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Selling vs. non-selling neuro-oncology research cohorts
and manuscripts in the eyes of a grumpy reviewer after 2,000
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Why bother to peer review (neuro)oncology research
manuscripts and grant applications?

The senior author (J.E.J.) has reviewed almost 500
neuro-oncology manuscripts for Acta Neurochirurgica—
and over 1,500 oncology research grant applications as
a Member of the Basic Research Board and then
Chairman of the Clinical Research Board of the
Finnish Cancer Society. For many, the arduous (unpaid)
peer review of research manuscripts and grant proposals
would be time wasted from surgery—but there are three
bonuses. Peer review sharpens one’s own eye and pen
to write better selling grant applications for one’s own
research group and to better hone the selling of appli-
cations and manuscripts of one’s own PhD students and
Post-docs. The clinical bonus for at least Neuro-
Oncology Group members and leaders comes from
small bits of new information from the best of grant
applications and manuscripts.

Peer review does not guarantee absolute justice
to neuro-oncology manuscripts

The traditional peer review is arguably the best method avail-
able to assess whether the presented research data are solid
enough to be published so that other researchers in the field
can verify or discard the data as a small building block in the
big picture of evidence-based clinical neuro-oncology. So
why discuss ‘selling vs. non-selling manuscripts’ in the eyes
of peer reviewers? Because it is amateurish to expect that
one ’s prec ious manusc r ip t wou ld ge t abso lu t e
medicoscientific justice from one to a few reviewers at odd
hours during 100-h work weeks. Still human reviewers wish
to become elated and inspired (mentally rewarded; ‘Inspire
me,’ Diaghilev told his choreographers) by new and compet-
itive data—and not irritated by major or minor flaws that
strike their eyes while scanning (not word by word) the next
precious manuscript in the pile.

In the modern world, there is tremendous publication pres-
sure from not so solid or competitive cohorts and data, which
is why there is a flood of Open Access predatory ‘medical
journals’ with no real peer review at all—a platform for those
who just want ‘published articles’ added to their names in their
CVs. Beall’s List of Predatory Open Access Journals 2016
recommends that ‘scholars decide for themselves whether
they want to submit articles, serve as editors or on editorial
boards.’

Training opportunities in clinical research methods
and presentation of one’s own competitive data

Many manuscripts indicate a lack of training in the construc-
tion of competitive patient cohorts, adoption of advanced
methods of analyses, and compilation of visually and
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graphically impeccable (selling) manuscripts. Local opportu-
nities to obtain research training—besides from seniors of
one’s own research group—are the basic and clinical research
schools in the campus area, such as our UEF Clinical
Research School (www.uef.fi/dpcr). The annual EANS
Research Courses have provided basic training in
translational and clinical research as well as writing grant
applications and research manuscripts—but, separately from
the EANS Training Courses, to a few Residents only per
course. It has been impossible to try to squeeze teaching of
research into the EANS Training Course cycles. Who will
perform clinical research to update and optimize our clinical
conduct of neurosurgery and to reject quackery? Other
researchers? Which others? The drug and technology
industry?

Why are many neuro-oncology manuscripts
submitted to Acta Neurochirurgica rejected?

The decision to accept or reject is made by the Editor-in-Chief
after the assigned reviewers have given their written reviews
and numerical categorizations of the merits vs. demerits of the
manuscript. The Editor-in-Chief may not take obvious non-
compliance with the manuscript instructions lightly. The items
listed below represent our views on how clinical research
manuscripts should be compiled and which aspects are repeat-
edly found as demerits to be revised—we are biased towards
population-based cohorts.

1. The title should (objectively) indicate why these data are
new, competitive and inspiring=worth reading.

There are a number of indicator words and numbers:
population-based cohort; matched control population;
long-term follow-up; very large number of common tu-
mors; large number of rare tumors or subtypes; advanced
technologies in imaging, surgery, intraoperative moni-
toring, molecular biology, radiotherapy, chemotherapy,
etc.—until the utmost rarities ‘bioinformatics’ in the era
of omics [5] and ‘randomized clinical trial’ [12].

2. Multidisciplinary list of authors
A pitiful 2 to 3 neurosurgeons may still present a

cohort that was created and followed up by 10 to 15
indispensable experts in the Neuro-Oncology Group
and surrounding patient logistics. The most missing phy-
sician authors are neuropathologists, neuro-oncologists,
radiation oncologists and neuroradiologists. They should
review how the cohort was constructed, treated and
followed up from their points of view and how their
fields of expertise are presented and discussed—their
knowledge of their field and recent literature will add
telling details and remove shaky expressions from the
manuscript. The biggest blunder in presenting a neuro-

oncology cohort is not to have the past histological sam-
ples re-classified by neuropathologist(s)—the WHO
classification is evolving continuously, and past diagnos-
tics and subtypings are heterogeneous, even erroneous.
It does not matter if there are ten authors, once the cohort
and data are solid and up to date, and presented accord-
ingly—genomic articles may contain tens or hundreds of
authors [7, 13].

3. Research grants
Many manuscripts do not tell how the research was

financed—as a member of three research foundation
boards, the senior author can assure that foundations
are not pleased if not acknowledged in print. Or can it
be that much of clinical research is still performed with-
out funds granted by competition or otherwise allocated
for it?

4. English writing
We non-natives use ‘general medical English’ with

plain words and no British niceties in congresses and
in writing grant applications and research manu-
scripts—and that will suffice. However, we reviewers
frequently complain that manuscripts contain a number
of spelling and grammatical errors that should be
corrected—by whom? The busy Editorial Office? The
frequency of such manuscripts increases to the south and
east inside and outside of Europe.We Northerners like to
think that English shakier than ours is due to native voice
dubbing of English series and films instead of text trans-
lations on the screen. In our research groups, PhD stu-
dents and Post-docs must be so trained in English that no
language experts are required before the submissions.

5. Literature search and Table 1 of previous relevant co-
horts

Many manuscripts vaguely state in the Materials and
Methods section that PubMed was searched…which is
not sufficient. The previous literature should be carefully
searched for the relevant, latest and largest cohorts as
well as the reviews and meta-analyses. The search words
and number of hits should be given. The inclusion
criteria for the final cohorts should be given. A flow
chart would be a convenient method to show how the
authors ended upwith the relevant cohorts, which should
be presented in Table 1.

6. Flow chart from the catchment population to the disease
database to the final study population

Relevant clinical neuro-oncology research is based on
patient cohorts that are highly (1) specified and (2) un-
biased. In many manuscripts, the population from which
the patient cohort was recruited and the logistics of re-
cruitment are not specified: is this a population-based
series solely served by this institute [2–4, 6, 8, 9] or is
the catchment population served by others institutes as
well? The classical flow chart, from the catchment
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population to the basic disease database, with the pa-
tients excluded for various reasons until the final study
cohort, tells the reviewers and potential readers more
convincingly how the final study cohort was compiled
than a thousand words [4, 6, 8, 9].

7. Methods to gather local and national follow-up data
Most manuscripts in clinical neuro-oncology analyze

the follow-up data for, e.g., survival or recurrence. But
few clearly implicate how the follow-up data actually
were gathered: years of recruitment; prospective or ret-
rospective; how the follow-up data were gathered; how
possible recurrences were detected or excluded and
when; whether the follow-up categorically ended at the
date of death, recurrence, last follow-up or common last
date; etc. In almost all cohorts the follow-up is not com-
plete, and appropriate statistical methods are required
(see 9).

At least in Scandinavia, it is possible to create
population-based neurodisease databases that include
family members of the patients and matched citizens
from the catchment population—with all their clinical
data (diagnoses, purchases of medicines, causes of
deaths) fused from the national registries [3, 4, 8, 9].
Such databases allow the reconstruction of the whole
lifelines of the patients and their family members (famil-
ial vs. genomic biometrics) and will be the basis for
future Predictive Preventive Personalized Familial
(PPPF) care of neurodisease.

8. List of variables and Table 2 to present their distribution
in the subgroups of the cohort

The list of variables and end variables should be giv-
en in Materials and Methods. It will be helpful for the
reviewers and potential readers if the whole cohort is
presented in a major Table 2, showing at one glance
the distribution of the variables in the subgroups of the
cohort [2–4, 6, 8, 9]. Often such an elaborate cross-
tabulated table is replaced by small separate tables of
patients, tumors, surgeries, outcomes, etc., making it im-
possible to have a comprehensive and multivariate view
of which factors are related to which. Breaking the big
scene into several small tables is so common that we
suspect that it comes from some widely distributed text-
book of medical statistics that we have failed to come by.

9 . Advanced s ta t i s t i ca l me thods and c l in ica l
bioinformaticians

Non-parametric statistics are preferable (e.g., median
vs. mean; Mann-Whitney U-test vs. Student’s T-test)
because most clinical cohorts do not present normal
variations anyway. It seems that the young generation
has adopted, e.g., Kaplan-Meier analysis and Cox
models for the handling of incomplete follow-up data
and time-dependent end variables (see 7). We would
suggest a few more methods to impress the reviewers

and support potential readers, such as meta-analysis of
previous relevant cohorts [8]; multiple imputation for
missing data [1, 10] at least to show that the authors
were alert; competing risks analysis [4]. A partitioning
tree from the recursive partitioning analysis [11] helps
to show, instead of lengthy texts, how combinations of
risk factors were distributed in the whole cohort—to
support the table of independent risk factors with their
ORs or HRs.

Finally, a new clinical specialty is emerging, which
we should support by creating full-salaried posts: clini-
cal (neuro)bioinformaticians—they will handle the
above challenges for us!

10. Results, figures and images
Some manuscripts still start Results with information

that belongs to Materials and Methods. Sometimes
drawn figures of data are so careless and lacking a sys-
tematic eye that the authors would benefit from graphics
courses—no one in the Editorial Office will retouch the
graphics. In many cases,MRI,MRA, CT, CTA andDSA
images show the whole head and a lot of useless black
space with numbers and letters around—indicating that
they did not see the remove-additional-information tool
in the PACS work station or the cutting tool and other
optimization tools in, say, Photoshop. When we confi-
dentially consult our neuropathologist friends, they con-
stantly complain that some immunostainings and geno-
mic markers are missing and that these histological
slides are out of focus—emphasizing the importance of
neuropathologist authors in the neuro-oncology
manuscripts.

11. Lengthy and repetitive Discussion with no internal orga-
nization

Manymanuscripts do not seem to contain any internal
organization but long repetitive text that is painful
(boring) to follow. But there is a simple solution—
subtitles above every paragraph will considerably help
the authors in the writing process and the reviewers and
potential readers in the reading process. When we men-
tor writing of Discussions by our PhD students, we sug-
gest the following (mental) subtitles to ease writing:

& Relevant results from our cohort.
& Our relevant results in comparison to the results from

the previous relevant cohorts (in Table 1).
& Strengths of our cohort.
& Weaknesses of our cohort.
& Clinical relevance and suggested further research.
& Conclusions from our relevant results.

12. Poorly post-processed or no intraoperative videos at all.
Few neurosurgical neuro-oncology manuscripts con-

tain short, edited microsurgical videos, amazing in the
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Open-Access-download-freely era (see Surgical
Neurology International/videos). Manuscripts may con-
tain colored images under the operation microscope—
but such still images are hard to grasp, and short post-
processed videos would tell much more. Post-processing
programs used by the film industry are also available to
neurosurgeons: spectral analysis to reduce too much
white from cottonoids or toomuch red from extravasated
blood; extrapolation of consecutive frames to sharpen
the structural borders in microanatomy; slowing action
by imputing additional frames; cutting useless surround-
ings around the operative area; etc. Finally, to obtain,
edit and discuss videos from one’s own surgeries would
be an excellent self-learning opportunity for the
Residents.
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