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Policymaking and the care of people with schizophrenia are still recovering from the shock of the arrival of a more
objective way of appraising the best available evidence. It is still early days. There are several directions that practice
and policy could go and there are indications that the rebuilding is not the same as what has gone before. After the
earthquake we should be able to build more wisely.
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Twenty years ago, policy and practice largely rested on
the opinion of experts whose recourse to evidence was
to support their pre-formed views (Lau et al. 1992). In
many cases, through wisdom and experience and an
appraisal of the literature, these opinions may well
have been correct. However, the opinion of experts,
and even deeply entrenched practices and policies, has
been shown to be contrary to the best available evidence
(Lau et al. 1992).Much earlier than 20 years ago, pioneers
working in the field of pregnancy and childbirth began
to methodically collect the best available evidence, sum-
marise it and maintain systematically produced and
electronically disseminated reviews (Chalmers et al.
1993). The Oxford Database of Perinatal Trails was
ground-breaking and cleared the way for the seismic
shift that became evident across healthcare during
the 1990s. Without the work of this sub-specialty the
Cochrane Collaboration would not be in existence.

In the early 1990s, the CochraneCollaboration, largely
funded through government sources, challenged those
working in healthcare to put policy and practice on a
footing of strong, objective, critically appraised and syn-
thesised evidence (Chalmers et al. 1993; Silagy, 1993).
Answering this call, specialty by sub-specialty, resulted
in polarisation. Many were hostile to the whole
argument, deeply uncomfortable with the anachronistic
possibilities and concerned that there was going to be
dictation of care by thoughtless use of numbers

(Clinicians for the Restoration of Autonomous Practice
(CRAP) Writing Group, 2002). These concerns were
despite every effort of those truly working in the field
reassuring clinicians and policy makers that evidence-
based medicine was the judicious use of best evidence,
and that objective appraisal of evidence should go
hand in hand with clinical wisdom (Sackett, 1997).
Scaremongers, partly aided by some high priests of
evidence-basedmedicine (Adams&Gilbody, 2001), con-
tinued to causemany clinicians and policymakers to shy
away from changing practice. But the earth had moved
under the feet of all of us and was beginning to settle
into a recognisable but different form.

This shift underfoot had occurred worldwide –
through the corridors of McMaster’s Medical School
in Canada, to the School of Medicine and Public
Health, University of Newcastle, Australia and the
work of the National Perinatal Epidemiology Unit
and Clinical Trials Service Unit in Oxford, UK. After
such a quake rebuilding was necessary. The Centre
for Reviews and Dissemination in York began to pro-
vide summaries of best evidence for both policy
makers and practitioners and produced Effectiveness
Bulletins – forerunners for what was to become tech-
nology appraisals for NICE in the United Kingdom.
Effectiveness Bulletins for care of people with schizo-
phrenia were published in 1999 (Centre for Reviews
and Dissemination, York, UK, 1999) and 2000 (Centre
for Reviews and Dissemination, York, UK, 2000) and
were largely well received. However, phrases that
now seem banal such as ‘newer “atypical” antipsycho-
tics may be a further refinement, but not a revolution,
in the care of those with schizophrenia’ triggered
strong antagonistic reactions from those more used to
writing subjective guidance who had not realised
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what a shift had occurred in the landscape. Now, over
a decade later, the systematic approach – or at least the
reference to the systematic approach – suffuses policy
documents, guidelines, teaching texts and both
research and applications for research. For example,
in the UK major fund givers will not provide support
to evaluate studies unless the application includes evi-
dence from a relevant systematic review.

It is, however, a fact that we are not standing on the
bright sunlit uplands of evidence-based practice for
people with schizophrenia. In the second decade of
the 21st century we still stumble amidst rubble of the
upheaval. Enormous progress has been made but
there are considerable hindrances that impede a full
rebuild. Cochrane largely produces long complex
reviews that shine light on the grey state of current evi-
dence. Rarely (at least in the case of schizophrenia) is
evidence black and white. Policy makers may not
feel entirely comfortable with the complex messages
of Cochrane reviews and may prefer information sup-
plied in a different format. Until recently, Cochrane
has ignored this need. Clinicians, confronted with the
practical reality of treating patients on a day-to-day
basis and the complexity of Cochrane reviews chose
more condensed palatable forms of information that
may bear little relationship to high-grade evidence.
Initially those making guidelines in the UK (at least),
although reacting to the seismic shift of the need
for good evidence, were over influenced by those
so wedded to numbers within reviews as to forget
clinical meaning. Further undermining the rebuilding
of a thoughtful healthcare landscape is researchers’
intransigence regarding clinically meaningful study
design. It is hard for a Cochrane review to have real
impact when it is based on trials recruiting people
rarely seen in daily practice, evaluating rigid treat-
ments, recording outcomes of dubious clinical utility
from which there is (understandable) enormous attri-
tion in a matter of a few weeks (Thornley & Adams,
1998).

So are we condemned for the next decade to wander
in the wreckage? Certainly, there are those who wish
to rebuild in the image of the old. For example, within
the UK the enormous progress made through NICE
has been undermined by recent developments by
which this body has had its directive powers reduced
(Briggs, 2010). On the other hand, there are many
important initiatives underway by which Cochrane
reviews become more influential. Inclusion of
GRADE summaries (Guyatt et al. 2011) in Cochrane
reviews has many shortcomings but is a major pro-
gress and will facilitate the influence of Cochrane
reviews especially for policy makers. For example, a
large series of Cochrane schizophrenia review
GRADE Summary of Findings files have been

produced from Cochrane reviews to facilitate the
new WHO guidance of the care of people with schizo-
phrenia. Clinicians do need better access to Cochrane
evidence and much effort has already been invested
in this area. For example, Duodecim in Finland
(Duodecim, 2011) is linking best evidence from
Cochrane reviews to individual patient records.
Those producing guidelines within the UK have
greatly improved their product, certainly for schizo-
phrenia. The powerful influence of consumers, which
has ensured much more clinically meaningful gui-
dance, is now produced fitting in with the pathways
that people with schizophrenia take throughout the
life-course of the illness. Further initiatives such as
Map of Medicine (Health Guidelines, Department of
Health, 2011) afford opportunities of aligning
Cochrane evidence with interactive interfaces for pol-
icy makers, commissioners, clinicians and recipients
of care. Initiatives are underway to do just this for
Cochrane schizophrenia reviews. Problem-based
teaching has progressed over the last few decades
although it is in danger of slipping back into more tra-
ditional didactic approaches. Bringing critical apprai-
sal into the workplace is still too rare.

So, there remains much work to rebuild something
better. Many Cochrane schizophrenia reviews have
been too broad ranging and not nearly as clinically
orientated as they should have been. It is now funda-
mental that those undertaking Cochrane reviews con-
sider evidence from the prospective of the life-course
of the illness. For example, it may be of interest that
drug X or psychological intervention Y produces an
effect for people with schizophrenia. It is, however,
of more clinical value to know if drug X is useful for
people in their early stages of schizophrenia whereas
psychological intervention Y has considerable effect
later on in the illness (when drug X is less effective).
Although a bird’s eye view of evidence is useful, it is
of great utility to have information readily available
for the clinical stage (prodromal, early, first episode,
late), state (acute, stable) or specific clinical problem
(negative symptoms, depression, aggression) that the
person with schizophrenia currently suffers from.
The next decade will see Cochrane reviews recon-
structed to fit the needs of clinicians and recipients of
care and those mapping the illness.

Probably because the landscape has genuinely chan-
ged the often less-than-attractive messages of imper-
fect Cochrane reviews have had considerable
influence. Cochrane reviews are still better than most
of what else is available and always, uniquely, are
able to be corrected when criticism is valid. There is,
however, much rebuilding to do both inside
Cochrane and without. It is important that what we
build is stronger for foundations of useful evidence
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rather than recreate the impermanent edifices of past
times.
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