
• A consensus vtew 
Modern medical technology is ingenious, alluring and expensive. 
Do we embrace the new too quickly and uncritically? Are we too 
slow to give up the old? The consensus conference allows all 
interested parties to air their views on highly complex 1ssues 

W 
ho should decide that a 
medical innovation is safe, 
beneficial and ready for use 

in medical practice? Exactly ten 
years ago, the National Institutes of 
Health (NIH), a major US biomedi
cal research agency, launched an 
idea that has had important implica
tions in health care at home and 
abroad. 

This was the NIH's "consensus 
development programme" . The 
basic idea is to invite a wide range 
of people concerned with a new 
invention-be it a device, a proce
dure or a drug-to judge whether 
and how it should be used. At a 
"consensus conference", the group 
make joint recommendations that 
are then widely publicised. The 
consensus conference can also be 
used to draw attention to older 
technologies which ought to be 
abandoned. 

What prompted the NIH to act 
was concern in the US Congress 
about the alarming increase in na
tional health care expenditure. At 
least part of this increase was due, 
thought Congress, to applying ex
pensive medical technologies too 
soon, before they were properly 
evaluated for safety, efficacy 
and cost. 

Why was this happening? Before 
they decide on a diagnostic test or a 
therapy for a patient, doctors look 
back, consciously or otherwise, at 
their own experience and at ac
cumulated knowledge in the medi
cal literature or elsewhere. Their 
usual sources of information are 
textbooks, journal articles and the 
opinions of experts. Yet, these 
sources usually reflect the views of 
only one or at most a few people, 
and so may be biased. 
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Patients waiting for biological exami
nations in a cancer ward. Consensus 
development has already affected doc
tors' behaviour, as in the case of treat
ment of breast cancer. 
Photo WHO/P. Almasy 

Until 1977, there was no forum 
in the USA or elsewhere where 
experts or other concerned parties 
could assess the evidence and make 
recommendations about using a 
medical innovation. Doctors ap
plied technology, therefore, on the 
basis of its presumed efficacy, risk 
in relation to the seriousness of the 
illness, cost, and other very com
plex factors. As the years went by, 
a technology might persist as its 
value became clearly established, 
or might gradually fall from favour 
as collective experience demon
strated its uselessness or harmful 
effects. 

These traditional methods of ar
riving at a consensus were slow and 
tedious. There was, and still is, a 
general impression that many tech-

nologies are being wrongly used, 
either because they were adopted 
too soon, or because they are be
coming outdated. This was why a 
1977 white paper recommended 
that the NIH should convene meet
ings of scientists, physicians and 
others-including the public-to 
seek a " technical consensus " on 
the clinical benefit of a new or 
existing technology; to decide 
whether there was adequate evi
dence of safety and efficacy and, if 
not, what more needed to be done; 
and to see whether there were cost, 
ethical or social issues that should 
be pointed out when making 
recommendations. 

"Consensus" in this context is 
defined as a "general agreement" 
among most of those concerned on 
the validity and soundness of the 
conclusions. It does not mean 
unanimity, although there is some
times total agreement. 

Of various formats considered, 
the NIH decided that conferences 
would be the best, that they should 
be open to the public, and that 
people from all sectors with an 
interest in the topic under review 
should be invited. 

The consensus conference em
phasises openness and makes sure 
that all viewpoints are expressed. 
This is particularly important, be
cause the majority does not always 
turn out to be correct: for example, 
Semmelweis correctly advocated 
antisepsis in the delivery room in 
the mid-19th century, but was os
tracised by fellow physicians. The 
organizers of the consensus devel
opment programme agreed that 
significant minority views must 
be stated and should accompany 
the final document. There should 
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also be a "balancing of biases", 
whenever possible. Participants 
should agree not only on the infor
mation available, but on the gaps in 
knowledge. 

Finally, consensus development 
was not to be used by the govern
ment or any other body to dictate 
medical practice. The objective 
was to provide information reflect
ing the best opinion of those in 
the best position to know, and to 
evaluate the most up-to-date 
information. 

Planning for a consensus confer
ence starts many months before it 
actually takes place. A carefully 
chosen committee of outside ex
perts outlines the key issues and 
questions, and selects speakers to 
make formal presentations at the 
conference. Eight to sixteen people, 
among them members of the public, 
are chosen to assess the evidence 
presented and to prepare the final 
report, including answers to the key 
questions. This panel is a crucial 
aspect of consensus development. 
Having a diversified group makes 
the final consensus statement more 
credible: people are less likely to 
think that the conclusions are mere
ly those of the proponents or oppo
nents of a particular technology. 

At the final session, the consen
sus statement is presented to the 
audience for comment and endorse
ment. Shortly afterwards, the state
ment is published and distributed 
widely to the health care system, 

policy-makers, medical scientists, 
. medical journals, the public, news

papers and television stations. 
The Office of Medical Applica

tions of Research (OMAR) at the 
NIH, which translates the results of 
biomedical research into know
ledge that can be effectively used, 
monitors the effectiveness and pro
gress of the consensus development 
programme. According to several 
studies, the recommendations of 
the conferences have largely 
reached their intended audiences. 
However, their actual impact on 
medical practice has been difficult 
to measure, partly because so many 
other factors may be involved. 

Nevertheless, consensus develop
ment has affected doctors' be
haviour, as in the case of treatment 
of breast cancer, for example. 
Women used to undergo a biopsy 
for a suspicious lump in the breast, 
and while the woman was still in 
the operating theatre under anaes
thesia, the surgeon could decide 
immediately whether to remove the 
breast. At the consensus confer
ence, a panelist - not a doctor -
who had had a breast removed 
played a key role in the panel's 
recommendation that there be two 

Before Semmelweiss and his hand
washing bowl, nobody believed that 
antisepsis could help to save the lives of 
women and their babies. 
Photo WHO 

stages to this process : a biopsy, 
after which the patient would be 
allowed to wake up , and then an 
opportunity for her to make her 
own decision about the surgery. 

Another conference which had 
an important effect on policy dealt 
with liver transplants. The positive 
recommendations from this meet
ing undoubtedly spurred the us 
government to provide funding for 
the procedure. On the other hand, 
the recommendations of a 1980 
conference that Caesarean de
liveries should be rarely performed, 
and then only for certain indica
tions, has had no effect on the 
number of deliveries done this way 
in the USA. 

Consensus development has been 
reasonably well accepted in the 
United States, despite some critic
ism and concern from members of 
the medical profession who charge 
that it can lead to "dictation" of 
medical practice, particularly by the 
government. Some have claimed 
that the publicity limits the tradi
tional freedom of physicians to act 
in the best interests of the individu
al patient. Still others are concerned 
at legal implications which could be 
used by dissatisfied patients to sue 
their physicians. Happily, after ten 
years and more than 60 confer
ences, none of these fears has been 
realised. 

Within three years of the first 
consensus conference in the USA, a 
leading medical journal in the Uni
ted Kingdom used a similar format 
to examine relations between the 
medical professions and the media. 
Then, in 1982, Sweden convened a 
consensus conference on the subject 
of hip replacement surgery. Three 
years later, four other countries -
Denmark, Finland, the Netherlands 
and the United Kingdom - had 
organized conferences on a variety 
of topics, including early detection 
of breast cancer, ear infections, 
blood and blood components for 
transfusion, and coronary artery 
bypass surgery. 

While there may be valid criti
cisms of specific conferences, the 
fact is that the issues raised by 
many modern medical technologies 
are extraordinarily complex and 
society is best served by an airing 
of all views and open discussion, 
not only by the experts, but by 
other interested parties who may 
also have something important 
to contribute. • 
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