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Abstract
Background: The Iberoamerican Cochrane Network is currently developing an extensive project to identify Spanishlanguage journals that publish original clinical research in Spain and Latin America. The project is called BADERI (Data‑
base of Iberoamerican Essays and Journal) and feeds the research articles, mainly randomised clinical trials (RCTs), into
CENTRAL (Cochrane Collaboration Central Register of Controlled Trials). This study aims to assess the quality of report‑
ing of RCTs published in Spanish and Latin American journals for three clinical fields and assess changes over time.
Methods: We did a systematic survey with time trend analysis of RCTs for dentistry, geriatrics, and neurology. These
fields were chosen for pragmatic reasons as they had not yet been completed in BADERI. After screening RCTs from
1990 to 2018 for randomised or quasi-randomised clinical trials, we extracted data for 23 CONSORT items. The primary
outcome was the total score of the 23 predefined CONSORT 2010 items for each RCT (score range from 0 to 34). The
secondary outcome measure was the score for each one of these 23 items.
Results: A total of 392 articles from 1990 to 2018 were included as follows: dentistry (282), neurology (80), and geri‑
atrics (30). We found that the overall compliance score for the CONSORT items included in this study for all 392 RCTs
analysed was 12.6 on a scale with a maximum score of 34. With time, the quality of reporting improved slightly for
all RCTs. None of the articles achieved the complete individual CONSORT item compliance score. The lowest overall
compliance percentage was for item 10 (Randomisation implementation) and item 24 (Protocol registration), with a
dismal 1% compliance across all included RCTs, regardless of country.
Conclusions: CONSORT compliance is very poor in the 392 analysed RCTs. The impact of the CONSORT statement
on improving the completeness of RCT reporting in Latin America and Spain is not clear. Iberoamerican journals
should become more involved in endorsing and enforcing adherence to the CONSORT guidelines.
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This is the first study to conduct a systematic survey
of reporting quality of randomised clinical trials for
more than one clinical field.
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Our results are consistent with the findings of similar studies in the same clinical fields from other settings.
This study’s main limitations lie in the non-inclusion
of RCTs from Brazil, the absence of a standardised
CONSORT adherence extraction form designed for
quality of reporting control, and the large team of
reviewers that could affect the consistency of extraction.
More efforts must be made directly with journal editors to improve article compliance with CONSORT
guidelines.

Introduction
Randomised clinical trials (RCTs) are considered the best
study design to evaluate the effects, benefits, and harms
of therapeutic interventions, drugs, devices, or techniques in humans [1, 2]. RCTs are also the basis for systematic reviews and other evidence synthesis documents
[3–5]. However, the identification of all RCTs for a given
intervention is challenging due to publication bias problems [6].
The quality of the RCTs depends on their internal
validity, which results from their methodology, design,
and execution. Hence, the completeness of the published
information for each component of an RCT is essential
to assess internal validity. A well-designed and reported
study helps researchers and editors evaluate the study’s
quality and ensures its correct indexing in the databases.
The information from an RCT should be accurate and
transparent so that medical professionals can fully assess
the quality and methodological rigour, resulting in better-informed decisions [7]. The CONSORT statement
(Consolidated Standards of Reporting Trials) was developed in 1996 and updated in 2010 to its present form to
improve RCTs’ reporting of methods and findings [8].
Several authors have previously pointed out that using
electronic indexing services only, such as PubMed or
EMBASE, has proven to be suboptimal for RCT identification for several reasons [9–11]. Firstly, the term
’RCT’ was not indexed until 1990 and was incorporated
into MEDLINE and EMBASE in 1991 and 1994, respectively. Therefore, RCTs before this date were classified
using broader categories, such as ’clinical trial’, ’controlled
trial’, ’experimental study’, ’randomized controlled clinical trial’, or, simply, ’trial’. Secondly, the data suggest that
the database descriptors have been used inconsistently
by those responsible for their coding and classification
[12], leading to more recent efforts to improve searchability with MeSH terms [13–15]. Thirdly, on some
occasions, authors do not report their research methods transparently and accurately, making the indexing

Page 2 of 14

process of RCTs cumbersome [16]. To address this, the
Cochrane Collaboration has recommended hand searching in a selected journal to identify studies that potentially address the research question. In 2007, Hopewell
et al. included 34 studies comparing the number of trials identified by manual searching versus those identified
by electronic searches [10]. These authors could locate
only 49% to 67% of the RCTs in the consulted electronic
databases. Furthermore, they found that the recovery
rate for an electronic search was lower when the search
was restricted to languages other than English, 39% versus 62%. It has also been pointed out that excluding nonEnglish language studies can contribute to language bias
[17] and that methods should be sought out to facilitate
retrieval and reading of non-English language studies
[18]. However, the consequences of not including other
languages in systematic reviews are still unclear, with
contradictory conclusions [19–22].
To reduce language bias, the Iberoamerican Cochrane
Network is currently developing an extensive project to identify Spanish-language journals that publish
original clinical research in Spain and Latin America.
Within these journals, the Network is conducting manual searches to retrieve all RCTs published in Spain and
Latin America by speciality. A database was built on an
internet platform to coordinate manual search activities for RCTs. The database is called BADERI (Database
of Iberoamerican Essays and Journal) and is integrated
into CENTRAL (Cochrane Collaboration Central Register of Controlled Trials) to feed into systematic reviews
carried out by the Cochrane Collaboration on different
health issues. BADERI was officially launched in October 2015, and the methods used in the identification and
inclusion process of RCTs in the database have been previously described [23]. Until 2017, it had included 6583
references to RCTs published in more than 400 journals
of Spain and Latin America, related to 46 medical specialities, covering a period between 1957 and 2018. There
are publications on the manual searches for RCTs in the
fields of obstetrics and gynaecology [24], physiotherapy
[25], ophthalmology [26], orthopaedics and traumatology [27], dentistry [28], and dermatology [29]. Several of
these reports also include a risk of bias assessment.
The extensive assessment of clinical trials published in
the Iberoamerican region should assist editors, evaluators of research funds, and clinical investigator communities in improving their decisions on the planning,
execution, and reporting of RCTs [30]. This article presents the results of the previously published protocol for
this study [31].
The purpose of this research project is to complete
the BADERI database of RCTs in dentistry, neurology,
and geriatrics of the Cochrane Collaboration by hand

Bachelet et al. BMC Med Res Methodol

(2021) 21:153

searching and, for these clinical fields, to assess the quality of reporting. This assessment gives us an overall albeit
indirect view of the methodological quality of RCTs
published in Spanish and Latin American journals. The
secondary objectives are to characterise RCTs published
in journals from Spain and Latin America included in the
Cochrane BADERI database for these three clinical fields
and to assess the association between quality of reporting and year of publication vis à vis the latest CONSORT
statement.

Methods
Design

We did a systematic survey of the BADERI-included
RCTs for dentistry, geriatrics, and neurology, with time
trend analysis. We chose these specialities for pragmatic
reasons as they had a higher number of studies already
identified in the BADERI database and had not been previously analysed nor the results published. The full study
methods are described in the published protocol [31]. In
this article, we summarise the methods used and report
deviations from the published protocol, if any.
Data sources and study selection

We used the RCTs identified via hand searching of Spanish and Latin American journals for dentistry, neurology,
and geriatrics as registered in the BADERI database. The
BADERI database was updated to 2017, so we closed the
gap to the end of 2018 by identifying any missing RCTs
for those specialities. By the end of 2019, no new journals had been identified beyond those that BADERI had
already registered.
We screened all the included RCTs from 1990 to 2018,
applying the inclusion criteria established in our protocol: randomised or quasi-randomised clinical trials with
a recoverable full text reporting the full results. Quasirandomised trials were included following BADERI and
Cochrane guidance on the inclusion of clinical trials in
Cochrane CENTRAL [32, 33].
Data extraction

We extracted data for 23 CONSORT items, plus four
additional items not analysed in this paper. The CONSORT items included were the following: 1a, 1b, 3a, 4a,
4b, 5, 6a, 7a, 8a, 9, 10, 11a, 12a, 13a, 13b, 14a, 15, 16, 17a,
19, 23, 24, and 25. Table 1 shows the details for these
items.
We obtained the country of publication, but we did not
obtain other country data as specified by the protocol
because we did not deem it relevant to conduct such an
analysis given the similarity of Latin American countries.
We extracted the impact factor for the whole list of Latin
American and Spanish journals.
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After a period of training and calibration, we did a
pilot run-in until there was less than 20% discrepancies
between reviewers on the same set of assigned articles,
differing from our published protocol where we had
aimed for 10%. All data extraction for dentistry was done
independently by five pairs of reviewers in parallel (AFVFJL; FJL-NMD, RAD-NMD, RAD-VAC, VAC-AFV).
Data extraction for geriatrics and neurology was done
independently by four pairs of reviewers in parallel (AAICTD, AAI-CBR, CTD-MGS, CBR-MGS). MSN identified the discrepancies and notified the reviewers using an
online project-control platform. Accordingly, each pair of
reviewers resolved the discrepancies internally by consensus. When consensus was not possible, MSN made
the final decision. MD checked 10% of randomly selected
papers to assess agreement with previous data extraction
from the reviewers. Concordance was adequate, at 80%.
Data extraction was done between February and May of
2020.
Outcomes

In this paper, we report the total score for the 23 predefined CONSORT 2010 items for each RCT (score range
from 0 to 34) (Table 1), which provides an overview of
each article’s overall compliance. Using this overall outcome, we make comparisons over time and before and
after the CONSORT 2010 implementation. The secondary outcome measure was the score for each item of the
23 predefined CONSORT items across articles and clinical fields.
Each item was measured either as a binary outcome
(yes/no) or with three ordinal categories (full reporting,
partial reporting, no reporting). The three-level items
were converted into binary variables to facilitate comparisons with other similar studies. We excluded items
reporting on Introduction and Discussion due to the
inherent subjectivity in the appraisal of these items (2a,
2b, 20, 21, and 22). We also disregarded items 3b, 4b,
6b, 7b, 8b, 11b, 12b, 14b, 17b, and 18 because of potential non-applicability. The resulting score, consequently,
ranges from 0 to 34 on the included CONSORT items.
We also extracted data on the total number of patients
recruited, conflict of interest statement (present/absent),
ethics review (present/absent), the language of publication (Spanish, English, Portuguese), and year and country
of publication. Funding, conflicts of interest, and ethics
approval are not reported in this paper.
Statistical analysis

Only a descriptive analysis with summary statistics was
done given that we included all the RCTs for each clinical field; hence, no statistical inference techniques were
necessary. The primary analysis was to compute the
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Table 1 The instrument used to extract data on CONSORT variables (items)
CONSORT item

#

Description and definition

Scoring

Title

1a

Identification as a randomised trial in the title

Abstract

1b

1 = word random appears in the title
0 = no word "random" appears

Structured summary of trial design, methods,
1 = Structured abstract
results, and conclusions (for specific guidance see 0 = No structured abstract
CONSORT for abstracts)

Trial design

3a

Participants

4a

Description of trial design (such as parallel, factorial) 1 = well described design
including allocation ratio (ex-split-mouth)
0 = not well-described design
Eligibility criteria for participants

1 = specified
0 = not specified

4b

Settings (A) and locations (B) where the data were
collected

2 = A and B
1 = A or B
0 = not specified

Interventions

5

The interventions for each group (A) with sufficient
details to allow replication, including how and
when they were actually administered (B) (i.e.
"usual care" for control group not enough)]

2 = A and B
1 = A, but only one group with details
0 = only A or only one group without details

Outcomes

6a

Completely defined pre-specified primary (A) and
secondary outcome (B) measures, including how
and when they were assessed (C)

Sample size

7a

How sample size was determined

2 = A and B and C
1 = A or B (no distinction) + C
0 = A or B, no C

Sequence generation

8a

The method used to generate the random alloca‑
tion sequence

1 = specified
0 = not specified

1 = specified
0 = not specified

Allocation concealment mechanism 9

The mechanism used to implement the random
allocation sequence (such as sequentially num‑
bered containers), describing any steps taken to
conceal the sequence until interventions were
assigned

1 = steps for concealment specified
0 = concealment not specified

Implementation

10

Who generated the random allocation sequence
(A), who enrolled participants (B), and who
assigned participants to interventions (C)

Blinding

11a If done, who was blinded (A) after assignment to
interventions (for example, participants, care pro‑
viders, those assessing outcomes) and how (B)

2 = A and B and C
1 = (A and B) or (A and C)
0 = A missing

Statistical methods

12a Statistical methods used to compare groups for
primary and secondary outcomes

Participant flow (a diagram is
strongly recommended)

13a For each group, the numbers of participants who
were randomly assigned (A), received intended
treatment (B) and were analysed for the primary
outcome (C)
13b For each group, losses (A) and exclusions (B) after
randomisation, together with reasons (C)

2 = (A and B) OR reason why the study is open label
1 = declares who is blinded but no details as how
0 = declares the study blind but no who nor how

2 = states full stats method for each outcome
1 = states stats methods for primary outcome
0 = states stats methods vaguely

2 = A and B and C (narrative in text OR complete flow
diagram)
1 = A or B or C missing (only one missing)
0 = only one reported or no info at all
2 = A and B and C
1 = A or B or C missing (only one missing)
0 = only one reported, or no info at all

Recruitment

14a Dates defining the periods of recruitment (A) and
follow-up (B)

Baseline data

15

A table showing baseline demographic and clinical
characteristics for each group

Numbers analysed

16

For each group, number of participants (denomina‑ 2 = A and B
tor) included in each analysis (A) and whether the 1 = A or B
analysis was by original assigned groups (B) [ITT
0 = not stated
or Per Protocol]

Outcomes and estimation

17a For each primary and secondary outcome, results
for each group (A), and the estimated effect size
(B) and the precision (confidence interval) (C)
[only for primary outcome]

2 = A and B and C
1 = A or B or C missing (only one missing)
0 = only one reported or none

Harms

19

1 = harms described
0 = harms not described

All important harms or unintended effects in each
group

2 = A and B reported
1 = A or B reported
0 = none reported

1 = "Table 1" present
0 = "Table 1" not present
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Table 1 (continued)
CONSORT item

#

Description and definition

Scoring

Registration

23

Registration number and name of trial registry

Protocol

24

Where the full trial protocol can be accessed, if
available

1 = present
0 = absent

Funding

25

Sources of funding and other support (such as the
supply of drugs)

Additional item

AIa

Total number of patients randomised

Additional item

AIb Conflict of interest statement

Additional item

AIc

Additional item

AId Language of article

Ethics review

mean scores found on the articles by country and by
field, and differences were analysed for articles published
before 2010 (year included) and articles published after
2011 (year included). The secondary analysis describes
each of the 23 CONSORT items included in the study to
determine compliance and explore those that most contribute to non-compliance. We provide charts with percentages of RCTs complying with each item, by year and
by periods (pre-CONSORT and post-CONSORT 2010).
We explored changes for the primary and secondary outcomes by extracting sample size, country of publication,
language, and whether the RCTs were published in Spanish journals or Latin American journals.
We used the R package statistical software (R Foundation for Statistical Computing, Vienna, Austria; 2019) for
analysis.
Ethics

The Institutional Ethics Committee of the University of
Santiago of Chile approved this study, report No. 524,
dated 15 August 2018. No patients were involved.

Results
Description of the population of included RCTs

A total of 489 records were found in the BADERI database and collected by hand searching. Figure 1 shows
the flow diagram for the article selection process and the
distribution by speciality. Dentistry accounts for 76% of
all the articles screened in our study. We explain this preponderance because dentistry contains all the specialities
within it, while geriatrics and neurology are medical subspecialties. After screening, studies were excluded mainly
due to not being randomised, only reporting an abstract,
and being published in a year out of this study’s scope.
Finally, for analysis, a total of 392 articles for the period
1990 to 2018 were included as follows: 282 for dentistry,
80 for neurology, and 30 for geriatrics.

1 = present
0 = absent

1 = present
0 = absent

Annotate sample size
1 = present
0 = absent

1 = present
0 = absent

Spanish/English/Portuguese

Sixty-nine journals were included in the study, corresponding to seven countries of South America, one country of North America (Mexico), and one country from
Europe (Spain) that also had the largest number of journals (n = 24). Table 2 shows the distribution of journals
and articles by country and by clinical field. Of the total
of 392 RCTs included for analysis, 88 were published in
English (81 in dentistry and 7 in neurology), 1 in Portuguese (dentistry), and 303 in Spanish (200 in dentistry,
73 in neurology, and 30 in geriatrics). The complete list
of journals is provided as supplementary material, with
years of publication, country, and impact factor [34]. Of
the 69 journals, only four have an impact factor, and only
two have an impact factor over 1.
Assessment of the quality of reporting

We assessed the quality of reporting for each included
RCT by calculating a mean compliance score for the 23
CONSORT items that we included in this study. We also
calculated each item’s percentage of adherence across all
RCTs. There are no missing data for this study, so all calculations were done on the 392 RCTs.
We found that the overall compliance score for the
CONSORT items included in this study for all 392 RCTs
analysed was 12.6 on a scale with a maximum score of 34
(Table 3). Figure 2 shows the number of articles according to their mean CONSORT compliance score. No article achieved the highest score, and 8% of the 392 had
scores ranging from 20 to 30, the latter being the highest
score found in this study.
The distribution of the mean score by country and by
clinical field is shown in Table 3. The country with the
highest score was Colombia, but it only published trials in dentistry. Spain has by far the highest number of
RCTs in geriatrics and, except for Argentina, which has
one, no other country reports randomised intervention
studies in this field. No differences were found between
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Fig. 1 Flow diagram of study selection. Figure prepared by the authors based on study results

Table 2 Distribution of journals and included RCTs by country and clinical field
Country

Dentistry
Journals (N)

Neurology
RCT (N)

Journals (N)

Geriatrics
RCT (N)

Journals (N)

RCT (N)

Argentina

2

6

1

2

1

1

Chile

8

62

2

4

0

0

Colombia

7

24

0

0

0

0

Ecuador

0

0

1

4

0

0

Mexico

8

19

3

22

0

0

Peru

5

16

0

0

0

0

Spain

16

143

6

47

2

29

Uruguay

1

1

0

0

0

0

Venezuela

5

11

1

1

0

0

52

282

14

80

3

30

individual countries or after comparing Spain to Latin
America regarding the three clinical fields’ overall compliance scores.
The quality of reporting improved slightly with time
for all RCTs, but more significantly for dentistry, which

improved 5.2 points between 1990 to 2010 versus the
2015 to 2018 period, a 15% increase (Table 4).
Another way of looking at our results is with a time
trend analysis, as shown in Fig. 3. While roughly half
of the RCTs (51.8%) were published after the last
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Table 3 Mean CONSORT compliance scores by country and clinical field. Score scale from 0 to 34 (n = 392)
Country

Argentina
Chile
Colombia
Ecuador
Mexico
Peru
Spain
Uruguay
Venezuela

Dentistry
mean ± SD (RCTs)

12.8 ± 5.3 (6)

Neurology mean ± SD Geriatrics mean ± SD
(RCTs)
(RCTs)

11.5 ± 5.0 (2)

9.0 (1)

13.7 ± 6.0 (62)

12.3 ± 3.4 (4)

-

-

-

-

12.3 ± 2.6 (4)

-

14.8 ± 5.0 (24)
10.4 ± 4.6 (19)

12.6 ± 5.1

12.3 ± 2.6

-

-

13.2 ± 5.0 (143)

11.5 ± 4.8 (47)

11.6 ± 6.0 (29)

11.1 ± 4.5 (11)

17.0 (1)

-

-

12.1 ± 5.3

14.8 ± 5.0

-

6.0 (1)

Overall average score
mean ± SD

13.6 ± 6.0

11.4 ± 5.5 (22)

10.1 ± 4.2 (16)

Average score
mean ± SD

10.9 ± 4.6

-

10.1 ± 4.2

12.7 ± 5.0
6.0

11.1 ± 4.5

Empty cells indicate that there were no RCTs includedSD Standard deviation

Fig. 2 Distribution of CONSORT compliance scores (n = 392)

Table 4 Overall mean scores over three time periods and by clinical fields
Time period

No. of RCTs

Dentistry

Neurology

1990 to 2010

189

2011 to 2014

99

10.5 ± 4.2

11.4 ± 5.1

2015 to 2018

104

15.7 ± 4.9

13.4 ± 4.6

SD Standard deviation

13.6 ± 5.0

CONSORT statement was issued, the mean score
improves only slightly, as mentioned above.
None of the articles achieved the maximum individual
CONSORT item compliance score. The lowest overall
compliance percentage was for item 10 (Randomisation
implementation), and item 24 (Protocol registration),
with a dismal 1% compliance across all included RCTs
and regardless of country. Other very poorly reported
items (less than 5% compliance) were item 14a (Recruitment), 17a (Outcomes and estimation), and 23

11.6 ± 3.6

Geriatrics

Overall score

9.5 ± 4.8

10.7 ± 4.5

13.0 ± 7.3

15.3 ± 5.1

13.9 ± 5.9

13.3 ± 4.9

(Registration), all with an overall compliance proportion
of 4%. The highest compliance percentages, over 70%,
were found for items 5 (Interventions) with 86%, 4a (Participants) with 79%, and 1b (Abstract) with 70% (Table 5).
When analysing by period six essential items with a
strong association with risk of bias in intervention trials, items 6a, 7a, 8a, 9, 10, and 11a (Outcomes, Sample size, Sequence generation, Allocation concealment,
Implementation, and Blinding, respectively), no significant improvements were found even though there is a
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Fig. 3 RCTs published and the mean score, by year

Table 5 The proportion of RCTs that comply with each CONSORT item included for analysis in the study, by region, and the overall
compliance (n = 392)
Consort item and number
Title & abstract
Methods

Randomisation

Results

Other information

Latin America (%)

Spain (%)

All (%)

24

1a

Title

16

30

1b

Abstract

55

82

70

3a

Trial design

58

55

56

4a

Participants

72

82

78

4b

Settings

43

44

43

5

Interventions

88

84

86

6a

Outcomes

21

22

22

7a

Sample size

22

19

20

8a

Sequence generation

28

35

32

9

Allocation concealment

12

11

11

10

Implementation

3

0

1

11a

Blinding

24

18

21

12a

Statistical methods

44

37

40

13a

Participant flow

35

28

31

13b

Losses & exclusions

20

19

19

14a

Dates of recruitment

5

4

4

15

Baseline data

29

39

34

16

Numbers analysed

15

15

15

17a

Outcomes & estimation

3

5

4

19

Harms

26

29

28

23

Registration

2

5

4

24

Protocol

0

1

1

25

Funding

28

25

26

consistent tendency for greater overall compliance for
each period, and especially for the years 2015 to 2018
(Fig. 4). Compliance was consistently under 50% for all
these items for all the study periods.

Pre‑hoc sample size estimation and sample size

We extracted the sample size for all 392 RCTs. Figure 5
shows the sample size for 377 RCTs over time. Fifteen
RCTs were excluded from the figure because the sample
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Fig. 4 Overall compliance with CONSORT for six essential items, by periods

Fig. 5 Sample size by year of publication (n = 377)

size was very large, over 300. Whilst this is not a CONSORT item, it is important to look at the sample size
for the included studies as there seems to be a correlation between methodological quality and sample size.
The median sample size for the whole period and the
full roster of included RCTs was 46, with little variability over time. Seventy-nine articles (20%) reported having performed a sample size calculation before running
the trial. Of these, only 29 trials (7%) recruited samples
larger than or equal to 100 participants (50 per group).

Discussion
After analysing 23 CONSORT items, our survey assessed
the reporting quality of 392 randomised clinical trials
from 69 journals based in Latin America and Spain from
1990 to 2018 for three clinical fields: dentistry, neurology, and geriatrics. We found overall poor compliance of
12.9 over a maximum score of 34 across all articles for
the CONSORT items included in this study. Compliance
was especially dismal for the items regarding Implementation, Protocol, Dates of recruitment, Outcomes and
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estimation, and Registration. The most compliant items
were Interventions, Participants, and Abstract. Six items
that are considered key for the risk of bias assessment
were also poorly reported, consistently under 50% for the
whole study period, although a slight improvement was
seen for the latter years (2015 to 2018). Pre-hoc sample
size calculation was reported only in 20% of the RCTs,
and the sample size was small, as a norm, for the whole
period.
Comparison with other studies

Quality of reporting has been extensively studied in highimpact journals. It has been far less explored in developing countries or regions where grant-funded research is
the exception rather than the norm. While funding and
some aspects of publication ethics were extracted for this
study, we do not report those results in this article.
The dismally low overall compliance rate found in the
RCTs included in our study was not surprising. Other
authors had already previously concluded that the quality of reporting is, in their words, "well below an acceptable level" [35], "deficient" [36], "variable and in need of
improvement" [37] and that while poor reporting has
decreased with time, "more could be done" [38]. This
seemingly consensual appreciation of RCT quality of
reporting in the literature emanating from wealthier
countries may explain why we did not find significant
differences between RCTs published in Latin American
journals versus Spanish journals.
A systematic review of the completeness of reporting
and journal endorsement found that RCT reporting quality was statistically significantly better in five key items
in journals endorsing CONSORT than those that did not
[31], recognising that the completeness of reporting of
trials remains sub-optimal. Another similar study did not
find conclusive evidence to support the relation between
journal endorsement of reporting guidelines and the
completeness of reporting [39]. We did not cover this
variable in our analysis because many journals included
in this study have been discontinued. Moreover, they
were published only in hard copy, making it difficult to
know the editorial policies they had when the RCTs were
published, especially in light of the low number of RCTs
that each journal publishes over the years.
Several cross-sectional or retrospective systematic
surveys have been done in dentistry to assess compliance with the CONSORT statement [40–45]. Consistent
with our findings, none of them reports optimal compliance. Luguercio et al. reviewed the literature to evaluate RCTs on bleaching and included 185 RCTs [40]. The
most poorly reported items in this study were protocol,
flow chart, allocation concealment, and sample size calculation, with 80% of the included RCTs scoring zero.
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This study’s overall CONSORT compliance was only
16.7 ± 5.4 points over a maximum score of 32, while ours
was 12.9 over 34. Another study explored compliance
with CONSORT of RCT abstracts in four major orthodontics journals for a more recent period than ours, from
2012 to 2017. It concluded that several CONSORT extension items for abstracts were poorly reported, and the
best-reported item was having a structured abstract [43].
While practically none of the journals in our study have
an impact factor, our findings are consistent with this
study because one of the items most frequently reported
was a structured abstract, albeit with only 70% compliance. Borrelli et al. used the impact factor report for 2016
to identify craniofacial surgery journals and assess RCT
compliance with the CONSORT statement [45]. Like the
previous study that only included journals with an impact
factor, this study also found compliance with CONSORT
to be 56% (minimum 33%, maximum 94%) of applicable
items reported. Several methods items were also lacking
in compliance. Another study evaluated the RCT quality of reporting in the leading neurosurgical journals and
three leading general medical journals [46]. This study
found that the compliance score for the speciality journals was lower than the general medical journals. Consequently, even while these three studies only included
journals with an impact factor, the included RCTs’ compliance scores were also low, although higher than our
overall compliance score, with room for improvement.
A few studies in neurology have assessed overall compliance with CONSORT guidelines in physical interventions for people with spinal cord injury [47], multiple
sclerosis [48], and restless leg syndrome [49]. Only partial, suboptimal adherence was found in all these studies.
Abstract adherence to CONSORT extensions has also
been assessed for cardiology [50], ophthalmology [51],
anaesthesiology [52], periodontal disease [42], orthodontics [43], migraine and headache [53], gerontology
and geriatrics [54], emergency medicine [55], surgery
[56], and pain management [57]. Not one of these speciality studies has found completeness of reporting for
abstracts and mostly agree that there is poor reporting,
low compliance, room for improvement, and interventions are needed. These findings for abstract adherence
to CONSORT extensions are aligned with the findings of
the plethora of studies that assess full-article compliance,
like ours.
One systematic review [58] and three studies have also
explored journal endorsement of CONSORT [41, 55, 57],
which we did not do. As stated previously, the time frame
covered by our study is quite long, meaning that many of
the journals are not published anymore, or the RCTs are
only found in hard copy. Exploring journal policies at the
time of publication is not feasible for our population of
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included journals. Still, it seems reasonable to infer that
journal endorsement, while important, will not impact
reporting guidelines adherence if not accompanied by
journal enforcement. This much more stringent conduct
has not been explored, to our knowledge.
Only 20% of our included RCTs reported a pre-hoc
sample size calculation, which does not differ substantively from a cross-sectional bibliographic study that
compared orthodontics to periodontics reporting [44].
This study found that an adequate sample size calculation was done in only 35.7% of their sample. Likewise, a
comparative study of RCTs indexed in PubMed for 2000
and 2006 found that a median of 80 participants was
recruited per trial for parallel-group trials [35], contrasting with our findings where most of the included studies
had a median sample size of fewer than 50 participants
per trial, except for four very early years. While a median
of 80 may seem to be a small sample size, the difference of
at least 30 participants per trial in our roster of RCTs may
potentially impact the robustness of inferential analysis.
Strengths and limitations

One of our study’s strengths was that it included a large
number of articles, and the three clinical fields that were
represented were surveyed completely. It is unlikely that
we missed articles. However, the choice of clinical fields
was pragmatic as it was determined by the availability of
articles already identified in the BADERI database and
whether a reporting quality assessment had already been
done or not. When we began our study, we considered
reporting the findings separately for each clinical area.
By the end of the identification and selection process, we
were aware that the small number of RCTs published in
neurology and geriatrics journals of Latin America and
Spain would make any analysis meaningless. We recognise that we did not include journals from Brazil, thus
leaving aside a potentially large number of RCTs. Having said this, we do not believe that their inclusion would
have changed the results, given that the differences
between Spain and Latin America as a whole are very
minimal and all the journals are publishing largely noncompliant RCTs, regardless of the year or the country of
publication.
Another limitation, even if design-dependent, was that
we used the CONSORT 2010 checklist for the full roster
of RCTs included, regardless of the year of publication.
If older RCTs had followed the earlier versions of CONSORT, one would have expected that at least the most
critical methodological items would have been correctly
reported. Instead, this was not the case, and, even for key
items, reporting is consistently lacking in our population of RCTs throughout the study period. Furthermore,
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items added to the 2010 version of CONSORT were not
included in our data (some items b, for example).
We devised a data extraction form that excluded many
of the more subjective or non-applicable items to achieve
greater consistency in the decision of compliance that
each reviewer made. However, many other items were
categorised as compliant, partially compliant, or fully
compliant, as per protocol [31]. Nonetheless, and to
enhance comparability with other published studies on
the quality of reporting for randomised trials, we dichotomised each item into compliant or non-compliant. This
way, the inherent subjectivity of reviewer responses was
minimised in the analysis. On the flip side, the lack of a
standardised extraction form for the quality of reporting assessment purposes is a drawback as the CONSORT
checklist was not devised for this. ‘Quality’ is a construct
because it is something that we cannot see and directly
measure [59], but ‘reporting’ we can measure with the
checklists by assessing adherence to them. So, while
some have cautioned against the use of reporting checklists as a tool to assess the quality of a paper even when
they have not been validated for this [60], they are widely
used for practical reasons to assess ‘quality of reporting’
[61]. Likewise, we fully agree with Germini et al. when
they declare that the choice of method for a score calculation can be a matter of discussion. Like them, we also
decided to rate all items equally to make our results comparable to previous reports [55].
Most likely, one of the main limitations of our study is
that nine assessors did the review process. We conducted
extensive training, calibration, pretesting, and pilot testing. We achieved a reasonable response consistency of at
least 80% between reviewers, deviating from our original
protocol that had aimed for 90%. We sought to overcome
this inherent potential source of variability with a disciplined and well-conducted method to resolve discrepancies between reviewers as the senior methodologist
identified them. Pairs of reviewers were asked to settle
the differences by consensus, and, when not possible, a
third assessor defined the final response. Furthermore,
we added an extra level of quality control by having one
of the co-authors check a random sample of 10% of the
included RCTs. After contrasting the extraction from this
random check to the one made by the reviewers, no significant inconsistencies were found.
Implications

Many studies have been done on the quality of reporting of randomised clinical trials and compliance with
the CONSORT guidelines. This research line was initiated in early 2000 [62–66] and has been reproduced
by many across the globe, crossing many specialities.
We approached three little-explored clinical fields to
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complement other studies on the quality of reporting
and risk of bias of Latin American and Spanish RCTs
[29, 67–70].
Not a single study included in the discussion of this
paper reports high compliance rates. Conversely, there
is a widespread consensus that poor reporting is the
norm rather than the exception, with lots of room
for improvement. We believe that there is no need to
explore this problem further, given this broad concordance in the findings regardless of the journal quality or the impact factor.
As stated by Turner et al. in a systematic review that
compared medical journals that endorse CONSORT
Statement to journals that do not, journal endorsement may benefit the completeness of reporting of the
RCTs they publish, but, according to these authors, the
completeness of reporting remains suboptimal [58].
Thus, it is better to have journals endorsing reporting guidelines than not, but it appears insufficient.
As Doug Altmann expressed in 2012 in the EQUATOR Scientific Symposium 2012 "ACT now: Accuracy,
Completeness, and Transparency in health research
reporting": endorsement without enforcement is useless (oral communication).
Consequently, the next step in this field of research
is to promote interventions that will strengthen the
methodological competencies of editors and peer
reviewers, together with creating audit forms based on
reporting guidelines such as the CONSORT Statement
or STROBE (STrengthening the Reporting of OBservational studies in Epidemiology) that editors can use to
assess how well their publications are complying with
internationally set standards. In other words, we must
stop exploring compliance and start exploring interventions and their effectiveness in the real-world medical literature.
Furthermore, a more focused approach is needed for
speciality journals who seem to be lagging behind their
equal-ranking general medical journals to strengthen
their capabilities for complete, accurate and transparent reporting of clinical trials. Finally, journal editors
of regions publishing in languages other than English,
or journals based in the global South, should also pay
special attention to researchers’ needs in methodological training. The focus should be placed on understanding the importance of using reporting guidelines
to plan the design and conduct of clinical research and
to ensure robust enforcement of reporting guidelines
during the peer review and editorial processes. Further
research is mandatory in exploring the best interventions to strengthen competencies in these stages of scientific communication.
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Conclusions
According to our results, compliance with CONSORT
guidelines is very poor in this population of RCTs. It is
unclear what role the CONSORT statement has played
in the slight improvement found in 2015 to 2018. More
must be done to improve the completeness of RCT
reporting in Latin America and Spain. The Iberoamerican region journals should become more involved in
endorsing and enforcing adherence to the CONSORT
guidelines. Further research should be focused on devising and testing interventions to enhance the uptake of
reporting guidelines in speciality journals and journals
without an impact factor.
Acknowledgements
Not applicable.
Authors’ contributions
All authors have contributed intellectually to the study idea. VAC, RAD, FJL,
NMD, AFV, CBR, AAI, MGS, and CTD extracted data solved discrepancies.
MD contributed to data validation and quality control and to drafting the
manuscript. MSN did the analysis. VCB drafted the first complete version of the
manuscript with contributions from JV and MD. JV and MSN critically reviewed
the first draft of the manuscript. All authors approved the final version.
Funding
DICYT Project 021901BN (Universidad de Santiago de Chile, USACH).
Availability of data and materials
The dataset supporting this article’s conclusions is available in the Figshare
repository, [https://doi.org/10.6084/m9.figshare.13187729] and https://figsh
are.com/account/home#/projects/92198.

Declarations
Ethics approval and consent to participate
The Institutional Ethics Committee of the University of Santiago of Chile
approved this study, report No. 524, dated 15 August 2018. No patients were
involved.
Consent for publication
Not applicable.
Competing interests
The authors have no competing interests to declare.
Author details
1
Escuela de Medicina, Facultad de Ciencias Médicas, Universidad de Santiago
de Chile (USACH), Avenida Libertador Bernardo OHiggins 3363, Santiago,
Estación Central, Chile. 2 Departamento de Cirugía Maxilofacial, Facultad de
Odontología, Universidad de Chile, Santiago, Chile. 3 Hospital Clínico San BorjaArriarán, Santiago, Chile.
Received: 4 November 2020 Accepted: 22 June 2021

References
1. Hulley SB, Cummings SR, Browner WS, Grady DG, Newman TB. Designing
clinical research. 4th edition. Lippincott Williams & Wilkins; 2013.
2. Estrada S, Arancibia M, Stojanova J, Papuzinski C. General concepts in
biostatistics and clinical epidemiology: Experimental studies with ran‑
domized clinical trial design. Medwave. 2020;20. doi:https://doi.org/10.
5867/medwave.2020.02.7869.

Bachelet et al. BMC Med Res Methodol

3.
4.
5.
6.
7.
8.
9.
10.

11.
12.
13.
14.
15.
16.
17.
18.
19.

20.
21.

22.

23.

24.

25.

(2021) 21:153

Guyatt G, Meade MO, Rennie D, Cook DJ. User’s guides to the medical
literature - a manual for evidence-based clinical practice. 3rd ed. New
York: McGraw-Hill Education; 2015.
Vergara-Merino L, Verdejo C, Carrasco C, Vargas-Peirano M. Living system‑
atic review: New inputs and challenges. Medwave. 2020;20. doi:https://
doi.org/10.5867/medwave.2020.11.8092.
Tapia-Benavente L, Vergara-Merino L, Garegnani LI, Ortiz-Muñoz L, Loézar
Hernández C, Vargas-Peirano M. Rapid reviews: definitions and uses.
Medwave. 2021;21. doi:https://doi.org/10.5867/medwave.2021.01.8090.
Unintended Consequences: The Perils of Publication and Citation Bias.
The MIT Press Reader. 2020. https://thereader.mitpress.mit.edu/perils-of-
publication-and-citation-bias/. Accessed 27 Oct 2020.
Moher D, Altman DG, Schulz KF, Simera I, Wager E. Guidelines for report‑
ing health research: a user’s manual. 1st edition. BMJ Books; 2014.
Moher D, Hopewell S, Schulz KF, Montori V, Gøtzsche PC, Devereaux PJ,
et al. CONSORT 2010 explanation and elaboration: Updated guidelines
for reporting parallel group randomised trials. Int J Surg. 2012;10:28–55.
Hopewell S, Clarke M, Lusher A, Lefebvre C, Westby M. A comparison of
handsearching versus MEDLINE searching to identify reports of rand‑
omized controlled trials. Stat Med. 2002;21:1625–34.
Hopewell S, Clarke MJ, Lefebvre C, Scherer RW. Handsearching versus
electronic searching to identify reports of randomized trials. Cochrane
Database Syst Rev. 2007. https://doi.org/10.1002/14651858.MR000001.
pub2.
Crumley ET, Wiebe N, Cramer K, Klassen TP, Hartling L. Which resources
should be used to identify RCT/CCTs for systematic reviews: a systematic
review. BMC Med Res Methodol. 2005;5:24.
Dickersin K, Scherer R, Lefebvre C. Identifying relevant studies for system‑
atic reviews. BMJ. 1994;309:1286–91.
Mao Y, Lu Z. MeSH Now: automatic MeSH indexing at PubMed scale via
learning to rank. J Biomed Semantics. 2017;8:15.
Yang H, Lee HJ. Research trend visualization by MeSH terms from Pub‑
Med. Int J Environ Res Public Health. 2018;15. doi:https://doi.org/10.3390/
ijerph15061113.
Dai S, You R, Lu Z, Huang X, Mamitsuka H, Zhu S. FullMeSH: improving
large-scale MeSH indexing with full text. Bioinformatics. 2020;36:1533–41.
Koletsi D, Pandis N, Polychronopoulou A, Eliades T. What’s in a title? An
assessment of whether randomized controlled trial in a title means that it
is one. Am J Orthod Dentofacial Orthop. 2012;141:679–85.
Song F, Parekh, S, Hooper L, Loke Y, Ryder J, Sutton A, et al. Dissemination
and publication of research findings: an updated review of related biases.
Health Technol Assess. 2010;14. doi:https://doi.org/10.3310/hta14080.
Walpole SC. Including papers in languages other than English in sys‑
tematic reviews: important, feasible, yet often omitted. J Clin Epidemiol.
2019;111:127–34.
Nussbaumer-Streit B, Klerings I, Dobrescu AI, Persad E, Stevens A, Garritty
C, et al. Excluding non-English publications from evidence-syntheses did
not change conclusions: a meta-epidemiological study. J Clin Epidemiol.
2020;118:42–54.
Konno K, Akasaka M, Koshida C, Katayama N, Osada N, Spake R, et al.
Ignoring non-English-language studies may bias ecological meta-analy‑
ses. Ecol Evol. 2020;10:6373–84.
Wu XY, Tang JL, Mao C, Yuan JQ, Qin Y, Chung VCH. Systematic reviews
and meta-analyses of traditional chinese medicine must search chinese
databases to reduce language bias. Evid Based Complement Alternat
Med. 2013;2013:812179.
Morrison A, Polisena J, Husereau D, Moulton K, Clark M, Fiander M, et al.
The effect of English-language restriction on systematic review-based
meta-analyses: a systematic review of empirical studies. Int J Technol
Assess Health Care. 2012;28:138–44.
Pardo-Hernandez H, Urrútia G, Barajas-Nava LA, Buitrago-Garcia D, Garzón
JV, Martínez-Zapata MJ, et al. BADERI: an online database to coordinate
handsearching activities of controlled clinical trials for their potential
inclusion in systematic reviews. Trials. 2017;18:273.
Gutarra-Vilchez RB, Pardo-Hernandez H, Arévalo-Rodríguez I, Buitrago D,
Bonfill X. Identification and description of controlled clinical trials pub‑
lished in Spanish Gynaecology and Obstetrics journals and risk of bias
assessment of trials on assisted reproductive techniques. Eur J Obstetr
Gynecol Reprod Biol. 2016;203:5–11.
Turrillas M, Sitjà-Rabert M, Pardo H, VilaróCasamitjana J, Fort-Vanmeer‑
haeghe A, MorralFernández A, et al. Identification and description of

Page 13 of 14

26.
27.

28.
29.
30.
31.

32.
33.

34.
35.
36.
37.
38.

39.

40.
41.

42.

43.
44.
45.

controlled clinical trials published in physiotherapy journals in Spain: ID,
descript. Physiotherapy CCT in Spain. J Eval Clin Pract. 2017;23:29–36.
Loezar C, Madrid E, Jahr C, Daviu A, Ahumada H, Pardo-Hernandez H,
et al. Identification and description of controlled clinical trials published
in Spanish Ophthalmology Journals. Ophthal Epidemiol. 2018;25:436–42.
Arevalo-Rodriguez I, Muñoz E, Buitrago-Garcia D, Nuñez-González S,
Montero-Oleas N, Garzón V, et al. Quality assessment of controlled clinical
trials published in Orthopaedics and Traumatology journals in Spanish:
an observational study through handsearching and evidence mapping.
SAGE Open Med. 2018;6:2050312118801710.
Villanueva J, Delgado I, Saldarriaga JR, Gargallo MG, Amaro Y, Zapata S,
et al. Identification and description of controlled clinical trials in Spanish
language dental journals. Health Info Libr J. 2018;35:192–201.
Sanclemente G, Pardo H, Sánchez S, Bonfill X. Analysis of the quality
of clinical trials published in Spanish-Language dermatology journals
between 1997 and 2012. Actas dermo-sifiliograficas. 2016;107:44–54.
Bachelet VC, Pardo-Hernandez H. Quality of reporting and risk of bias
of randomized clinical trials published in Spanish and Latin American
journals. Medwave. 2019;19:e7573.
Bachelet VC, Carrasco VA, Bravo-Córdova F, Díaz RA, Lizana FJ, MezaDucaud N, et al. Quality of reporting for randomised clinical trials pub‑
lished in Latin American and Spanish journals: a protocol for a systematic
survey of three clinical specialities. BMJ Open. 2020;10:e036148.
Resources for handsearchers. /irmg/resources-handsearchers. Accessed
19 Mar 2021.
Centro Cochrane Iberoamericano. Identificación de Ensayos Clínicos
Controlados - Guía de Búsqueda Manual. https://www.google.com/url?
sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=
2ahUKEwj7wvTm17z vAhVgD7kGHc0JA4oQFjABegQIAxAD&url=https%
3A%2F%2Fes.cochrane.org%2Fsites%2Fes.cochrane.org%2Ffiles%2Fpub
lic%2Fuploads%2FProyecto_Busqueda_Manual_Prueba_Piloto_Med_
Interna_2011_2014.doc&usg=AOvVaw2EjeDM-mRIwX7FvSBXPgHY.
Bachelet VC. List of included journals. Figshare. 2020;:21545 Bytes.
Hopewell S, Dutton S, Yu LM, Chan AW, Altman DG. The quality of reports
of randomised trials in 2000 and 2006: comparative study of articles
indexed in PubMed. BMJ. 2010;340:c723.
Park SH, Ahn S, Hong N, Park JH, Hwang S, Lee KH. Quality of reporting
noninferiority/similarity in research studies of diagnostic imaging. Radiol‑
ogy. 2014;270:241–7.
Li J, Gao W, Punja S, Ma B, Vohra S, Duan N, et al. Reporting quality of
N-of-1 trials published between 1985 and 2013: a systematic review. J
Clin Epidemiol. 2016;76:57–64.
Dechartres A, Trinquart L, Atal I, Moher D, Dickersin K, Boutron I, et al.
Evolution of poor reporting and inadequate methods over time in 20 920
randomised controlled trials included in Cochrane reviews: research on
research study. BMJ. 2017;357:j2490.
Stevens A, Shamseer L, Weinstein E, Yazdi F, Turner L, Thielman J, et al.
Relation of completeness of reporting of health research to jour‑
nals’ endorsement of reporting guidelines: systematic review. BMJ.
2014;348:g3804.
Loguercio AD, Maran BM, Hanzen TA, de Paula AM, Perdigão J, Reis A.
Randomized clinical trials of dental bleaching - Compliance with the CON‑
SORT Statement: a systematic review. Braz Oral Res. 2017;31 suppl 1:e60.
Sarkis-Onofre R, Poletto-Neto V, Cenci MS, Pereira-Cenci T, Moher D.
Impact of the CONSORT Statement endorsement in the completeness
of reporting of randomized clinical trials in restorative dentistry. J Dent.
2017;58:54–9.
Kumar S, Mohammad H, Vora H, Kar K. Reporting quality of randomized
controlled trials of periodontal diseases in journal abstracts-a crosssectional survey and bibliometric analysis. J Evid Based Dent Pract.
2018;18:130-141.e22.
Alharbi F, Almuzian M. The quality of reporting RCT abstracts in four
major orthodontics journals for the period 2012–2017. J Orthodontics.
2019;1465312519860160.
Papageorgiou SN, Antonoglou GN, Martin C, Eliades T. Methods, transpar‑
ency and reporting of clinical trials in orthodontics and periodontics.
J Orthodontics. 2019;46:101–9.
Borrelli MR, Farwana R, Andrew TW, Chicco M, Abukhder M, Mobarak D,
et al. Assessing the compliance of randomized controlled trials published
in craniofacial surgery journals with the CONSORT statement. J Crani‑
ofacial Surg. 2019;30:96–104.

Bachelet et al. BMC Med Res Methodol

(2021) 21:153

46. Kiehna EN, Starke RM, Pouratian N, Dumont AS. Standards for report‑
ing randomized controlled trials in neurosurgery: a review. JNS.
2011;114:280–5.
47. Harvey LA, Glinsky JV, Bowden JL, Arora M. How well do randomised con‑
trolled trials of physical interventions for people with spinal cord injury
adhere to the CONSORT guidelines? An analysis of trials published over a
10-year period. Spinal Cord. 2014;52:795–802.
48. Rikos D, Dardiotis E, Tsivgoulis G, Zintzaras E, Hadjigeorgiou GM. Report‑
ing quality of randomized-controlled trials in multiple sclerosis from 2000
to 2015, based on CONSORT statement. Multiple Sclerosis Related Disord.
2016;9:135–9.
49. Rikos D, Dardiotis E, Aloizou A-M, Siokas V, Zintzaras E, Hadjigeorgiou
GM. Reporting Quality of Randomized Controlled Trials in Restless Legs
Syndrome Based on the CONSORT Statement. Tremor and Other Hyperki‑
netic Movements. 2019;9. doi:https://doi.org/10.5334/tohm.457.
50. Khan MS, Shaikh A, Ochani RK, Akhtar T, Fatima K, Khan SU, et al. Assess‑
ing the quality of abstracts in randomized controlled trials published
in high impact cardiovascular journals. Circ Cardiovasc Qual Outcomes.
2019;12:e005260.
51. Baulig C, Krummenauer F, Geis B, Tulka S, Knippschild S. Reporting
quality of randomised controlled trial abstracts on age-related macular
degeneration health care: a cross-sectional quantification of the adher‑
ence to CONSORT abstract reporting recommendations. BMJ Open.
2018;8:e021912.
52. Janackovic K, Puljak L. Reporting quality of randomized controlled trial
abstracts in the seven highest-ranking anesthesiology journals. Trials.
2018;19:591.
53. Tfelt-Hansen PC. CONSORT recommendations in abstracts of ran‑
domised, controlled trials on migraine and headache. J Headache Pain.
2011;12:505–10.
54. Mann E, Meyer G. Reporting quality of conference abstracts on ran‑
domised controlled trials in gerontology and geriatrics: a cross-sectional
investigation. Zeitschrift für Evidenz, Fortbildung und Qualität im
Gesundheitswesen. 2011;105:459–62.
55. Germini F, Marcucci M, Fedele M, Galli MG, Heath T, Mbuagbaw L, et al.
Quality of reporting in abstracts of RCTs published in emergency medi‑
cine journals: a systematic survey of the literature suggests we can do
better. Emergency Med J EMJ. 2019.
56. Speich B, Mc Cord KA, Agarwal A, Gloy V, Gryaznov D, Moffa G, et al.
Reporting quality of journal abstracts for surgical randomized con‑
trolled trials before and after the implementation of the CONSORT
extension for abstracts. World J Surg. 2019. https://doi.org/10.1007/
s00268-019-05064-1.
57. Sriganesh K, Bharadwaj S, Wang M, Abbade LPF, Jin Y, Philip M, et al.
Quality of abstracts of randomized control trials in five top pain journals:
a systematic survey. Contemp Clin Trials Commun. 2017;7:64–8.

Page 14 of 14

58. Turner L, Shamseer L, Altman DG, Weeks L, Peters J, Kober T, et al. Con‑
solidated standards of reporting trials (CONSORT) and the completeness
of reporting of randomised controlled trials (RCTs) published in medical
journals. Cochrane Database Systematic Rev. 2012;11:MR000030.
59. Streiner DL, Norman GR, Cairney J. Health Measurement Scales: A practi‑
cal guide to their development and use. 5th edition. OUP Oxford; 2015.
60. Logullo P, MacCarthy A, Kirtley S, Collins GS. Reporting guideline
checklists are not quality evaluation forms: they are guidance for writing.
Health Sci Rep. 2020;3:e165.
61. Puljak L. Reporting checklists are used as measurement tools for assess‑
ing quality, even though they have not been validated for such use. Trials.
2019;20:676.
62. Jüni P, Altman DG, Egger M. Systematic reviews in health care: assessing
the quality of controlled clinical trials. BMJ. 2001;323:42–6.
63. Moher D, Jones A, Lepage L, CONSORT Group (Consolidated Standards
for Reporting of Trials). Use of the CONSORT statement and quality of
reports of randomized trials: a comparative before-and-after evaluation.
JAMA. 2001;285:1992–5.
64. Altman DG. Endorsement of the CONSORT statement by high
impact medical journals: survey of instructions for authors. BMJ.
2005;330:1056–7.
65. Plint AC, Moher D, Morrison A, Schulz K, Altman DG, Hill C, et al. Does
the CONSORT checklist improve the quality of reports of randomised
controlled trials? A systematic review. Med J Australia. 2006;185:263–7.
66. Hopewell S, Altman DG, Moher D, Schulz KF. Endorsement of the
CONSORT Statement by high impact factor medical journals: a survey of
journal editors and journal “Instructions to Authors.” Trials. 2008;9:20.
67. Reveiz L, Bonfill X, Glujovsky D, Pinzon CE, Asenjo-Lobos C, Cortes M,
et al. Trial registration in Latin America and the Caribbean’s: study of
randomized trials published in 2010. J Clin Epidemiol. 2012;65:482–7.
68. Reveiz L, Sangalang S, Glujovsky D, Pinzon CE, Asenjo Lobos C, Cortes M,
et al. Characteristics of randomized trials published in Latin America and
the Caribbean according to funding source. PloS one. 2013;8:e56410.
69. Reveiz L, Villanueva E, Iko C, Simera I. Compliance with clinical trial
registration and reporting guidelines by Latin American and Caribbean
journals. Cadernos de saude publica. 2013;29:1095–100.
70. Delgado-Parra I. Identificación, descripción y análisis crítico de ensayos
clínicos controlados publicados en revistas odontológicas de habla
hispana. Doctoral thesis. Universidad Complutense de Madrid; 2017.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

