REPORT ON STRATEGIC PLANNING SESSION, KHON KAEN

With summary of comments from Collaboration members

Summary of Half-day Steering Group Strategic Planning Session 24 April 2006.
For discussion, CC Steering Group Exec teleconference 24 July 2006.

Participants:  Steering Group, Secretariat staff, some Centre directors and Co-ordinating Editors.

See attached background paper describing the focus of this session (Attachment 1).
Adrian Grant, Co-ordinating Editor, Incontinence Group, reported the results of a survey to review groups regarding their activities related to prioritization and commissioning of reviews. 

Liz Waters, Co-Director, Health Promotion and Public Health Field, also presented work that this Field is doing on prioritization and on models that can be used to enable ‘external to Cochrane’ input into the prioritization process.  

Four small groups reported back after discussing prioritization.  The following summary of the small group discussion is divided into two areas: 1) issues considered and 2) possible projects

1.  Issues to consider:

A.  Establishing priorities

“Whose priorities?” was a main issue for consideration.  Groups that may have different priorities include: clinicians/health care deliverers; consumers/patients; funders; governments/guideline committees/health care administrators; lawyers; and journalists.

There was consensus that we should use existing work that governments and funders have conducted to establish priorities for different populations. We should go “where the money is” to gain information on prioritization (e.g. health technology assessment agencies).  
There was agreement that we need to be able to respond to the criticism that The Cochrane Collaboration has not conducted reviews on important/priority topics. This could be accomplished by matching existing Cochrane reviews to published lists of priorities.

There was general support for a prioritization process for the Collaboration.  A number of comments addressed difficulties to be expected in establishing priorities.  

Several people raised concerns about the suggestion that the Collaboration should "go where the money is” or rigidly follow priorities set by others – suggesting that this approach risks replicating poor prioritization approaches of others and thus perpetuates existing inequities in funding or emphasis for some topics.

The counter-suggestion was that the Collaboration develop its own methods for prioritizing topics based on local or global community needs. A number of specific inputs to a prioritization process were suggested  including:

· global burden of disease statistics

·  Priorities indicated in government policy documents

· Perspectives of funders

· Perspectives of clinicians 

· Priorities identified by conducting stakeholder meetings.  
Alignment with any single group's perspective was seen as dangerous because it could potentially miss important topics or interventions.

Some comments took issue with the suggestion that the Collaboration has not conducted reviews on important / priority topics – pointing out that many guidelines rely heavily on evidence from Cochrane reviews.  
The importance of the intervention as well as the target condition was noted. Some reviews may be low priority because they address obsolete or little used interventions for high priority conditions.  Looking at a number of related reviews are looked together when identifying priorities was suggested.
The need for appraisal of any prioritization effort was noted, and the suggestion was made that the Collaboration should proceed with “pilot demonstration models within the Collaboration, carefully planned and executed, based on evidence about how to do it from elsewhere, and publishing how these have been achieved and with what result,” or should “focus on a few entities (by providing enough support/advice/web-based resources, etc.) and see what lessons there are to be learned.”   There was a plea that we move slowly not attempt to impose a new system.
B.  Benefits and harms of prioritization

We need to be aware of the possible benefits and harms of prioritization.

The overwhelming consensus was that prioritization would have many benefits:

· Allows best use of limited resources (time and money).
· Would reduce waste of precious resources on low priority reviews.
· Potential authors would like a “wish list” of reviews.
· Fewer reviews of high priority could increase the citation and impact factor of Cochrane reviews.
· Prioritization could help us keep our audience – increase interest in CLIB.
· Our reviews would be more likely to be used for evidence-based health care.
· Could help provide funding and sustainability.
· We would become strategic rather than drifting or reactive.
Possible risks are: 

· There could be conflict between global and local priorities, but we recognize the need to globalize evidence to guide local decisions.

· Priorities could be wrong for some groups.

· Implementation of priority setting will be difficult.

· Updating of reviews is a current priority that could be supplanted by new priorities.

· Some of our priority reviews may be complex reviews which require difficult methods for which we do not have qualified reviewers and could discourage new reviewers.

· Users of the database and collaborators may become confused if some groups do priority setting and some don’t.

· The priority setting process itself would consume resources

· We could discourage reviewers who come with their own interests.

· Prioritization could require remodelling of how CRGs/Fields/Centres operate – all CC structures and entities would need to be reassessed. Criteria for monitoring entities could change.

There was overwhelming consensus that prioritization of reviews should not sacrifice their quality.  Quality is paramount and responding to prioritization in a timely manner is secondary.

There was general agreement with the potential benefits and risks as laid out.  Additional benefits were noted:

· funders require it
· it is essential for good management 
A number of comments suggested that the focus on high priority reviews should not lead to withdrawal of all support for “lower priority” reviews for several reasons:

· because they also have value for evidence-based health care

· because withdrawal of support could violate the Collaboration’s principle of equity

· to maintain interest and enthusiasm of Cochrane authors
There was strong support for the paramount importance of quality, and some concern that prioritization efforts could lead to attempts to produce high priority Reviews too quickly – thus negatively impacting their quality.
C.  Who should set priorities for the Cochrane Collaboration?

There was consensus that the Steering group should give guidance about prioritization.   Any processes for priority reviews should be clear.  A combined “bottoms up top down” approach is needed.   Reviews should not be blocked even if they are considered non-priority. There was quite a bit of discussion about whether priority setting should be done centrally or by entity.  CRGs, Centres, CCNET reported on separate activities to assess priorities, but these are currently not well coordinated. Wiley stressed the importance of having a central prioritization policy to include in its negotiations for national licenses.

A number of comments raised concerns about the possibility of a central prioritization process.  These included:

· a central prioritizing group may lack the content expertise needed for the task 

· creation of tension and animosity when a central body “tells entities what to do”

· a central process might give undue weight to priorities identified by Wiley 

The possibility of prioritization by consortia of CRGs, possibly with other entities, was raised as an alternative.  

Some were concerned about a decrease in enthusiasm by authors if they were asked to pursue topics that were perceived as high priority by someone else, but did not fit with the authors’ passions.  The option of allowing authors to make a case for the priority of their topic of interest was raised.  Other commenters, however, suggested that the presence of a priority topic list could encourage involvement of authors who might not otherwise begin a Cochrane review. 

One commenter appended a paper reporting on a small project that canvassed Cochrane entities to determine what prioritization efforts were already underway.  It identified three CRGs and two Fields that had already conducted a prioritization exercise. 
D.  Review related issues

Overviews might be a way of answering broad review topics.

Cochrane reviews need to be simpler with appendices. We should prioritise different styles of reviews and fund methods to do so.

Governments need assessment of cost effectiveness and summaries. These could be locally done but also included in a Cochrane Review, or incorporate a Cochrane Review.

There was support for trying to find ways to make reviews clearer and easier to navigate, but concerns that we should avoid “dumbing down.”

E.  How to move forward? (general comments)

· We need better communication of what is already there (internal and external).  We need to know how our reviews match existing priorities. 

· Test out different priority setting approaches.

· Be transparent about any priority setting processes that are being incorporated by entities in their work program.

· Be aware of how other groups are setting priorities (e.g., Up-to-Date).
· Continue to gather and expand our knowledge of the user perspective on reviews.

· Try out floating editorial teams to work with the relevant CRG.
· If a CRG is approached and unable to conduct a high priority review, there needs to be a mechanism to find out whether other CRG’s are willing to take it on.

· Need mechanisms for identifying authors that are outside a CRG’s content area.

· Need to strengthen these ties among Centre-Co-Ed-Field representatives.  Have an executive and director? 



2.  Proposed Projects

While comments were generally supportive of the idea of projects, there were few comments directed at most of the 6 specific projects suggested.  The two exceptions were proposed project 5 which received many positive comments, and proposed project 6 which received many negative comments. 
Several comments emphasized the need to progress carefully, be mindful of resource implications and limitations, and avoid being too ambitious or prescriptive. The suggestion was made that a search be conducted for existing research into priority setting and that this should be systematically reviewed before the Collaboration embarks on specific projects. Consultation with others (such as Iain Chalmers, for his experiences in the DUETS project) was also suggested.

1. Summarize existing lists of priorities and match to existing Cochrane reviews and protocols.  This would include having a better understanding of program integrity and intervention content and focus within existing reviews (e.g. drugs, herbs, health services interventions).  

Implementation: This project would be conducted centrally, or an entity/entity partnership could bid for the work. 

Estimated Budget: 15,000 pounds. 

Time frame: 6 months; November 2006 to April 2007, reporting into Amsterdam mid year SG meeting.

 This was seen as worthwhile but involving a considerable amount of work.
2.  The Steering Group could charge each entity with developing a priority setting process.  The Steering Group or its delegated group would facilitate this process.  This group would provide a web-based repository of methods for priority setting. A call for proposals could be made, seeking a collaboration of entities to develop resources and provide support. 

The process should be guided by an advisory board (maximum 4-8 people, including consumers and other stakeholders).  Some basic guides for priority setting would be provided:

· Burden of illness

· Horizon scanning

· Feasibility

· Local appropriateness

· Impact on health

· Cost

· In the news

· Uncertainties about intervention

CRGs or other entities would provide a rank ordered list of top 10 priority reviews.  These priorities could then be incorporated into requests for funding.

Implementation: Development of priority setting guide and opportunity for verbal advice to entities. Project would require 6-12 months to establish advisory committee, collate relevant resources, develop protocols and guidelines, and trial process

Estimated Budget: 20,000 pounds

Timeframe:  November 2006 – September 2007, reporting into 2007 Colloquium SG meeting.

Several commenters favoured the establishment of central support to facilitate priority setting by entities or groups.

3.  The Cochrane Collaboration could fund up to 9 entities to undertake demonstration models of priority setting for priority reviews; this could roll over to a second year. 

Estimated Budget: 45,000 pounds per annum. 

Time frame: Not to delay, pending 3 (although there is some risk involved with this approach-advantages are that entities get cracking and start thinking about it, innovative ideas might emerge to influence processes across the entities; disadvantages, potential criticism that processes not organised). Proposed paper on process submitted to Dublin meeting, trial and evaluation over 2006-2008.

It was suggested that funding of "models" be preceded by a search for and assessment of existing evidence on what processes might, and might not, work. 

4.  Cochrane Collaborators could publish papers on prioritization in medical journals to raise profile of CC in this area. 

Implementation Liz, Peter, Lisa, Mark and Steff to co-author, prioritise BMJ, Lancet, exec to advise. Papers encouraged to be published from the each of the entity models.
Estimated Budget: very low, if at all. 

Timeframe: July – October 2006. 

5.  Establish a central team of ‘rapid response’ editors and reviewers to do very high priority reviews.  The team would first determine if an existing CRG would like to take on the review.  If not, the team would work with an editor from the relevant CRG.    A protocol would be done in 2 days.  The rapid response team could also take on a training and mentoring function for complex reviews.  This would be a global group, able to work 24/7.  The goal would be lots of well funded, high priority output. 

Implementation: Feasibility consultation required. 

Estimated Budget: 20,000 pounds. 

Timeframe: October 2006-April 2007, reporting in to Amsterdam 2007 mid year SG meeting.

Many comments expressed support for the establishment of a rapid response team (there were more comments in support of this project than the total number of comments addressed at all of the other individual projects combined).  Some issues were noted including:
· The possibility that quality would suffer if speed of production was given too high a priority

· The possibility that time lag bias could be introduced by a rapid process

· The possibility that the rapid response team could undermine existing authors by skimming the “high profile cream”.

Several comments addressed the need for appropriate clinical content expertise in the production of Cochrane reviews.  Production of reviews by a dedicated team without such expertise could lead to bias due to inappropriate selection of trials, combination of trials, or selection of outcomes.  A core team of methodological experts supplemented with relevant content experts depending on the topic of the review was suggested as one possible approach to this issue.
One comment suggested that a separate team devoted to training and mentoring be set up, because the skill set and type of availability required would be different than those required for a rapid response team.

6.  Develop a profit making arm for conducting reviews (e.g., consulting service).  Thus, employing a mixed model of profit making and volunteerism as is common among NGOs and support groups. 

Implementation: Feasibility and resource estimate study 


Budget and Timeframe: This project could be discussed and reviewed, in light of outcomes from previous initiatives. 

A number of comments suggested that Cochrane efforts to build on priorities set by governments and other public funders could be extended to seek funding for commissioned Cochrane reviews by these groups. It was noted that this would require some adjustment to current Cochrane processes.   However, several comments expressed significant concerns about the suggestion that a “profit making arm” be established.  Issues raised included:

· The need to preserve Cochrane independence

· The possibility that funders would seek to interfere with scientific content or publication
· The possibility that the sources of funds for this effort could include pharma or other profit-making organizations

· Decision making about distribution of resulting resources to authors and entities

A central service that would help Cochrane Review Groups to prepare bids for commissioned work was suggested as an alternative. A second comment suggested the establishment of a central “pump-priming fund” which could provide a means to quickly begin reviews where there is an identified urgent need. The fund could be replenished once external funding became available for the reviews so initiated. 

Full text of Feedback from Participants

Paul Garner (Infectious Diseases CRG): 

We are one of the most proactive groups in relation to prioritisation because our funders require it. I think it is totally essential for good management - which is what editing is -and pleased this group brought up the discussion. I do not support trying to do priority setting centrally. Groups need to establish processes to do it in their areas of expertise. Cochrane Centres may be able to help. I quote "If a CRG is approached and unable to conduct a high priority review..." I think it would be more helpful for CRGs to work out what are high priority reviews then it is internalised-then of course they will do them somehow in negotiation. There will be real problems if someone or some other entity in the collaboration starts trying to work out what priorities are for other groups then tell them what to do! It will create tension and animosity, in my opinion. I think personally a much better approach would be provide funds for CRGs (or consortia of CRGs maybe with other entitites in related areas) to set up priority setting processes themselves. But it may be ineffective to others to work out priorities for groups. 

Peter Gotzsche (Nordic Cochrane Centre):

 Prioritization is very important and also this: Establish a central team of 'rapid response' editors and reviewers to do very high priority reviews

Peter Tugwell (CCSG):

 I strongly support these recommendations.

Jordi Pardo (CCSG): 

No objections.

Rob Scholten (CCSG):

I have read the report. During the session, I didn't make notes myself so I can't check whether there are any errors or omissions. To me, the report seems to reflect what was discussed. Many thanks to the authors. I'm anxious to know what will happen with what we discussed.

Feedback from Collaboration members

Hywel Williams, Skin Group: 

Some excellent ideas in there. I generally like the idea of some central support, e.g. web-based to facilitate a process for priority setting.

Ian Roberts, Injuries Group:

Thank you for sending the results of the "prioritisation brainstorm" for comments. My main concern is with the consensus view that we should "go where the money is." Whilst I can see the practical value of this for the Collaboration, the downside is that it risks replicating the huge inequities in funding that already exist. The attached slides shows the enormous lack of public funding for injury compared with other health problems after taking into account disease burden. What these analyses show very clearly is that governments funding does not reflect public health priorities. The Collaboration should not just "go where the money is" but aim to provide the best available evidence on the effectiveness of healthcare interventions for the health problems of the people of the world. Please would you pass on this view (and the slides) to the Steering Committee.

Nicole Vogt-Ferrier, Renal Group: 

[I have] two comments on the text that I was sent by Donna Gillies: [Under 'B. Benefits of prioritisation', [I suggest that] 'Fewer reviews of high priority' should read 'MORE HIGH PRIORITY REVIEWS could increase the citation and impact factor of Cochrane reviews.' [Secondly, under 'E. How to move forward', 'Have an executive and director' - this question is not clear to me. Most young colleagues wanting to do a Review are more than happy to find a list of proposed titles. The Renal Review Group issues such a list and it has been helpful in motivating new authors. Why not a list of Priority Topics and Review Titles...? A more general remark is that the funding agencies approached to finance an eventual Central Rapid Response Review Team should not interfere with the scientific content or publishing of the reviews. One of the better aspects of the Cochrane has been it's independence... Thank you for the work you do and for keeping us informed.

Danny Hind, Cystic Fibrosis and Genetic Disorders Group: 

Just read the summary of the Steering Group's strategic planning session (24 April

2006) and delighted to see topic prioritisation is a live issue. For info, and on the same line, here's the early results of the little "survey" we e-mailed about last month ['Identifying areas of therapeutic

ignorance']: this is a one-page summary I had to prepare for our teaching committee yesterday.

Janice Collier, Stroke Group: 

One comment, in the 2. proposed projects

section: I'm not sure if translational research (evidence into practice) is covered by the list. I would see this as important. Otherwise looks v.good.

Phil Alderson, Effective Practice and Organisation of Care Group: 

I support most of this document, especially proposal 5 for the rapid response team. I strongly oppose proposal 6 to provide consultancy services, unless there are clear and workable ways of making sure that the service is only offered to non-profit making organisations. I can see a good case for making this available to governments, charities etc, but not to e.g. pharma where there will always be pressure to 'find the right answer'. Presumably the latter would be outlawed already by the policy of funding reviews, but that's not clear in the proposal. Best wishes, and thanks for the chance to comment.

Sally Merry, Depression, Anxiety and Neurosis Group: 

Thank you for the chance to comment on this. I agree with the need for prioritization but wonder if there could be a process by which authors make the case for the need for a review in the area, possibly as a parallel process to any proposed to establish priorities. I also wonder if there should be more input over the choice of topic for review - for example, an illness might be a priority but the proposed review may not address major practical treatment dilemmas. I was struck by this when asked if I would like the chance to update some of the reviews that had lapsed. I was concerned that for some of the reviews I had a look at the treatments that had been reviewed which would not have generally have been considered as appropriate treatments and in fact may have been frowned upon. It didn't seem like those particular reviews were ever worth doing. I am not sure how this is monitored and perhaps this could be taken into consideration while this whole topic is under review.

Angela Hassiotis, Developmental, Psychosocial and Learning Problems Group: 

As a Cochrane collaboration reviewer, I am concerned about the impact of the review. Usually systematic reviews/meta-analyses have a higher impact but our department had difficulty in deciding what significance my review paper had when I submitted it for the RAE mock run. In addition, there are so many ways in which systematic reviews can be published/commissioned that the Cochrane ones are not any more the purveyors of quality. I tried twice to publish my review in two separate peer reviewed journals and was told that the journal had seized to publish reviews (sic) and that the topic had been covered by others (mind you, in low grade analysis of case studies). Plus that as in the public domain already, it was inappropriate to publish same data again.

Therefore a new strategy for reviews as well as positioning of the Cochrane Collaboration is timely. I agree with several of the opinions expressed and also want to add my concerns that learning/intellectual disabilities might be an area that will suffer if prioritisation became prevalent. Plus the problem of resources as carrying out the reviews and doing the analyses and revisions requires time and money, not always available. I look forward to hear more about this debate and direction.

Frans Helmerhorst, Fertility Regulation Group: 

We have discussed the report of the Steering Group in which a priority setting model has been proposed stimulated by the CC. So far we have sufficient work on reviews that are more or less identified with the bottom up model. Indeed we all may have benefit of a miscellaneous model. It might work as a turbo, although our independence might become in danger. A problem parallel to this is that our group (Fertility

Regulation) is still struggling with a difficult issue, the systematic review of observational studies. If we stick to review only RCTs it is about half of the story since compliance to contraception is very dependent on the incidence of adverse effects that in general only can be identified by observational studies. Jan Vandenbroucke and I (among many others) are working on a sort of handbook for it, however we lack time (and resources). Perhaps our CC may support us?

Debbie Jordan, Livia Candelise, Teresa Cantisani, Neurological Network: 

The Neurological Network would like to propose that under section C, Who should set priorities for the Cochrane Collaboration, Fields should be referenced, as they are the entities that liaise directly with those who use Cochrane reviews and those who produce them. Thank you in advance for sharing our suggestion with the Steering Group for discussion during their meeting in Dublin.

Helen Handoll, Bone, Joint and Muscle Trauma Group: 

This is an important area which has prompted some interesting and useful discussion and ideas at the Steering Group's strategic planning session.

1. Issues to consider

A.      Establishing priorities

I take some issue with the presentation of the problem. Yes, the Cochrane Collaboration has not conducted reviews on SOME important/priority topics. But, whole topic areas are covered in the database. For example, the SIGN (Scottish Intercollegiate Guidelines

Network) guidelines and the New Zealand guidelines on hip fracture are predominantly based on evidence from Cochrane reviews. So, one response to criticism is to draw attention to what we have already achieved. It's there, now, though it needs maintaining/developing. 

I also take issue with Wiley's assertion (see C. Who should set

priorities?) of "the importance of a central prioritization policy to include in its negotiations for national licenses". Is this really the case? Surely it is more honest to sell what you've got - which is still a lot. I suggest that the Collaboration needs to be much more alert to the potential for manipulation by Wiley; and I note that one group missing from those with different priorities under 'whose priorities'

are the publishers!

I would have been interested to see what the results of the survey to the Review Groups were. I feel sure that many of the specific insights would provide useful pointers to the way forward. From my experience of the Bone, Joint and Muscle Group, I perceive that the main problem lies in the delivery of priorities rather than their identification.

It seems sensible to take account of existing work on priorities by governments and other public funders, who might also be encouraged to fund Cochrane reviews. It would be helpful - and avoid duplication of effort - if bodies that fund reviews, including 'quick' reviews, are encouraged to consider the Cochrane route instead of doing their own thing. In such cases, I surmise some adjustment to the process will be required, including some "open access" of commissioned reviews. 

B.      Benefits and harms

I suggest some of the perceived benefits of prioritisation need further consideration, and also the potential impact of prioritisation

initiatives on the aims and working of the Collaboration.      

Particular comments on putative benefits:

"Waste of precious resources on low priority reviews" should be placed in the general context of what support should be provided. In my view, a good quality review provided in a timely way on any topic judged of merit should always be catered for. I assume that every review group has reviews that take up an utterly disproportionate effort from the editorial group and staff ... many such reviews only get published (if they do!) after a considerable (and sometimes under-appreciated by the review authors) input from the editorial team/base. Sometimes it is in the name of international collaboration, but whatever the cost is dear.

I recommend that this presumption of support to this extent needs addressing. 

Regarding "Fewer reviews of high priority could increase the citation and impact factor of Cochrane reviews". This seems an ambiguous statement to me. But anyway, I totally disagree with the concept of removing perceived 'low priority' reviews to up the impact factor. I suggest that prioritisation is only one of many ways of keeping "our audience". From my experience a 'low profile' review does not exempt it from being "used for evidence-based healthcare." The key is striving to get a good balance between strategic and reactive; and continue to be both. I disagree with the notion that the Collaboration has been

"drifting": it certainly isn't the case in the several areas I am familiar with. It is, however, struggling. The risks are several and serious, and will depend on the form, and zealousness of the implementation, of any prioritisation initiative. As well as consuming resources, review topic prioritisation has the potential to distract from other key activities and upset working relationships in the Collaboration. I endorse the continued emphasis on quality: it is essential that people can rely on Cochrane reviews. 

C.      Who should set the priorities for The Cochrane Collaboration?

I repeat my concern on Wiley's input to this debate. I agree with the preservation of 'non-priority' reviews. 

D.      Review related issues

The need for continued action on umbrella reviews/overviews is clear. I have reservations regarding the call for "simpler Cochrane reviews with appendices". I refer to my feedback given earlier this year on the experimental short version of reviews. I consider the present format of Cochrane reviews is still acceptable; and notably, this format has been adopted by others (in journals etc). I think much can be achieved by having options for readers to exclude sections, such as the included studies table, from the printout of reviews; and printing out the abstract/plain language summary as a separate item (as for other journals). The onus should be on Wiley to deliver on this. 

Add on value, such as cost-effectiveness summaries, to Cochrane reviews is appealing - but we also mustn't raise expectations such that the basic worth of a Cochrane review is undermined/undervalued.

E.      How to move forward?

All seemingly sensible suggestions but I recommend a modest and flexible endeavour, and not one that attempts to imposes a new system. Again, the extent of the underlying problem may be exaggerated. 

2. Proposed projects

These need to be mindful of resource implications and limitations, and avoid being too ambitious or prescriptive in scale. In making choices, a distinction needs to be kept between publicity and priority. There is a potential risk of distorting the present aims of the Cochrane Collaboration and distracting from other important initiatives.

Sandy Oliver, Consumers and Communication Group: 

I agree that prioritisation is valuable, and that reviewers and editors may wish to take collective priorities into account as well as, or instead of, their personal views alone. I particularly support a combined 'bottom up, top down' approach.The simplest approach seems to be to 'where the money is'

to gain information on prioritization (e.g.

health technology assessment agencies) and make these priorities available for potential review teams to consider. The disadvantage of this approach is that we may be mislead by poor prioritisation processes of HTA agencies - do they, for instance, take into account consumers'

priorities? I can appreciate Wiley stressing the importance of having a central prioritization policy to include in its negotiations for national licences, but we should only adopt this route if we are confident of the quality of the prioritisation process. Otherwise we will provide reviewers and library users with a misleading 'gloss'. I also agree that we 'need better communication of what is already there (internal and external). We need to know how our reviews match existing priorities', and that it would be valuable to summarize existing lists of priorities and match to existing Cochrane reviews and protocols.

However, I would not like to highlight such priorities without making it clear how they have been achieved - who was involved and how is likely to influence priorities. Priority-setting needs to be appraised just as effectiveness evidence needs to be appraised. I would support in principle pilot demonstration models within the Collaboration, carefully planned and executed, based on evidence about how to do it from elsewhere, and publishing how these have been achieved and with what result. I support in principle the idea of a rapid response team to do very rapid response reviews, and the principle of a team taking on a training and mentoring function for complex reviews. However, I think that the skills required and for these two functions are not necessarily the same. Nor do I think they require the same type of availability. I think they should be separate teams.

Martin Brown, Stroke Group:

Most of the document on priority setting seems reasonable. However, I do not support the idea that "potential" authors might choose from a list of priority topics. It seems to me that prioritization must also include a method of prioritizing for a particular topic to ensure the review is written by an expert in the field.

Carl Counsell, Stroke Group: 

In principle, I would support some sort of prioritisation / commissioning - we clearly need to be doing high priority reviews for all sorts of reasons. As the document states, this is going on all the time in HTA programmes around the world. For example, Technology Appraisal Reports (TARs) are a type of systematic review that are frequently commissioned by the NHS HTA as part of NICE assessments.  We could obviously learn a lot from how these programmes work.

My concerns would be:

Quality: I was reassured that the committee stated that speed must not compromise quality because a few of the TARs that I have seen were not very good.  However, for many outside commissioning agencies speed is of the essence so this will produce conflict which will have to be dealt with. 

Money: hopefully outside commissioning agencies will not see this as a cheap way of getting high quality SRs done quickly. They will have to be properly funded - to get a review done quickly and properly will need at least one dedicated person (often more) probably working full time on it. In my experience this is not how most Cochrane reviews are done. 

Diverting review group resources into high priority reviews will probably mean fewer resources for those doing lower priority reviews (e.g. slower refereeing of protocols/reviews (which can already be slow), slower response to requests for help etc) unless commissioned reviews bring additional resources. Given one of the key foundations of the Collaboration is equity, this may cause problems. The idea of a floating team of editors/authors who could take on much of the work of these reviews may help prevent this although again they would need to be funded and also have access to content specific expertise. 

None of these issues are insoluble, however! I am sure that initially it would be sensible to pilot commissioning within the collaboration before extending it to other agencies. 

Adrian Edwards, Consumers and Communication Group:

I'm slightly hampered by my ignorance of how many potential reviewers approach CRGs and ask for review topics; I would expect people to come along with an existing topic are of interest seeking to do a review, though with negotiation about the exact focus. If the latter is more usually the case I would expect a priority setting exercise to be at risk of spending a lot of time and energy and not really changing much.

So they should be cautious. The bottom line is that reviewers need to be motivated to pursue their topic, and if the priority list takes them away from this at all then it's at risk of slowing down overall productivity.

Brian McKinstry, Consumers and Communication Group:

This all seems very sensible to me.

Susan Brunskill, Senior Information Scientist, Systematic Review Initiative, National Blood Service, John Radcliffe Hospital, Oxford:

I am responding to the email of  the summary of the Steering Group's strategic planning session on 24 April 2006 on behalf of the National Blood Service's Systematic Review Initiative (SRI). We are a clinical research group, with the objective of increasing the evidence base for the practice of transfusion medicine. The SRI began work in October 2002 and over the past four years there has been an exponential growth in the projects and systematic reviews that we have gotten involved with, from both the interests of the group and from requests within the NBS.

Over the past two years, the issues of prioritisation and overviews have been ones that we have been trying to address. We read the summary of the Steering Group's strategic planning session with interest and recognise many of the issues raised as ones that we have been trying to address. We thought it may be of interest to let you know how we are currently addressing these issues. 

In terms of prioritisation, we have been trying to identify how to set

priorities: do we set them according to the perspective of the National Blood Service, the perspective of our funders, from the perspective of transfusion practitioners, according to the interests of our systematic review leads etc. Aligning ourselves to anyone group's perspective would mean that we would potentially miss interventions/topics that fall under the heading of 'transfusion medicine', and therefore not meet our objective.

Moreover in our experience, novice reviewers enjoy the review process much more if they are undertaking a systematic review that is of specific interest to them, specifically if the review is being undertaken to supplement and provide an evidence base for  a primary research project or the creation of guidelines. However not setting some priorities means that we have the potential to drift into areas that are not of current or future clinical interest and/or concern. We recognise many of the benefits and risks of prioritisation as those that we have discussed. In the last 2 years we have established our priorities for the coming year at our annual steering group meeting. 

This year the focus for our prioritisation is the completion of outstanding projects and/or reviews, recognition of the remit of the new organisation within which we work: the National Health Service Blood and Transplant

(NHSBT) in any new reviews and a project named "review of reviews". The ultimate aim of this project is to produce overviews for a number of interventions. This arose out of a concern that there are increasing number of reviews addressing the same intervention, many reviews are long and difficult for a clinician to read quickly and many authors do not set their review in the context of other similar reviews. We felt that these issues could alienate readers and reduce the impact of highly relevant systematic reviews. 

We started by identifying all transfusion medicine systematic reviews in transfusion medicine and critically appraising these reviews from both a review methodologist and a transfusion medicine clinicians perspective.

For interventions with a number of systematic reviews (strategies to reduce the need for donor blood, erythropoietin, intravenous immunoglobulins and crystalloids and colloids), we are preparing overviews. The objective of these overviews is to summarise the clinical and methodological quality findings from across the individual systematic reviews, set the reviews in the context of each other and in the context of the current clinical arena, discuss any limitations of the reviews, discuss any implications for clinical practice and identify what specific further research is required in this area. The latter is important to help determine future priority questions and identify gaps in the evidence base for transfusion medicine.

We have found that the implications for further research do change when a number of reviews are looked at together, as in the overviews.  In order to undertake this project we have designed critical appraisal forms and summary sheets specific to the project. We plan to publish these overviews within the next year.  Future plans will be to gather feedback from people in the transfusion medicine field on the usability of these overviews. 

We look forward with interest to hear how the suggestions for moving forward and proposed projects progress.

Alex Sutton, Non-Randomised Studies Methods Group:

I just wanted to flag the talk I will be presenting in Dublin on identifying which reviews are most in need of an update. This uses statistical methods to assess how much new information would be required to overturn the current conclusions of a Cochrane meta-analysis. The abstract is attached for your information. Best of luck with this important work.

Ian Shrier, Statistical Methods Group:

I have read through the document and I think it basically boils down to two points.

1) A priority list is needed for those who are looking for topics.

2) no non-priority topic will be refused

If these two principles are upheld, then all Cochrane can do is try to motivate people to do reviews on certain topics. So, the plan has to be all about how to motivate people. I don't get this sense from the document.

The document does mention monetary compensation in a couple of places (funding entities, mixing for profit and volunteerism), and this is one way to motivate people. I don't see any other ideas for motivation. Some people are motivated by financial gain but not all.

I would think that many authors want recognition for their work. There is a mention about getting journals to publish the reviews, but this is a little out of Cochrane control. What about helping to get authors present their work to international organizations like the W.H.O.? Or more regional meetings that occur that are relevent to the topic? I would think this would motivate a different kind of author. I would think that any organization that says they need a topic reviewed would be willing to help fund the presentation after the review is complete.

On the same line, many authors might want recognition in the media.

Establishing ties with major media outlets and facilitating the contacts with press releases to journalists who want to do stories in these areas (requires identifying and contacting the key journalists) might also motivate people.

Some people are going to be motivated by academic standing. This is again more difficult because it is beyond the control of Cochrane. I don't have ideas in this area, but I know it is one reason that keeps some researchers from doing reviews - you only have so much time and academic standing is an important personal priority for many.

I'm sure that there are many other ideas. Hope this helps.

Mike Clarke for the UKCC:

Thanks for the opportunity to discuss and feedback on the Summary of the Steering Group's strategic planning session (April 24 2006). We discussed this in detail at the UKCC staff meeting on September 14 2006 and prepared the following comments on the proposed projects (numbered as in the document you circulated). Furthermore, I sent the document to the main funders of infrastructure for Cochrane entities in the UK for their informal feedback. In general, they welcomed the initiative as an example of the Collaboration taking very seriously the challenges of prioritising its ever increasing workload but noted how difficult it can be to determine "whose priorities" within a complex global organisation such as The Cochrane Collaboration. As the document moves onto its next stages they believe that it would be good to involve formally both the funders of Cochrane Collaboration activities and main users of our output and we agreed at the UKCC staff meeting that this should be done.

1. It was agreed that this project would be worthwhile but we felt that it would be a considerable task to identify relevant lists of priorities, in order to summarise them, even within The Cochrane Collaboration. Anne Eisinga mentioned the work she had done to try to find priority lists in the immediate aftermath of the December 26 2004 tsunami and expressed willingness to work on this project should it go ahead.

2. Although we presumed that the Steering Group's focus had been on Cochrane reviews of the effects of healthcare interventions when proposing this project, we felt that priority setting would also be good for Cochrane methodology reviews, Cochrane reviews of diagnostic test accuracy and methodological research by Methods Groups. We are aware of some examples of existing research into priority setting and there is an index term for relevant records in the Cochrane Methodology Register ("Timing and choice of research questions"). The UKCC would be willing to help in identifying this research and we believe that it should be systematically reviewed before the Collaboration embarks on this project. It might also be helpful for the Collaboration to discuss priority setting with Iain Chalmers, to draw on his experience in regard to identifying uncertainties needing research for the DUETS project.

3. We presume that the first step before funding any "models" will be a search for and assessment of existing evidence on what processes might, and might not, work. If the Steering Group is already looking for possible models to assess and fund, the search for existing priority lists (as outlined in Project 1) might be one such model and the UKCC would be interested in being an entity involved in doing this, in particular by using Anne's time, expertise and previous experience in this area.

4. We agreed that this was a good idea. Catherine Francis-Baldesari offered to write something on the work she is doing on priority setting in Ireland.

5. We agreed that The Cochrane Collaboration should establish a "rapid reaction force". We expect that this will work best if there is a core team of methodological experts who would be supplemented with relevant content experts depending on the topic of the review. The UKCC would be interested in working on this. However, we do have some concerns about the possible trade-off of quality against speed and suggest that any relevant research into this should be looked at. Furthermore, the Cochrane Methodology Review of time lag bias highlighted the dangers of doing rapid systematic reviews when only the first one or two trials are available and we trust that the Collaboration will not fall into this trap [Hopewell S, Clarke M, Stewart L, Tierney J. Time to publication for results of clinical trials. The Cochrane Database of Methodology Reviews 2001, Issue 3. Art. No.: MR000011. DOI:

10.1002/14651858.MR000011].

6. We were concerned that The Cochrane Collaboration, as a not-for-profit organisation, appears to be contemplating developing a "profit-making arm". Is this correct? What would the profits be used for? We identified several difficult issues, which need to be sorted out before this project should start. These include: who might purchase these services (for example, would pharmaceutical companies be acceptable customers), where would the reviews be published (would they be Cochrane reviews), how would Cochrane entities be involved, how would the "profits" be shared and what role would the entities (such as

Centres) with a responsibility to support those involved in the production of Cochrane reviews (including authors and editorial bases) be expected to play. If the project goes ahead, we felt that it should not only be a central service to customers (ie reactive) but should also help Cochrane Review Groups to prepare bids for commissioned work (ie proactive).

Dale Edgar, Wounds Group:

I am a slow but budding Cochrane author. My current review is planned to support/be part of a PhD project which I have commenced at Curtin University, Perth, Western Australia. I am not 100% sure that I have the gist of this meeting at all but from my point of view:

- I could see how centrally prioritising reviews could negatively impact on a review if it meant that support may have to be metered out if the review did not meet the 'priority standards/guidelines' of the CRG. 

- I struggle to see how the Cochrane Collaboration could maintain it's impartial nature and current scientific standing if it developed a 'review for profit' or 'pay per review' arm/group. By its very title it introduces doubt and bias and demeans the principles of the CC. In my view, comparison of this option to NGO's is invalid as they are rarely impartial groups. 

- Going 'where the money is' has the potential to support and drive research in areas that are already well developed / investigated instead of where the greatest (local / global) community (less sexy, more

difficult) need is.

- Maintaining long term interest in the topic being reviewed will be more difficult if the author has their topic altered / channelled into a priority field rather than the one they originally came up with.

- It seems to me that the implication of this report is that there are currently experienced authors around who do not have a topic to review.

I find that hard to believe!

My comments may demonstrate my naievity to the system, I appreciate BUT this process, as described, will involve the use of large amounts of resources, introduce a greater level of politics and have a real potential to surrepticiously alter authors' projects to something that is not theirs - particularly if they are already engaged in clinical research as I am. In my view, the current system of registering protocols and reviews with CRG's already reduces duplication and moulds reviews / topics. I am not sure that the investment proposed will translate into tangible benefits. Further, I think the review for profit is not an appropriate way to go. Thanks for including me in your discussions. 

Cochrane Heart Group Editors' response to strategic planning document 20 Sept 2006:

Prioritization of reviews

We welcome the idea of prioritization of reviews, particularly as a means of increasing responsiveness and to reduce inequalities in resources across the Cochrane Collaboration. It is good to see that a larger group is considering the problem. We hope they will continue to meet on a regular basis until a final Collaboration-wide policy regarding prioritization is established so that this important issue does not disappear.

Setting priorities

Who should set priorities for The Cochrane Collaboration?"  In the Heart Group, we have published a number of significant reviews, but there are still important gaps that we recognised at our inaugural meeting in 1997 and at subsequent prioritization meetings with various stake holders.

With consensus from the Heart Group Editorial Board and perhaps others, we would use our resources to attempt to fill these gaps. We could conduct an audit of our output and match it against a list of heart disease priorities as indicated by global burden of disease statistics, by NHS priorities indicated in government policy documents, or by conducting stakeholder meetings.  On the whole, we would not favour an external group attempting to set "our" Heart Group priorities.

Getting high priority reviews done quickly While a central 'rapid response' team of editors and authors doing very high priority reviews might work, it might undermine existing reviewers'

efforts and might be perceived as taking the high profile "cream" of the work.  Our experience of working on a combined Heart, Stroke, Musculo-skeletal, Menstrual Disorders review on the effects of hormone replacement therapy (shortly after the publication of the key trials demonstrating lack of efficacy) was that it was possible to do the work globally but it wasn't rapid. We had hoped to have a completed review in

6 months and despite each component review being available it took nearly 2 years. 

A central pump-priming fund could provide a means to carry out reviews where there is a manifest urgent need. The (loan?) fund could be replenished with external funding for the reviews which have been so initiated. For example, recent interest in omega-3 fatty acids, behaviour and performance should (and perhaps did) cause Cochrane to leap into action. Thereby, Cochrane would become more useful and more recognised.  This approach would be more welcome than a for-profit arm doing the high profile reviews.

Cochrane Reviews


We agree with the statement made here that "Cochrane reviews need to be simpler."  The current format for reviews is not very transparent, and reviews are often crammed with details that make them difficult to read.

The Synopsis or Plain Language Summary and the Abstract are helpful, but may not go far enough.  Best might be a narrative summary similar to what is provided in the "Clinical Perspective" entries in Circulation, as well as the entries in the ACC's Cardiosource Review Journal.  A busy reader could scan through this summary and decide whether or not to go further into the body of the review, look at the meta-analyses, etc.

Even if this is done, however, an effort should still be made to improve the ease of navigating through a review.

More specifically, 1) the issue of exhaustive searching to find the potentially large number of very small trials compared with the smaller number of much larger trials (that typically provide 90+% of the weight in a meta-analysis) seems to be energy misplaced; and 2) the need to consider listing excluded trials exhaustively as the exclusions that are really important are those that are "near misses" for inclusion.  It is here that Cochrane reviewers are in a position to potentially bias the findings depending on how criteria for inclusion have been set.  A reader needs to know which of the trials fall into this category.

General issues

An important aspect of Cochrane's weakness and poor visibility lies in the facts that a). there is a continuing lack of profile among specialist international disease associations/societies and at their scientific meetings; and b) there is STILL no impact factor for the Cochrane Library. This penalises those of us who carry out reviews in several ways. 

a. lack of recognition in general and in relation to UK Research Assessment Exercise b. paucity of funds for review work c. perception that Cochrane Collaboration lives in a world of its own.

Summarized responses from Cochrane Health Promotion and Public Health Field

 

There were a lot of thoughtful points in the Steering Group's strategic planning summary document.  I support the idea of priority setting for all the reasonable arguments laid out.  One question is, should this be encouraged across all entities at once?  Might be wise just to focus on a few entities (by providing enough support/advice/web-based resources,

etc.) and see what lessons there are to be learned.    

 

An important point in the summary report was "Whose Priorities?".  The criteria used for ranking priority topics could change from one group to another (e.g. consumers vs. funders) so it gets tricky when you try to summarize and translate this into a list of topics.  

 

Even when you have a somewhat homogeneous group, like public health, the agreed upon criteria suitable for one topic might not apply to another.

For example, an "excess mortality rate" or "years of potential life lost" works well with tobacco programs, but how do you rank a topic like 'community capacity building' on these criteria? 

 

There are probably some good models and technologies available to implement priority setting, which take into account the complexity of the process. Levels of information and knowledge for decision making range from data to deeply held principles. Economists have certainly dealt with these issues. I do look forward to learning from the Cochrane work in this area.

 

 

-------------------------------------------------------------------------

Rebecca Armstrong

Research and Training Officer

Cochrane Health Promotion and Public Health Field

Chris Cates (Airways Group)

My concerns about this document arise from the underlying assumption that priority reviews could be carried out without adequate clinical expertise in the review area.

The conclusion from reviews is dependent upon judgement at many levels and there is always a danger of reviewer bias creeping in to promote a message. A detailed critique of the trials included in the reviews is difficult without experience of research in the area concerned. 

Results of a review can be very dependent on the outcomes chosen and how trials are combined. There is the potential for misleading conclusions to be drawn, and this could lead to Cochrane reviews becoming de-valued?

This needs to be tested before implementing a rapid-response team?

Whilst I support the idea of trying different styles to present Cochrane reviews, I do not agree with the basic principle of making the message simpler! Let us try to find ways of making the review clearer and easier to navigate, but we must avoid dumbing down!

Professor David James Stott 

[mailto:djs1w@clinmed.gla.ac.uk]

Sent: 29 September 2006 15:55

To: Jini Hetherington

Cc: gilbertramirez@cdrewu.edu; svega@i-manila.com.ph; p.langhorne

Subject: Re: [Fields] Report of strategic planning session,Khon Kaen (REPLY BY 25.09.06, please)

Dear Jini,

I think that prioritisation of future reviews is important, and support the additional thought and work that is going into this issue.

The fields have a potential role in prioritisation, in identifying topics that they see as high priority within their subject area, for review groups to consider. I note that this potential role of fields is not mentioned in your documentation.

In Glasgow we are just finishing a scoping exercise, collating information on those Cochrane reviews that are relevant for older people, and organising these into an information tree. We hope that this will allow ready identifaction of gap areas, that could be addressed by future reviews.

Kind Regards,

David

Victoria Pennick

From: Victoria Pennick [mailto:vpennick@iwh.on.ca]

Sent: 28 September 2006 17:40

To: Jini Hetherington

Cc: Victoria Pennick

Subject: RE: [Adminors] Report of strategic planning session,Khon Kaen (REPLY BY 25.09.06, please)

Dear Jini

I didn't get around to circulating these minutes and request for feedback to my editorial group -- sorry.  so, my comments are primarily mine.  However, we did talk about priority setting at our recent editorial/advisory board meeting and came up with many of the same questions as this working group articulated.  As an organization, the Insitutute is also looking at the issues, since we started a systematic review program of research recently.

I think the steering group covered many of the points we made

- priorities from which perspective?  

- funded by whom?

- funding or not, where do we get the human resources?

- economic evaluations using which currency/unit? qualis? utilities? - different jurisdictions have different health care delivery systems that don't always compare easily --you would need input from a seasoned health economist who understood the different systems and how to compare/contrast them -- or do we use a World Bank approach? (and it seems to me there are some criticisms about the total applicability to health care with their systems???)

- methodologists can just go so far in conducting reviews -- you need content experts that will understand how to contextualize the primary studies and the results of the review == that doesn't come with a 'roving review team for hire'

- at the Institute here, our new SR group ask for ideas from staff and important stakeholders, set priorities using some of the criteria suggested by the steering group and then checks to see if (i) there is another SR looking at similar questions that may suffice (ii) is there enough literature to synthesize (we call it a 'scoping review' -- similar to a Cochrane 'empty review'  (iii) is there a scientist to lead the review team for the topics with sufficient literature ...

- the BRG decided it this way:

Topics for new reviews - topics, splitting, priorities? 

o
Difficult to prioritize topics with only those present [at the

meeting], but important to ask ourselves what is relevant. If relevant, to whom? Is it worth the effort to do a review on this topic? Are these topics important? In any order? What have we missed? What trials are available for a review? What clinical questions need to be answered?

o
Action:  Vicki will send out a list of topics, created by

non-systematic input from stakeholders and ask folks to answer the questions above; Vicki will see if the Lind Group would consider BRG questions for their web site; and Vicki will put a question on the BRG web site asking folks to suggest topics for review

I hope this helps -- I realize I'm late -- much apologies (I was chasing that 'c' in CRG!)

see you in Dublin

cheers

Vicki Pennick

Vicki Pennick, RN, BScN, MHSc

Senior Clinical Research Project Manager Managing Editor, Cochrane Back Group Institute for Work & Health

481 University Avenue, Suite 800

Toronto,  ON  M5G 2E9

-----Original Message-----

From: ccsg-bounces@lists.cochrane.org

[mailto:ccsg-bounces@lists.cochrane.org] On Behalf Of Jini Hetherington

Sent: 05 September 2006 09:00

To: adminors@lists.cochrane.org; fields@lists.cochrane.org; methods@lists.cochrane.org; centres@lists.cochrane.org; socrates@q-net.net.au; lwhamond@nbnet.nb.ca

Cc: coeds@lists.cochrane.org; tscs@lists.cochrane.org; ccsg@lists.cochrane.org

Subject: [Ccsg] Report of strategic planning session,Khon Kaen (REPLY BY 25.09.06, please)

MESSAGE SENT ON BEHALF OF THE CO-CHAIRS to the contact people of Cochrane entities, for distribution to your members as appropriate - 

Dear Members of The Cochrane Collaboration -

Alongside their meeting in Khon Kaen earlier this year, the Cochrane Collaboration Steering Group (CCSG) hosted a brainstorming/strategic planning meeting, attended by several Co-ordinating Editors, Centre Directors, and a representative from John Wiley and Sons, in addition to the CCSG. This meeting arose from concerns expressed at the Melbourne Cochrane Colloquium in October 2005 about review topic priority setting, i.e. which reviews (and review updates) are the most important and how we should go about determining these. A very fruitful meeting was held, and a summary of that meeting is attached. The summary and proposals were discussed at the recent meeting of the Steering Group's Executive, and it was thought important to seek the views of the members of the Collaboration before proceeding with any of the proposed projects.

We would now very much appreciate the views of yourself and other members of your entity on the proposals contained in this report. Could you please send your comments to Jini Hetherington

(jhetherington@cochrane.org) by no later than 25th September? This will enable the Steering Group to discuss everyone's responses at their meeting during the Dublin Colloquium.

Regards

Mark Davies and Steff Lewis,

Co-Chairs, Cochrane Collaboration Steering Group

Website: www.cochrane.org
Latest Cochrane reviews: www.cochrane.org/reviews/ The Cochrane

Library: www.thecochranelibrary.com
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