Randomised controlled trials (RCTs) to test clinical effectiveness
A randomised controlled trial RCT is widely considered the best sort of evidence to use when evaluating the effectiveness of a treatment.  In a typical RCT a sample of patients (the more the better) is recruited who all suffer from the same disorder or problem.  The patients are divided into two groups, the treatment and the control group.  A random procedure (e.g. drawing names from a hat) is used to divide the groups.  One of the groups (the treatment group) is then given the treatment you wish to test and the other (the control group) is not.  Frequently, the control group is given a ‘dummy’ or ‘placebo’ treatment which is known to have no effect (e.g. tablets containing nothing but starch).  Usually, the patients are prevented from knowing whether they are getting the real or the placebo treatment (a ‘blind’ RCT).  If possible, the people giving the treatment are also prevented from knowing which patients are receiving the real treatment (a ‘double-blind’ RCT).  After a predetermined period of time, the patients are assessed using a method known to measure their disorder accurately.  For a treatment to be considered effective the treatment group must have improved significantly more than the control group.

1.  How does the RCT procedure differ from your own procedure for testing treatment effectiveness?

2. Does each difference mean that your design or the RCT is better?  Why?

3. Why might it be very difficult to do a double-blind RCT for a behaviour therapy like systematic desensitisation?

Useful findings from RCTs with phobias

· Barabasz (1973) – students with exam phobia.  SD group had lower anxiety scores & improved test results compared with control group.
· Kondas (1967) – children with ‘stage fright’.  SD group had less fear than  a group receiving relaxation training and a control group
· Murphy & Bootzin (1973) – snake phobia.   90% of SD group overcame phobia compared with 23% of control group.
