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 i

FOREWORD BY

Sir Iain Chalmers

IN 1972, when Archie Cochrane published his seminal work, 
Eff ectiveness and Effi  ciency: Random Refl ections on Health Services,1 
he asked a vital question: how can we have rational health services 
if we don’t know which of the things being done are useful and 
which are useless or possibly even harmful?

Archie went on to indicate where one might start to fi nd the 
answers. He said that not all professional opinions are equal: 
some are informed by mediocre or no research; others are sup-
ported by more rigorous research, such as unbiased treatment 
comparisons made within randomized trials.

Being introduced to randomized trials in Archie’s book was, 
for me, like being given a compass to negotiate the jungle of 
incompatible clinical opinions that I faced as a junior doctor. I 
started looking out for reports of randomized trials in my chosen 
fi eld, obstetrics. Th e bibliographic databases at that time hadn’t 
indexed these studies satisfactorily, which meant searching jour-
nals for them ‘by hand’. A scheme was outlined for evaluating the 
studies found. Over the next ten years we extended our searches 
to the point at which we felt able to begin analyzing similar stud-
ies together, sometimes combining their results to reduce the like-
lihood of being misled by the play of chance. 

In this book by bestselling author and health policy researcher 
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Alan Cassels, you’ll learn that Archie Cochrane judged my spe-
cialty – obstetrics – the most unscientifi c in medicine! Th at jibe 
helped to provide the impetus to tackle this situation, and about 
a hundred of us from around the world collaborated to show 
what could be done. Archie Cochrane himself recognized our 
progress the year before he died. He referred to our collection of 
systematic reviews of controlled trials of care during pregnancy 
and childbirth “a real milestone in the history of randomized 
trials and in the evaluation of care,” and expressed his hope that it 
would be “widely copied by other specialties.”

Th is presented a new challenge. Why shouldn’t the approach 
we had used successfully for maternity care be extended across all 
of health care? Th e key to establishing the international collab-
oration needed to take up Archie’s new challenge was to involve 
people who were generous-spirited, who respected other people’s 
views, and who were team builders. 

In this book you will read about some of these people, and 
others who have contributed to the collaboration over the past 
20 years. Cochrane’s name was built into the initiative when 
a Cochrane Centre was established in Oxford in 1992, and 
the Centre convened a meeting the following year at which 
the international Cochrane Collaboration was founded. The 
Collaboration now has well over 30,000 contributors in over 
a hundred countries, who prepare, maintain and disseminate 
thousands of systematic reviews of research evidence relevant to 
improving health care. One result of reviewing such a mass of re-
search is that it has laid bare the poor quality and irrelevance to 
patients and clinicians of much medical research. 

I left the Cochrane Collaboration ten years after helping to 
establish it, and I have deliberately not tried to keep myself in-
formed about its development. However, I was asked to give the 
1st Archie Cochrane Lecture at the Cochrane Colloquium in 
Quebec City in 2013, so I had to do some informal research to 
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help me prepare my talk. I began the talk by reminding my audi-
ence of the principal motivation for many if not most of those 
who contribute to the Collaboration: when decisions in health 
care are not informed by up-to-date, systematic reviews of re-
search, patients suff er and sometimes die. 

Keeping reviews up to date is a particular challenge for the 
Collaboration because – uniquely – its publicly stated mission 
is to prepare and maintain systematic reviews of treatments. Th is 
is also the Collaboration’s ‘Achilles heel’. Cochrane reviews have 
earned a deserved reputation for being of generally high qual-
ity, but some of them don’t live up to the resulting expectations, 
and they often take an age to move through the preparation, 
publication and updating processes. I acknowledged that the 
Collaboration was very aware of these criticisms and was taking 
them seriously. 

I made clear in my talk that I appreciated that the Cochrane 
Collaboration had been one of the principal contributors to the 
global explosion in systematic reviews over the previous 20 years; 
had promulgated the ethical and scientifi c principles of system-
atic reviews; trained tens of thousands of people in systematic 
review methods; established novel editorial systems for assuring 
quality in preparing reviews; created and made publicly available 
the best bibliographic source of reports of controlled trials in the 
world, as well as the most widely used software for preparing 
systematic reviews; and had established a network of methods 
groups and a database of methodological research.

Th is was all well and good, but given the burgeoning pro-
duction of systematic reviews by people outside the Cochrane 
Collaboration, and the development of sources of informa-
tion other than Cochrane reviews, was there anything special 
about the Collaboration? Indeed, were others providing the same 
or a better service to patients and health professionals more 
effi  ciently? 
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I have no sentimentality about the Cochrane Collaboration. 
But if the organization didn’t exist, something like it would need 
to be invented to serve the information needs of patients and 
health professionals. If that could be achieved through means 
other than the Cochrane Collaboration, I wouldn’t shed any tears 
at the demise of the organization. However, the Collaboration 
does remain unique in some important respects. It registers the 
titles of its planned reviews and publishes the protocols of re-
views being prepared. It has developed the editorial and technical 
infrastructure to assure quality and to update and correct its re-
views. And it has established exceptional international coverage. 

I suggested in my talk that one of the Collaboration’s most 
precious features has been its tradition of self-criticism. One 
of the things I remember with pleasure about the founding 
Colloquium in Oxford in 1993 was that there weren’t any bull-
shitters there: bullshitters are uncomfortable in the Cochrane 
Collaboration because, however distinguished they may be, they 
get challenged, sometimes by very ‘junior’ people, if they mani-
fest the arrogance that is not uncommon among senior doctors. 
Th ere is a strong tradition of challenging authority within the 
Cochrane Collaboration, and there’s even an annual prize for the 
best (evidence-based) criticism of the Collaboration – whether 
self-criticism or criticism from outside. 

After interviewing me for nearly two hours on the origins of 
the Cochrane Collaboration, Alan Cassels ended by asking me 
what I am most proud of. I said that, “Pride is not something 
which I fi nd comes particularly easily; but if you had asked me 
instead what I am most pleased about, I would say that it is the 
self-criticism and generosity of spirit among the people contrib-
uting to the Cochrane Collaboration. Th ese are the organization’s 
most important qualities.”

In the pages of this book you will learn about some of the 
generous-spirited people who continue to do their best, despite 
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the frustrations, to ensure that the Cochrane Collaboration 
“serves the people” with timely, trustworthy research information 
relevant to choices in health care.





 vii

Preface

IF YOU read this preface as part of a book printed on paper, 
then consider it a minor miracle. Th is book almost never got 
published.

For more than a decade, I had been an outside observer of 
the Cochrane Collaboration, an occasional lurker at its annual 
Colloquium. This often required a trek to some exotic locale 
such as Keystone, Colorado or Melbourne, Australia to meet the 
people responsible for the best there is in healthcare research. My 
lurking at those meetings must have been noticed. Th e Cochrane 
leadership approached me in 2011 and asked me to consider 
writing a book about the organization.

Th e fi rst sentiment that came to my mind was the glib ex-
pression of Groucho Marx: Did I really want to belong to any club 
that would have me as a member? I had meetings and teleconfer-
ences with the organizers, and they explained that a book could 
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showcase the “social history” of the organization and help to mark 
its 20th-anniversary celebrations taking place in Quebec City, 
Canada, in September, 2013.

I felt a little reluctant – I’m not the showcasing type. I’m a 
hopeless failure at PR and typically don’t do promotional writ-
ing, because often there is little worth showcasing. It didn’t help 
that “social history” sounded a little pompous, and I was pretty 
sure I didn’t have a clue what it was or why anyone would actually 
care. In hindsight, the term “social history” was a misnomer: to 
academics it means something very specifi c, and this was not the 
book I wrote.

I felt pretty confident that maybe the world didn’t need a 
book about the Cochrane Collaboration. Th ere were already so 
many stories – legends really – about many of the characters who 
struggled to create a movement known as evidence-based health 
care. Many of those characters – including quirky activists and 
punctilious academics, some who were the early founders of the 
Cochrane Collaboration – inhabited stories that almost reach the 
status of folk tales in the world of medical research.

Th en there was the irony of creating something in print – a 
book, on paper, with a cover – which was not lost on me. Th e 
Cochrane Collaboration has always been a virtual organization. 
Its enormous, influential output has always been electronic. 
Cochrane (which is what the Collaboration is now called after 
the latest round of rebranding) began at roughly the same time as 
computers were becoming common in homes and offi  ces, and we 
began communicating through them.

Paper has always been superfl uous while the thousands of 
systematic reviews of healthcare interventions produced by the 
Cochrane Collaboration – what some would call the very bed-
rock of what we can say we really know in health care – are in 
computers, accessible anywhere to anyone with internet ac-
cess. Th ose reviews, plus thousands more pages describing the 
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methods and the careful documentation that support the work of 
the Collaboration, existed in cyberspace long before anyone ever 
used the term “in the cloud.”

After much thought, I agreed to write the book because the 
leadership gave me some measure of solace that I, as a writer, 
wouldn’t starve in the process. I did actually fi nd the beginnings 
of the Collaboration to be a very compelling, critically import-
ant story worth telling. But most of all, I did want to showcase 
this organization, which, apart from healthcare professionals and 
researchers, almost no one on the planet has ever really heard of.

I’m naturally attracted to those who fi ght against corruption 
and misleading medical research and the books I have written 
tend to highlight these struggles. Th e Collaboration is a big and 
diverse – some might even say overly bureaucratic these days – 
organization but within it there are people who have done and 
continue to do remarkable things, and display incredible courage 
and conviction in fi ghting off  the adverse infl uences of money and 
power on health research. Th ey have often won huge victories 
that infl uence everyone on the planet who seeks health care. Not 
bad for an organization that is largely unheard of. 

Quite simply, I fi gured that this ‘secret’ organization was mak-
ing the world a better place, and it would help if more people 
knew about it. Hey, maybe this was a club I did want to belong to! 
If these accomplishments needed a megaphone, then maybe I was 
the one who could give it to them.

 
EVERY DAY around the globe, people grapple with illness, not 
knowing if a recommended drug, test, or medical procedure will 
ultimately improve their lives, make no diff erence, or hasten their 
demise. Among the sheer variety of medical questions we will 
ask at one time in our lives, there will always be, for all of us, the 
hardest question of all: “Is there anywhere I can go for reliable, 
trustworthy information about how to treat my condition?”
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If you have never given a second thought to medical research 
and have never tried to second-guess your doctor’s orders, then 
this book might rattle your worldview. It is not only about one of 
medicine’s best-kept secrets, but also about the organization that 
exposes secrets – especially those related to what we know and 
what we don’t know about health care. 

Today, more than 20 years after its creation, many doc-
tors, nurses, researchers, and public health offi  cials who make 
big decisions aff ecting the health care we receive consult the 
Cochrane Collaboration. It is a network of more than 30,000 
people around the world, mostly volunteers, who collect and 
summarize research on healthcare interventions. For most of 
the world, Cochrane works in the shadows, its members work-
ing largely in obscurity, trying to accumulate knowledge to help 
people decide if the health care off ered will truly help – and not 
harm – them.

You may rightly ask, “Don’t medical people always off er what’s 
going to help and not harm their patients?” 

No. Th ey don’t.
In fact, what they currently don’t know is alarming.
Th ink of healthcare interventions as a pie sliced into thirds. 

Th e fi rst third contains all those healthcare interventions – phar-
maceuticals, surgeries and tests, for example —underpinned by 
reliable evidence. Th ey have been fairly studied and we can say, 
with more or less certainty, that they “work.” Call that piece of pie 
evidence-based.

Th e next third of pie comprises all those interventions that 
are either insuffi  ciently studied or where proof is unknown; that 
we think are likely to help but for which there is not yet defi nitive 
proof that the benefi ts exceed the harms.

Th e fi nal third contains all interventions for which the avail-
able evidence shows that the drug or procedure is likely harmful. 
And. We. Should. Stop. Doing. It.
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Feelings of confusion may turn to suspicion as you wonder, 
“But how do I know which piece of pie is being served up by my doc-
tor?” If you fi nd this thought uncomfortable, that’s a good sign. 
You might have just had an “aha” moment similar to the one that 
struck Scottish physician Archie Cochrane. 

He wondered, in a very public way, why his profession wasn’t 
systematically looking for reliable proof behind what he and his 
fellow doctors were off ering their patients. He saw this as an un-
conscionable state of aff airs, so he threw down a gauntlet at doc-
tors, shaming them into action.

Th at gauntlet was picked up by Dr. (now Sir) Iain Chalmers, 
a young British obstetrician whose incredible zeal for the truth 
concerning medical approaches to pregnancy and childbirth 
fuelled the beginnings of this organization. He named it after his 
mentor and challenger.

Th at “aha” moment – as I show in the fi rst chapter – had the 
power to change a person’s life. It changed my life, too, though not 
in a way I’d expected.

Over the two years I spent researching and writing this book, 
I traveled to Madrid, Oxford, Paris and Quebec City. I carried 
out more than 160 interviews with people both inside and out-
side the Cochrane Collaboration. Th ose interviews were video re-
corded and made part of the 20-year Cochrane anniversary cele-
brations, and many are now viewable on the Cochrane website 
www.cochrane.org. I talked to those critical of the Collaboration, 
those who lead it, and many who are part of the 30,000-or-so 
volunteers who work to make health care more evidence-based, 
more rational, and more lifesaving.

In January of 2013, shortly after I handed in a 100,000-word 
manuscript to Wiley, the Cochrane Library’s London-based pub-
lisher who was lined up to publish this book, Wiley’s executives 
got cold feet and withdrew from the project. Apparently they too 
were thinking like Groucho, not wanting to be part of a club that 
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would have Alan Cassels as a member. I understood this in hind-
sight: big companies that worry about their ”brand” don’t want 
anyone tinkering with it.

Th ere are more layers of politics to this organization than one 
can ever contemplate. Many of the bigwigs in the Collaboration 
are skilled researchers and clinicians, but also skilled politicians, 
steeped in the myriad power struggles that make up modern 
health care. In an organization where every snort or wheeze 
about medical evidence holds huge consequences for the gargan-
tuan business of health care out in the real world, one couldn’t 
have some renegade tampering with “the brand.”

From its early days as a rebel band of misfi ts that would criti-
cize their superiors with the demand, “Show us the evidence!” the 
Collaboration has grown into a worldwide beacon of research 
excellence. “What does Cochrane say?” is often the fi rst question 
any researcher would ask before setting out to fi nd the answers 
to how well any healthcare intervention is supported by evidence. 
Th e early zeal that begat this organization has morphed. Th e cli-
ché now routinely bandied about among the Collaboration’s old 
timers: “We used to fi ght the establishment, but now, we ARE the 
establishment.”

What you hold in your hands is a somewhat pared-down 
version of my original manuscript, which is a slice of how things 
looked in the years 2012 and 2013, as the Collaboration was 
planning for and celebrating its 20th anniversary. When people 
inside the organization read this, they will say it’s dated. Th ings 
have changed. People have moved to different positions. The 
world has continued revolving on its axis. I get that, but please ac-
cept this as how things looked to me, the lurker, as this organiza-
tion was turning 20. I hope that you, my dear reader, will marvel 
at the stories of the people in this book who I believe have created 
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something truly remarkable. In these pages you will meet some 
of the fi nest healthcare champions alive today, many of them still 
toiling in obscurity, against the greatest of odds for the benefi t of 
humankind, under the banner of Cochrane.





 1

ONE

An “aha” Moment

He has developed concepts, grins
Obscenely at your Royal bulletins,

Possesses what he calls a will
Which challenges your power to kill.

— E.J. Pratt, Th e Truant2

NANCY OWENS remembers when she fi rst heard the secret. It 
happened about 15 years ago, when looking for a job. She was 
living in Oxford, England, when she saw an advertisement for 
an administrative position with the Cochrane research group 
examining the evidence around treatments for people with 
schizophrenia.
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Originally from Boston, Owens hasn’t lost her Boston accent, 
despite having spent much of her adult life in the UK, Australia 
and the American Midwest3. Now based in Canberra, she is 
quick to admit that she is “not a medical person or a scientist.” 
She wasn’t sure what to expect when she saw the job description.

“My experience with health care was completely as a con-
sumer, and when I started to understand what the Collaboration 
was all about – looking for and summarizing evidence for health 
care – my initial reaction was, ‘You mean medicine’s not evidence-
based? Th at’s not how doctors make decisions about treatment?’”

Owens had always assumed that what lay behind doctors’ de-
cisions was high-quality research. What did it mean, then, in the 
words of the Collaboration maxim, “to provide the best evidence 
for health care”? She was about to fi nd out.

Th is “aha” moment might cause you to shut down, saying, “I 
don’t want to think about this.” Or it might draw you in; make 
you want to know more and understand more clearly what really 
underpins healthcare decisions. Owens’  “aha” moment drew her 
in, and that fi rst Cochrane job has grown into a career.

In the course of her work, Nancy Owens not only discov-
ered medicine’s best-kept secret, but also became intrinsic to 
an organization trying to draw itself out of the shadows of re-
search obscurity into the full light of social media. Th e Cochrane 
Collaboration has been and remains a secret to the lay public who 
give little thought to the intricacies of healthcare research and 
to the many arguments concerning what is and what is not valid 
medical science.

Th e greater secret is that there is much falsity and foolish-
ness in medicine today. Th ere are many ways people – includ-
ing healthcare practitioners themselves – are misled, and many 
people who claim to have “the answer” cannot support their opin-
ions with evidence. Few of us like to face the fact that much of 
health care today is not based on solid research and good science.
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To uncover the BS requires skilled, disciplined people dedi-
cated to truth-seeking; constantly willing to deconstruct their 
own assumptions and biases. Th at is at the heart of the Cochrane 
Collaboration.

Today, Nancy Owens is Cochrane’s web content and social 
media editor, helping to lead the Collaboration into the world 
of social media. One of her many tasks is to analyze the organ-
ization’s interactions with its various audiences, ensuring that “we 
always benefi t from having more people, more diversity, more per-
spectives.” In her words, “It’s also about engaging people, whether 
it’s engaging them to the point where they are looking at what’s in 
the Cochrane Library that might apply to them, or enticing them 
to get more involved with the Collaboration in one of the many 
ways they can get involved.”

Owens is a promoter of the Cochrane Collaboration, and she’s 
a user of the Cochrane Library, which includes more than 5,000 
systematic reviews on a wide range of healthcare topics. Eight 
years ago, when her mother was diagnosed with colon cancer – a 
potentially life-threatening condition – Owens, like any daughter 
would, was reaching for whatever lifebuoys she could fi nd. She 
went fi rst to the Cochrane Library4 (www.thecochranelibrary.com) 
and gathered information from reviews in the database.

An individual study of a drug or other therapy found on the 
internet is an island of limited use. Th e Cochrane Library stores 
systematic reviews – systematic collections and assessments of 
all the relevant research to answer a question: this is research 
in context. In the words of Iain Chalmers, a co-founder of Th e 
Cochrane Collaboration, “People don’t need islands unconnected 
to any continent. Th ey want something which tells them: What 
does it mean?”

Owens felt reassured to find that her mother’s treatment 
protocol was in line with the latest available evidence, but she 
went further than that, even asking her mother’s doctors if she 
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could see the citation that supported the treatment they were 
using. As she said, “Th at’s something that, in the past, I never 
would have been able to do.”

What she felt most was a sense of confi dence, knowing that 
she could help her mother by being a scout for reliable informa-
tion. Th anks to the Cochrane Library, she could become familiar 
with her mother’s treatment protocol, what it was supposed to 
achieve, based on the best evidence at the time, and what was 
supposed to happen next.

She recalls, “It also meant that I felt comfortable about try-
ing to communicate that information to my mother in a way that 
I knew she would be able to absorb.” She describes what all of 
us have probably experienced: “When you’re talking to doctors, 
quite frequently, you don’t really take anything in.” Owens, how-
ever, was able to take accurate information to her mother and “go 
over it again and again with her later.”

Owens knew where to look for high-quality information be-
cause she was already part of the Cochrane Collaboration. But 
who put this information together? What motivates them, and 
what challenges do they face? Above all – this is the fundamental 
Cochrane question – is there good evidence that the healthcare 
advice we’re getting is likely to help and not harm?

Try taking that question for a test drive. See how it makes you 
think about your doctor’s next recommendation for a treatment, 
a screening test, or a vaccine.

False Hope

On October 14, 1993, the day before the Cochrane Collaboration 
held its inaugural meeting in Oxford, a meeting of a diff erent 
sort was held across the Atlantic Ocean, in Washington, DC. 
A busload of 70 women had driven the 260-or-so miles from 
Durham, North Carolina, to Capitol Hill to meet with mem-
bers of Congress. Th ey went to argue that President Clinton’s 
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healthcare reforms should include paying for expensive treat-
ments for people enrolled in clinical trials. Th ese weren’t just any 
women. Every single one of them had received a controversial 
breast cancer treatment called high-dose chemotherapy with au-
tologous bone marrow transplantation (HDC/ABMT), which 
could cost between $100,000 and $200,000 per patient.

Th ese women were foot soldiers in the war on cancer, sur-
vivors of the second most deadly cancer for women, and they 
believed that HDC/ABMT had saved their lives. So they made 
the pilgrimage to Washington to meet the lawmakers and to act 
as living testimony to ensure that no woman with breast cancer 
would be denied access to this treatment.

Th ere was, however, one problem: Th ere was no credible sci-
entifi c evidence that HDC/ABMT was better than, or even as 
eff ective as, conventional treatment. Th ere were suggestions that 
it could even be worse, making more women suff er and die than 
those treated conventionally.

The breast cancer community was deeply divided on this 
treatment. Some women, swayed by the testimonials of survivors, 
demanded that the treatment be available to all. Th ere were many 
vested interests behind this lobbying effort: the lawyers who 
represented breast cancer suff erers, the drug companies who sold 
the treatment, the physicians who staked their reputations on it, 
and the patient advocates who were convinced that the treatment 
gave them a second chance; that it had saved their lives.

Other advocates said that the procedure shouldn’t be off ered 
outside of randomized controlled trials (RCTs) and that, with-
out reliable science behind the procedure, no one could be sure if 
women were being helped instead of harmed.

An RCT is considered the gold standard of reliable evidence. 
Did the HDC/ABMT extend and improve the lives of women 
with breast cancer or not? Th e best way to determine this uses a 
control group, which can help reduce bias and the likelihood that 
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there might be other factors infl uencing the outcome. An RCT 
reduces bias by assigning patients at random either to a treatment 
group or to a comparison group, with neither patients nor study 
offi  cials knowing who will get what before the allocation is made.

One of those pushing for RCTs was Kay Dickersin, an epi-
demiologist from Baltimore, and a breast cancer survivor herself, 
who made an impassioned plea for “science-based, evidence-based 
medicine.”5 

Dickersin was a founding member of the National Breast 
Cancer Coalition (NBCC), formed in 1991, which considers 
itself a strongly evidence-based organization. Dickersin wasn’t 
considering the treatment for herself. As someone who had stud-
ied clinical trials, she was there at the table when the NBCC was 
grappling with the issue of HDC/ABMT, as well as mammog-
raphy, and trying to decide what position the organization should 
take.

It was not at all clear whether HDT/ABMT represented an 
overall benefi t for women, despite how strongly and how vocally 
women said they wanted access to it. Dickersin emphasized that 
there are many ways to bias science, and that it was outrageous 
to promote such a treatment without sound evidence that it was 
improving the lives of women exposed to it.

She was right to be skeptical. And her demands that the pro-
cedure be studied in a rigorous trial were eventually satisfi ed. By 
the time HDC/ABMT was defi nitively studied and evaluated, 
six years had passed. Somewhere between 23,000 and 40,000 
women had received this treatment, costing US taxpayers and 
private citizens several billion dollars. Th e evidence was defi nitive, 
and damning. It showed that women given HDC/ABMT fared 
considerably worse than those on conventional therapy. It was 
found to seriously impair those patients’ quality of life, as well as 
increasing their risk of death.

The book that documents this debacle, False Hope: Bone 
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Marrow Transplantation for Breast Cancer6, details the story of 
how both physicians’ and patients’ enthusiasm for new treat-
ments, bolstered by captivating media stories of survival, con-
sumer advocacy, legal challenges, and even fraudulent science, all 
conspired against amassing the evidence. And women paid, suf-
fered, and died because of it.

Too Many Cautionary Tales Unheeded

Kay Dickersin called the HDC/ABMT fi asco “a cautionary tale 
of what happens when our hopes for a medical breakthrough lead 
us to press for access to it too soon.” She has seen many similar 
tales unfold over the years. Dickersin is currently Director of 
the Center for Clinical Trials at the Johns Hopkins Bloomberg 
School of Public Health and Director of the US Cochrane 
Center. As one of the American founders of the Cochrane 
Collaboration, she is undoubtedly one of the most avid promot-
ers of evidence-based health care (EBHC) in the USA.

At its heart, EBHC is simple. In Dickersin’s words, EBHC 
is “healthcare practice that is based on integrating knowledge 
gained from the best available research evidence, clinical exper-
tise, and patients’ values and circumstances.” To her, EBHC is not 
just some kind of medical nonsense jargon; it is “one of the most 
important milestones in the history of medicine.”

In 2007, in a special issue of the British Medical Journal (BMJ) 
looking at medical milestones since 1840 (when the BMJ began 
publishing), she and two colleagues consider what seems an ob-
vious question: “It is curious, even shocking, that the adjective 
‘evidence-based’ is needed. Th e public must wonder on what basis 
medical decisions are made otherwise. Is it intuition? Magic?”7 

Th ey go on to note that without an “evidence base” for medicine, 
none of the BMJ’s 14 other noteworthy milestones, includ-
ing antibiotics, vaccinations, and anesthesia, would have been 
achieved.
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Dickersin and her colleagues then invite readers into a 
thought experiment: What would a world without EBHC look 
like? Th ey provide some examples:

• many more women with early breast cancer getting total 
breast removal instead of choosing the less-invasive lump-
ectomy and radiation

• many more premature babies dying because women didn’t 
get a simple corticosteroid treatment while in labor

• more women getting HDC/ABMT and dying earlier.
When facing an illness, I think, most of us hope that things 

will get better; that the health care we receive will help us to 
recover and live well until we are old. But merely hoping that a 
treatment will work is not a viable strategy. We also have to ask 
for proof that healthcare treatment off ered is likely to confer 
benefi t and not harm.

People like Dickersin, who have contributed to the Cochrane 
Collaboration’s many achievements, have seen the devastation 
that results from false hope. Rather than make them despair, 
some fi nd that it motivates them to do more: to seek out, to ana-
lyze, and sometimes to demand high-quality research. Dickersin 
is among those constantly challenging physicians and patients to 
become active questioners, always asking, “Is there good evidence 
for this practice?”

Ubiquitously Pink

If you’ve spent any time in the USA, Canada or the United 
Kingdom during October, then you’ve probably noticed the 
ubiquitous pinkness. People wear pink ribbons on their clothes 
and their cars; pink ribbons are on many products in stores; you 
can buy pink buckets of Kentucky Fried Chicken, and even see 
American football players wearing pink gloves. On the fi rst day 
of October, one of the most famous buildings in the USA, the 
White House, becomes the Pink House, signaling the beginning 
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of the annual Breast Cancer Awareness Month. A consortium of 
cancer agencies and breast cancer advocates have branded the en-
tire month pink as a way to raise awareness and money.

While it is easy to be cynical about such corporate-backed 
campaigns (one critic sniped that “breast cancer has become a 
product, not just a disease”8), one of the most important mes-
sages that comes with all the pinkifi cation is that women must 
be vigilant about their breast health and submit to routine mam-
mography screening.

Mammography screening uses X-rays to fi nd tumors in the 
breasts. It is recommended annually or semi-annually for women 
after the age of 40 or 50. (Th e optimal age to start depends on 
whom you ask.) Th ere have been breast cancer screening pro-
grams in place in nations around the world for decades, but what 
there hasn’t been is good evidence that mammography screening 
programs actually save lives.

We believe that they save lives. We are told by infl uential or-
ganizations including the American Cancer Society (ACS) that 
screening is the right thing to do. Th e ACS used to run adver-
tisements in magazines targeting women 35 and older with the 
slogan, “If you haven’t had a mammogram, you need more than 
your breasts examined,”9 implying that avoiding mammography 
screening meant you were crazy.

Medical screening for many varieties of disease is popular 
in the USA, yet no screening program is bigger, more widely 
promoted, and perhaps more controversial than the screen-
ing program that focuses on women’s breasts. Th e notoriety of 
mammography is understandable in light of the toll taken by the 
disease. After lung cancer, it is the most common type of cancer 
death for women in the USA.

Like those advocating for HDC/ABMT, thousands of en-
thusiastic survivors in the USA advocate breast cancer aware-
ness, many saying that they owe their lives to mammography. 
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According to BreastCancer.org, “as of Jan. 1, 2009, there were 
about 2,747,459 women alive in the United States with a history 
of breast cancer,” a fi gure that includes women being treated and 
women who have had cancer and are now disease-free.10 

Many women who have gone through breast cancer have 
come out the other side transformed into foot soldiers in the War 
on Cancer, spreading the message that women must be vigilant 
and get early and frequent mammography screening if they want 
to save their own lives.

Kay Dickersin is one of those nearly three million American 
breast cancer survivors, but she’s unlikely to wear pink and make 
appeals to her friends to get mammograms to save their lives. She 
has seen far too many women enthusiastically endorse procedures 
and treatments that, when better studied, were proven harmful. 
Apart from the muscle of a lobby that can turn the White House 
into the Pink House, there is the Cochrane Collaboration, con-
tinually (some might say tirelessly) asking for the evidence.

Mammography is a procedure that millions of otherwise 
healthy women submit to every year. Kay Dickersin said, 
“Cochrane has kept on the radar screen the fact that mammog-
raphy, even if it works, isn’t a great method for detecting early 
breast cancer or for preventing death, that there’s overdiagnosis, 
and that people are treated who don’t need to be treated.” And in 
addition, it’s “a huge source of income and expenditure” – money 
that, in the absence of proof that screening programs save lives, 
might be better employed.

As someone who has been through breast cancer treatment, 
Dickersin is aware of its serious and life-altering consequences. 
But she also thinks of the big picture. Mammography is only one 
type of medical screening of many being promoted to the general 
public. Th at makes her ask, “Th ere are more and more screening 
tests, so what are we going to do? Are we going to keep adding 
them on? Or are we going to think about what sort of impact 
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they have on health? It’s not just a matter of are they accurate or 
not, but do they prevent death? Or do they prevent serious conse-
quences?” She and her colleagues in the Cochrane Collaboration 
have helped to spark much-needed public conversation in the 
fl ood of pinkifi ed breast cancer awareness campaigning every 
October.

The evidence around mammography is accumulating. The 
picture has changed from one in which mammography screening 
was believed to be an enormous lifesaver to one of a program in 
which about 2,000 women over age 50 would need to be screened 
for ten years to prevent only one from dying from breast cancer. 
At the same time, ten completely healthy women out of those 
2,000 would be diagnosed and treated unnecessarily. Th ese un-
necessary treatments can be harmful.

Even as the world gets a clearer understanding of the limita-
tions of mammography, there are those, such as Peter Gøtzsche, 
a Danish researcher and the director of the Nordic Cochrane 
Centre, who think we need to go further.11 

He has been researching mammography for more than a dec-
ade, and at fi rst his suggestions regarding the overdiagnosis of 
breast cancer were considered wildly over the top. But now they 
have gone mainstream.

Reduce Risk by Halting Screening

Gøtzsche’s 2011 article in the Canadian Medical Association 
Journal12 contains an assertion that some find impossible to 
believe; provocative even, although it is likely true: “The best 
method we have to reduce the risk of breast cancer is to stop the 
screening program.” For such a strong assertion, of course, care-
ful collection of evidence is necessary. He and his colleagues have 
scrupulously gathered it.

While the controversy has been building for years, Gøtzsche’s 
article was, up to that point, perhaps the strongest argument 
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against mammography screening ever seen in the pages of a 
prominent medical journal. In the commentary, Gøtzsche says 
that the key problem with breast cancer screening is overdiagno-
sis – which is to say, sometimes what might appear to be a deadly 
cancer isn’t.

Slight lesions in the milk ducts in a woman’s breasts may 
look like cancer. When discovered on a mammogram, a cascade 
begins: depression, anxiety, biopsies, surgery, radiotherapy and 
drugs – even if the lesions would never have gone on to hurt the 
woman.

Gøtzsche was once called the “Cochrane Collaboration’s 
Doberman.”13 Th at’s a reasonably accurate moniker, especially in 
contrast to the packs braying the benefi ts of mammography every 
October. Gøtzsche is a dog that likes to bark – and occasionally 
bite.

He never really intended to become a world authority on 
the evidence behind mammography. “I didn’t have any interest 
in mammography screening and I didn’t know anything about 
it until I was asked in 1999 to review the trials for the Danish 
Board of Health. Th is was because there had been a Swedish 
study that couldn’t see any eff ect of mammography screening 
in Sweden, which was one of the fi rst countries to start mam-
mography screening. So we did this report in just four weeks and 
concluded that it was doubtful whether it worked and it might do 
more harm than good.” Th at fi nding got his attention, especially 
at a time when breast cancer screening programs were ramping 
up all over the world.

Gøtzsche continues: “Th en we were asked to do a more de-
tailed review ... and we even got funded for doing a Cochrane re-
view.” For him, “the interesting thing is that what we still say about 
mammography screening today, 12 years later, but with much 
more data, is that the benefi t is small – much [smaller] than what 
has been claimed – and there is a lot of over-diagnosis.” He is 
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unequivocal in his thoughts about mammography, saying it “con-
verts a lot of healthy women into cancer patients unnecessarily.”

Gøtzsche’s willingness to challenge the authorities of his day 
and to demand better evidence for screening might suggest that 
asking hard questions about any healthcare procedure can be 
benefi cial to patients. Accordingly, he is also highly critical of the 
PSA test, a blood screening test to determine the likelihood that 
a man has prostate cancer.

Th e PSA test has been widely promoted for many years, but 
systematic reviews clearly document evidence for risk of harm 
because of over-diagnosis. In 2012, the United States Preventive 
Services Task Force, a large independent body that advises on 
screening, said that the PSA test is no longer recommended for 
healthy men in the United States.14 Canada came to the same 
conclusion in 2014. Gøtzsche is pretty firm about what that 
means for him: “No one comes near my prostate.”

Why? Gøtzsche says, “Th e harms are so tremendous, and it’s 
a biological fact that people at my age have cancer in their body 
and that cancer fortunately is usually very benign. It disappears 
again. Th e body takes care of it or it grows so slowly it doesn’t 
matter. I believe this is what has made mammography screening 
so controversial.”

He stresses that looking for harms from over-diagnosis and 
over-treatment is important because other research might dis-
count those things. He said, “We were actually the fi rst ones, I 
think, who demonstrated it in an analysis back in 2000, and it 
has been pretty much ignored by screening advocates ever since.”

Over the years, he says, other research has used diff erent sta-
tistical models claiming that the over-diagnosis rate was pretty 
small. He said, “Th ere have been a lot of battles and there are lots 
of vested interests here, which people don’t usually think about. 
Th ere are lots of careers … lots of money involved, and there are, 
of course, the beliefs that we do something good.”
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Gøtzsche’s reviews on screening’s limitations have found that 
the “level of over-diagnosis is about 50 per cent in those countries 
that have organized screening programs.”

He didn’t shy away from the controversy in his editorial in the 
CMAJ, saying, “If screening had been a drug, it would have been 
withdrawn from the market.” Th e article ends with a challenge 
wrapped up in a provocative question: “Which country will be 
fi rst to stop mammography screening?”

This is an important question on two fronts: the benefit/
harm implications for patients and the fi nancial costs to patients 
and national health systems. Th e sheer fi nancial impact of mam-
mography is undeniable. In the USA, it is estimated that biennial 
mammography screening might cost US$4 billion a year. But the 
real expense is in all that happens afterwards. Th e price tag for all 
the follow-up biopsies triggered by false-positive mammograms 
has been estimated at between US$14 billion and $70 billion 
annually.15

Th e impact, then, of Gøtzsche’s reviews of mammography 
could be huge to the sustainability of health systems. As coun-
tries including China, Brazil and India continue to develop, the 
growing middle classes around the world will start demanding 
access to medical advances that people in the industrialized world 
have had for years, including programs such as mammography 
screening. Gøtzsche’s Cochrane reviews have the potential to af-
fect policy decisions on breast cancer screening for hundreds of 
millions of women at a time when there is a massive push to off er 
these technologies to women in developing countries.

Gøtzsche is one of the Collaboration’s most outspoken dis-
sidents, but he’s not the only one. Th ere are tens of thousands 
of people involved in the Cochrane Collaboration all over the 
globe, from many diff erent walks of life. Th ey are providers of 
health care (doctors, nurses, physiotherapists and anesthetists, 
to name but a few), researchers, scientists, university professors, 
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statisticians, economists and (most importantly) people who need 
eff ective health care, such as you and I.

Many of the people in this incredibly diverse group have ex-
perienced that “aha” moment and said, “Th ere is a problem here, 
but maybe I can make a diff erence.”

When I asked Gøtzsche, one of the Collaboration’s found-
ing members, why he chose to be involved in creating systematic 
reviews of healthcare interventions, I thought it was a simple 
question. He explained that his career trajectory originally would 
have led him to become a professor of internal medicine. Th en 
the Cochrane Collaboration started. Within four years, Gøtzsche 
had stopped seeing patients.

Th e tall, hearty Dane is less fearful of speaking his mind than 
probably anyone I have yet met – in or outside the Collaboration. 
He did not hesitate to pinpoint his own “aha” moment: “I realized 
that, as a doctor, I could treat one patient at a time, but by doing 
a review with the Collaboration, I could treat tens of thousands 
of patients at a time.”

It’s a lesson that members of the Collaboration around the 
world keep relearning: by collaborating with others, seeking high-
quality evidence, critically examining it, and then making it wide-
ly available, you can multiply the eff ects of your eff ort thousands 
of times, and perhaps for billions of people.
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TWO

Iain Chalmers, 
Archie Cochrane, and 

the Jibe That Changed Everything

“It changed my life.” 16

— Sir Iain Chalmers

WHO HASN’T experienced things that altered the course of their 
life? A large tree falls into a stream, and suddenly the water chan-
ges direction. Haven’t we all had those moments that interrupt 
life’s course and send us off  in a diff erent arc?

I have often heard people involved in the Cochrane 
Collaboration say, “It changed my life.” Sometimes, the “it” refers 



18 •     Alan  Casse l s  

to a chance meeting or a lecture, a conversation, or even a jibe. For 
many over the last 20 years, the “it” is the Collaboration itself.

Iain Chalmers introduces himself humbly and simply, as “one 
of the co-founders of the Cochrane Collaboration,” as well as “for 
ten years (1992 to 2002), director of the fi rst Cochrane Centre, 
here in Oxford.”17

Know What’s Good

When he says, “It changed my life,” he’s referring to a slim green 
book written by Archie Cochrane and published in 1972. It is 
entitled Eff ectiveness and Effi  ciency: Random Refl ections on Health 
Services18. Archie was both a physician and an epidemiologist 
– someone who studies the patterns and causes and eff ects of 
diseases and interventions. His dual interest – in the wellbeing 
of communities as well as in the care of individuals – does not 
make him a particularly unique fi gure, but the words in that book 
and the sentiment it carried arrived at possibly a seminal time in 
history. Th ere were some action-oriented people clearly ready to 
receive them.

People like Iain Chalmers, who think deeply about the basis 
of health care, are really philosophers at heart – epistemologists 
to be exact. Epistemologists ask how one can know if something 
is true. Are there valid ways to distinguish truth from opinion? 
What measures should we use to distinguish truths from false-
hoods? After all, in medicine, if you can’t separate what’s reliably 
proven and probably true from what’s not proven and possibly 
false, then you can never be sure if the health care you’re provid-
ing will help and not harm.

Cochrane’s Eff ectiveness and Effi  ciency became an infl uential 
bestseller and clearly had a transformative eff ect on many people. 
It asserted that randomized trials are among the least biased ways 
to identify which health services are likely to do more good than 
harm.
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Some types of research are likely to be more reliable than 
others, especially ones in which groups of similar patients are 
randomly allocated to competing treatments, in ways that can 
reduce bias. Archie may be best known for thinking and writing 
about randomization, but how he carried out his own research 
reveals much about his character. To engage in epidemiology, you 
need a population of patients – the larger the better – and you 
need a particular disease. Th e population must have that disease.

As his research population, Archie looked to coal miners in 
South Wales. He categorized the types of lung disease that coal 
miners frequently get from breathing coal dust and tracked how 
dust exposure related to disability. Th is is the kind of research 
that takes a lot of time, because it can take many years of expos-
ure to develop disease, as it does for smoking and lung cancer, for 
example. Good quality epidemiologic research depends on being 
meticulous, keeping exact records, monitoring closely, and doing 
whatever it takes to keep in contact with the people in your study 
so that you can follow up with them.

If you can’t maintain contact with the people in the popula-
tion you are studying, then you won’t know how they fared over 
time – if they improved or got worse because of an intervention – 
and that would be a tragic loss of meaning and power. Almost the 
number-one mission in epidemiology is that you must follow up. 
Th e tragedy of having too many missing people in the course of a 
trial is that you’ll never know what the full jigsaw puzzle is sup-
posed to look like. Missing data are abhorrent to epidemiologic 
research because their absence compromises the whole picture.

Archie Cochrane was noted for his exceptional follow-up. 
His studies tracked and re-surveyed miners sometimes 20 or 30 
years after the beginning of the study (which nowadays is rare; 
many studies might last 2 or 3 or 5 years at most). Iain Chalmers 
wrote that Archie’s success in tracking patients followed from his 
employing disabled miners to help him with the data collection at 
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a time when that job was usually left to professional researchers. 
Th is alone might have been his key to such fabulous follow-up 
rates. After all, if you’re a miner, whom do you trust to take down 
your story accurately: one of your own, or some nerd from the 
university?

In the introduction to his little green book, Cochrane recalls 
an incident in the 1930s, when he was a medical student at-
tending a rally in a London suburb. Th e subject of the demon-
stration was the establishment of a National Health Service in 
the UK, and young Archie, an independent thinker who admit-
tedly had diffi  culty fi tting into organizations, chose to scrawl out 
his own slogan on a banner:

“All eff ective care must be free.”
While he later declared his “adolescent inspiration” a “fl op” 

(he sardonically noted that the one person who read his banner 
accused him of being a Trotskyite), it captures the heart of his 
conception of health care. At the time, the world was in a global 
economic depression. Poverty and unemployment were rife in his 
country, and he admits that he was “emotionally biased in favour 
of the idea of an NHS.” Even though Cochrane’s wealthy Scottish 
tweed-making family left him with a reasonable inheritance, he 
was acutely aware of the world’s inequalities and wrote that his 
thoughts were infl uenced by the “social injustices I saw in the 
1930s.”19 

Th e yearning for a national health service in any nation arises 
from its collective will and humanity. It is driven by the idea that 
people deserve equitable access to health care, regardless of their 
ability to pay for it. But, as Archie Cochrane understood deeply, 
for universal health care to be a reality, governments would have 
to use their limited resources wisely to pay for healthcare services 
that are eff ective.

One might say that the operative word in Archie Cochrane’s 
youthful slogan is not “free” but “eff ective.” Indeed, the slogan 
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could be re-stated as “All free care must be eff ective.” Anyone de-
signing a healthcare system for all must work hard to determine 
what can be considered eff ective.

Yet, how does one determine eff ectiveness in health care? Do 
you take advice from experts? What happens when the experts 
themselves disagree about ways to treat and prevent health prob-
lems? Iain Chalmers writes that, as a young doctor, he felt ill-
equipped to assess confl icting opinions of senior doctors. In his 
understated way, Chalmers said that Cochrane’s book “introduced 
me in an evening to the notion that research might be helpful in 
assessing who was most likely to be right.”20

Perhaps the most important question that one could draw 
from Cochrane’s book is what one could call “the Cochrane 
Question”:

“How can we have a rational health service if we don’t know 
which of the things being done in it are useful and which are use-
less or possibly even harmful?”

Randomization and good, methodical record-keeping are 
important to help determine which therapies are likely to be ef-
fective. Archie Cochrane demonstrated, in the desperation of his 
incarceration in a German prisoner-of-war (POW) camp, that 
even when no eff ective care was available, the least that physicians 
could do was to treat patients with humanity and dignity. Even 
holding a dying patient in his arms when no medicine or other 
help was available would pass the test of providing humane and 
“eff ective” care.

People Often Get Better on Their Own

Most people would assume that Archie Cochrane must have 
been a great man. By his own account, he “didn’t do too badly.” 
He was an honest and resourceful physician who led ground-
breaking work in epidemiology and health services research. He 
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survived grueling conditions in the battlefi elds of Spain during 
the Spanish Civil War and in several German POW camps.

Recounting his days as a POW, stuck in a camp at Salonika, 
Cochrane had virtually nothing with which to treat the illness all 
around him – typhoid, diphtheria, and jaundice. Here he was, a 
single doctor with little medicine and surrounded by illness. He 
once asked the German doctor for more medical help: in particu-
lar, more doctors to treat the POWs. Th e German replied, “Nein. 
Ärtze sind überfl üssig.” (“No. Doctors are superfl uous.”)

Later, he wrote, “I wondered if he was wise or cruel. He was 
certainly right.”21

Doctors are superfl uous? How can that be so? It’s probably 
because of one simple but often-forgotten fact about illness: a 
good number of patients who get sick also get well on their own, 
with little or no medical help. Cochrane found that, despite the 
POWs’ dire living conditions, few died.

In a camp of 20,000 prisoners, he expected hundreds to die 
of diphtheria, as there were no specifi c medicines for them. Yet, 
in the six months he was in Salonika, there were only four deaths 
under his care, three of them by German gunshot wounds. In his 
characteristic self-deprecating way, he admitted that, “this excel-
lent result had, of course, nothing to do with the therapy they 
received or my clinical skill.” He added that his situation “demon-
strated very clearly, on the other hand, the relative unimportance 
of therapy in comparison with the recuperative power of the hu-
man body.”

What Cochrane admitted that he most lacked in the POW 
camps was knowledge on what to do with all the various forms 
of sickness around him. He would have gladly sacrifi ced his “free-
dom for a little knowledge.”22 Since he had neither, he was driven 
by circumstance to test simple ways to help his fellow inmates. 
Many of the prisoners were suff ering from a form of very painful 
pitting edema, or swelling above the knees. He had the condition 
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himself and wondered what kind of nutritional defi ciency could 
be causing it.

Cochrane recalled the experiment of his own hero, James 
Lind, a surgeon in Britain’s Royal Navy who conducted a simple 
controlled trial in 1747 to determine the best way to treat scurvy 
in Royal Navy sailors. Archie Cochrane reasoned that perhaps 
the prisoners’ pitting edema was caused by a vitamin defi ciency, 
so he set up a trial.

He selected 20 prisoners with pitting edema, gave each of 
them a number, and assigned those with odd numbers to a ward 
where each of them received two spoonfuls of yeast daily. Th ose 
with even numbers went to a ward where each received a tablet 
of Vitamin C every day. Admitting it was a crude experiment, he 
still found what worked: Th e patients on the yeast began to heal. 
With this answer, he asked the German authorities to supply the 
camp with yeast to help treat his patients. Surprisingly, they did.

Perhaps doctors might have been merely superfl uous, but at 
the same time, they might also have been harming their patients. 
Cochrane wrote that his second POW experience, in Elsterhorst, 
found him in better-equipped conditions but with many prison-
ers suff ering greatly from tuberculosis. It was a desperate situa-
tion, and he reported, “there was no real evidence that anything 
we had to off er had any eff ect on tuberculosis, and I was afraid 
that I shortened the lives of some of my friends by unnecessary 
intervention.”

Th is kind of admission, no doubt, can be the tree that falls 
into one’s stream, causing the course of one’s life to change in un-
expected ways.

Doctors are trained to save lives; to apply their knowledge 
and experience as best they can to save their patients. Th ey might 
take an oath to do no harm, but they must know that any drug 
with benefi cial eff ects can also have harmful eff ects. When things 
line up, with a mixture of luck and science, doctors can save lives 



24 •     Alan  Casse l s  

and make lives worth living. When they don’t, doctors may not 
only fail to help, but they may also harm their patients. Archie 
Cochrane demonstrated that when neither luck nor science is on 
your side, a physician can provide a bit of humanity and dignity, 
even when it won’t change the eventual outcome.

After the war, Cochrane started carrying out his research with 
the Welsh miners and proselytizing about randomization and 
the importance of properly designed trials to assess the eff ects of 
treatments. When there is genuine uncertainty about the eff ects 
of a treatment, using it would be considered unethical. He also 
did something that was perhaps as dangerous as trying to practice 
medicine in a German POW camp: he challenged his profession 
to do better.

Cochrane’s Jibe

When Iain Chalmers read Archie Cochrane’s masterpiece, he said 
it changed his life, calling Eff ectiveness and Effi  ciency a “compass in 
the jungle.” It’s that one book that he said inspired him to create 
what would, 20 years later, become the foundation for the inter-
national Cochrane Collaboration.

I’d call Chalmers a driven “truth seeker.” He knows that people 
– and even highly intelligent people, the kind that you would 
fi nd as doctors and medical specialists – can be misled by biases 
and the play of chance. Because of this, one has to be strenuous 
– some might say obsessive – in avoiding biases of all stripes, be-
cause if physicians are misled, then patients may be harmed.

Chalmers admitted that, after medical school, he wasn’t prop-
erly equipped to decide what to do when confl icting opinions 
were presented. Referring to his early experiences in medicine, 
he said, “I didn’t know how to go about judging who was right. 
My training at medical school hadn’t left me with any tools with 
which to investigate that dilemma.”23

His exposure to Archie Cochrane’s ideas was a lifesaver, 
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especially the fact that Cochrane “went on to actually indicate 
where one might start to fi nd the answers.” When faced with 
many opinions, said Chalmers, you have to remember that “not 
all opinions are equal. Some are supported by mediocre research. 
Some are based on rigorous research.” Randomized trials, for 
Chalmers, represented a way to navigate around “confl icting and 
incompatible clinical opinions about how to practice.” He began 
looking for trial reports in his fi eld of interest, obstetrics.

He started in the mid-70s, “right about 1974,” said Chalmers, 
and “I decided we needed to look systematically for these studies 
because you couldn’t at that time fi nd them easily through the 
bibliographic databases. You had to look for them by hand.”

He was also growing interested in the new fi eld of meta-an-
alysis, which he describes as “analyzing similar studies together so 
that one could start to address the way you can be misled by the 
play of chance.”

As Chalmers and his colleagues were searching in earnest 
for controlled trials in perinatal medicine, he also outlined how 
to carry out a systematic review of such trials. Two years later, 
the World Health Organization and the Department of Health 
in England began to fund the National Perinatal Epidemiology 
Unit, in Oxford. Chalmers was asked to direct it. Th e goal: to as-
semble a register of controlled trials in perinatal medicine.

When I asked him about this time, he said that his work was 
gaining momentum, but he pointed to the challenge set forth 
by Archie Cochrane and his book, which he called “the basis for 
the Cochrane Collaboration.” It was, he said with characteristic 
modesty, “quite a good challenge for us to actually get on and do 
something about it.”

While Archie Cochrane’s slim 1972 book changed the life of 
Iain Chalmers, his 1979 jibe ended up changing everything. Here 
is what Iain Chalmers once euphemistically called “Cochrane’s 
Jibe”:
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“It is surely a great criticism of our profession that we have not 
organised a critical summary, by specialty or subspecialty, adapted 
periodically, of all relevant randomised controlled trials.”24

Chalmers wrote that “a few years after [Cochrane’s] death, this 
[ jibe] proved to be the rallying point that led to the creation of 
the Cochrane Collaboration.”25

Let me paraphrase Cochrane’s jibe: He and his colleagues 
(doctors, and perhaps all health professionals) deserved to be 
roundly criticized for not doing something so simple and so ne-
cessary, that they should be ashamed of themselves for not doing 
it: organizing sets of critical summaries of the best evidence of 
the eff ects of the various health interventions, and keeping those 
summaries current.

Th ere was simply no puncturing this astute observation. Even 
in the debates that followed, the fi erce criticisms of evidence-
based medicine and the disparagements thrown at the Cochrane 
Collaboration, no one, as far as I can tell, has come up with any-
thing that eff ectively counters Archie Cochrane’s jibe. Th e infer-
ence of this is that, without high-quality evidence, the basis for 
the health care being off ered to patients remains uncertain.

A jibe is defi ned as an insulting or mocking remark, a taunt. 
Th ere are few ways to respond to one: Ignore it, or take the criti-
cism to heart. Maybe Cochrane’s jibe wouldn’t have had the eff ect 
that it did had Cochrane not isolated a specialty that was particu-
larly bad at evidence-based care. But to make his jibe even more 
piquant, Cochrane picked on Iain Chalmers’ specialty, calling ob-
stetrics the “least scientifi c medical specialty.”

From Wooden Spoon to “Real Milestone”

Cochrane awarded obstetrics the “wooden spoon,” an award 
which showed his University of Cambridge roots. At Cambridge, 
the spoon was typically awarded to the person who scored the 
lowest exam marks. Th e term went on in other iterations as the 
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name for the booby prize – the thing you give to someone who 
fi nishes last.

When I was a child, getting a wooden spoon meant some-
thing diff erent. It was what a parent would use to apply corporal 
punishment, usually via a child’s backside. Getting a whack with 
a wooden spoon usually had this eff ect on you: you remembered 
acutely why you got whacked, and you vowed to yourself not to 
do that again.

Th e sentiment that obstetric medicine wasn’t very scientifi c 
– and deserved to be whacked with a wooden spoon – was some-
thing that Chalmers would likely have agreed with, even in his 
early days practising obstetrics in Cardiff .

Jan Chalmers, Iain’s wife and a nurse, recalled, “I think … this 
[all] started in the maternity hospital.26 Women were coming to 
the clinics and they were all being weighed every time they came. 
Th ey were all having their blood pressure taken every time they 
came. And each woman that came had to undergo the program 
of the doctor she was seeing. And [Iain] suddenly felt all these 
consultants are giving these women diff erent regimes. Which one 
is right? Th ey can’t all be right! I mean they can’t all be wrong 
either. So that was when he became interested in why we subject 
people to all these diff erent treatments.” Th is experience, she said, 
stoked Chalmers’ interest in the fi eld of determining what was 
most likely right.

Iain Chalmers said that Archie Cochrane was “particularly 
annoyed that there had been quite massive changes in obstetrics 
and gynecology policy based on very threadbare evidence.” Th at 
was also refl ected in what he was seeing in the way pregnancy 
and childbirth were becoming increasingly medicalized. He said 
that there was a growing “public unease about the nature of the 
maternity services in this country, with high intervention rates, 
growing cesarean section use, and induction of labor.” Th e idea of  
“daylight deliveries” was taking hold, where, in Chalmers’ words, 
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“everyone could do a nine-to-fi ve job as long as they induced labor 
at 9:00 a.m. and could fi nish their day at 5:00.”

Wooden spoon indeed.

Authority Challenged Over 

Ludicrous, Arbitrary Care

Another researcher who was perhaps even more appalled at the 
state of maternity care, and who saw an urgent need for change, 
was Murray Enkin, a Canadian obstetrician. When Enkin discov-
ered Chalmers’ work, it was as if a tree had fallen into his creek 
and changed the course of his life. He told me that he had been 
railing against the barbaric practices of obstetric care (largely un-
successfully) for nearly 30 years when he met Chalmers.

Murray Enkin is almost 20 years older than Chalmers. 
Luckily for me, he and his wife Eleanor live near my house in 
Victoria, Canada. I spoke with him in April of 2012, as he was 
unpacking boxes after his recent move from Toronto. I asked him 
what it was like doing obstetric care 60 years ago (he graduated 
from University of Toronto medical school in 1947). He got a 
little riled when he spoke of it.

He told me, “Unless you were actually there, you can’t really 
believe what obstetrics was like. A woman went to the hospital 
to have her baby, and as soon as she entered the hospital, she 
ceased to be a woman. She became a patient, put into a wheel-
chair, separated from her clothes, separated from any of her 
support people, her husband, or anything else, wheeled upstairs, 
and almost immediately given a narcotic – maybe morphine, or 
pethidine, or perhaps the most popular was heroin, and a barbit-
urate sedative, or paraldehyde and hyoscine as an amnesic. And 
she became screaming and demented. I mean, the sounds in a 
labor room were very similar to what you would expect in a tor-
ture chamber. And when she became fully dilated, she was put to 
sleep with chloroform or ether, and the baby was pulled out. And 
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we had all sorts of ways of resuscitating babies with hot and cold 
baths to stimulate the breathing and so on.”27

He waved his hand in a manner of a man who has seen it all. 
“I mean, that was the whole thing of it. And you couldn’t ques-
tion it because that’s the way it was done. It just seemed so ter-
ribly wrong to me.”

Enkin remembers the day he met Iain Chalmers. He was at 
a Maternity Center Association conference in 1978. He said, “I 
think it was their 60th anniversary, and they had a conference in 
Harriman, New York – an invitational conference. And they were 
almost all Americans there. As far as I can recall, I was the only 
Canadian invited.”

One of the first lectures was by this British guy I’d never 
heard of named Iain Chalmers. And I was just absolutely wowed. 
He was bringing out ideas that resonated so much with what I 
believed, especially the uselessness of some of the obstetric rou-
tines of the day. And he had a book with him called Benefi ts and 
Hazards of the New Obstetrics.28 It was hot off  the press. And I 
said, ‘Can I … read it?’ And he said, ‘Well, I got the only copy 
that’s available. You can have it for tonight.’”

Enkin continued, growing more animated as he told his tale: 
“So, I stayed up all night reading it, and in the morning I was 
totally hooked.” Th e next morning, he phoned his wife, Eleanor, 
in Hamilton, and said to her, “Th is is the guy I’ve gotta learn 
from.” He laughed when he recalled what he said next: “I said, if I 
can get him to take me for a sabbatical, would you go to Oxford?”

Of course, Eleanor said yes, and so Enkin asked Chalmers if 
he could go to Oxford to work with him. Chalmers thought that 
was a good idea, so Eleanor and Murray headed to Oxford.

Enkin said he’s always been a bit of an iconoclast: “I started 
objecting to obstetric practices when I was still a medical student. 
And by the early ’50s, I was already very dogmatic about it.” He 
added, “I was already 20 years in practice and still pushing the 
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same tired horse. And all of a sudden, the concept of randomized 
trials and evidence came out.”

He said that the science, specifi cally proper trials, needed to 
be employed to challenge the “ludicrous” authority and arbitrary 
nature of maternity care. “It was very good for beating down au-
thority. I mean, for instance, all women had to have their pubic 
hair shaved when they had a baby? Th e trials showed that this 
increased infection. Enemas were another example. You had to 
give the woman an enema? It was crazy. But you had to do a trial 
showing that those things didn’t work.”

Armchair historians often trivialize history by pointing to 
single events that change its course. History’s more complicated 
than that. But in this light, even though Chalmers and others in 
many fi elds were doing what Cochrane said needed to be done, 
Cochrane’s jibe might have altered the course of history. It cer-
tainly fi red up the motivation of Chalmers, Enkin, and colleagues 
to lay the groundwork to come up with an answer to it.

Rooting Out Bias the Hard Way

It wasn’t only Chalmers’ fi eld of perinatal medicine that was infl u-
enced by Cochrane’s jibe. Other fi elds, particularly those focusing 
on specifi c treatments for diseases such as cancer and heart dis-
ease, were also inspired by the idea of creating critical summaries. 
Th e diff erence was a matter of scale.

Even though other researchers at the time were trying to do 
systematic reviews of specifi c treatments, Chalmers and his col-
leagues went a step further: “We were completely mad and ambi-
tious, and decided we ought to try and do it for all of our spe-
cialty, for the whole of obstetrics.” 

Enkin recalls those early pre-computer days when they were 
searching through the literature. He said that Eleanor did a lot of 
the work. “You would put a reference on an index card – we used 
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four-by-six cards – and you fi led the cards and then sorted them. 
And we devised a classifi cation scheme.” 

He explains how they tried to use MEDLINE (a database 
produced by the National Institutes of Health in the USA that 
contains journal abstracts and citations from the world’s store of 
biomedical literature), but they found “the classifi cation was com-
pletely inadequate.”

So, he explained, “We developed a new classifi cation for peri-
natal literature based on three things: the disease, the inter-
vention, and the outcome.” After developing this classifi cation 
scheme, they went forth to classify all of the literature they could 
fi nd. It was all done by hand.

There was a small corps of people doing this work but 
Chalmers, ever the networker, got a lot of help. He said, “Over the 
subsequent ten years, I suppose, we assembled a team of about 
100 people from around the world to get to grips with fi nding the 
relevant studies, taking a systematic approach to analyzing and 
systematizing the results, to come up with whatever seemed to be 
the most reliable answer for a particular question.”

One of those drawn in around this time was Kay Dickersin. 
She was a PhD student in epidemiology, in her thirties with 
two young children, when her husband decided to go to medical 
school. Th is meant moving the family to Boston, and Dickersin 
going to work. She found out that the renowned Tom Chalmers 
(see Chapter 4) was on sabbatical at the Harvard School of 
Public Health, so she went to see him to fi nd out if there was 
something she could work on with him.

Tom Chalmers was teaching a course on meta-analy-
sis, and his students in the course included John Simes and 
Alessandro Liberati, who ended up working with the Cochrane 
Collaboration. To make an interesting story exceedingly short, 
Dickersin was put in touch with Iain Chalmers to help develop 
a trials registry in the perinatal area, which was being expanded 
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to include unpublished and ongoing trials. She went to Oxford to 
write a grant proposal (which became her thesis) and the Project 
on Publication Bias in Clinical Trials was where Tom Chalmers, 
Iain Chalmers, and Kay Dickersin all started working together.

Between about 1979 and 1989 was a decade of hard-slogging 
work, mining through journals and digging through stacks of lit-
erature to fi nd trials. Th is involved an impressive worldwide sur-
vey of more than 40,000 obstetricians, pediatricians, midwives, 
and neonatal nurses around the world to try to uncover unpub-
lished studies.

As Iain Chalmers noted, it was essential to scour for research 
that didn’t make it into the medical literature, because if the un-
published studies weren’t included in the overall body of research 
that had been conducted, then “we would almost certainly be mis-
leading ourselves.”

What Iain Chalmers described as “two thunderous great 
books,” the two-volume Effective Care in Pregnancy and 
Childbirth29, co-authored with Murray Enkin and Marc Keirse, 
came out of the work done during that period. Th e essence of 
this enormous eff ort was also encapsulated into a smaller paper-
back for women because, Iain said, “we wanted them to have ac-
cess to the results of our research.”

Iain and Tom Chalmers were early proponents of trial regis-
tries. Iain agreed that it seemed mad to have to survey thousands 
of people to fi nd appropriate research. He said that the right way 
to deal with the problem is by “registration of controlled trials, 
prospectively, at inception, before their results are known.” It’s a 
theme that Iain Chalmers and others in the Collaboration have 
kept alive to this day.

Another problem that Iain and others realized early on was 
that, whenever you publish something on paper, you might as 
well write it on papyrus, because it soon becomes an out-of-date 
relic. Luckily, the personal-computer revolution was starting to 
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take off  at that time. Publishing electronically became an obvious 
and serendipitous solution to the problem of keeping things up 
to date.

Iain Chalmers’ group started publishing electronically in 1988, 
in what was initially known as the Oxford Database of Perinatal 
Trials30 and continues to be available as part of the Pregnancy and 
Childbirth module of the Cochrane Collaboration.

Challenging Authority with Good Data

As a table typically has four legs, it might be said that the 
Cochrane Collaboration rests on a four-legged foundation.

Th e American Dan Fox was the long-time president (1990 
to 2007) of the Milbank Memorial Fund, a nonprofi t group that 
tries to marry good research with health policy and practice. He 
has been an enthusiastic cheerleader for bringing evidence to the 
rescue of health policymaking in the USA and around the world. 
In summing up the early work of Iain Chalmers and colleagues, 
he wrote that four interrelated publications in obstetrics between 
1988 and 1992 have been critical in influencing both health 
policy and the way medicine is practiced:

1. Th e Oxford Database of Perinatal Trials (ODPT)
2. Eff ective Care in Pregnancy and Childbirth (ECPC)
3. A Guide to Eff ective Care in Pregnancy and Childbirth 

(GECPC)31

4. Eff ective Care of the Newborn Infant (ECNI)32

In Fox’s estimation, “Th ese publications applied and advanced 
methods that had a substantial history in the medical, biological, 
physical and social sciences.” He concluded that this four-legged 
table showed that it was feasible to organize and sustain “pro-
grams to conduct systematic reviews across an entire field of 
health care.”33

These four works not only proved the concept, but, Fox 
writes, “the publications also infl uenced subsequent advances in 
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the methodology of systematic reviews and contributed to their 
proliferation, in large measure, but not entirely, because their 
editors and many of the authors participated in organizing and 
developing the Cochrane Collaboration.”34

Th ese four accomplishments also did something else. Th ey 
made it acceptable to question the bases of healthcare decisions. 
Creating an evidence-based standard for one area of medical care 
now seems quaint, but you can’t underestimate how challenging 
this change in attitude would have been for practitioners and pa-
tients as these trials databases and systematic reviews were made 
public. In the words of Jini Hetherington, “I think for a busy clin-
ician who has been working for years dishing out treatment of 
one sort or another, completely unchallenged … and then some-
one comes along and says, ‘Hang on a minute. How do you know 
that what you’re doing isn’t doing more harm than good?’ Th at 
can feel like quite an aff ront.” 35

Iain Chalmers calls Hetherington his “closest and longest stand-
ing collaborator” and when I interviewed her she was a boundless 
source of information, inspiration and plain old gossip, having been 
with the Collaboration before it was even a glint in Iain Chalmers’ 
eye. She has an uncanny, but extremely diplomatic way to “tell it 
like it is” and some would say she’s been a good part of the glue that 
has kept the Collaboration functioning for 20 years. 

Beyond all the accolades and praise for the accomplishments 
of Iain Chalmers and his colleagues, maybe Hetherington’s words 
sum up the main thing that the Collaboration has planted in the 
ordinary person: that when it comes to their own health care a 
person needs the freedom and the opportunity to ask questions 
and to question answers. And at the very least, to say, in her 
words, “Hang on a minute.”

Perhaps one might say that the four products mentioned 
above were together a package. It was all part of Iain Chalmers’ 
response to Cochrane’s jibe.
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Th e package was rock-solid proof that what Archie Cochrane 
suggested needed to be done, could be done. With this triumph, 
Iain Chalmers said, in his understated way, that it was now “pos-
sible to conceptualize what the Cochrane Collaboration might do 
if there were suffi  cient support for it.”

A Real Milestone

For Chalmers and his colleagues who had once felt the sting of 
the wooden spoon, their decade of hard work was rewarded with 
some kind words from Archie Cochrane himself. He lived long 
enough to see this response to his jibe, in the area that he had 
once judged to be the least evidence-based. 

Archie wrote in the foreword to the 1,500-page, two-volume 
Effective Care in Pregnancy and Childbirth that it represented 
“a real milestone in the history of randomized trials and in the 
evaluation of care.”36

Yet in praising this enormous accomplishment, Cochrane 
clearly hadn’t run out of jibes. He had one more. He said that 
other specialties should copy what Iain and his colleagues had 
done.

Archie Cochrane died in 1988, never to see the launch of the 
organization that now bears his name or the international collab-
oration it has become. His name was a natural choice for a centre; 
natural for what Archie stood for, but also resonant, so that every 
time you hear the name, you might be reminded of his jibe.

Th e name might be a mild reminder that the job is not yet 
fi nished.

New Research Often Premature

Billions of dollars are currently spent around the world on med-
ical research, but the investments in systematic reviews are still 
paltry by comparison. Doing a systematic review might not seem 
sexy – certainly not as exciting as discovering a new drug or a 
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chemical pathway or a gene that determines a patient’s risk of 
developing a disease. It is dogged work, done largely in obscurity, 
and for few accolades.

However, a systematic review can provide exceptional value, 
especially when you “compare it to doing another primary study, 
or another controlled trial,” says Iain Chalmers. In his opinion, 
“Th ey are the right way to spend your money if you need to fi nd 
out whether or not there’s a need for a further trial to address 
particular questions.” He maintains that it’s a “scandal currently 
that people aren’t systemically doing an assessment of what’s 
known already before embarking on new research.”

Undoubtedly, Chalmers’ work and the work of the Cochrane 
Collaboration have helped to put systematic reviews on the map. 
Th e stream doesn’t fl ow the way it used to, and the tree that fell 
into it has altered the course, taking us all in a new direction. 
Th ere is no going back from this.

Archie Cochrane’s book changed Iain Chalmers’ life, and 
Cochrane’s jibe changed our understanding of what is possible.
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THREE

An Unusual Library: 
for Knowledge-based Health Care

“Like all great ideas, it’s so simple and obvious 
that it just had to be done.”

— Muir Gray

DR. MUIR GRAY was about to be eaten by a pack of wild dogs 
and he felt nervous. He was driving his car to High Wycombe, 
England, to an evening meeting of  the British Medical 
Association, the main lobby group for British physicians – not 
an organization to be trifl ed with. Before the group was a debate 
about this relatively new thing called “evidence-based medicine.” 
Th e Lancet had recently published37 a hostile editorial, the thrust 
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of which could be summed up, “Who do these people in Oxford 
think they are?”

Gray wondered how he had got himself into a jam like that, so 
he did what any sane person would do. He called Iain Chalmers. 
He said, “Iain, I’m just on my way to Wycombe, and their propos-
ition is, ‘Th is house deplores evidence-based medicine.’ It’s gonna 
be me against 100 dogs. What should I say?”

Gray got what he needed.38 He went into the hall and laid out 
his opening line: “We’ll debate. But our principle is [that] when 
patients campaign against evidence-based medicine, then we’ll 
listen.”

Th e room went dead. Silence. 
“Game over,” he said to me, pausing for eff ect. And then he 

laughed. “Knocked ’em dead.”
Muir Gray has a wild mane of gray hair that shakes when he 

laughs, which he does often. He’s a consummate storyteller, with 
enough truths peeking out from behind his jests to rivet any lis-
tener. He says that he was put on this earth to “keep Iain from 
going mad,”39 but he is also the angel investor who helped get the 
Cochrane Centre, and later the Collaboration, on its feet.

Gray’s a physician, an academic, and a bureaucrat, but he 
doesn’t seem to emit the befuddling jargon common to those 
trades. He says, “I’m more like an engineer. So Iain was the pro-
ducer of this stuff , but then my job was to think how it infl uenced 
what happened in the fi eld.”

If you called him the midwife who happened to be there when 
Iain Chalmers and colleagues were giving birth to the Cochrane 
Collaboration, he’d credit Chalmers for all the pushing; all the 
hard work.

In the early 1990s, when the concept of systematic reviews of 
evidence was starting to gain some traction, Iain Chalmers, Dave 
Sackett and Muir Gray were often out in the community, making 
links with physicians, research funders and health policy makers. 
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After all, they had an important story to tell. If the funders of the 
health services didn’t understand why systematic evidence was im-
portant, why would they fund it? Gray and his colleagues needed 
to keep making the case to health bureaucrats as to why what they 
were doing was the right thing to do. Not only were they creating 
systematic reviews, but also making them available to all.

Gray has had a varied career, directing research and develop-
ment for a number of health authorities in the UK as well as 
serving as director of the UK National Screening Committee. In 
2005, he became Sir Muir Gray, credited for developing screen-
ing programs and creating the National Library for Health. 
His accomplishments are many, but the biggest contribution to 
Iain Chalmers and the launch of the Cochrane Collaboration 
might have been his understanding of the inner workings of the 
National Health Service.

He maintains that there have been two types of changes 
brought about because of the Cochrane Collaboration: “Th e overt 
and the covert. Th e overt is obviously the creation of the database 
[of systematic reviews].”

He ladles out some historical context to back up his words: 
“When we started, there was a study done by… Carol Lefebvre 
and [other] people here. And I think there were 13,148 trials 
you could fi nd in MEDLINE when we started.” [MEDLINE is a 
database of journal citations and abstracts from the world’s store 
of biomedical literature.]

“When we went out, and I was in charge of the Cochrane 
Surgical Trials program at the time, we were doing things like 
going to old people’s clubs in Oxford. We’d describe what a ran-
domized controlled trial was, and even get them to design one, 
and [we’d] then recruit these retired people to go into libraries 
and look through every journal. You know, the handsearching.” 
Handsearching is what it sounds like – without a database. You’d 
have to go to the stacks in a library, open the journals, look at the 
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tables of contents, and fi nd the articles of interest. It is laborious, 
time-consuming, and very ineffi  cient compared to doing a key-
word search of a database to fi nd only those articles that match 
various search terms.

He continues: “Within about a year, I think we’d found 
400,000 trials that had been in MEDLINE but had not been in-
dexed.” Th e waste was enormous. He adds, “Th ere was the equiva-
lent of billions of dollars’ worth of research that you couldn’t fi nd. 
So the best searcher in the world could only fi nd 13,148 trials 
when there were probably at that time 350,000 to 400,000 trials 
in MEDLINE – but just unfi ndable.”

Th e systematic reviews and sorting of research into databases 
where one could fi nd the reviews were, in Gray’s estimation, the 
overt changes brought about by the Cochrane Collaboration.

The covert was the cultural change. He says, “The culture 
change has been the important thing. To me, a health service – it’s 
got the people and then the organization – and the organization 
has got a structure, systems and culture. Th e culture is the key. So 
the culture was changed as a result of Cochrane.”

He adds, “Toyota’s had a big infl uence on me,” and recalls once 
reading a speech by the president of Toyota. What struck him 
was that its president said that Toyota is a ‘knowledge business.’ 
Muir says, “Just when you thought it was a car business, ‘No, we’re 
a knowledge business. It’s knowledge that we use. Th at’s our core 
business.’ So, you know, health care’s a knowledge business. It’s 
not a technology business or a chemical business. It’s a knowledge 
business – knowledge between individuals, and knowledge man-
aged for populations. So, we’re now, I think, seeing knowledge as 
the resource. It’s knowledge-based health care.”

A Bit of Science, a Bit of Luck

Gray recalls the fi rst time Iain Chalmers explained his national 
work in perinatal medicine, where Chalmers and his colleagues 
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were trying to collect as much evidence as possible on interven-
tions in pregnancy and childbirth. After Chalmers had told Gray 
about the mind-boggling amount of work his team had done, 
writing to thousands of obstetricians worldwide looking for 
unpublished trials, Gray says that Chalmers’ advice was simple: 
“Don’t ever do that.” He paused, then added, “Don’t ever do it. 
Th is was before the internet.”

Many of today’s modern institutions, including banking, 
shopping, connecting, fi nding love and avoiding death, have found 
a home online. It’s increasingly hard to explain to young people 
who have grown up with the internet what life was like; how we 
shopped, interacted, or collaborated before it existed.

Among the world’s great libraries, the Cochrane Library might 
be the most remarkable one that never really had any bricks and 
mortar. Th e Collaboration’s literature is organized, arranged, and 
systematically stored in electronic and web-based forms. Its exist-
ence without computers and the internet would be unthinkable.

Pre-internet research was many things. Particularly, it was 
more strenuous. When it came to gathering medical literature, 
summarizing it, making it meaningful, and then distributing it 
around the world, it was really mostly about paper. Once you had 
a meaningful product printed on paper, you had to deliver it to 
the people who needed it. Printed information was fi xed; it start-
ed growing stale as the ink was drying. In an increasingly web-en-
abled world, text is not so fi xed. Updates, changes, revisions, and 
renewals are all intrinsic to the medium. Part of the message, too.

Gray speaks almost elegiacally about the early days: “We need-
ed a bit of science and a bit of luck” to get the Collaboration off  
the ground. “Th e internet,” he says, “was our little piece of luck.”

By the mid-1980s, the idea of images fl ying around the world, 
almost for free, was slowly going from unthinkable to remotely 
possible. Iain Chalmers remembers the images, specifi cally the 
forest plot graphs (or “blobograms”) that were emerging from the 
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systematic reviews and meta-analyses of specifi c obstetric treat-
ments that he and his colleagues had been collecting.

Forest plot graphs present a picture of a meta-analysis. Th e 
studies are represented by horizontal lines of varying widths, 
along which the eff ectiveness of each is plotted. (Th e present-day 
logo of the Cochrane Collaboration is a stylized forest plot.) In 
obstetrics, for instance, these images showed which treatments 
worked best to stop the uterus from contracting prematurely, or 
which drugs worked best for women who were expected to give 
birth to a premature infant. Th e availability of these images could 
save lives.

For those putting together meta-analyses, there was a certain 
clarity in such pictures, a certain aesthetic appeal. Chalmers told 
me, “What was really beautiful about these plots, these meta-
analyses plots, is that they made clear why people had been mis-
led, depending on which study they happened to have bumped 
into. Some of them were statistically signifi cantly positive; others 
weren’t. But when you looked at them all together, there was this 
signal coming out which showed that, in general, the results fell 
on this side or other of the boundary.”

Systematic reviews accessible anywhere in the world – most 
conveniently, accessibly, and effi  ciently via the internet – could 
really bring evidence-based medicine to the very clinics and hos-
pitals attended daily by patients and doctors. Th e emergent avail-
ability of forest plots to anyone needing to study them anywhere 
exemplifi ed this. Th e nascence of the internet came to be integral 
to the nascent Collaboration.

“I’ve Had an Idea”

Fast forward about six years.
Th e county of Oxfordshire is part of the fl at fl oodplains of 

the Th ames. Quintessential English countryside, it comprises 
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meandering rivers lined with walking paths and willow trees and 
medieval-looking masonry bridges.

It was in this lush countryside, along Wolvercote Mill Stream, 
just north of Oxford, that Chalmers walked one spring morning 
in 1991. He and his colleagues had recently completed the near-
decade-long task of putting together the massive two-volume 
Eff ective Care in Pregnancy and Childbirth, as well as the Oxford 
Database of Perinatal Trials. Both were attracting attention in the 
UK and abroad.

Among those paying attention was Dr. Michael Peckham, 
the newly appointed founding director of the NHS Research 
and Development Programme in the Department of Health. 
Peckham supported Chalmers’ proposal to establish a centre fo-
cusing on evidence-based medicine. He expected that it would 
take the lessons and methods learned in perinatal research during 
the previous decade and apply them to other healthcare areas.

Chalmers’ colleagues went to look at some offi  ces in Middle 
Way, in a plain, three-story red-brick building that had originally 
been Oliver and Gurden’s cake factory. Chalmers liked this build-
ing as a location for the Cochrane Centre, but he had a problem, 
which he confi ded to Gray: Th e centre didn’t have enough money 
for the rent.

Gray had a regional budget, so he told Chalmers not to worry: 
“Well, we’ll fund the rent. I’ll pay the rent.” How much was need-
ed to lease? Chalmers wanted more than one fl oor, and told Gray, 
“I want the room downstairs. I want to store paper copies of all 
the randomized controlled trials.” Muir, ever the engineer, won-
dered, “Will the fl oor hold them?” But that question didn’t have 
to be answered, because “the internet came along.”

Gray says that the Cochrane Centre (and, later, the Cochrane 
Collaboration) could not have existed without technology – spe-
cifi cally, technologies facilitating the ability to collect, store, share, 
and distribute electronic information. Starting the Cochrane 
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Centre took a ton of work by a whole team of dedicated volun-
teers and staff , but no one was busier than Chalmers. Gray points 
to where Chalmers’ offi  ce was back then and says, “For two years, 
I think, Iain was in here every day, every night. When I used to 
pass at night, going home from London or whatever, the lights 
were on here. So goodness knows how many hours he worked.”

Gray recalls how, not long after the Cochrane Centre was es-
tablished in 1992, Chalmers called him one Saturday morning 
and said, “Come in and see me.”

Gray described what Chalmers said when he arrived: “‘I’ve 
had an idea. We need a Cochrane Collaboration.’ And the good 
news is, he said, ‘Th e logo. Th e same logo will do: CC.’ So, he said, 
‘Th ere won’t be any expense.’”

Th en came another stroke of luck. Th e head of the Swedish 
Council on Health Technology Assessment had read an editorial 
by Kay Dickersin, Iain Chalmers and Tom Chalmers in the BMJ 
in the fall of 199240 (“Getting to Grips with Archie Cochrane’s 
Agenda”). Th e Council called up Iain Chalmers out of the blue 
and said, “We’d like to give you 25,000 pounds a year for three 
years.” When asked what they wanted Chalmers to use it for, they 
said “Anything you’d like. We think what you’re doing is import-
ant and we think that it would be a very good idea for us to invest 
in it and help to make it happen.” Iain Chalmers said this was 
terribly helpful. Th e money funded the Steering Group’s travel 
costs to meet in Hamilton. More important, it provided the inter-
national boost that this fl edgling organization needed.

Building Databases and Virtual Libraries

Mark Starr was an experimental psychologist living in Vancouver, 
Canada when his wife, Lesley, was headhunted to be the head of 
midwifery in Oxfordshire, England. She had been responsible for 
helping to set up the provision of midwifery in British Columbia. 
Starr laughed and shrugged when I asked him what he thought 
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of pulling up stakes and moving to Oxford. He said, “I just sort of 
came along for the ride.”

As an experimental psychologist, Starr understood statistics. 
He was old-school enough to remember doing statistical analy-
sis using punch cards and running them through a humongous 
mainframe computer. Also, “Meta-analysis came out of psychol-
ogy, so I was already familiar with it when I ran into Iain.”

As Starr got to know Iain Chalmers through Lesley, be-
cause of her involvement in the pregnancy and childbirth fi eld, 
he began to understand what Chalmers was doing. One day, he 
announced in his nonchalant way, “I could put a nice front end 
on this” as if writing the code, fi xing the bugs, and creating the 
graphics to express sophisticated meta-analyses were all easy.

Starr told me that he really loved those early days with 
Chalmers and his colleagues: “It was a fun fi t. I thought I’d be 
here for a year or two, and then we’d move back to Vancouver. It 
was in the late ’80s and it just was fun; something to do.”

He said that Oxford University Press was supporting the 
creation of the “big books” (the two-volume Effective Care in 
Pregnancy and Childbirth) and that “Th ey actually paid me to gen-
erate all the graphs in those books, so they wouldn’t have to lay 
them out individually. All of a sudden, the technical side became 
a money-making opportunity, and I found I could live off  it.” 
Initially, he worked alongside Malcolm Newdick, whose company 
Update Software was doing all the programming necessary. Th en 
Malcolm went off  to work for Save the Children in Mozambique, 
leaving Starr and Update Software.

Starr was inspired by the challenge and the stimulation of 
working alongside Iain Chalmers, whom he described as “a very 
hands-on sort of person.” Many a weekend, particularly a Sunday 
afternoon, if you dropped by Chalmers’ offi  ce, you would have 
found Chalmers and Starr trying to wrap their heads around a 
particularly tough problem. By all accounts, Starr was a can-do 
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sort of programmer. He really wanted to understand what was 
needed, and his job was to meet those needs with code that 
would work.

Starr recalled one of the programming tricks that he needed 
to perfect in the creation of forest plots: “Th e trick was [that] you 
could add new studies and then the graph would be redrawn. You 
could fi ll in any data, and it would redraw itself and reinterpret 
itself,” he said, adding, “It was one of the fi rst apps, probably. Th e 
statisticians have got hold of it and have since made it more com-
plicated, but we were simple in those days.”

Starr never did return to Vancouver. He and his wife settled 
permanently in Oxford. “Th ings just sort of took off ,” he said. 

Iain Chalmers wrote, “Malcolm Newdick and Mark Starr 
did the programming necessary to assemble and display all 
the hundreds of analyses being prepared for the books. At the 
end of 1988, these were published electronically, together with 
structured abstracts, and then regularly updated in an electronic 
journal called the Oxford Database of Perinatal Trials (ODPT), 
which also contained the register of controlled trials we had as-
sembled. Under Mark Starr’s guidance, ODPT evolved fi rst into 
the Cochrane Pregnancy and Childbirth Database and then into 
the pregnancy and childbirth module of the Cochrane Database of 
Systematic Reviews.”41 

Starr eff used when he talked about the people he had the 

Typical forest plot
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chance to work with, particularly Doug Altman: “Doug makes 
the stats and everything seem so commonsense. He made a huge 
diff erence in everybody’s work with the Collaboration, especially 
around the idea that you could put everything into these forest 
plots. Once you understand that, you understand everything.”

Starr’s company, Update Software, at its height, had 12 em-
ployees and managed to rent offi  ces in the same building and 
on the same fl oor as the Cochrane Centre. He said that it was 
a specialized company, and even though it was mostly set up to 
disseminate the Cochrane Database of Systematic Reviews, and 
later the Cochrane Library, it also did work for the World Health 
Organization and the Department of Health.

One more stroke of luck, or genius, as Starr said, was that “all 
the information was stored and retrieved with a programming 
language called XML,” a rarity in the early days of electronic 
publishing. Th e decision to go with XML was something that he 
said he’d had to fi ght for and later defend. In hindsight, Starr was 
almost prophetic, as XML later turned into the standard for web 
publishing. “It meant we were able to process a lot of information. 
We also controlled the authoring system,” he said. Th at author-
ing system, known as RevMan (short for Review Manager) is 
an interface that allows people putting together reviews to insert 
them into the master database.

Because the databases were growing, there was a mounting 
need to network computers, and the Collaboration needed some-
one to take care of this. It hired Monica Kjeldstrøm, a 23-year-
old, just graduated, Danish computer-systems engineer.

Kjeldstrøm became part of the Cochrane family and loved it 
from the very beginning. By all accounts, the family loved her, 
too. Not only was she brilliant in helping to solve the growing 
organization’s computer networking and information manage-
ment challenges (which were surely daunting); according to 
Jini Hetherington, she had “this amazing skill of disagreeing in 




