Table 1: Practical tips to improve equitable interpretation of data in small cohorts or sub-groups.

Do

Do not

1. Determine a priori the necessary sample size for a
meaningful clinical difference in the sub-group.

1. Artificially create small groups (e.g., age groups).

2. If possible, collect more data.

2. Use “statistical significance” or interpret based on a
confidence interval “crossing” the null value.

3. If collecting more data is not feasible, ensure that
important sub-groups are purposively over-sampled.

3. State “no difference” based on p-values (no difference
is the null hypothesis assumption).

4. Work with sub-group populations to improve
representation.

4. Interpret p-values slightly above 0.05 as demonstrating
a “trend”.

5. Use single sided tests if the hypothesis is single sided
(it commonly is!).

5. Adjust for covariates when n is small (overfitting).

6. Only look for differences between sub-groups if there
are biologically/sociologically plausible reasons for
differences.

6. Speculate when evidence is weak.

7. Report results with a measure of uncertainty (e.g.,
confidence interval).

8. Be realistic regarding at what point your sample size
becomes too small to be informative. Consider
qualitative over quantitative studies for small n.

9. Highlight the limitations of small n.

Box 1: A worked example of how to use s-values to better understand the evidence given by p-values.

Box 1.

Binary surprisals (s-values), calculated as -log (p-value), can be used to compare the difference between p-values.
For example, if p1=0.10 and p2=0.025 the difference Ap=0.075, wheras s1=-log (0.1)=3.3 and s2=-log,(0.025)= 5.3 with
As=2, or as much evidence as two heads in a row is against the coin being fair.

But, if p3=0.15 and p4=0.075 then Ap=0.075 again, but s3=2.7 and s4=3.7 which is a As=1, or as much evidence as is
contained in one correct called coin toss.
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