The Hierarchy of Evidence
The Hierarchy of evidence is based on summaries from the National Health and Medical Research Council (2009), the Oxford Centre for Evidencebased Medicine Levels of Evidence (2011) and Melynyk and Fineout-Overholt (2011).
Ι

Evidence obtained from a systematic review of all relevant randomised control trials.

ΙΙ

Evidence obtained from at least one well designed randomised control trial.

ΙΙΙ

Evidence obtained from well-designed controlled trials without randomisation.

IV

Evidence obtained from well designed cohort studies, case control studies, interrupted time series with a control group, historically controlled studies, interrupted
time series without a control group or with case- series

V

Evidence obtained from systematic reviews of descriptive and qualitative studies

VI

Evidence obtained from single descriptive and qualitative studies

VII

Expert opinion from clinicians, authorities and/or reports of expert committees or based on physiology
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VII

VII

Data provided in this report reflect continuing successful
delivery of the NIP in Australia, while identifying
some areas for improvement. Coverage for rotavirus
vaccine, varicella vaccine and the second dose of MMR
vaccine is below that for other vaccines. Timeliness
of vaccination could be improved, particularly for Indigenous
children.
Clinical guidelines for health professionals on the safest and
most effective use of vaccines in their practice.
Recommendations developed by the Australian Technical
Advisory Group on Immunisation (ATAGI) and approved by the
National Health and Medical Research Council (NHMRC).

VII

Provides a practical step-by-step guide to implementing and
sustaining the Hand Hygiene culture change in hospitals and
how to participate in the National Hand Hygiene Initiative.

VI

When intradermal, subcutaneous, or intramuscular injections
are medically indicated, best infection control practices include
the use of sterile injection equipment, the prevention of
contamination of injection equipment and medication, the
prevention of needle-stick injuries to the provider, and the
prevention of access to used needles.
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II

Local reactions to vaccinations decreased significantly with wide,
long needles compared with narrow, short needles. Noninferiority of the immune response was shown using a wide,
long needle rather than a narrow, short needle. Little difference
was found between needles of the same length but different
gauges in local reaction or immune response.

II

Interventions, standard care and all aspects of the study were
acceptable to children, parents and immunisation nurses. There
were no significant differences in crying time or pain scores
between intervention and control groups in either pilot RCT.
The study interventions were acceptable to children and
parents.

II

This RCT paper assesses the feasibility and acceptability of two
novel devices; Coolsense (cold) and Buzzy (vibration +/- cold
pads) versus standard care to minimise pain during
immunisation. The study achieved its aim of demonstrating
feasibility.

V

This paper looks at the evidence of practice recommendations
to reduce pain. The practice recommendations were
breastfeeding, sweet tasting solutions, brand of vaccine,
position of child, intramuscular injection technique, order of
injections, tactile stimulation, distraction and coaching, topical
anesthetics, clinician led distraction, child led distraction,
breathing techniques, combined psychological interventions,
simple suggestions that “it won’t hurt”, skin cooling techniques,
multiple injections , routes of administration and oral analgesics.
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