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[摘要 ]  目的 :如何选择对照组是临床随机对照试验设计的关键环节之一。通过对 Cochrane 图书馆发表的

关于中草药治疗 2 型糖尿病系统评价中所包含的 66 个临床试验进行对照组设计的评价分析 , 探讨如何提高

中草药临床试验中对照组设计的质量。方法 :文献检索 2005 年 7 月前发表于 Cochrane 图书馆且纳入临床

试验最多的系统评价———中草药治疗 2 型糖尿病系统评价中的 66 个临床试验 , 分析中草药临床随机对照试

验在对照组设计方面存在的问题。结果 :在 66 个临床试验中 ,所采用的对照组包括安慰剂组、阳性药物组及

空白对照组等 ,但在临床试验设计中则并未说明对照组的选择理由 ; 其中 27 个临床试验采用中、西药结合与

西药疗效的比较 ;24 个临床试验采用中药与西药疗效的比较 ; 5 个临床试验采用中药与安慰剂疗效的比较 ;

3 个临床试验比较了中、西药结合与西药合安慰剂治疗的疗效 ; 3 个临床试验比较了中、西药结合与其他中药

治疗的疗效 ;中药治疗组与空白对照组比较、中药合安慰剂治疗与西药合安慰剂治疗的比较则各为 1 个临床

试验 ;另有 1 个临床试验采用了中药分别与中、西药结合 ,西药以及安慰剂的比较 ; 有 1 个试验则采用了中药

分别与西药及中、西药结合的比较。结论 : 基于不同的临床试验目的选择对照组是进行对照组设计的根本依

据。建议 : ( 1) 研究者与设计者必须正确理解对照组选择的重要意义 ; ( 2) 对照组的选择必须以试验设计目的

为基础 ; ( 3) 选择阳性药物对照组必须有充足的证据证明该阳性药物的疗效 , 同时必须遵照推荐方法使用阳

性药物 ; ( 4) 必须确保安慰剂所含成分为惰性成分 ,对所研究疾病无任何治疗作用 , 且在色、泽、味、形等方面

尽可能与试验药物一致 ; ( 5) 空白对照组的选择必须充分考虑伦理道德因素 , 且不会因为非盲法评估而对结

局评估产生任何偏倚 ; ( 6) 在对慢性、稳定性疾病进行的研究中 , 交叉对照试验常较随机对照试验更为适宜。
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ABSTRACT  Objective: To discuss the types of control groups in randomized controlled trials (RCTs) of Chi-

nese herbal medicine (CHM) , and to provide suggestions for improving the design of control group in future

clinical studies in this therapeutic area . Methods: A search of the Cochrane Library was conducted in July

2005 to identify RCTs of CHM , and 66 RCTs with CHM for type 2 diabetes mellitus were obtained as the basis

for further analysis . Results: Of 66 RCTs with CHM for type 2 diabetes mellitus, 61 ( 92 .4% ) tr ials had both

a treatment group and a control group . Twenty-seven ( 40 .9 % ) RCTs compared CHM plus conventional drug
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vs conventional drug , 24 ( 36 .4% ) compared CHM vs conventional drug , 5 (7 .6% ) compared CHM vs place-

bo , 3 ( 4 .5 % ) compared CHM plus conventional drug vs convent ional drug plus placebo , 3 ( 4 .5% ) com-

pared CHM plus conventional drug vs other CHM , 1 ( 1 .5% ) compared CHM vs no treatment , 1 ( 1 .5% )

compared CHM plus placebo vs conventional drug plus placebo , 1 (1 .5 % ) compared CHM vs CHM plus con-

ventional drug vs conventional drug vs placebo , and 1 (1 .5 % ) compared CHM vs conventional drug vs CHM

plus conventional drug . Conclusion: A variety of control groups were used in RCTs of CHM for type 2 diabetes

mellitus , including placebo , active , and no treatment control groups . Justification for select ing particular

types of control groups were not provided in the trials reviewed in this study . Different control groups may be

appropriate according to the study objectives , and several factors should be considered prior to selecting

control groups in future RCTs of CHM . Recommendations: (1 ) Invest igators of CHM who design clinical trials

should understand the rationale for selecting different types of control groups; ( 2 ) Control groups for RCTs

should be selected according to study objectives ; ( 3 ) Act ive control groups should select intervent ions for

comparisons that have the strongest evidence of efficacy and prescribe them as recommended; ( 4 ) Placebo

control groups should select a placebo that mimics the physical characteristics of test intervent ion as closely

as possible and is completely inert; ( 5 ) No treatment control groups should only be used when withholding

treatment is ethical and objectives outcomes will not be subject to bias due to absent blinding; (6 ) Crossover

control groups may be appropriate in chronic and stable conditions .

KEY WORDS  randomized controlled trial ; Chinese herbal medicine; methodology ; quality assessment;

control group

Zhong Xi Yi Jie He Xue Bao/ J Chin Integr Med , 2006 , 4 (2 ) : 130-136    www .jcimjournal .com

1  INT RODUCT ION

 In this second part of our four-part series on as-

sessing the methodological quality of randomized
controlled trials (RCTs) in Chinese herbal medicine
(CHM) , we discuss the issue of control groups .

 The concept of using a comparison group in CHM
practice appeared about 900 years ago in the Chi-
nese medicine literature , as reported in the Atlas of
Materia Medica ( Bencao Tujing ) , originally pub-

lished in 1061
[ 1 ]

. A trial with two participants tes-
ting the efficacy of ginseng found that the partici-
pant who did not consume ginseng appeared short of
breath sooner than his counterpart who did take
ginseng . However , most of the studies in CHM
have traditionally evaluated efficacy based on obser-

vational studies comparing symptoms in the same
patients before and after treatment, not comparing
changes in symptoms with other treatment or con-

trol groups . The use of RCTs in medicine is rela-

tively recent . The first RCT began in 1946 and was
conducted to test the efficacy of immunization
against whooping cough[ 2 ] . Since the results of that
study were not reported until 1951 , the first pub-

lished RCT was in fact organized by D’Arcy Hart and
Daniels to examine the efficacy of streptomycin for
treating pulmonary tuberculosis[ 3 ]

. In CHM, the

first RCT was reported in 1983 to examine the
effects of Buxux Harlandii on coronary heart dis-

ease[ 4 ]
.Numerous RCTs of CHM have been conduc-

ted and published in the past two decades .

 The principal aim of RCTs is to evaluate the effi-
cacy and/ or safety of a particular intervention . For
this purpose , investigators should select a control
group as a basis for comparing the intervention to
determine whether it is superior , equal, or inferior
to alternatives, depending on the objectives of their
study . Thus, the proper use and design of a control
group is pivotal for evaluating the efficacy of an in-

tervention in a RCT . The main reason for which a
control group is required is to control alternative
factors that may explain the observations made re-

garding the intervention examined in the treatment
group . In RCTs for examining conventional phar-

maceutical products , for example, the control group
is often given inert pills, tablets, capsules , etc .,

that are similar in size and color to the active inter-

vention . Alternatively , the control group in RCTs
may receive nothing at all , or even an alternative
active intervention . Designing a control group for a
particular RCT can be quite challenging , especially
in CHM .

 An important requirement for RCTs is that the
treatment and control groups should be similar with
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regard to baseline characteristics[ 5 ] . This is ensured
by proper randomization technique ( i .e . sequence
generation, allocation concealment , etc .) , and
blinding of participants, investigators , and observ-

ers . Ideally , the only difference between the treat-

ment and control groups in RCTs would be the
presence or absence of the active intervention being
examined . Without these design attributes, RCTs
cannot adequately determine the efficacy of a inter-

vention tested .

 Given the importance of control groups in RCTs,

this topic was examined in CHM . Hence, the pri-
mary aim of our research was to review the types of
control groups used in RCTs of CHM, and provide
recommendations for improving the types of control
groups in RCTs of CHM in the future .

2  MAT ER IAL S AND ME THODS

2 .1  Trials
 The search strategy used in this study was repor-

ted previously[ 6 ] . Briefly , the Cochrane Library
Database of Systematic Reviews in July 2005 was
searched, yielding 11 systematic reviews about
CHM , which collectively reported on 167 RCTs .

The most common indication for these RCTs was
type 2 diabetes mellitus . This subgroup was select-

ed for further assessment and full-text reports were
obtained through electronic and hand searching[ 7 ] .

2 .2  Data extraction and analysis
 Two observers ( Zhao-Xiang BIAN , Jiang-Xia

MIAO) reviewed the type and composition of con-

trol groups in RCTs in each report independently .

All disagreements were resolved through discussion
and further verification of the original articles . In
all cases, consensus between the two observers was
achieved before analyses were done . The data from
two reviewers were entered into an Excel file for
analysis .

3  RESUL T S

 Of the 66 RCTs of CHM for type 2 diabetes melli-
tus reviewed , 61 ( 92 .4% ) had two study groups;

4 ( 6 .0% ) had three study groups, and 1 ( 1 .5% )

had four study groups . Nine types of control groups
were used in these 66 RCTs . The most common de-

sign ( n = 27 ) compared CHM plus conventional
drug vs conventional drug . Over 90 .9% ( n = 60 )

of RCTs included a study group that received a con-

ventional drug , while only 9 .9 % ( n = 6 ) of RCTs
compared CHM solely to placebo or no treatment
( Table 1) .

Table 1  Types of control groups in RCTs of CHM for type 2 diabetes mellitus

Study design Qu a ntity of R CT s ( % )

CH M + convent iona l drug vs conv ention al dr ug 27 ( 40 ;.9 % )

CH M vs convent iona l drug 24 ( 36 ;.4 % )

CH M vs place bo 5 ( 7 é.6 % )

CH M + convent iona l drug vs placebo + c onve ntion al drug 3 ( 4 é.5 % )

CH M vs convent iona l drug vs other CH M 3 ( 4 é.5 % )

CH M vs no trea tment 1 ( 1 é.5 % )

CH M + placebo vs convent ional drug + pl ace bo 1 ( 1 é.5 % )

CH M vs C H M + conve ntion al dr ug vs convent iona l drug vs placebo 1 ( 1 é.5 % )

CH M vs convent iona l drug vs CH M + convent iona l drug 1 ( 1 é.5 % )

T ota l 66 ( 100 % )

 Of the 10 RCTs that used a placebo, 3 ( 30% )

used leaves from non-medicinal plants, 4 ( 40% )
used starch, and 1 (10% ) used distilled water plus
vitamin B2 . None provided an explanation for choo-
sing these agents as the placebo , and no statements
were made about whether these ingredients were in
fact inert . Studies comparing CHM to conventional
drugs as a control group used drugs such as met-

formin, gliclazide , glibenclamide , glybenzoylam-

ide , insulin , glipizide, and tolbutamide , in various
dosages and treatment regimens . In studies self-
identified as having a no-treatment control group ,

patients did in fact receive an intervention in the

form of counseling for dietary and lifestyle modifi-
cations .

4  DISCUSSION

 Our review of control groups used in RCTs of
CHM for type 2 diabetes mellitus reported that
there were three main categories of control groups:

(1 ) placebo intervention; ( 2 ) active intervention;
and ( 3 ) no treatment . Several studies reported
more than one type of control group, though the
explanation for such a choice was not often made
clear . Since each type of control group is appropri-
ate in some circumstances, but none is usable or ad-
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equate in every situation, providing a scientific ra-

tionale is very helpful to help readers determine
whether a RCT selected an appropriate control
group . A brief summary of common types of control
groups is provided as below .

4 .1  Placebo control group
 In placebo-controlled RCTs, participants are ran-

domly assigned to a test intervention or placebo
group in order to control for four points : ( 1 ) the
natural history of the disease ; ( 2 ) the placebo
effect ; ( 3) the observer effect ; and ( 4 ) other po-

tential influences . Changes in clinical outcomes
measured in the treatment group may be due to the
natural progression of the disease rather than the
intervention . If this were the case , similar
outcomes would be observed in the control group ,

nullifying changes that may otherwise have been at-

tributed to the intervention with a placebo absent .

 The placebo effect has also been the topic of great
discussion in clinical research for decades[ 5 , 8 , 9 ] .

This effect is based on the notion that participants
given an intervention, whether active or inactive,

tend to report changes in outcome measures simply
from having received something and believing that
it was helpful . This effect is believed to play an im-

portant role in many complementary and alternative
medicine (CAM) therapies where patients receive
multiple interventions , each of which may exert a
placebo effect . The observer effect—also known as
the Hawthorne effect—postulates that simply enrol-
ling in a clinical study could influence the outcomes
measured as participants alter their behavior be-

cause they are being observed . This may encourage
those in clinical trials, for example , to modify their
behavior to please the examiner at their next study
visit . Results could then falsely be attributed to the
test intervention with a placebo absent .

 Although RCTs are designed to examine the
effects of specific interventions , investigators may
unwittingly introduce co-interventions that may in-
fluence the outcomes themselves . An example of
this could be that participants in both the treatment
and control group in a clinical trial on back pain
could receive benefit from simply lying in a prone
position for an extended period of time prior being
seen by the investigator to receive the intended in-

tervention or placebo . A properly designed placebo
control group would help isolate the effects of the
intervention being examined and minimize confoun-

ding and bias due to the above effects .

 Three critical issues for placebo-controlled stud-

ies are : ( 1 ) placebo design; ( 2 ) potential activity

of placebo; and ( 3 ) ethical issues . It is essential
that a placebo should be identical in appearance,

odor , texture , and taste to the test intervention . In
practice , it is difficult for investigators to design
such a placebo, especially in CHM where products
have a distinct color , smell, taste, etc ., linked to
the nature of their ingredients . Even when a seem-
ingly appropriate placebo is developed in RCTs,

measures must be developed to conceal allocation
and minimize communication among participants in
different groups that could reveal differences be-

tween the placebo and test intervention and help
identify the true intervention .

 Placebo design is an art as well as a science , and
the results of this review indicate that more experi-
ence is necessary to develop appropriate placebos
for RCTs of CHM . It is essential that these placebos
be inert, which may not have been the case in the 7

RCTs where leaves from other plants and 1 RCT
where vitamin B2 was used as the placebo , both of
which may have been active . Any activity due to
the placebo will affect the relative efficacy of the
intervention, whether positively or negatively . In
addition, investigators who select an active placebo
with beneficial effects will need to enroll more par-

ticipants into their study to increase the statistical
power to detect a smaller difference than expected
between the intervention and control groups .

 Numerous ethical issues must be considered prior
to designing a RCT using a placebo . This type of
control group must be acceptable to both partici-
pants and investigators . The Helsinki Declaration
recommends against the use of placebos in clinical
studies if an effective treatment is known and avail-
able[ 10 ]

, and this position is supported by numerous
other groups[ 8 , 9 ] . However , if there are no effec-

tive therapies available for the condition of interest,

or available therapies have unacceptable levels of
toxicity or adverse events, there are fewer ethical
concerns with a placebo control group[ 11 ] . Addition-

al considerations are given to using a placebo for
stable, chronic conditions with mild symptoms,

where no adverse events are expected from delayed
treatment .

 Given the slow , progressive onset and nature of
type 2 diabetes mellitus, for example , it is general-
ly deemed acceptable to use a placebo in RCTs dur-

ing the initial stages of the disease . For more ad-

vanced cases of diabetes where uncontrolled blood
sugar carries the risk of serious adverse events, or
for participants with serious co-morbidities, it is
not appropriate to use a placebo in RCTs since such
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a design cannot meet the“principle of uncertain-

ty”[ 12 ] . According to Freedman, this principle
states“the ethics of clinical research requires equi-
poise, a state of genuine uncertainty on the part of
the clinical investigator regarding the comparative
therapeutic merits of each arm in the trial”[ 5 ] . In
such cases, investigators wishing to evaluate the ef-
ficacy of interventions may choose to administer
them in addition to the standard of care to deter-

mine whether any additional benefits are observed .

One of the weaknesses noted in RCTs of CHM was
that no details were provided as to the clinical stag-
ing of study participants ( i .e . early or late , mild or
severe , etc .) , making it impossible to examine
these important ethical issues in evaluating use of a
specific control group .

4 .2  Active control group
 In other instances, investigators may prefer to

compare a test intervention to an established inter-

vention rather than to a placebo . This can be done
when withholding treatment to a control group is
unethical, or for equivalency trials to determine
whether the efficacy of the test intervention is com-

parable to a more widely used intervention . There-

fore , when investigators decide to choose an active
control design, it is necessary for them to deter-

mine whether: ( 1) the evidence to support the effi-
cacy of the active intervention is sufficiently
robust[ 1 3 ]

; ( 2 ) the condition to be studied is an
appropriate indication for the active intervention;

(3 ) the proposed dose and treatment regimen is ap-

propriate for the active intervention; and ( 4 ) the
patients are likely to adhere to intervention instruc-
tions[ 14 ] . Without these considerations , an active
intervention control group is not suitable and may
bias trial results .

 Based on our review , the main shortcomings of
RCTs with active control groups were : ( 1 ) there
was no strong evidence that the active controls
were effective ; ( 2 ) active controls were not used
with an appropriate dose and treatment regimen;

and ( 3) there was no monitoring of participant com-

pliance to the treatment regimen . For example,

Diamicron �—a very common drug for patients
with type 2 diabetes mellitus—was used as an active
control in many RCTs of CHM[ 7 ]

. However , studies
prescribed different doses and treatment regimens
with no explanation and no monitoring of partici-
pant compliance . Another RCT that used an active
intervention control chose a licensed CHM interven-

tion that is not a standard treatment for type 2

diabetes mellitus and without strong evidence to

support its efficacy .

 Another observation on the RCTs of CHM for
type 2 diabetes mellitus with active control was that
most were designed as open label studies, whereby
participants were aware of the intervention they
were receiving . This has been reported to affect
the results of clinical trials[ 14 ] . To avoid this bias,

double blinding the participants and investigators is
highly recommended . The difficulty with such a de-

sign in CHM is designing appropriate placebos to in-

terventions with known physical characteristics
( e .g . odor , appearance ) . In these situations, a
double dummy design may be useful . This method
calls for participants in both the control and inter-

vention groups to receive a placebo in addition to a
placebo or active intervention . For example , par-

ticipants receiving an active decoction for which a
placebo is unavailable would also receive a placebo
tablet . Conversely , participants in the control
group would receive that same placebo tablet in ad-
dition to an inert tea or capsule , which would then
not need to be physically identical to the decoction .

Participants in both groups would then be blinded as
to which of the two interventions they received was
active or placebo . Any differences observed
between the active and control groups would then
be attributed to the intervention of interest rather
the placebo tablet given to both groups .
 With regard to the compliance of patients in tri-

als, a challenge exists not only in the active control
group , but also in the placebo group . The 1994 re-

port of the Task Force for compliance showed that
participants frequently deviated from the prescribed
treatment regimen in clinical trials, thereby de-

creasing their efficacy[ 1 5 ]
. Efforts to improve or to

facilitate adherence of people with type 2 diabetes
to treatment recommendations did not show signifi-
cant effects[ 16 ]

. Thus, if patients do not adhere to
the treatment regimen in a RCT , this may bias its
results compared to the control group .

4 .3  No treatment control
 In RCTs with a no treatment control group ,

participants are randomly assigned to a test inter-

vention or no intervention . The main difference
between this study design and a placebo-controlled
trial is that neither the participants nor the investi-
gators are blinded to allocation . Such a design is
reasonable only when: ( 1 ) it is very difficult to
double-blind to an intervention, and/ or (2 ) there is
enough confidence that study endpoints are objec-

tive and will therefore not be influenced by the lack
of blinding . These RCTs must be mindful of the
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same ethical considerations as those that apply to a
placebo control group .

4 .4  Multiple controls
 Studies with multiple control groups , combining

active control , placebo control, and/ or no treat-

ment control, are increasingly common in RCTs .

The considerations for selecting this type of control
are the same as those outlined for each type of con-

trol group discussed above . However , investigators
must consider the consequences of this study de-

sign . These include the need to enroll more partici-
pants in each group in order to maintain appropriate
statistical power , as well as the need for additional
study personnel training to implement a more com-

plex protocol . This design entails the need to
screen and recruit additional participants, provide
additional resources for investigator training and in-
terventions, allow for a longer trial time , more data
collection and analysis, etc . Investigators should
carefully weigh pros and cons in this scenario .

4 .5  Crossover control
 None of the RCTs of CHM we reviewed used a

crossover control, in which participants are ran-

domly allocated to placebo or test intervention,

then discontinue that intervention to minimize car-

ryover effects ( termed a washout period) , and then
receive placebo if they first received test interven-

tion or test intervention if they first received place-

bo . Participants thus serve as their own controls,

which minimizes sample sizes and resources . This
design is best used in stable , chronic conditions,

and may have been appropriate for some of the
RCTs of CHM for type 2 diabetes .

5  L IMI TAT IONS

 The main limitation of this study is that results
are applicable only to those RCTs of CHM for type 2

diabetes mellitus identified for quality assessment .

Though these studies are believed to be form a
representative sample of RCTs of CHM, results
may not be applicable to all RCTs of CHM .

6  CONCL US ION

 Several types of control groups were used in
RCTs of CHM , including placebo , active, no treat-

ment , and supplementary intervention . Reasons for
selecting particular control groups were not stated .

Additional considerations must be given to the
consequences of selecting specific control groups in
future RCTs of CHM to ensure compliance with
scientific validity , respect ethical concerns, and

minimize bias .

7  RECOMMENDAT IONS

 To improve the quality of control group design in
RCTs of CHM , we recommend as below .

 ( 1 ) Investigators of CHM who design clinical
trials should understand the rationale for selecting
different types of control groups, as discussed
briefly in this review .

 ( 2) Investigators should select the type of control
group for RCTs according to study objectives . For
example , equivalence studies should select an
appropriate and commonly used alternative to the
intervention being tested .

 ( 3) Studies designed with an active control group
should select interventions for comparisons that
have the strongest evidence of efficacy and pre-

scribe them as recommended . This helps to ensure
that the comparison is justified and valid .

 ( 4 ) Studies designed with a placebo control
groups should select a placebo that mimics the phys-

ical characteristics of test intervention as closely as
possible and is completely inert . This helps
minimize confounding and bias that may result from
participants and clinicians being aware of group
allocation, as well as any effects attributable to the
placebo .

 (5 ) Studies designed with a no treatment control
group should only be used when withholding treat-

ment is ethical and objectives outcomes will not be
subject to bias due to absent blinding .

 ( 6 ) Studies designed with a crossover control
groups may be appropriate in chronic and stable
conditions that are unlikely to undergo rapid clinical
changes between the intervention, washout , and
placebo periods .
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“中医药国家重点学科简介”栏目征稿启事

2004 年《中西医结合学报》开设了“中西医结合国家重点学科简介”栏目 ,逐一介绍了全国 6 家中西医结

合国家重点学科的学科特色、科研成果、研究方向和研究生培养情况 , 深受广大读者特别是在校研究生的欢

迎 ,产生了良好的社会效益。

应广大读者的要求 ,《中西医结合学报》自 2005 年第 1 期起开设了“中医药国家重点学科简介”栏目 , 留

出每期杂志封三彩色版面 1 页 ,逐一介绍全国的中医药国家重点学科。2006 年继续开设此栏目 , 杂志社现

向全国各中医药国家重点学科征集来稿 ,希望得到各重点学科的大力支持。

具体征稿事宜如下 :

1 .提供学科简介的文字材料 ,内容包括学科的历史沿革、学科特色、科研成果、研究方向和研究生培养情

况等 ,字数1 500 字左右。

2 .提供 2～4 幅反映学科带头人和学科团队工作情况的彩色照片。

3 .为配合彩色版面的学科介绍 ,杂志社邀请该学科的学科带头人撰写一篇与学科研究方向相关的述评

性文章 ,刊登在同期杂志的“院士笔谈”或“述评”栏目。

4 .学科的专家可以就该学科某一研究专题的相关知识和最新进展进行系统的介绍 , 文章可刊登在该期

杂志“学术讲座”栏目。

5 .可以提供论著或其他论文在同期杂志发表 ,篇数不限。

以上材料及文稿应在拟刊出一期杂志出版日 (单月 15 日 )之前 2 个月提供给杂志社 , 以便杂志社安排同

行专家审稿及进行编辑加工。杂志出版后 ,杂志社可根据学科的需求 , 向其免费赠送一定数量的该期杂志。
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