
SUPPLEMENTAL MATERIAL 

 

Search strategy for systemic review 

Database: MEDLINE and EMBASE (through EMBASE.com) 

Date of search: 29 March 2012 

Search strategy: 

#1. 'oral glucose tolerance test'/exp OR 'oral glucose tolerance test' 

#2. 'ogtt'/exp OR 'ogtt' 

#3. 'glucose tolerance test'/exp OR 'glucose tolerance test' 

#4. 'glucose tolerance' 

#5. 'reproductivity'/exp OR reproductivity 

#6. 'reproducible' 

#7. 'reliability'/exp OR reliability 

#8. 'reliable' 

#9. 'variability' 

#10. 'variation' 

#11. 'variable' 

#12. 'acute coronary syndrome'/exp OR 'acute coronary syndrome' 

#13. 'heart infarction'/exp OR 'heart infarction' 

#14. 'myocardial infarction' 

#15. #1 OR #2 OR #3 OR #4 

#16. #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR#11 



#17. #12 OR #13 OR #14 

#18. #16 AND #17 

#19. #18 AND (1985:py OR 1986:py OR 1987:py OR 1988:py OR 1989:py OR 

1990:py OR 1991:py OR 1992:py OR 1993:py OR 1994:py OR 1995:py OR 

1996:py OR 1997:py OR 1998:py OR 1999:py OR 2000:py OR 2001:py OR 

2002:py OR 2003:py OR 2004:py OR 2005:py OR 2006:py OR 2007:py OR 

2008:py OR 2009:py OR 2010:py OR 2011:py OR 2012:py) 

Search results: 5521 

 



Assessment of methodological quality 

Of the 15 included studies in this review, only one abstract did not have enough 

information.
1
 However, we have obtained access to the unpublished full-length text of 

the said abstract. Thus, all of the 15 studies have been under the assessment of the 

methodological quality.
2-15

 

The items in the QUADAS tool and their interpretation were as follows: 

1. Was the spectrum of patients representative of the patients who will receive the 

test in practice? (Representative spectrum?)  

There are two aspects to this item: first, whether the right patient group was 

recruited to the study to address the review question; and second, whether the method 

of sampling patients for inclusion in this group was likely to yield a representative 

sample.  

About half of the studies included the appropriate patient group to address the 

review question, and the method of recruitment was either consecutive or random 

sampling.
1, 3, 5, 7, 8, 10, 13, 14

 One study did not include patients admitted during 

holidays.
11

 The remaining studies did not specify the included criteria or the method 

of recruitment, which puts them at unclear risk of bias.
2, 4, 6, 9, 12, 15

 

2. Is the reference standard likely to classify the target condition correctly? 

(Acceptable reference standard?) 

Although the diagnostic criteria for diabetes mellitus have been changed over time, 

we considered all the criteria published by WHO and ADA since 1985 as appropriate 

reference standards. 



  Most of the studies mentioned the reference standard either by citing the criteria or 

specifying the cutoff values for diabetes. Only two studies did not mention the 

reference standard.
2, 5

 

3. Is the time period between the reference standard and the index test short enough 

to reasonably assure that the target condition did not change between the two tests? 

(Acceptable delay between tests?) 

   Ideally, the results of the index test and the reference standard are collected on the 

same patients at the same time. However, the purpose of our review is to assess the 

reproducibility of the OGTT over time. Based on the current evidence, it is difficult to 

determine the optimal or reasonable interval between two tests. Thus, we considered 

all the studies to be at unclear risk of bias. 

4. Did the whole sample or a random selection of the sample receive verification 

using the intended reference standard? (Partial verification avoided?) 

Partial verification bias can occur when not all of the study patients are verified by 

the reference standard. Where the choice of patients for verification is not random, 

particularly if it is then influenced by the results of the index test, biased estimates of 

test performance may arise. 

  We have excluded studies only repeating the OGTT in patients with an abnormal 

result in the first OGTT. Thus, all of the patients with ACS who received the index 

test (the first OGTT) have gone on to receive verification of their disease status using 

a second OGTT. However, in most of the non-ACS studies, some of the patients who 

received the first OGTT did not receive verification by the second OGTT, and the 



selection method for patients who would receive a second OGTT was not specified
12, 

14, 15
 or was only random in NGT patients.

13
 

5. Did patients receive the same reference standard irrespective of the index test 

result? (Differential verification avoided?) 

Although different criteria for DM have been used in the included studies, each 

study has used the same OGTT criteria in all patients as the reference standard. Thus, 

all of the included studies are at low risk of differential verification bias. 

6. Was the reference standard independent of the index test (i.e., the index test did 

not form part of the reference standard)? (Incorporation avoided?) 

In our review, we have used two separate OGTT as the index test and the reference 

standard. The index test did not form part of the reference standard. Thus, all the 

included studies are at low risk of incorporation bias. 

7. Were the reference standard results interpreted without knowledge of the results of 

the index test? (Reference standard results blinded?) 

Only one study specified that the reference standard (the second OGTT) was 

interpreted without knowledge of the index test (the first OGTT) results.
14

 The 

remaining studies did not mention the blinding detail; thus, we considered them to be 

at high risk of diagnostic review bias. 

8. Were the index test results interpreted without knowledge of the results of the 

reference standard? (Index test results blinded?) 

Since we only included perspective cohort studies, the index test (the first OGTT) 

was performed before the reference standard (the second OGTT) was applied, and the 



test results were interpreted without knowledge of the reference standard. Thus, all the 

included studies are at low risk of test review bias. 

9. Were the clinical data available when the test results were interpreted the same as 

would be available when the test is used in practice? (Relevant clinical 

information?) 

For some index tests, the availability or absence of relevant patient information 

(such as age, gender, presence and severity of symptoms, and other test results) when 

the test is undertaken may affect its performance. However, we used an objective 

measurement (blood glucose level), which is unaltered by external information. Thus, 

an unbiased estimate of test accuracy may be obtained by interpreting the results in 

isolation from other clinical information. 

10. Were uninterpretable/intermediate test results reported? (Uninterpretable results 

reported? 

In all the included studies, the number of results reported agreed with the number 

of patients recruited, indicating no uninterpretable test results. 

11. Were withdrawals from the study explained? (Withdrawals explained?) 

Most of the studies are at low risk of this bias, with six studies reporting no 

withdrawal
1, 3-5, 9, 14, 15

 and others reporting withdrawals with explanation.
6-8, 10, 11

 

Three studies were considered to be at high risk of bias because of withdrawal reports 

without explanation.
2, 12, 13
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