S SA To evaluate the degree of
consistency of the results
among available studies one
should look at the confidence
interval and the direction of
the effect to see whether
STy e essr7/em there is su.bstantlal certainty
or uncertainty about the
No of ) L ) estimate of effect.
Suehes (Ref) De5|gn Limitations Con3|stency
Benefits:
Qutcome
Harms:
Outcome
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GRADE quality assessment

Directness or generalisability or
external validity of study results or
applicability are all synonymous.

It is a judgment related to the ment
— characteristics of the patients

included in the studies: it refers to tbncy | Directness
Y patients characteristics, were they

| B¢ were coming from (including settings

oy and referral modalities), their baseline
risk and the way they were treated or
assisted, that is the overall context.

He
Outcomne
GRADE quality assessment

Two dimensions could be a

reason for downgrading (sparse

date and reporting bias).

Three dimensions could be a

No of reason for upgrading the quality of T Other

studies (Ref) [ gvailable studies (strong considerations
Benefits: association, dose response and
OUEOMmE direction of confounding factors)
Harms:
Outcome
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