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1. Introduction

Evidence-based medicine, as its name implies, focuses on locating
evidence and applying it to clinical decision-making. The hierarchical
system of evidence classification is a fundamental component of
evidence-based medicine. The degrees of evidence are the names given to
this system. Finding the strongest degree of evidence to address clinical
concerns is advocated for doctors. This topic has been mentioned in a
number of publications about evidence-based medicine that have been
published in plastic surgery journals.1—6 In particular, earlier papers have
addressed the deficiency of higher level evidence in the field of plastic
and reconstructive surgery as well as the necessity of enhancing the
evidence that is published in the Journal. It is necessary to comprehend the
background of the levels.The origins of evidence levels, their applicability
to the evidence-based medicine movement, and their consequences for the

practice of plastic surgery as a whole are the main topics of this article.
2. The Levels of Evidence’s History

The Canadian Task Force on the Periodic Health Examination first detailed
the levels of evidence in a study published in 1979.(7) The objective of the
report was to formulate suggestions for the routine physical examination
and support those suggestions with data from the medical literature. In
order to assess the efficacy of a given intervention, the authors created a
system for assessing the evidence. When grading recommendations, the
evidence was taken into consideration. For instance, if a condition was
recommended to be included in the periodic health assessment and there

was strong evidence to back the advice, the recommendation was given
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a grade of A. In an essay published in 1989 on the levels of evidence for
antithrombotic drugs, Sackett (8) went into additional detail and expanded
on the degrees of evidence.In both approaches, case series or expert
opinions are ranked lowest and randomized controlled trials are ranked
highest. Studies are ranked in hierarchies based on the likelihood of bias.
Since randomized controlled trials are less likely to have systematic flaws
and are intended to be impartial, they receive the highest ranking. These
studies randomize confounding variables that could skew results, for
instance, by assigning participants at random to two or more treatment
groups. A case series or expert opinion lacks control over confounding
factors and is frequently skewed by the author’s beliefs or experience.

3. Alterations to Levels

Numerous additional organizations and periodicals have implemented
variants of the classification system since the inception of levels of
evidence. It was acknowledged that different specialties frequently have
distinct questions, and that the kind and degree of evidence required
to change accordingly. The following categories are utilized to group
research questions: The levels of evidence developed by the American
Society of Plastic Surgeons for prognosis (9) are displayed alongside
the levels developed by the Centre for Evidence-Based Medicine for
treatment, prognosis, diagnosis, and economic/decision analysis.10 The
two tables illustrate the kinds of research that fit the topic (prognosis
versus treatment) and how the leveling process considers data quality.For
example, when examining a disease’s prognosis, randomized controlled
trials are inappropriate. In this case, the issue is, “What will happen if we
do nothing at all?” The best evidence would come from a cohort study or
a comprehensive review of cohort studies because a prognosis question
does not entail comparing treatments. The quality of the data is another
factor considered in the evidence levels. The Centre for Evidence-Based
Medicine’s graphic, for instance, shows that a poorly planned randomized
controlled trial has the same level of evidence as a cohort study. The
grading scheme that indicates how strongly suggestions are supported by
the evidence has likewise evolved throughout time. The grading system
aids in clinical decision making and is a crucial part of evidence-based
medicine. When level I evidence and consistent evidence from level II,
III, and IV studies are provided, for instance, a strong recommendation
is made. If the results are consistent, the grading system does not devalue

lower level evidence when making recommendations.

4. Level Interpretation

In addition to writers assigning a level when submitting an abstract to
conference proceedings, several journals assign a level to the papers they
publish. This enables the reader to understand the research’s level of
evidence, albeit the level of evidence assigned does not always imply the
research’s caliber. It’s critical that readers understand that level I evidence
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isn’t always the greatest option or most appropriate for answering the
study question. Understanding this idea will be crucial for all of us as
we advance into the area of evidence-based medicine in plastic surgery.
Since publications pertaining to innovation and techniques are necessary
to advance our surgical specialty, it is inevitable that some of the most

significant articles will have a lesser degree of proof than others.

Even though they are frequently given the highest level of evidence, not
all randomized controlled trials are carried out correctly, and the findings
need to be closely examined. Sackett [8] emphasized that when interpreting
data from randomized controlled trials, it is crucial to estimate the types
of mistakes and the power of research. For instance, low power in a
badly executed randomized controlled trial may lead to the publication
of a negative result even while there is actually a difference between the
treatment groups. To assess the quality of randomized controlled trials,
scales like the Jadad scale were created.[11]Despite the fact that doctors
might not have the time or want to rate quality using a scale, there are a few
fundamental factors that need to be considered. Randomization, blinding,
an explanation of the randomization and blinding procedure, the number
of subjects who withdrawn or left the study, the confidence intervals
surrounding study estimates, and a description of the power analysis
are among the items used to evaluate randomized controlled trials. For
instance, a paper evaluating the caliber of surgical randomized controlled
trials was released by Bhandari et al.12. The quality of randomized
controlled trials published in the Journal of Bone and Joint Surgery
between 1988 and 2000 was assessed by the authors. Sixty percent of the
articles had a score below seventy-five percent, and stories scoring more
than seventy-five percent were considered excellent quality. During this
time, the authors found 72 randomized controlled studies, with a mean
score of 68 percent. The absence of suitable blinding, randomization, and
a description of the patient exclusion criteria was the primary cause of the
low-quality score.

5. Evidence-based medicine and plastic surgery

Evidence-based medicine has not been widely accepted in the field of
plastic surgery. An article analyzing the degree of evidence in papers
published in Plastic and Reconstructive Surgery provided evidence for
this.19 Over a 20-year period, the authors rated the quality of evidence in
articles that were published in Plastic and Reconstructive Surgery. Level
IV or V studies, which indicate case series and case reports, accounted
for 93% of all research in 1983. Despite the unsatisfactory outcomes,
there was gradual progress. Level I studies accounted for 1.5 percent
of all research by 2003, while level IV and V studies made for 87% of
all studies. A recent analysis examined the quantity of level I studies
published between 1978 and 2009 in five distinct publications related to
plastic surgery. The authors limited their search to level I studies, which
they characterized as randomized controlled trials and meta-analyses.
By 2009, there were 32 level I studies, up from just one in 1978.20
These findings demonstrate that although the field of plastic surgery is
gathering more evidence, there is still much work to be done, particularly
with regard to raising the caliber of published studies. About one-third
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of the studies, for instance, used double blinding; nevertheless, most did
not randomize patients, explain the randomization procedure, or carry
out a power analysis.Another area of interest in plastic surgery is power
analysis. The bulk of published studies had insufficient power to identify
moderate to significant differences between treatment groups, according
to an assessment of the literature on plastic surgery.No matter how strong
the evidence is in support of a study, if it lacks sufficient power, the data’
interpretation is dubious.

6. Conclusions

Evidence-based medicine relies heavily on the degrees of evidence. The
reader can more easily prioritize material if they comprehend the levels
and the rationale for their assignment to articles and abstracts. This is
not to imply that all evidence at level IV should be disregarded and
all evidence at level I should be taken at face value. The reader should
exercise caution when interpreting these results because the evidence

levels serve as a guide.
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