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Comparative Effectiveness Evaluation as Outcomes Research
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I ABSTRACT |

In spite of being several results of efficacy obtained by randomized controlled trials about new health technologies, evidences

related to real effectiveness confirmed by head-to-head direct comparison should be needed in order to improve qualities of

healthcare. The comparative effectiveness evaluation (CEE) as outcomes research have suggested as the important tool for

developing evidence-based information to patients, clinicians, and other decision makers about which technologies are most

effective for which patients under specific circumstances. Four major methods of outcomes research are applied as systematic

reviews and meta-analyses, cohort studies using registries, linkage of large databases, and pragmatic clinical trials. Through

activating the CEE, the best and most effective technologies should be adopted rapidly in routine clinical practices.

(J Korean Soc Hypertens 2012;18(1):24-28)

Key Words: Outcome assessment (health care); Comparative effectiveness research; Meta-analysis; Technology

assessments, biomedical

FANEAN Y T RS B e

FOFSRs 21 fAf ol Fol Ero] Hrhs ARdel thsted
T Ee e Zlolvk ey WERRRAZE -2l
Aleko & sabglo] A8 Aol £ 1970-801dh
2 HEop) AuESE , FA o] avte] 1'41‘3 A
T ATEE Table 19149} o] E@kaeigic) oA

=aMAl 202116 FHARY: 2012.2.15, HHEAUY: 2012.2,16
DMHIE HE

FAHZFA X1I$EH°+E 102 HFCist ofstMEC
Tel: 064) 755-5567, Fax: 064) 725-2593

E-mail: jmbae@jejunu,.ac kr

=

SHel of|ekolstm Al

=5 o

24 The Korean Society of Hypertension

oA Antman SV 1972\ d5-E] 1988\ A714] e 17
7he] F2-$194A18 (randomized control trials, RCT) 2
HES FA AR GSEA JPHel FAuERA
(cumulative meta-analysis)s %]-8-3fo] oFaFoie] g}
= 1992de] gl 1o ek HERIEA]
Aol A @l A f= vl 2599 Aol de
SE R

olake] AP 27k A7 ¥ 5 gl
&} g,

A, 8] ZA A 7HE B2 ARE ek
= RCT A2 UEdiRe] S 7ML vk
Zoltt. 1 olfrEe WA Bhd e trs] flsto] o

o}

rlo

=

&



[SN

Table 1. Several conclusions of effect of a beta—adrenergic receptor blocker in myocardial infarction

Author (reference) Year of publication Conclusions

Reynolds and Whitlock® 1972 Most patients felt better when exercised while taking alprenolol but there was no significant difference
in the frequency of angina or ischaemic changes in the electrocardiogram during exercise with
or without alprenolol.

Roland et al.” 1979 Beta—blockers showed little evidence of useful antiarrhythmic action in the dosage used, but increasing
the dosage in suspected myocardial infarction is not practicable because of the risk of hypotension.
The findings raise grave doubts about the value of studying arrhythmias to assess drugs intended
to reduce mortality from myocardial infarction.

Pratt and Roberts” 1983 Authors recommend treatment of all patients who can tolerate beta blockade after acute MI, beginning
in the late hospitalization phase and continuing for at least 2 years.

Baber and Lewis? 1983 It is unclear how long oral treatment should be maintained, nor is it known if stopping beta blockade
increases the risk of sudden death or reinfarction.

Pedersen” 1983 Authors conclude that chronic treatment with timolol in survivors of acute myocardial infarction who
can tolerate beta—adrenergic blockade is effective in reducing both total mortality and reinfarction
over 33 months.

Hampton® 1983 It is not clear how beta blockers reduce fatality, nor whether any one of this group of drugs is more
effective than any other. Beta blockers produce adverse reactions and the risks of treatment have
to be balanced against the benefits. It is not clear when treatment should begin, nor when it should
stop. It is not possible to identify a sub—group of patients who should be given a beta blocker and
another group in which treatment is unnecessary.

Pratt® 1984 Most patients should receive, routinely, a beta—blocker at the time of discharge from the hospital after
infarction.
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Table 2, Definitions of outcomes research (OR) and comparative effectiveness research (CER)

Author (reference) Definition

Curtis et al." OR Clinical research attempting to understand and improve the outcomes of iliness and medical treatment by focusing
on those outcomes important to patients and society

Institute of Medicine'® CER Generation and synthesis of evidence that compares the benefits and harms of alternative methods to prevent,
diagnose, treat, and monitor a clinical condition, or to improve the delivery of care
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Fig. 1. The range of outcomes associated with heart failure. (A) Range of clinical outcomes associated with heart failure. (B) Integration
of multiple endpoints (From Spertus JA, et al. Am Heart J. 2002:143:636-42)."9
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