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A  small Hopkins rod bronchoscope may be used 
to railroad an ETT in difficult airway management, 
particularly in upper airway pathology as 
supraglottic cysts or pathology involving the tongue 
base.[6]

In view of emergency management of a compromised 
airway, we have used Hopkins rod as an alternative 
of fibreoptic bronchoscope for rapid manoeuvrability 
and better optics.
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Publication bias - Importance of 
studies with negative results!

Sir,

Publication bias is defined as the failure to publish 
the results of a study on the basis of the direction 

or strength of the study findings.[1] This may mean 
that only studies which have statistically significant 
positive results get published and the statistically 
insignificant or negative studies does not get 
published. Of the several reasons of this bias the 
important ones are rejection (by editors, reviewers), 
lack of interest to revise, competing interests, lack 
of motivation to write in spite of conducting the 

Figure 2: (a) Laryngeal inlet in video laryngoscopy and (b) view of 
laryngeal inlet in 0° Hopkins rod endoscope
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study.[2] Many researchers do not publish research 
with negative results because they consider it as a 
failed research which is not true. If the hypothesis 
made by them is rejected based on results of a study 
with sound methodology,  it does not mean it is a 
failed research.

There are three reasons for negative results: studies 
with small sample size and lacking power, no 
difference between groups, and more complications 
or adverse events in the study group. It is therefore 
obvious that either the editor does not send the 
research with negative results for further review 
or the reviewers reject the manuscript upfront.[3] 
An unpublished study with negative results also 
leads to a significant amount of monetary loss 
and time of the researchers and/or funding body 
involved. Clinical trials at various levels funded by 
pharmaceutical companies involving volunteers or 
patients which demonstrate adverse events does not 
get published in peer-reviewed journals for obvious 
reasons.

Systematic reviews and meta-analyses have an 
important place in modern day evidence-based 
clinical practice. Meta-analyses involve statistical 
analysis of pooled data of all the randomised 
controlled trials. However due to publication bias, 
the final analysis does not involve negative data as 
it has either not been published ever or has been 
rejected. Therefore, the practice guidelines that 
evolve from the results of systematic reviews and 
meta-analyses which comes under the category of 
level 1 evidence has to be taken into consideration 
with a pinch of salt.

Systematic reviews and meta-analyses use a funnel 
plot to check for the existence of publication bias 
or systematic heterogenicity in the studies taken 
for analysis. If the plot is symmetric inverted 
funnel shape, publication bias is unlikely.[4] If the 
funnel plot is asymmetric, it means that there is a 
systematic difference between studies of higher and 
lower precision [Figure 1a and b]. Egger’s regression 
is a statistical measure for quantifying funnel plot 
asymmetry.[5] Rosenthal’s fail-safe number or “fail-
safe N method” is another way of determining 
publication bias.[6] It identifies the number of 
additional negative studies to increase the P value 
in a meta-analysis to above 0.05. Although it a 
simple way of deriving a number, it is dependent 
on P value.

Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) statement and a flowchart of 
PRISMA is mandatory as it helps authors in improving 
reporting of systematic review and meta-analyses. 
Item no. 16 of the PRISMA checklist is titled ‘Meta-
bias(es)’ where the authors need to specify if there 
was any planned assessment of meta-bias(es) like 
publication bias across studies or selective reporting 
within studies.

(http://www.prisma-statement.org/documents/
PRISMA-P-checklist.pdf)

This item might not help in the analysis if there is a 
dearth of published or reported negative trials.

In conclusion, the editorial board should insist authors 
on submitting negative results also which should be 
considered for publication if found suitable based on 
appropriate methods, statistical methods used and 
acceptable discussion.
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Figure 1: (a) Hypothetical symmetric funnel plot showing no publication 
bias. The figure also shows were to look for 95% confidence interval, 
overall effect, and study result. (b) An unlabeled hypothetical, 
asymmetric funnel plot showing publication bias

b

a

Page no. 90



507Indian Journal of Anaesthesia | Volume 63 | Issue 6 | June 2019

Letters to Editor

Address for correspondence: 
Dr. Abhijit S Nair, 

Department of Anaesthesiology, Basavatarakam Indo-American 
Cancer Hospital and Research Institute, Hyderabad - 500 034, 

Telangana, India. 
E-mail: abhijitnair@rediffmail.com

REFERENCES

1.	 DeVito NJ, Goldacre B. Catalogue of bias: Publication bias. BMJ 
Evid Based Med 2018. pii: bmjebm-2018-111107.

2.	 Mlinarić A, Horvat M, Šupak Smolčić V. Dealing with the 
positive publication bias: Why you should really publish your 
negative results. Biochem Med (Zagreb) 2017;27:030201.

3.	 Joober R, Schmitz N, Annable L, Boksa P. Publication 
bias: What are the challenges and can they be overcome? J 
Psychiatry Neurosci 2012;37:149-52.

4.	 Hedin RJ, Umberham BA, Detweiler BN, Kollmorgen L, 
Vassar M. Publication bias and nonreporting found in majority 
of systematic reviews and meta-analyses in anesthesiology 
journals. Anesth Analg 2016;123:1018-25.

5.	 Furuya-Kanamori, Barendregt JJ, Doi SAR. A  new improved 
graphical and quantitative method for detecting bias in meta-
analysis. Int J Evid Based Healthc 2018;16:195-203.

6.	 Fragkos KC, Tsagris M, Frangos CC. Publication bias in meta-
analysis: Confidence intervals for Rosenthal’s fail-safe number. 
Int Sch Res Notices 2014;2014:825383.

How to cite this article: Nair AS. Publication bias - Importance 
of studies with negative results!. Indian J Anaesth 2019;63:505-7.
© 2019 Indian Journal of Anaesthesia | Published by Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/ija.IJA_142_19

Optic nerve sheath diameter 
assessment in obese patients 
undergoing robotic pelvic surgery

Sir,

We are writing to congratulate Sujata et al. for their 
original and interesting case report on optic nerve 
sheath diameter (ONSD) guided extubation plan in 
obese patients undergoing robotic pelvic surgery in 
steep Trendelenburg position.[1] We consider it a really 
challenging article, but we would like to comment 
on some aspects of optic nerve sheath diameter 
assessment with ultrasound.

For their evaluation, the authors utilised ultrasound B 
scan technique, which has been employed for more 
than 50  years to identify several ocular and orbital 
diseases. Unluckily, it has been demonstrated to 
be quite untrustworthy for measurements of small 
structures such as ONSD, due to the so-called blooming 
effect.[2] It is caused by the absence of a standard 
sensitivity setting in performing this examination and 
this means that, when decreasing the gain, the ONSD 
will show larger measurements compared to the ones 
acquired with an increased gain.

However, this effect could be unimportant when large 
lesions need to be evaluated, but will definitely be very 

significant in case of lesions less than 0.5 mm, where 
also few microns could influence the interpretation of 
the ONSD.

For this reason, to overcome the aforesaid pitfalls, we 
would like to advise to use the Standardised A Scan. 
It is a blooming effect-free ultrasound technique that 
displays easily noticeable hyperreflective spikes from 
the interface between arachnoid and subarachnoidal 
fluid, making these measurements objective and 
exact, thereby providing more accurate and universal 
reference range values.[3]

Moreover, A scan examination permits to perform the 
‘30 degrees test’, which allows us to distinguish between 
an ONSD increase caused by raised intracranial 
pressure related to increased subarachnoidal fluid, 
and that one associated with other diseases, such as 
optic neuritis or optic nerve meningioma.[4,5]

Lastly, we would like to suggest performing 
ocular ultrasonography with open eyelids, using 
methylcellulose and anaesthetic drops, to clearly 
visualise the eye, making the probe orientation much 
more accurate, which would help in avoiding errors in 
detecting gaze direction.[6]

Financial support and sponsorship 
Nil.

Conflicts of interest
There are no conflicts of interest.

Page no. 91

Mubeen.Shaikh
Rectangle


