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EDITORIAL

Do Cochrane reviews provide useful information to
guide policy and practice? The experience of the
Cochrane Drugs and Alcohol Group

M. Davoli* and L. Amato

Department of Epidemiology, Regional Health Authority Lazio, Cochrane Drugs and Alcohol Group, Via S. Costanza 53, 00198 Rome, Italy

This contribution reviewed the experience of the Cochrane Drugs and Alcohol Group (CDAG) in terms of production of
evidence to guide policy and practice. By December 2010, the group had published 55 reviews, with 299 authors
involved and 744 primary studies included out of 2114 studies considered for inclusion. 90% of the studies included
were randomized controlled trials (RCTs). Considering the ‘Implication for practice” section of each review, 31% inter-
ventions were classified as to do, 11% as do not do it, 52% to do only in research and for 6% a final judgment was impossible
because the reviews included no studies or only one study. These proportions varied according to the type of substance

of abuse studied; interventions judged as to do were 42% for alcohol, 32% for opioids, 12% for psychostimulants, 33%
for poly drugs, and for prevention. The reviews produced by the CDAG provide evidence on effectiveness of several
interventions, and identify areas of uncertainty, where more primary research is needed.
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Background

The relevance of the drug and alcohol problem in
terms of frequency and health and social impact is
quite pronounced. Substance use disorders are associ-
ated with a wide range of serious health, social and
economic complications. The life expectancy of alcohol
and drug users is often significantly lower than that of
the general population (Wahren et al. 1997; Price et al.
2001; Serensen et al. 2005), with a great impact on
the mortality of young adults (Bargagli et al. 2006).
Different interventions are offered for the prevention
and treatment of substance use and dependence. The
choice is often guided by common sense, intuition,
experience, beliefs or ideology and not always by evi-
dence. Clinicians and policy makers need accessible,
up-to-date, objective evidence regarding the effective-
ness of different interventions.

The Cochrane approach puts much emphasis on the
rigor of method, independence and transparency, and
historically relied on reviewers’ interest in specific
topics and individual commitment. As soon as the
potential use of Cochrane reviews was recognized,
particularly in UK, Canada and Australia, substantial
amount of investment has been made in trying to
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produce reviews that were not only of good quality
but were also relevant for different stakeholders (clin-
icians, consumers, policy makers, etc.). While there is
a wide range of literature showing that the quality of
Cochrane systematic reviews is consistently better
that non-Cochrane reviews (Jadad et al. 2000; Olsen
et al. 2001; Moja et al. 2005; Delaney et al. 2007;
Moher et al. 2007; Jorgensen et al. 2008; Tricco et al.
2009), there is less evidence about the relevance and
ability of Cochrane reviews to meet the needs of the
different stakeholders. Actually some papers have
been recently published raising issues of potential
limits of Cochrane reviews (Mandel ef al. 2006; Lang
et al. 2007; Pagliaro ef al. 2010).

The aim of this paper is to review the experience of
the Cochrane Drugs and Alcohol Group (CDAG) in
terms of production of evidence to guide policy and
practice. For this purpose, we analyzed the contri-
bution of the systematic reviews published by the
CDAG as of 31 December 2010 in terms of: scope of
the group, coverage of topics, body of primary
researched reviewed and eventually results of reviews
in terms of sufficient evidence to inform practice and
research.

What is in the Cochrane Library

The CDAG, as part of the Cochrane Collaboration,
aims to produce, update and disseminate systematic
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reviews of trials on the prevention, treatment and reha-
bilitation of problematic drug and alcohol use. CDAG
was founded in 1998 and has an editorial base in Rome
(Davoli & Ferri, 2000; further information is available
at http:/www.cdag.cochrane.org).

Cochrane reviews are produced internationally, a
total of 299 authors have published with the CDAG:
185 from the European Union, 29 from Australia, 33
from Asia, 29 from North America, 10 from South
America, 8 from South Africa and 5 from the
Middle East. The systematic reviews published by
CDAG are based primarily on randomized controlled
trials (RCTs) and controlled clinical trials that
describe an active intervention (including prevention,
treatment and rehabilitation) aimed at reducing the
potential for harm or the actual harm directly related
to the use of different dependence-producing sub-
stances; the inclusion of other study designs, how-
ever, is considered in limited circumstances (Amato
et al. 2011).

By December 2010, the CDAG published 55 reviews
covering pharmacological and psychosocial treatments
of opioid (21 reviews), alcohol (12 reviews), cocaine
and other psychostimulant (10 reviews), poly drug (4
reviews) and cannabis, benzodiazepine, inhalants
and metaqualone (1 review each) abuse or depen-
dence. The effectiveness of preventive interventions
across different substances was considered in four
reviews (see Table 1).

One of the main features of the Cochrane Systematic
Reviews is the comprehensiveness of the search, which
in fact entails an explicit transparent search strategy to
find both published and unpublished trials (Higgins &
Green, 2008); for this purpose, CDAG created and
maintains a specialized register of trials on the evalu-
ation of treatment effectiveness. When the group was
created, in 1998, there was no previous knowledge of
the body of primary research available to conduct
systematic reviews. Actually, the body of primary
research on the effectiveness of interventions for alco-
hol and drug addiction proved to be quite substantial.
As of January 2011, the register contained 7150 refer-
ences to the studies.

The number of trials considered for inclusion in the
55 published reviews represent about one-third of
the overall number of potentially available trials.
Moreover, out of a total of 2114 trials considered for
inclusion, only 744 studies were included (35%), with
a total of 241 802 participants (see Table 1). Although
the inclusion criteria can vary between reviews and
be attributed, in part, to the sensitivity of the search
strategy, the proportion of studies that satisfy the cri-
teria is low overall.

Despite the considerable number of trials carried out
on the treatment of addiction, our findings seem to
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Table 1. Studies included and excluded in the Cochrane drugs and alcohol systematic reviews and country of origin of included studies (January 2011)
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confirm that only a few of them contribute to the
cumulative knowledge on the effectiveness of inter-
ventions (Chalmers, 1998) (see Table 1).

In the reviews published by the group, only 10%
were not RCTs and were included in 3 out of the 55
reviews. Two of these reviews considered maintenance
treatments for opioid dependence, and the reasons for
inclusion were that they considered long-term out-
comes, such as mortality, difficult to be properly ana-
lyzed in RCTs due to power limitations. The other
non-RCT studies were included in one review on pre-
ventive interventions in which non-RCTs often rep-
resent the only available source of evidence.

Challenges for the Cochrane reviews

The extent to which a Cochrane review can draw con-
clusions about the effects of an intervention depends
on whether the data and results from the included
studies are valid. Quality of evidence is part of the judg-
ment provided by Cochrane reviews: for each study
included in a Cochrane review, quality is judged in
relation to risk of bias for sequence generation, allo-
cation concealment and blinding; eventually, when
results of a Cochrane review come from studies with
high risks of bias, the quality of the produced evidence
will be described as low.

However, systematic reviews should evaluate and
take into account not only the internal validity
(i.e., the extent to which systematic errors or bias are

ALCOHOL

1%

OPIATE
Fo

’ 11%

to do

not to do

PREVENTION

avoided) of each trial included but also the applica-
bility
(i.e., whether the results of a trial can be reasonably
applied to a definable group of patients in a particular
setting in routine practice) (Dekkers et al. 2009).

The main threat to external validity comes from the
clinical setting, and the social and cultural context in
which the studies were conducted, and this is particu-
larly true in the field of addiction, where these contexts
can actively affect the overall treatment outcome.

Primary studies included in these reviews, as shown
in Table 1, were conducted in North America (64%),
Europe (25%), Australia/New Zealand (5%), Asia
(8%), the Middle East (1%), South America (1%) and
South Africa (1%). The distribution, however, was het-
erogeneous across substances of abuse; for example,
studies conducted in North America varied, respect-
ively, from 93% and 92% for polydrug abuse and
psychostimulants, respectively, to 42% and 57% for
alcohol and opioid dependence, respectively.

Finally, systematic reviews could be improved in the
future by improving the applicability of the results in
clinical practice. A recent article (Ahmad et al. 2010)
assessed the methods and reporting of information
on the applicability of trial results in systematic
reviews and found that the applicability is poorly
reported or taken into account. In order to ameliorate
the applicability of results, in the future, authors
must identify which applicability items are important
(according to the type of treatment evaluated) and
should be collected and reported.

and generalizability or external validity

PSYCHOSTIMULANTS

12% 13%
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Fig. 1. Evidence of effectiveness of interventions considered in the CDAG reviews. Cochrane Library 2.2011.

https://doi.org/10.1017/52045796011000412 Published online by Cambridge University Press


https://doi.org/10.1017/S2045796011000412

222 M. Davoli and L. Amato

Are results of Cochrane reviews useful to inform
clinical practice?

In order to measure the extent to which the published
Cochrane reviews in the field of drug and alcohol do
provide evidence for each intervention evaluated in
the systematic reviews, we considered the ‘Implication
for practice” section of the Cochrane review and, follow-
ing the classification suggested by NHS and UK
Cochrane Centre (http:/www.library.nhs.uk/qipp/), we
classified the interventions as sufficient evidence to:
implement the intervention into clinical practice (Do
it), to avoid the intervention into clinical practice (Do
not do it) and insufficient evidence (Only for research).

Based on these criteria, for the interventions con-
sidered in the published reviews, 25 (31%) were classi-
fied as to do, 9 (11%) as do not do it, 25 (52%) to do
only in research and for 5 (6%) the judgment was
impossible because the reviews included no studies
or only one study.

These proportions varied according to the type of
substance of abuse studied; for example, the interven-
tions that were judged as to do were 26% for alcohol,
32% for opioids, 12% for psychostimulants, 33% for
polydrugs and for prevention (see Fig. 1). These results
should be considered cautiously, remembering that
they referred only to interventions, comparisons and
outcomes considered in the studies included in the
reviews, and we are aware that the evidence presented
is not thorough and definitive. Furthermore, the
assessment of the methodological quality of included
studies showed relevant weaknesses in the infor-
mation available to judge their quality, which is not
considered in this summary of available evidence.

Conclusions

Systematic reviews published by the CDAG cover a
wide range of substances and interventions, and pro-
vide evidence on effectiveness of several interventions.

Providing evidence of effectiveness, however, is only
the first step to reduce the gap between practice and pol-
icy. Even though Cochrane reviews in the field of addic-
tion were already used to inform clinical guidelines
(Prodigy, 2005; Australian National Drug Strategy,
2006; NICE, 2006), it is only after the recent development
of the GRADE method (Guyatt et al. 2008) that global
guidelines based on Cochrane reviews have been pub-
lished (WHO, 2009). The main features of the GRADE
method that facilitated the development of global guide-
lines for the treatment of addiction is the explicit identi-
fication of critical outcomes and the separation between
judgment on quality of evidence and strength of rec-
ommendation. A method that provides a transparent
and pragmatic way of combining evidence to value
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judgment and preference to formulate clinical rec-
ommendations is of particular use in the field of drug
addiction where several cultural and social constraints
are involved, and production of evidence-based guide-
lines have always been problematic.

However, if Cochrane reviews are developed ‘to
provide the type of information that is needed by
physicians to make clinical decisions’ there is still
some progress to be made at least in the way they
are presented. Most reviews are too lengthy containing
many sections, most of which describing the adherence
of the review to the standardized methodology of the
Collaboration, which can make their consultation time-
consuming with respect to the clinical content of
interest for clinicians; a more user-friendly format of
Cochrane reviews should be probably developed in
the near future to overcome this limitation.

The other side of the coin that should be considered is
the potential role of Cochrane reviews to inform the
research agenda; there are no empirical data describing
the extent to which this occurs, at least in the field of
addiction. Cochrane reviews, in fact, do also underline
areas of uncertainty, and eventually the high proportion
of trials excluded in the reviews highlight a major issue
of relevance of primary research in this field. Eventually,
Cochrane systematic reviews should also be considered
as a tool to inform the research agenda in terms of setting
priorities, identifying areas of uncertainty and promoting
multicenter high-quality studies addressing questions
that contribute to progressing knowledge on the effec-
tiveness of treatment and, consequently, meet the
needs of patients, their care givers and policy makers.

Eventually, there are several questions to which our
reviews are not providing answers; this may frustrate
the confidence of physicians in the usefulness of
Cochrane reviews to answer relevant clinical ques-
tions, in these cases, when evidence from randomized
trials is lacking or insufficient, the opportunity of eval-
uating the evidence coming from non-randomized
studies should be further explored.
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