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Editor—Although perioperative physicians continue to debate
propositions and oppositions to evidence-based practice in
anaesthesia, the need for reflection upon the objectivity and
accuracy of the reporting of individual RCTs is pivotal beyond
any debate. The absence of robust reporting and understanding
of the results emanating from these trials can substantially
impact subsequent formulation of recommendations and
guidelines for clinical practice. In this context, an in-depth
assessment of RCTs has revealed the phenomenon of ‘spin’
being increasingly used in research reporting. ‘Spin’ in research
is characterised by ‘..the manipulation of language to
potentially mislead readers from the likely truth of the
results....’! Given the broad latitude of language used for
reporting studies, ‘spin’ continues to escalate albeit in a covert
manner. Concerns manifest in anaesthesia and related
specialities wherein misleading results of research influencing
clinical practice can have far reaching implications for patients.

Despite initiatives such as checklists, structured in-
structions, authoring aids, and peer review, aimed at improving
accuracy of research-reporting, there remain significant
‘spin’ing tricks to distort the evidence for practice.? Spin often
involves strategically achieving significance by pivoting to the
secondary results, using within-group comparisons and in-
vention of subgroups to suit the desired outcomes, which re-
sults in overinterpretation of the study results. Boutron and
colleagues® have described various ways of misrepresentation

of a study (from the title to the methods, results, and conclu-
sion) used by authors to accomplish spin. The issues of partic-
ular relevance to clinical research are highlighted in Table 1.5

Evidence on the prevalence of spin is accumulating from
diverse clinical fields."® Kinder and colleagues’ scrutinised
the abstracts of RCTs published in seven leading anaesthesia
journals to delineate the extent of spin in anaesthesia-related
research. They found that 23.2% abstracts displayed ‘spin’,
with insinuation of treatment effectiveness based on a sec-
ondary outcome constituting the most common evidence of
spin. With sample size of these RCTs premised on a defined
primary outcome, reliance on a secondary endpoint is far from
statistically robust. Another recent comprehensive analysis of
93 cardiovascular RCTs (published in six eminent high-impact
cardiology and general medical journals) by Khan and col-
leagues® found that as high as 57% of abstracts and 67% of
main texts revealed ‘spin’ in one or the other ways (mostly
classified as low-level) as described in the nosology put for-
ward by Boutron and colleagues.?

A major contributing concern hinges around the lack of
reproducibility and transparency in research particularly
when elucidation of details pertaining to methodology, pro-
tocols, analysis scripts, and raw data (in certain cases) can
provide substantial justification to the conclusions limiting
any chances of misinterpretation in the abbreviated forms
described above. A recent description of the absence of
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Table 1 Common strategies that contribute to ‘spin’ in
research® >

Alteration in hypothesis or objectives to conform to the
results
e Lack of distinction between the pre-specified and the post
hoc analysis
e Lack of reporting of protocol deviations
o Selective focus on statistically significant results while
disregarding those contradicting the hypothesis
Interchanging ‘intention-to-treat’ analysis with ‘per-
protocol’ analysis
e Results misinterpretation
> Ignoring regression to the mean, small effect size and
confounding
> Interpreting a significant P value as an estimate of
effect and statistical insignificance as indicative of
safety or equivalence
> Clinically ineffective but paradoxically concluded cost
effectiveness in RCTs with ‘doubly null’ results
Unsupported causal language
Unexplored extrapolation to diverse clinically relevant
settings
e Ignoring limitations of the study design and methods

>
>

analysis script availability statement in 99.2%, protocol avail-
ability statement in 96.7%, and raw data availability state-
ments in 86.1% of publications in anaesthesia journals by
Okonya and colleagues? speaks to the gaps in reproducibility
and transparency in anaesthesia research reporting.

Incentives play an all-important in role in driving authors
to resort to rhetorical publishing techniques and detract
attention from the details so as to enhance the chances of
high-impact publications, which in turn foster advancements
in career and funding. The adage publish or perish bears testi-
mony to this. A study on publication bias supports the notion
that positive findings are likely to be accepted for publication
in higher impact journals, thereby accounting for a natural
tendency of authors to accentuate the positive aspects of their
results.’® Additional spin over and above the original report
can be contributed by concomitant press releases, authors’
institutional publicity, and funding agencies.’

Avery interesting take on studying ‘spin’ in studies of ‘spin’
(SSSPIN) by Bero and colleagues’! highlighted that the ‘spin’ in
‘spin’ studies is less prevalent than studies on other topics.
The group proposes the requisite support and resources to
launch effective evaluation of ‘spin’ in research to reduce
avoidable low-quality research. In addition, ‘spin’ may de-
escalate if due emphasis to publication of neutral results is
recognised as an integral component of scientific discovery. As
far as the crisis in inferential reproducibility is concerned, the
concept of independent reviewers (with access to the meth-
odology and raw data alone) formulating a version of their
own discussion and conclusion, compared alongside the
original version by the authors, to reduce the impact of the
conflicts of interests and allegiance biases (common ‘spin’
motivators) constitutes a novel approach to discouraging spin,
as proposed by Avidan and colleagues’? and supported by
Adam.*?

Although the most robust editorial and peer review pro-
cedures need not always preclude the use of ‘spin’, develop-
ment of prototypical systems for detecting spin is important to
minimising the degree of ‘spin’. These systems incorporate
specific algorithms using text structure analysis, entity and

relation extraction, classification of sentences, and assessment
of semantic similarity. Moreover, context appropriateness of
the interventions studied in RCTs adds inherent specificity to
the results, avoiding overenthusiastic extrapolation.'***

Application of rhetorical techniques in scientific publica-
tions is an area of active interest. Tuning our ‘spin’ detectors to
the highest possible fidelity by endorsing an enhanced evalu-
ation of the magnitude and types of ‘spin’ is certainly needed
to safeguard and strengthen the research-evidence trans-
lational continuum as developments in the anaesthesia
practice of tomorrow evolve.
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Editor—Frailty is a syndrome characterised by loss of physio-
logical reserve across multiple organ systems leading to
vulnerability to homeostatic failure and organ dysfunction in
the aftermath of a stressor event.! Frailty is associated with
adverse perioperative outcomes in emergency general
surgery.” National reports such as the National Confidential
Enquiry into Patient Outcome and Death (NCEPOD) report,
‘An Age Old Problem’, have highlighted deficiencies in
surgical pathways for this high-risk group and emphasise
the need for frailty recognition as an independent marker of
perioperative risk.’

The National Emergency Laparotomy Audit (NELA) is an
initiative in England and Wales aiming to improve the care of
patients undergoing emergency laparotomy through collec-
tion and publication of comparative data. In December 2018,
NELA introduced a pre-admission Clinical Frailty Scale (CFS)*
score into the dataset. In the emergency laparotomy setting,
anaesthetists and surgeons are usually responsible for
completing frailty assessments. It has been hypothesised that
anaesthetists may be less familiar with frailty assessment
than geriatricians, for whom frailty is at the core of their daily
practice. In a recent survey of anaesthetist-delivered periop-
erative medicine services, only a fifth of respondents utilised
frailty assessment tools in their clinical practice.”

Frailty assessment is increasingly used to guide clinical
decision-making.® In the perioperative setting it can be used to
inform decisions about appropriate levels of care, such as the
need for postoperative intensive care admission. It is therefore
imperative that clinicians undertaking frailty assessments are
competent in the use of frailty assessment tools and under-
stand their limitations. This study aimed to compare CFS
scores assigned by anaesthetists and geriatricians and to
evaluate anaesthetists’ confidence in frailty assessment.

Patients presenting for emergency laparotomy between
December 2018 and May 2019 at a large tertiary centre
(Southmead Hospital, Bristol, UK) were assigned CFS scores
preoperatively by an anaesthetist and postoperatively by a

geriatrician. The geriatrician was blinded to the anaesthetist-
assigned frailty score. CFS scores were assigned based on in-
formation relating to the patient’s physical performance in the
2 weeks preceding admission to hospital. This information
was gathered during face-to-face consultations with the pa-
tient, carer, or both by both the anaesthetist (preoperatively)
and geriatrician (postoperatively).

An anonymous online survey was sent via email to all
anaesthetic trainees (ST1—-ST7), associate specialists, and
consultants at our institution. Respondents were asked to
score their confidence in assessing frailty; whether they have
received formal teaching on frailty; their familiarity with
frailty scoring systems, and how they thought their frailty
assessment would compare with a geriatrician. The survey
was designed through a team of anaesthetists and geriatri-
cians and tested before use with colleagues not involved in its
design. The frailty tools were suggested by the members of the
team before the survey being sent.

Thirty-three patients were incorporated on the NELA
database in the period analysed; nine were excluded, resulting
in 24 patients included in the analysis. Reasons for exclusion
included: no preoperative CFS score (8 patients), and one pa-
tient died after surgery before postoperative CFS.

CFS was the same in 58% of cases (n=14). The highest level
of agreement between anaesthetist and geriatrician assigned
CFS were in the non-frail cohorts (CFS 1—-3). Anaesthetist and
geriatrician assigned CFS differed in 42% (n=10); these results
are displayed in Table 1. Where scores differed, anaesthetists
were more likely to assign a higher frailty score than the
geriatricians.

Of the 120 anaesthetists contacted, 35 responded to the
survey (response rate, 25.7%), of which 70% were consultants.
The mean score for confidence in assessing frailty was 4.7 out
of 10 (1=not at all confident; 10=very confident); range 2—9.
The ‘timed up and go’ test was the most recognised assess-
ment of frailty, with 23 (65%) respondents reporting awareness
of the test, and 51% (n=18) of respondents were aware of the
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