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Appendix 4: Evidence profile and summary of findings table for modelling studies1,2 
 

 Summary of findings  

Importance 

Quality assessment No. of patients Effect 
GRADE 
quality of 
evidence 

No. of 

studies Design Limitations Inconsistency Indirectness Imprecision 
Other 

Considerations¶¶ Screening  Control Relative Absolute 

 2* Modelling 
studies† 

Serious 
limitations‡ 

No serious 
inconsistency§ 

No serious 
indirectness¶ 

No serious 
imprecision** 

Use of appropriate 
range of 
comparators.†† 

Evidence of sensitivity 
analysis.‡‡ 

Validation of model.§§ 

NA NA NA NA Low Critical 

Note: NA = not applicable.  
*Kahn et al, 20101; Waugh et al, 2007.2 
†GRADE does not currently accommodate modelling studies; however, the methods of the Canadian Task Force on Preventive Health Care include an appraisal approach that suggests admitting 
evidence from modelling studies (decision analyses; economic analyses; simulation studies) when such studies are determined to be methodologically rigorous (“well done” or “very well done”). The task 
force’s methods specify that modelling studies should always start at “very low” quality of evidence, to account for the inherent and often hidden risk of bias that accompanies the modelling process. 
‡The modelling studies as appraised using the Drummond tool were determined to be “well done” with low risk of bias; additional assessment undertaken by a modelling expert identified minor 
methodologic limitations in the Waugh study2 (one-off screening rather than repeated screening; appropriateness of A1C test) and potentially serious limitations in the Kahn study1 (lack of details 
concerning certain diabetes complications possibly alleviated by extensive model validation; limited description of screening test and how time to clinical detection is modelled undermines relevance), Kahn 
et al.1 used NHANES observational data (1999–2004), which in the context of a model suggest minor limitations and thus limits rating up to a maximum of 1.   
§Both modelling studies reported on screening for diabetes and reported on the same outcomes; lacking a statistical analysis, we think it is inappropriate to put these two studies together 
¶The studies addressed the same (simulated) population, intervention, comparator and outcome of interest, and both models are for populations in developed countries (United States and United 
Kingdom). 
**For GRADE, this assessment considers samples sizes, number of events (threshold rule-of-thumb value is 300) as well as the width of the confidence intervals; in the modelling studies, the simulated 
sample sizes were large, but event numbers were not meaningful and confidence intervals were not available; we have not downgraded based on this. 
††Range of comparators was at least 3 and deemed to be appropriate. 
‡‡The relevant patient-important outcomes, including myocardial infarction, stroke, angina and retinopathy, were included in the modelling analysis. 
§§The models used (Archimedes and Markov models) are validated. 
¶¶Based on these favourable considerations, we have rated up the quality by 1. 

 

 

References 

1. Kahn R, Alperin P, Eddy D, et al. Age at initiation and frequency of screening to detect type 2 diabetes: a cost-effectiveness analysis. Lancet 2010;375:1365-74. 

2. Waugh N, Scotland G, McNamee P, et al. Screening for type 2 diabetes: literature review and economic modelling. Health Technol Assess 2007;17: iii-iv, ix-xi, 1-125. 

 


