
Apgar scores at fiveminutes, or admissions to neonatal
intensive care units. Sampling failure was more
common in the pH group. Combined analyses are
not recommended as they are likely to increase the
number of interventions without decreasingmetabolic
acidaemia at birth.
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Doctors’ versus patients’ global assessments of treatment
effectiveness: empirical survey of diverse treatments in
clinical trials

Evangelos Evangelou, Georgios Tsianos, John P A Ioannidis

ABSTRACT

Objective To examine whether doctors’ global

assessments of treatment effects agree with patients’

global assessments.

Design Survey of trials included in systematic reviews of

treatments for diverse conditions.

Data sources Cochrane database of systematic reviews.

Data extracted Data on patients’ global assessments and

on doctors’ global assessment for the same treatment

against the same comparator.

Main outcomemeasures Relative odds ratio (ratio of odds

ratios of global improvement with the experimental

intervention versus control according to doctors

compared with patients), and improvement rates

according to doctors and patients.

ResultsDoctors’ global assessments were compared with

patients’ global assessments for 63 different treatment

comparisons (240 trials) in 18 conditions. The summary

relative odds ratio across the comparisons was not

significant (0.98, 95% confidence interval 0.88 to 1.08;

I2=0%, 95% confidence interval 0% to 30%). In 62 of the

63 comparisons the effects of treatment rated by patients

andby doctors did not differ beyond chance, but for single

comparisons the confidence intervals were large. Rates of

improvement on average did not differ between doctors’

assessments and patients’ assessments (summary

relative odds ratio 0.98, 0.88 to 1.06; I2=0%, 0% to 24%).

Conclusion Doctors’ global assessments of the effects of

treatments are on average similar to those of patients.

INTRODUCTION

Several studies have evaluated whether global assess-
ment in specific conditions and settings is more
appropriately done by patients than by doctors. Some
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WHAT IS ALREADY KNOWN ON THIS TOPIC

Fetal scalp blood can be tested for hypoxia in fetuses with worrying intrapartum heart rate
traces

pH analysis has a sampling or analysis failure rate of 11-20% and has been excluded from
clinical practice in the US

WHAT THIS STUDY ADDS

There was no difference between assessment of fetal acidaemia with lactate analysis or pH
analysis

Atworst, replacementofpHmeasurementwith lactatemeasurement could result inaone third
increase in acidaemia at delivery
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studies suggest that patients’opinionsdonot agreewith
those of doctors1-3 whereas others show little
difference.4 5

We obtained empirical information on the extent of
discordance between doctors’ and patients’ global
assessments of treatment effects in clinical trials for
various diseases and treatments.

METHODS

We considered systematic reviews from the Cochrane
Library that included separate quantitative analyses of
doctors’ and patients’ global assessment at the same
time point for the comparison of the same experi-
mental treatment against the same comparator (pla-
cebo, no treatment, or other treatment). We accepted
comparisons regardless of the number of trials with
data for each type of assessment outcome and whether
such studies were the same, overlapping, or different.
When global assessment was done at several time
points we retained the data for the time where the
largest number of studies would have data for either
type of assessment outcome.
Eligible reviews could contain more than one

comparison with different treatments or comparators.
In each comparison we recorded the studies that had
data on doctors’ global assessments and those that had
data on patients’ global assessments and noted any
overlap. For eachof these studieswe recordedoutcome
definition for global change and the 2×2 tables or the
mean difference and standard deviation per arm for
global change according to the doctors and patients.
We calculated the odds ratio of both doctors’ and

patients’ assessments and the variances of their natural
logarithms.We consistently coined the comparisons to
reflect the contrast of the experimental treatment with
comparator and consistently to reflect improvement
rather than deterioration. This means that when the
data reflected the number of patients who had
deteriorated, we took the complementary counts;
whenever the experimental treatment was better, this
was coined to be consistently an odds ratio greater
than 1.
We calculated the weighted standardised mean

differences of the continuous outcomes and trans-
formed them to odds ratios6 using a formula that
incorporates the Hedges’ g.7 All comparisons were
consistently coined as for the binary outcomes.

Analyses

For each comparison we combined the natural
logarithms of the odds ratio of both doctors’ and
patients’ assessments across each of the eligible studies
to obtain the summary effect of the odds ratio of
assessments for doctors and for patients. Then we
compared the ratio of the summary odds ratio of
doctors’ assessments with that of patients’ assessments
to obtain the relative odds ratio. A relative odds ratio
exceeding 1 equates to the doctors’ assessments giving
a more favourable response for the experimental
treatment than the patients’ assessments.

We combined the estimates of the natural logarithm
of the relative odds ratio across comparisons to obtain
the summary natural logarithm of relative odds ratio,8

using fixed effects and random effects.9 We used the
Cochran’s Q and I2 statistics to quantify heterogeneity
between comparisons in the estimates of the natural
logarithm of the relative odds ratio.10

We carried out sensitivity analyses, limited to
comparisons when all studies had both doctors’ and
patients’ assessments or to trials that had doctors’ and
patients’ assessments. In these situations outcomes are
directly paired, so we estimated a natural logarithm of
the relative odds ratio for each study before combining
these to obtain a summary value.

Furthermore, we carried out subgroup analyses for
musculoskeletal, neuropsychiatric and pychosomatic,
and other conditions. Additional subgroup analyses
were done according to type of assessment outcome;
whether doctors and patients were blinded, doctors
were blinded, patients were blinded, or neither were
blinded; and whether the comparison referred to
treatment compared with no treatment or placebo or
to two active treatments.

We also examined whether the overall proportions
showing improvement differed between doctors and
patients. We limited these analyses to the set of studies
where data on doctors’ and patients’ assessments were
available for the same study. For these evaluations we
combined both arms for each type of outcome. For
binary outcomes we estimated the number of patients
who had improved among those in the experimental
and control arms combined. For continuous outcomes
we estimated a common mean effect and variance,
combining the respective measures of the experimen-
tal andcontrol armsby fixedeffects.Thenweestimated
the odds ratio of global improvement according to
doctors and to patients. For continuous outcomes we
used the Hedges g transformation. We combined the
estimates for the natural logarithm of the odds ratio for
improvement across studies for each comparison.
These summary estimates were then combined across
comparisons. P values are two tailed.

RESULTS

Thirty four reviewsw1-w34 totalling 63 comparisons
(n=240 studies) were eligible for analysis (see bmj.com
and www.dhe.med.uoi.gr/sup_mat.php/). Several con-
ditions and treatments were evaluated, with 34 compar-
isons of musculoskeletal conditions,w1-w18 11
comparisons of neuropsychiatric or psychosomatic
conditions,w19-w25 and 18 comparisons of other condi-
tions.w26-w34

In 44 comparisons (118 studies) perfect overlap of
studies occurred, in 17 comparisons (115 studies)
partial overlap occurred, and in two comparisons
(7 studies) no overlap occurred. Thirty two compar-
isons referred to continuous outcomes and31 to binary
outcomes (see www.dhe.med.uoi.gr/sup_mat.php/).
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Data synthesis

The summary results across the 63 comparisons
showed overall agreement for the global estimate of
treatment effectiveness between doctors and patients.
The summary relative odds ratio was not significant
(0.98, 95% confidence interval 0.88 to 1.08) and no
significant heterogeneity was observed across compar-
isons (I2=0%, 95% confidence interval 0% to 30%;
Cochran’s Q P=0.99). Treatment effects according to
patients and doctors did not differ beyond chance for
62 of the 63 comparisons, whereas for long acting β2
agonists in asthma doctors gave a significantly more
favourable appraisal than patients (relative odds ratio
2.86, 1.48 to5.55).Mostpoint estimatesof relativeodds
ratios for specific comparisonswere close to 1: themost
unfavourable relative perception of doctors’ global
assessment was in the use of methotrexate to treat
psoriatic arthritis (relative odds ratio 0.21, 0.02 to
2.44)w16 whereas the most favourable was for the
implementation of stress management therapy for
post-traumatic stress disorder (relative odds ratio 14,
0.78 to 270).w19

When the analysis was restricted to the 44 compar-
isons with perfect overlap the results were practically
identical. The summary relative odds ratio showed no
difference between doctors and patients (0.97, 0.87 to
1.09; I2=0%, P for heterogeneity 1.00). For the 17
comparisons with partial overlap, data from doctors
and patients were available in only some of the trials
(n=76).When the analysis concerned the194 trialswith
data from doctors and patients (61 comparisons), the
summary relative odds ratio was not significant (0.96,
0.86 to 1.07; I2=0%, P for heterogeneity 0.99).

Subgroup analyses

Despite some trends for more favourable appraisal by
patients of effectiveness in musculoskeletal conditions
andneuropsychiatric or psychosomatic conditions and
by doctors in other conditions (see bmj.com), the
observed differences were not beyond chance (see
bmj.com). The estimated treatment effects did not
differ depending on outcome or comparator.
In most comparisons (52/63) patients and doctors

were reported to be blinded. In these comparisons no
difference was found between doctors and patients
(relative odds ratio 0.94, 95% confidence interval 0.85
to 1.04). In six comparisons only the doctor was
blinded (relative odds ratio 1.81, 0.79 to 4.16), but
considerable heterogeneity existed between studies
(I2=49%). The doctors tended to give more favourable
assessments for the effectiveness of the experimental
treatments for post-traumatic stress disorder and
closure of surgical incisions than the patients, but the
opposite trend was seen for light therapy for non-
seasonal depression. In four comparisons no adequate
information was provided on blinding (relative odds
ratio 1.27, 0.73 to 2.22). In one comparison, blinding of
patients was not possible and it was not stated whether
the doctors were blinded; the relative odds ratio
showed a non-significant trend for more favourable
appraisal of effectiveness by patients.

Rates of improvement

Rates of improvement did not differ between doctors’
and patients’ assessments (summary relative odds ratio
0.98, 95% confidence interval 0.88 to 1.06; I2=0%, 0%
to 24%).
The random effects summary relative odds ratio for

improvement for musculoskeletal conditions was 0.95
(0.84 to 1.06, I2=0%), for neuropsychiatric or psycho-
somatic conditionswas 0.91 (0.60 to 1.33, I2=0), and for
other conditions was 1.06 (0.89 to 1.22, I2=3%).

DISCUSSION

In this empirical evaluation we found on average an
overall agreement between patients’ and doctors’
global assessments of effectiveness for diverse treat-
ments. We detected no notable heterogeneity across
the treatments, but the uncertainty in the results for
single comparisons was large. Thus we cannot exclude
the possibility of modest differences between specific
treatments in particular diseases and settings. Further-
more, on average the rates of improvement were
similar according to patients and doctors.
The previous literature on patients’ and doctors’

appraisals of outcome has dealt mostly with muscu-
loskeletal diseases.2-5 11-14 Several studies have focused
on the discrepancies between these assessments.
Doctors may underestimate the needs of patients15 or
fail to recognise functional disability.13 Surveys in
musculoskeletal diseases have shown that patients and
doctors often focus on different aspects of the disease:
doctors prefer objective clinical signs or tests whereas
patients focus more on their psychological
wellbeing.2 312 It is impossible to say in each study
and case how much patients and doctors focused on
wellbeing or on disease activity. Differences may
average out on large samples and the estimated
treatment effectsmay remainunaffected.Nevertheless,
differences between patients’ and doctors’ assessments
may still be important for the management of
individual patients or for making a correct
diagnosis.16

Most of the comparisons we analysed were in trials
where all assessors of outcomewere blinded. In theory,
if blinding is not violated then patients and doctors
should not be biased in appraising the effectiveness of a
treatment. Our results are consistent with this
interpretation.
For many comparisons we found no full overlap of

the studies. Therefore we carried out sensitivity
analyses only when studies were fully matched. The
results were almost identical. We did not, however,
have individual level data to examinewhether the same
or different patients were thought to improve accord-
ing to patients and doctors.
Finally, concordance between patients’ and doctors’

assessments may be better in clinical trials than in
everyday practice. The experimental nature of clinical
trials may compel doctors to be more meticulous in
assessing patient outcomes, and patients enrolled in
clinical trials may be self selected. In all, the average
agreement between patients and doctors in our
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empirical evaluation should not necessarily be inter-
preted as evidence that one of the two is redundant.
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Patients’ attitudes to the summary care record and
HealthSpace: qualitative study
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ABSTRACT

Objective To document the views of patients and the

public towards the summary care record (SCR, a centrally

stored medical record drawn from the general practice

record) and HealthSpace (a personal health organiser

accessible through the internet from which people can

view their SCR), with a particular focus on those with low

health literacy, potentially stigmatising conditions, or

difficulties accessing health care.

Design 103 semistructured individual interviews and

seven focus groups.

Setting Three early adopter primary care trusts in England

where theSCRandHealthSpacearebeingpiloted.Allwere

in areas of relative socioeconomic deprivation.

Participants Individual participants were recruited from

general practice surgeries, walk-in centres, out of hours

centres, and accident and emergency departments.

Participants in focus groups were recruited through

voluntary sector organisations; they comprisedadvocates

of vulnerable groups and advocates of people who speak

limited English; people with HIV; users of mental health

services; youngadults; elderly people; andparticipants in

a drug rehabilitation programme.

Methods Participants were asked if they had received

information about the SCR and HealthSpace and about

their views on shared electronic records in different

circumstances.

ResultsMost people were not aware of the SCR or

HealthSpace and did not recall receiving information

about it. They saw both benefits and drawbacks to having

an SCR and described a process of weighing the former

against the latter when making their personal choice. Key

factors influencing this choice included the nature of any

illness (especially whether it was likely to lead to

emergency care needs); past and present experience of

healthcare and government surveillance; the person’s

level of engagement and health literacy; and their trust

and confidence in the primary healthcare team and the
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WHAT IS ALREADY KNOWN ON THIS TOPIC

Globalassessmentsbypatientsanddoctorsare commonlyused toassess theeffectivenessof
treatments for various diseases

Some evidence suggests that assessments by patients may differ from those by doctors

WHAT THIS STUDY ADDS

Doctors’ and patients’ global assessments agreed on average on the derived estimates of
treatment effects

Modest differences in either direction for specific conditions and treatments cannot be
excluded
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