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What is the diagnostic accuracy of CT and abdominal ultrasound in the diagnosis of alcohol-related chronic pancreatitis?
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[1] Bibliographic reference: author, title, journal, volume, year, pages.

[2] Study type: observational, cohort, case studies, etc.

[3] Evidence level: classified using levels of evidence for studies of diagnostic test accuracy.

[4] Number of patients: total number of patients included in the study, with inclusion/exclusion criteria.

[5] Prevalence: proportion of people with the disease in the population at risk.

[6] Patient characteristics: relevant characteristics to the area of interest: age, sex, ethnic origin, comorbidity, disease status,
community/hospital based.

[7] Type of test: description of the test used in the study.

[8] Reference standard: reference standard used as measure of outcome. Specify if it is a ‘gold’ standard or ‘current best practice’.

[9] Sensitivity: proportion of individuals classified as positive by the gold (or reference) standard, who are correctly identified by the study
test. Specificity: proportion of individuals classified as negative by the gold (or reference) standard, who are correctly identified by the
study test.

[10] Positive predictive value: proportion of individuals with a positive test result who actually have the disease. Negative predictive value:
proportion of individuals with a negative test result who do NOT have the disease.

[11] Source of funding: government funding (for example, NHS), voluntary charity (for example, Wellcome Trust), pharmaceutical company.

[12] Additional comments: additional characteristics/interpretations of the studies. Important flaws in the study not identifiable from other data
in the table. A range of additional questions or issues that will need to be considered, but do not figure in the results table — for example,
if a test is one of a sequence of tests, if its utility was determined.

Table 7.2 Levels of evidence for studies of the accuracy of diagnostic tests. Adapted from ‘The Oxford Centre for Evidence-based
Medicine Levels of Evidence’ (2001) and the Centre for Reviews and Dissemination ‘Report Number 4’ (2001).
Levels of evidence Type of evidence

la Systematic review (with homogeneity)a
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b
of level-1 studies

Ib D
Level-1 studies

Cc
I Level-2 studies
Systematic reviews of level-2 studies

d
i Level-3 studies
Systematic reviews of level-3 studies

v Consensus, expert committee reports or
opinions and/or clinical experience
without explicit critical appraisal; or
based on physiology, bench research or
first principles’

a
Homogeneity means there are no or minor variations in the directions and degrees of results between
Lndividual studies that are included in the systematic review.

Level-1 studies are studies:

« that use a blind comparison of the test with a validated reference standard (gold standard)

« in a sample of patients that reflects the population to whom the test would apply.

C
Level-2 studies are studies that have only one of the following:
 narrow population (the sample does not reflect the population to whom the test would apply)

« a poor reference standard (defined as that where the ‘test’ is included in the ‘reference’, or where the
‘testing’ affects the ‘reference’)

« a comparison between the test and reference standard that is not blind

 case—control design.
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d
Level-3 studies are studies that have at least two or three of the features listed for level-2 studies.
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