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Reliable assessment of the effects of treatment on mortality and
major morbidity, II: observational studies
Stephen MacMahon, Rory Collins
Observational studies and randomised trials can contribute complementary evidence about the effects of treatment on
mortality and on major non-fatal outcomes. In particular, observational studies have an important role in the identification
of large adverse effects of treatment on infrequent outcomes (ie, rare, but serious, side-effects) that are not likely to be
related to the indications for (or contraindications to) the treatment of interest. Such studies can also provide useful
information about the risks of death and disability in particular circumstances that can help to generalise from clinical
trials to clinical practice. But, due to their inherent potential for moderate or large biases, observational studies have
little role in the direct assessment of any moderate effects of treatment on major outcomes that might exist. Instead,
sufficiently large-scale evidence from randomised trials is needed to assess such treatment effects appropriately reliably.
Wider appreciation of the different strengths and weaknesses of these two types of epidemiological study should
increase the likelihood that the most reliable evidence available informs decisions about the treatments doctors use—
and patients receive—for the management of a wide range of life-threatening conditions.
Epidemiological studies of the effects of treatments on
mortality and major non-fatal outcomes can take the form
of either clinical trials or observational studies. The first
part of this review1 dealt with clinical trials—in particular,
those in which the treatment is assigned to patients at
random. As discussed, randomisation minimises systematic
errors (ie, biases) in the estimates of treatment effects,
allowing any moderate effects that exist to be detected
unbiasedly in studies of appropriately large size.1 By
contrast, observational studies—such as cohort studies and
case-control studies—involve comparisons of outcome
among patients who have been exposed to the treatment of
interest, typically as part of their medical care, with
outcome among others who were not exposed (or
comparisons between those with different amounts of
exposure). The reasons why certain patients received a
particular treatment while others did not are often difficult
to account for fully, and, largely as a consequence,
observational studies are more prone to bias than are
randomised trials. The primary objective of the second part
of this review is to distinguish between situations in which
biases in observational studies could lead to misleading
conclusions and those in which such studies could provide
useful evidence about the effects of treatment.

OBSERVATIONAL STUDIES: Non-randomised
assessment of treatment
Assessment of adverse effects of treatment
Observational studies can have an important role in the
identification of large adverse effects of treatments,
particularly on infrequent outcomes that are not likely to be
related to the indications for, or contraindications to, the
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treatment of interest (panel 1). Perhaps one of the best
illustrations of this is the detection of increased risks of
abnormal fetal limb development after maternal use of
thalidomide.2 A decade later, observational studies also
detected the many-fold increased risk of vaginal clear-cell
adenocarcinoma among the daughters of women who used
diethylstilboestrol.3 Other more recent examples include
the demonstration of a 20-fold increased risk of cardiacvalve abnormalities among patients taking the appetitesuppressant drugs fenfluramine, dexfenfluramine, and
phentermine4 (table 1), and even larger increases in the risk
of Stevens-Johnson syndrome and toxic epidermal
necrolysis with antiepileptic therapy.5 In each of these
examples, the outcome was rare among unexposed
individuals and the excess risk was large among exposed
individuals, making it unlikely that systematic errors could
reasonably account for the entire association.
On the other hand, since the disease of interest is rare in
such circumstances, individual studies may well involve too
few cases to detect, or quantify reliably, even large increases
in risk. Hence, to minimise random error, combined
analyses of the aggregated results (ie, meta-analyses) of all
relevant observational studies are being done with
increasing frequency. For example, a meta-analysis found
that more than 10 years of oestrogen replacement therapy
unopposed by progestagen was associated with almost a
ten-fold increase in the risk of endometrial cancer among
postmenopausal women.6 Such large effects are unlikely
to be entirely the consequence of bias, but it is not so
easy to exclude the possibility that biases might largely
or wholly explain more modest increases in risk: for
Panel 1: Situations in which an observational study is more
likely to provide reliable evidence about adverse effects of
treatment
● The outcome of interest is rare among individuals not exposed to
the treatment
● The excess risk among individuals exposed to the treatment is
large (eg, a several-fold increase in risk)
● There are no obvious sources of bias likely to account for most, or
all, of the observed association
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Any appetite
suppressant (n=233)*
Valve abnormalities 53 (23%)

Unexposed
controls (n=233)†

Odds ratio
(95% CI)

3 (1%)

22·6 (7·1–114·2)

*163 on fenfluramine and phentermine, 31 on dexfenfluramine and phentermine, and
39 on dexfenfluramine alone. †Matched for sex, age, height, and body-mass index.

Table 1: Detection of large adverse effects of treament in an
observational study: cardiac-valve regurgitation with appetitesuppressant drugs4

example, the 40% increased incidence of malignant
melanoma seen among users of hormone replacement
therapy in another meta-analysis of observational
studies.7 For, although these meta-analyses may help
avoid the biases produced by unduly selective emphasis
on particular parts of the available evidence (as with
meta-analyses of randomised trials1), the combination of
observational evidence that is subject to other systematic
errors might merely compound those biases—that is,
produce more precise, but still biased, estimates of the
effects of treatment.

Assessment of beneficial effects of
treatment
Reliable evidence about the effects of treatment on
mortality and major morbidity can also emerge from
observational studies when outcome among untreated
patients is typically poor and a large proportion of
patients derive benefit from the treatment. For example,
the beneficial effects of penicillin on survival in patients
with sepsis,8 and of antihypertensive treatment on death
and stroke in patients with malignant hypertension,9
were demonstrated in simple case series. Another
example is provided by oral rehydration therapy, which
seemed to reduce mortality from about 30% to less than
5% when introduced during a cholera epidemic among
Bangladeshi refugees.10 But, as discussed in the first part
of this review,1 outcome for many other common serious
conditions is less predictable, and the most plausible
expectation of benefit is that a treatment produces only
moderate (although still potentially worthwhile) effects
on serious outcomes. For the reliable assessment of such
effects of treatment, observational studies have a much
more limited part to play,11 since the potential biases
could obscure, inflate, or even seem to reverse the real
effects of treatment—and these biases cannot be
quantified reliably. For example, whereas a case-control
study indicated that individuals treated with angiotensinconverting-enzyme inhibitors had a 30% lower risk of
cancer,12 such effects have not been confirmed by large
randomised trials of these agents.13–15 Hence, although
observational studies have found hormone replacement
therapy to be associated with a third less coronary heart
disease16 and a fifth less colorectal cancer7 among
postmenopausal women, the extent to which such
differences in risk reflect treatment effects rather than
biases (due, perhaps, to the preferential prescription of
hormone replacement therapy to lower-risk women) may
only be known when results emerge from large
randomised trials.17 Similarly, the observation in a casecontrol study of a 70% lower risk of dementia among
individuals treated with statins cannot be accepted as
good evidence of benefit from the treatment.18

Major sources of bias in observational
studies
Confounding by factors associated with both treatment
and outcome
Perhaps the most important potential source of bias in
observational studies is confounding, whereby some
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Panel 2: Major sources of bias in observational studies of
treatment
● Confounding: A factor (such as pre-existing disease severity) is
associated with the use (or avoidance) of the treatment and,
independently, influences the risk of the outcome of interest.
For example, “confounding by indication (or contraindication)” may
occur when the treatment tends to be provided more (or less)
frequently to individuals with medical conditions associated with
increased or decreased risks of the outcome of interest
● Recall bias: The reliability of recall of treatment exposure differs
between those who develop an adverse outcome and those who
do not
● Detection bias: The reliability of detection of adverse outcomes
differs between those exposed to the treatment of interest and
those not exposed

factor is associated with the exposure of interest—but is
not a direct consequence of it—and, independently,
influences the risk of the outcome of interest (panel 2).
Observational studies of the effects of exposure to
treatment are particularly prone to confounding by
indication (or by contraindication), with the development of a medical condition leading both to the use of
the treatment (or its avoidance) and to the outcome of
interest. This type of bias can produce misleading
estimates not just of the size but also of the direction of
treatment effects, depending on the nature of the
associations between the confounding factors and the
outcome.
A recent example of misleading evidence about the
size of a treatment effect is provided by a large
observational study in which patients who received
-blockers after myocardial infarction were about half as
likely to die as those who did not receive such treatment
(table 2).19 By contrast, large-scale evidence from
randomised trials has clearly shown that long-term
-blocker use in patients with a history of myocardial
infarction reduces the risk of death by only about a
quarter20 (as have trials in higher-risk patients with
congestive heart failure21–23). The patients who received
-blockers in this observational study were significantly
younger, and had a lower-risk medical history, than
those who did not. Statistical adjustments were made for
these, and other, potential confounding factors that had
been recorded, but such adjustments may well be
incomplete due both to insufficient correction for factors
that were recorded (because of random errors in their
measurement24) and to lack of correction for other
relevant factors. Hence, it seems likely that the
overestimation in this observational study of the survival
advantage produced by -blocker therapy reflects some
residual bias (due, perhaps, to a selective tendency for
these drugs to be used less frequently in higher-risk
patients).

Deaths/patients
-blocker*
Observational study‡
Randomised trials

Risk ratio† (95% CI)
No -blocker*

~123/785 (16%)
~886/2952 (30%)
827/10 452 (8%)
986/9860 (10%)

0·57 (0·47–0·69)
0·77 (0·70–0·85)

*Treatment recorded at baseline in the observational study and assigned at random in
the trials. †Multivariate adjusted relative risk in the observational study, and stratified
odds ratio in the meta-analysis of randomised trials. ‡Exact numbers in each treatment
group of the observational study were not reported.

Table 2: Different sizes of apparent effect in an observational
study19 and in randomised trials:20 -blocker use and death
after myocardial infarction
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CHD events/patients

Observational study
Randomised trials

Antihypertensive
therapy*

No antihypertensive
therapy*

50/839 (6%)
934/23 847 (4%)

420/20 475 (2%)
1104/23 806 (5%)

Risk ratio† (95% CI)

Stroke/patients

Risk ratio† (95%CI)

Lower-dose aspirin Higher-dose aspirin
(<650 mg daily)*
(650–1300 mg daily)*
1·8 (1·3–2·6)
0·84 (0·77–0·92)

Observational study 96/1391 (7%)
Randomised trial
64/1417 (5%)

15/835 (2%)
86/1432 (6%)

2·3 (1·3–3·9)
0·74 (0·53–1·03)

CHD=coronary heart disease. *Treatment recorded at baseline in the observational
study and assigned at random in the trials. †Multivariate adjusted relative risk in the
observational study and stratified odds ratio in the meta-analysis of randomised trials.

*Treatment recorded at baseline in the observational study and assigned at random in
the randomised trial. †Univariate relative risk in the observational study and odds ratio
in the randomised trial.

Table 3: Different directions of apparent effect in an
observational study25 and in randomised trials:26
antihypertensive therapy and coronary heart disease

Table 4: Discordance between apparent effects of different
drug doses in an observational study29 and a randomised trial:30
higher-dose versus lower-dose aspirin and stroke after carotid
endarterectomy

An example of misleading evidence about the
direction of a treatment effect is provided by an
observational study in which there was almost a two-fold
greater risk of coronary events among patients receiving
antihypertensive therapy than among those not receiving
such treatment (table 3).25 By contrast, randomised
controlled trials have clearly demonstrated that
antihypertensive treatment reduces the risks of coronary
heart disease (as well as those of stroke).26 Similarly,
whereas a large observational study found nearly a
doubling in the risk of major coronary events among
those regularly taking aspirin,27 randomised controlled
trials have shown unequivocally that antiplatelet therapy
reduces the risks of heart attacks by about a quarter.28
These misleading findings from observational studies
persisted after statistical adjustment for a variety of
confounding factors and after restriction of analyses to
individuals without a recorded history of cardiovascular
disease. Once again it seems that uncontrolled residual
bias remains the most likely explanation (probably, in
these examples, due to a tendency for the treatments to
be used more frequently in higher-risk patients).
Fortunately, for both antihypertensive and antiplatelet
therapy, the evidence from the randomised trials has
chiefly influenced practice patterns, resulting in the
appropriately widespread use of these treatments and the
consequent prevention of many hundreds of thousands
of premature deaths each year. By contrast, reliance on
the evidence from the observational studies might have
led to the inappropriate abandonment of these
treatments (or, at the very least, to restriction of their
use) and to much unnecessary suffering.
Observational studies can also provide misleading
evidence about the effects of different drug doses. For
example, retrospective observational analyses of
outcome among participants in the North American
Symptomatic Carotid Artery Endarterectomy Trial
(NASCET) indicated that the risk of perioperative
stroke among patients who had been taking 650–1300
mg aspirin daily was less than half that among patients
who had taken lower doses (table 4).29 Subsequently,
however, a randomised trial designed to test this
hypothesis in patients undergoing carotid endarterectomy found a non-significantly higher stroke
incidence with 650–1300 mg/day aspirin than with lower
doses (as well as a marginally significant higher risk of
the composite of stroke, myocardial infarction or
death).30 In this instance, reliance on the evidence from
the observational study alone could have led to the
inappropriate abandonment of lower-dose regimens
which cause fewer side-effects and are better tolerated
long-term.
Bias due to differential recall of treatment exposure
Recall bias can be a problem in observational studies
when there is a difference in the reliability of the data
collected on treatment exposure between cases that have

THE LANCET • Vol 357 • February 10, 2001

the disease of interest and controls that do not.31
Although it is unlikely that recall bias could account for
the many-fold increases in risk seen, for example, with
limb abnormalities and thalidomide use,2 it might well
be responsible for more moderate differences in
apparent risk. For example, an early case-control study
of childhood cancer obtained data on maternal X-ray
exposure through interviews with mothers, and observed
that the risk of death from malignancy among the
children of women who reported being exposed to
abdominal X-rays was almost twice as great as that
among the children of women who reported no such
exposure.32 To determine whether this association might,
at least in part, reflect more complete recall of exposure
by the mothers of affected children, a second study was
done in which exposure was determined from prenatal
medical records.33 That study also found an increased
risk of cancer among offspring of exposed women, but
the relative risk was only half as large as in the first study.
It has been suggested that such bias might be kept to a
minimum by making comparisons between exposures
reported by mothers of children with some particular
birth defect and those reported by mothers of children
with other anomalies.34 That strategy would not, however,
exclude entirely the possibility of differential recall
between the mothers of children with different types of
birth defect. Moreover, it might obscure a real effect of
the treatment if exposure was associated with more than
one type of congenital anomaly.
Bias due to differential detection of outcomes
Individuals receiving any treatment will tend to be
seen by doctors or other health professionals
more frequently than will others, and this may result in
the earlier detection of a variety of outcomes. For
example, although a highly significant increase of a
quarter in the risk of breast cancer was seen among
women taking hormonal contraceptives,35 this finding
could largely reflect the earlier detection of less
advanced breast cancer among such women. For, much
of the observed excess risk was due to an excess of
localised tumours, without any clear increase in the risk
of tumours that had spread beyond the breast. Another
possible example of such detection bias is provided by
studies of first-trimester exposure to the antifungal drug
itraconazole. Congenital malformations were seen in
13% of children of exposed women in a retrospective
study compared with only 3% in a prospective study,36
perhaps reflecting the greater likelihood of including
women who have affected babies in a retrospective
study.

Efforts to control biases in observational
studies
The effects of biases in observational studies are
frequently underestimated in the interpretation of
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associations found between treatment and outcome.
Even when statistical adjustment for measured
confounding factors fails to reduce the size of such
associations materially, this provides little reassurance
that residual bias is not still a major cause of any
observed associations. These difficulties are illustrated
by an observational study of antihypertensive treatment
in which a 60% higher risk of heart attacks was seen
among patients receiving a calcium antagonist compared
with those receiving other agents.37 In that study,
calcium antagonists seem to have been preferentially
prescribed to higher-risk patients (such as those with
pre-existing coronary heart disease or other risk factors
for cardiovascular disease), but the association between
use of calcium antagonists and subsequent myocardial
infarction remained conventionally significant after
adjustment for measured confounders and after
excluding those with a history of cardiovascular disease.
Residual bias remains a plausible explanation for at least
part of the observed excess risk, however, since the data
collected on prognostic factors are unlikely to describe
all of the factors that contributed to the tendency to
prescribe calcium antagonists to higher-risk patients.
This could explain why the large excess risk reported in
that observational study is not consistent with the much
smaller difference in heart attack incidence (relative risk
1·12 [95% CI 1·00–1·26]) between calcium antagonists
and diuretics or -blockers in a prospectively-planned
meta-analysis of all relevant randomised trials.38
Various statistical methods have been proposed to
deal with the problem of residual biases in observational
studies of treatment. For example, instrumental variable
estimation involves grouping patients according to their
likelihood of receiving the treatment of interest, by use
of observable factors (ie, instrumental variables) that
affect treatment use, but—it is hoped—do not directly
affect patients’ outcomes.39 Although this method has
been described as mimicking randomisation, it depends
entirely on the untestable assumption that the observed
instrumental variables are not correlated with
unobserved factors that directly affect outcome.
Moreover, since the range of variation between groups
of patients in the likelihood of receiving some particular
treatment might be narrow (eg, one such assessment of
coronary-artery catheterisation was based on its use in
20% vs 26% of patients39), any difference in outcome
due to this differential use of the treatment would
probably be very small (and, hence, difficult to assess
even in a properly randomised controlled trial).
Another method that has been proposed involves
case-crossover (or case-series) analysis,40,41 in which
outcomes are compared between periods before and
after treatment exposure within the same individuals.
But, although this may avoid biases resulting from
differences between exposed and non-exposed patients,
variations in the underlying disease state within
individuals could still determine both the necessity for
treatment and the likelihood of the outcome of interest
occurring. For example, a case-crossover study reported
a 60% higher risk of road-traffic accidents during
periods of exposure to benzodiazepines.42 At least in
part, this could have been due to exacerbation of certain
conditions that led both to an increased use of
benzodiazepines and, independently, to an increased
risk of accidents. Hence, these and other nonrandomised methods43 do not provide assurance that all
sources of known and unknown bias are adequately
controlled, and so cannot exclude the possibility that
moderate biases have obscured or inflated any moderate
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effects, or have falsely indicated a treatment effect when
none existed.

Potential for small random errors in
observational studies
One advantage of observational studies is that it is often
easier to study much larger numbers of patients—and,
consequently, much larger numbers of deaths and other
relevant outcomes—than it is in randomised trials.
Observational studies can, therefore, provide estimates
of treatment effects that are subject to relatively small
random errors, allowing the reliable detection of some
extreme though rare adverse effects of treatments. But,
as discussed earlier, small random errors in large
observational studies can also lead to the detection of
more moderate differences in risk that are merely the
result of bias, rather than the effect of treatment (ie,
more precise, but biased, estimates). For example, in
meta-analyses of observational studies of hormone
replacement therapy, women who had taken such
treatment were seen to have significantly lower risks of
coronary heart disease with oestrogen alone (relative risk
0·70 [95% CI 0·65–0·75]) or with oestrogen plus
progestin (0·66 [0·53–0·84]),16 lower risks of colorectal
cancer (0·8 [0·7–0·9]),7 higher risks of breast cancer
(relative risk increasing by 2·3% [1·1–3·6] with each
year of use),44 and higher risks of malignant melanoma
(relative risk 1·4 [1·2–1·7]).7 But, there is evidence that
women who take hormone replacement therapy may
have better pretreatment coronary risk-factor profiles45
and better access to preventive health care46 than those
who do not, and several of the risk factors for coronary
heart disease that differ between users and non-users of
hormone replacement therapy (such as physical
inactivity and obesity) are also risk factors for colon
cancer.47 On the other hand, women who take hormone
replacement therapy (like those who take oral
contraceptives35) may be more likely to have breast
cancer and melanoma diagnosed at an earlier stage
because of greater contact with doctors. As a
consequence, the balance of any true benefits and risks
of hormone replacement therapy cannot be determined
reliably from observational studies. In this regard, it is of
interest that a relatively small randomised placebocontrolled trial of hormone replacement therapy for the
secondary prevention of coronary heart disease48 failed
to confirm the one-third reduction in risk suggested by
the observational studies.16 Indeed, during about 4 years
of follow-up in that study, there seemed to be an early
excess of vascular events followed by a later shortfall
among those assigned active treatment (and a similar
early trend has recently been reported from the larger
Women’s Health Initiative randomised trial49). These
findings do not, however, preclude the possible
emergence of worthwhile effects with more prolonged
use of hormone replacement therapy in the large, longterm trials that are currently in progress.17

Evidence from observational studies in the
context of results from randomised trials
A more prominent role for observational studies in the
assessment of treatment effects has been argued in two
reviews50,51 on the basis of examples in which there were
considered to be no apparent differences between the
results of observational studies and those of randomised
trials. But, several of the examples included in those
reviews involved estimates of treatment effects that were
subject to large random errors. For example, separate
meta-analyses of the observational studies and of the

THE LANCET • Vol 357 • February 10, 2001

For personal use only. Reproduce with permission from The Lancet Publishing Group.

REVIEW

randomised trials comparing laparoscopic and open
appendectomy were interpreted as having shown similar
reductions in infection rates with laparoscopic
procedures,50 even though the 95% CI for the risk
reduction in each type of study ranged from about 10%
to about 70%. It has also been noted52 that other
examples in those reviews did not even involve
observational studies of treatment, but instead
misleadingly compared the effects found in randomised
trials of treatment that alter risk factors (such as
lowering blood cholesterol or blood pressure) with
estimates from observational studies of the associations
between risk-factor levels and disease risk.51 Most
pertinently, any similarity of the treatment effects
estimated from observational studies and from
randomised trials in any one particular circumstance
provides little reassurance that observational studies will
provide unbiased estimates of the effects of treatment in
some other circumstance.
Furthermore, it makes little sense to continue to base
inference on observational studies when their results
have been reliably refuted by large-scale randomised
trials. For example, it had previously been suggested by
observational analyses that digoxin might increase
mortality substantially.53 By contrast, the large
randomised Digitalis Investigation Group (DIG) trial
showed unequivocally that the addition of digoxin to
current therapy reduces the risk of hospital admission
for heart failure (relative risk 0·72 [95% CI 0·66–0·79])
by about as much as do angiotensin-converting-enzyme
inhibitors, with no apparent adverse effect on total
mortality (1181 deaths in patients allocated digoxin and
1194 in patients allocated placebo; 0·99 [0·91–1·07]).54
In the light of this evidence, the prominent reporting of
new claims from observational analyses that digoxin
doubles the risk of death in just the sort of patients
studied in the DIG trial is not appropriate.55,56
Without clear confirmatory evidence from large-scale
randomised trials or their meta-analyses, reports of
moderate treatment effects from observational studies
should not be interpreted as providing good evidence of
either adverse or protective effects of these agents (and,
contrary to other suggestions,57,58 the absence of evidence
from randomised trials does not in itself provide
sufficient justification for relying on observational data).
In this regard, it is salutary to note the example provided
by early reports from observational studies of
moderately increased risks of breast cancer among
hypertensive patients treated with reserpine.59,60 Those
reports led to avoidance of one of the few effective
antihypertensive agents available at that time, and only
much later was this association with breast cancer
shown to be the likely result of bias.61 A more recent
report from an observational study has suggested a
moderately high risk of cancer among hypertensive
patients treated with a calcium antagonist.62 But, once
again, only limited data are currently available from
randomised trials to assess the reliability of this
observation.

Use of observational studies to estimate
potential effects of treatment
Prediction of the relative effects of treatment
When a treatment alters an established risk factor for
disease, observational studies of the association between
that risk factor and the disease may provide some
indication of the potential effects of the treatment on
disease risk. For example, in observational studies, a
prolonged 5 mm Hg lower diastolic blood pressure is
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Subgroups
of entry
characteristics
DBP (mm Hg)
All <110

Number of
patients

Percent with
events
Treatment Control

Odds Percentage
ratio
reduction
(95% CI)
(SD)

35 139

1·3

2·2

39 (6)

Some 110, all 115

7669

4·6

6·5

32 (8)

Some or all >115

4845

4·7

8·2

45 (9)

Age (years)
Some or all <60

12 483

4·6

7·0

34 (6)

All 60

35 170

1·3

2·3

43 (6)

Prior stroke
Most no

47 104

2·0

3·2

38 (5)

549

18·8

27·3

38 (16)

47 653

2·2

3·5

38 (4)

All yes
All patients

0
1·0
2·0
Meta-analysis of randomised controlled trials of antihypertensive
therapy:26 achievement of full effects on stroke risk predicted
from observational studies63 for a 5–6 mm Hg reduction in usual
diastolic blood pressure
Diamondspoint estimates and 95% CIs. Arrows indicate range of effect
predicted from observational studies. DBPdiastolic blood pressure.

associated with about a one-third lower risk of stroke
among middle-aged individuals,63 and randomised trials
of blood-pressure lowering26 show that much, or all, of
this predicted long-term effect is achieved within 5 years
(with similar relative treatment effects in a variety of
subgroups of patients; figure). However, although such
estimates from observational studies of the potential
effects of treatments may be valuable, they could
overestimate the actual effects of treatment if disease
risk is only partly reversed (at least in the short term).
For example, observational studies have shown that a
prolonged 5 mm Hg lower diastolic blood pressure is
associated with about a one-fifth lower risk of coronary
heart disease,63 and that a prolonged 1 mmol/L lower
blood cholesterol concentration is associated with about
a one-half lower risk of coronary heart disease64 among
middle-aged individuals. By contrast, randomised trials
of treatments that reduce blood pressure26 or
cholesterol64,65 suggest that only about a half or twothirds of the long-term effects predicted from the
observational studies are produced within about 5 years
of altering these risk factors.
Treatments might also have independent effects on
disease risk that offset or augment the benefits of altering
a particular risk factor. For example, the reduction in
stroke risk of about a third in a recent randomised trial of
an angiotensin-converting-enzyme inhibitor15 is about
twice as great as would be predicted from observational
studies63 for the achieved 3 mm Hg reduction in systolic
blood pressure. Moreover, differences in outcome
associated with some putative risk factors may not be
causal. For example, many observational studies have
found that greater consumption, and higher blood
concentrations, of -carotene are associated with lower
incidence of cancer. The first reviews of these findings
stressed that such associations might merely reflect some
type of confounding, and emphasised the need for largescale randomised trials of the effects of long-term
-carotene supplementation on cancer incidence.66,67 Even
after more than 10 years of treatment in such trials, no
clear evidence of benefit has emerged,68 suggesting that
the inverse associations in observational studies were
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indeed due largely, or wholly, to differences in other
aspects of health-related behaviour, which determined
differences in cancer risk between those with different carotene intakes. Similarly, blood concentrations of
fibrinogen,69 C-reactive protein,69 and homocysteine70
seem to be strongly associated with the risks of vascular
disease, but it remains unclear whether blood
concentrations of these factors are raised largely as a
consequence of underlying vascular disease (rather than
being a cause of it)—in which case, lowering the
concentrations of these factors would not be expected to
produce any material reduction in risk.
Prediction of the absolute effects of treatment
Another way in which observational studies may help to
determine the potential effects of treatment is by
providing more representative estimates of the absolute
rates of death, and of other relevant outcomes, in
particular circumstances in the absence of the
treatment. For, although randomised controlled trials
will usually provide the most reliable estimates of the
relative effects of treatment on cause-specific outcomes,1
restrictive inclusion criteria can result in the recruitment
of patients at higher or lower than usual risk. In
circumstances where the relative effects of treatment are
similar across a wide range of disease risks (as, for example,
with blood-pressure lowering and stroke risk; figure), the
absolute effects of treatment will vary in approximate
proportion to the background disease risks. So, for example,
the likely absolute effects of antihypertensive treatment
might be best estimated by applying the relative reductions
in stroke and in coronary heart disease shown by the
randomised trials26 to the absolute rates of the same
outcomes found in observational studies of specific
populations. Hence, the absolute benefits of such treatment
at the same levels of blood pressure would be expected to be
much greater in populations with stroke and coronary
disease rates that are very high (as in parts of eastern Europe
and Russia,71 or among patients with pre-existing vascular
disease) than in those with much lower rates (as in parts of
southern Europe,71 or among patients without vascular
disease or other important risk factors).

CONCLUSIONS: Improving health care by the
appropriate use of epidemiological evidence
Both randomised trials and observational studies can
contribute important evidence about the effects of
treatment on mortality and major non-fatal outcomes. The
appropriate role for each type of study is determined
primarily by the extent to which random error and bias
can be guaranteed to be sufficiently small for the question
posed to be answered reliably. Observational studies can
often reduce random error substantially by involving very
large numbers of individuals with a specific disease
outcome, thereby providing useful evidence about any large
effects of treatment on relatively uncommon outcomes (for
example, rare but serious side-effects). Such studies may
also provide an indication of the eventual effects of a
treatment that markedly alters levels of a risk factor,
provided there is a causal relation with disease. But, due to
their inherent potential for moderate or large biases,
observational studies have little role in the direct assessment
of any more moderate effects of treatment on major
outcomes, which are generally all that can realistically be
expected from most treatments for most common serious
conditions. By contrast, random allocation of treatment
minimises bias and, when random error is also reduced
sufficiently by the study of appropriately large numbers of
patients (whether in individual trials or meta-analyses),
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randomised trials can provide reliable evidence about
moderate treatment effects.1
Failure to recognise the limitations of observational studies
in the assessment of moderate treatment effects may well have
serious consequences, including both the use of ineffective
treatments (such as -carotene supplements for cancer
prevention68 ) and the inappropriate abandonment, or
insufficiently widespread use, of effective treatments (as
occurred, for example, when concerns were raised about the
safety of certain antihypertensive drugs72). Despite this, it has
been argued by some that observational studies can provide
useful information when there are substantial barriers to
the conduct of randomised trials, such as the requirement for
an extremely large sample size or a very long period of followup (eg, assessment of the effects of hormone replacement
therapy on breast-cancer risks); when the conduct of
randomised trials is hindered by the reluctance of patients or
their doctors to participate (eg, assessment of treatments for
multiple sclerosis); or when there are considered to be other
ethical, economic, regulatory, or political obstacles.57,58
Difficulties in obtaining reliable evidence in randomised
trials as a consequence of such obstacles are not, however,
sufficient to justify the use of unreliable evidence from
observational studies that may, due to the potential biases,
be importantly misleading. Instead, greater efforts need to
be made to remove or overcome any obstacles that
inappropriately prevent the provision of reliable evidence
from randomised trials of adequate size (as has been achieved
for treatments of numerous vascular and neoplastic
conditions).
It has also been argued that observational studies could
provide more generalisable evidence about the effects of
treatment because they involve populations of patients, or
clinicians, that are more representative of particular practice
settings than those involved in clinical trials.57,58 But, the
inclusion of more representative participants does not
prevent observational studies from producing biased
estimates of any moderate treatment effects that might exist.
Moreover, as has been discussed, careful consideration of
the effects seen among the different types of patient
included in randomised trials can often allow the results of
clinical trials to be generalised widely. In particular,
applying estimates derived from appropriately large
randomised trials (or meta-analyses of trials) of the relative
effects of a treatment on specific outcomes to the absolute
risks of those outcomes observed in representative patient
populations may well provide a broadly reliable guide to the
balance of the absolute benefits and absolute risks conferred
by the treatment in routine clinical practice.
In conclusion, observational studies and randomised
trials provide complementary evidence about the effects of
treatment on mortality and major morbidity. Wider
appreciation of the different strengths and weaknesses of
these two types of epidemiological study should increase the
likelihood that the most reliable evidence available informs
decisions about the treatments doctors use—and patients
receive—for the management of a wide range of lifethreatening conditions.
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The uses of error: The complexity of general
practice
General practitioners encounter a large number and variety of health problems every day. In
coping with these problems the general practitioner has to modify his or her role accordingly,
from masterly inactivity to active diagnostic and therapeutic pursuit. This case is an example of
complex role-modification leading to a tragic, though probably understandable, failure to
diagnose breast cancer.
A 37-year-old patient used to visit my practice regularly for various minor problems. I was
rather fond of her and admired her for her cheerful outlook of life: she was a young mother of a
single teenage son, and it was no secret that she was less than happy with her elderly husband.
She had consulted me for a lump in her right breast, which appeared benign on initial
examination.
This was the planned follow-up 3 weeks later to check on its natural history.
“How about the breast?” I started. “Yes, well, the breast,” she replied, her body language
signalling utter confusion. This rang alarm bells inside my head so I invited her to tell me what
was troubling her. She explained her recent discovery of being lesbian, the delight of finding a
girlfriend, and her anxiety regarding the consequences this had for her own family. I was allowed
to check her breast, and I happily concluded that the lump had reduced in size, if not
disappeared. I urged her to come back within a month. However, during that consultation as
well as the next, we discussed her new perspective on life and the impossibility of integrating it
with her previous one. It was only after a number of such highly emotional consultations that I
dared to request permission to re-examine her breast. The examination disclosed a persistent
lump in the right breast, and I managed to arrange for a consultation with a surgeon next day.
The outcome was as striking as it was predictable. A carcinoma was diagnosed, an operation
performed, 8 months later metastases were discovered, and just over a year later she died.
Two memories of that period prevail. It was a considerable shock to receive a warm welcome
when I visited her in hospital after the operation, because I had been expecting remorseless
reproach of my delayed diagnosis. The other memory is of the complicated, yet highly rewarding,
period of terminal home care including a still fundamentally puzzled ex-husband and a most
supportive girlfriend.
This case exemplifies the complexity of general practice. A lump in the breast is a common
presenting complaint and important life events are often discussed between patients and their
family doctor. This example highlights the difficulty of simultaneously pursuing a clinical
diagnosis while providing a sympathetic ear for a patient’s often unrelated difficulties, a duty that
the medical profession must carry out on both accounts.
Professor Chris van Weel
Department of General Practice, University of Nijmegen, Netherlands
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