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An experimental study of determinants of group judgments
in clinical guideline development

Rosalind Raine, Colin Sanderson, Andrew Hutchings, Simon Carter, Kirsten Larkin, Nick Black

Summary

Background Clinical guidelines for improving the quality of care are a familiar part of clinical practice. Formal
consensus methods such as the nominal group technique are often used as part of guideline development, but little
is known about factors that affect the statements produced by nominal groups, and on their consistency with the
research evidence.

Methods Cognitive behavioural therapy, behavioural therapy, brief psychodynamic interpersonal therapy, and anti-
depressants for irritable bowel syndrome, chronic fatigue syndrome, and chronic back pain were selected for study.
16 nominal groups in a factorial design allowed comparison of GP-only with mixed groups of GPs and specialists,
provision of a literature review with no provision, and ratings made in the context of realistic or ideal levels of health-
care resources. Participants rated appropriateness independently, and again after a facilitated meeting. Audiotapes
of four group discussions were analysed.

Findings There was agreement with the research evidence for 51% of 192 scenarios. Agreement was more likely if
the group was GP-only, if a literature review was provided, or if the evidence was in accordance with clinicians’
beliefs. Assumptions about the level of resources available had no impact. Clinical and social cues had mixed effects,
irrespective of the research evidence. Qualitative analysis showed the modifying effect of clinical experience and
beliefs about research evidence.

Interpretation Guidelines cannot be based on data alone; judgment is unavoidable. The nominal group technique is
a method of eliciting and aggregating judgments in a transparent and structured way. It can provide important
information on levels of agreement between experts. However, conclusions can be at odds with the published

literature. If they are, reasons need to be explicit.

Introduction

In many countries, there are clinical guidelines for
disseminating good practice in medicine.”” Ideally,
guidelines should be based on evidence from large, well
conducted studies, but often such research does not
exist’ and, where it does, how the results might be
applied to particular patients can be unclear." Also,
guidelines may depend implicitly on interpretation of
the literature, on judgments about value and risk, on
the funding and organisation of health services,” and, if
public funding is involved, on policies about priorities
and equity. The synthesis of the research evidence may
be rigorous and transparent, but the judgments tend to
be opaque.

Formal consensus development methods, often based
on the nominal group technique, are widely used
because, unlike informal methods such as committees,
they offer structured, transparent, and replicable ways of
synthesising individual judgments.® In the UK, NICE
and other professional bodies have used modified
nominal group techniques, as have at least seven other
countries.*”*

In the modified nominal group technique,
participants first express their views independently via a
postal questionnaire. They then meet for review and
discussion, after which they complete the questionnaire
again privately, revising their views if they wish. The
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practical application of this process has been far from
uniform. A systematic review revealed a dearth of
research into its workings’ and despite some subsequent
studies,®™ the key questions posed by the review have
not yet been adequately answered. Our aim was to
investigate the effect on the judgments produced and on
the extent to which there was agreement with research
evidence for: (1) three types of factor used to generate
clinical scenarios provided in questionnaires—the
clinical condition, the treatment, and clinical or social
cues; (2) three ways in which nominal groups can
differ—provision of a literature review or not, group
composition, and background assumptions about the
level of health-care resources available.

We also aimed to explore qualitatively the reasons
behind the group judgments.

The other research priorities identified by the system-
atic review were to assess the reliability and
representativeness of formal consensus techniques.
Results of these investigations will be reported elsewhere.

Methods
Three conditions (chronic back pain, irritable bowel
syndrome, and chronic fatigue syndrome) were selected
because they fulfilled the following criteria:

(1) there was a mismatch between current clinical
practice and research evidence; (2) care was provided by
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Panel 1: Definition of interventions

Cognitive behavioural therapy

This treatment is provided by cognitive behaviour therapists
who aim to modify thoughts and beliefs thought relevant to
the disease process with the expectation that emotional and
behavioural changes will follow. It incorporates two elements:
(1) a cognitive element, which includes an explanation of the
cognitive model and identification of symptom-eliciting
thoughts, feelings and behaviour; and (2) a behavioural
element which includes behavioural experiments to test
beliefs, the use of coping strategies, relaxation techniques,
and biofeedback.

Some studies report the use of cognitive behavioural therapy,
others report using cognitive therapy. For the purposes of the
review, these interventions have been combined. There is no
clear practical distinction between cognitive behavioural
therapy and cognitive therapy, and the papers concerned do
not give sufficient information to discriminate between the
two interventions in terms of the therapeutic techniques used.

Behavioural therapies

This focuses on the modification of behaviour. Behaviour
therapists seek to: (1) positively reinforce healthy behaviours.
This approach emphasises the reinforcing role that social and
environmental factors can play in the development and
maintenance of functional somatic complaints. The goal is to
identify and reinforce adaptive “well” behaviours (eg,
exercising and talking about non-somatic topics) while
reducing reinforcement for somatic behaviours (eg, excessive
diagnostic testing or restricting mobility); or (2) modify
physiological responses directly through using techniques
such as biofeedback and relaxation training.

Brief psychodynamic interpersonal therapies

This approach addresses difficulties or problems in
interpersonal relationships and the regulation of emotion.
The nature of the patient’s physical symptoms is explored by
the psychotherapist, including the effect of the illness or
condition on their lives, relationships and emotions.
Dysfunctional patterns of interacting are identified and
modified. The patient-therapist relationship is used as a
model of change. Key techniques include: focusing on
symptoms; using metaphor to explore emotional distress;
working in the "here and now”; hypothesis generation; and
the linkage of symptoms, feelings, and relationships to form
an explanatory model.

Antidepressants:

These include tricyclics, selective serotonin reuptake inhibitors
(SSRIs), and monoamine-oxidase inhibitors (MAOIs). The
generic term antidepressant is used because the actual choice
of antidepressant will depend on the patients’ clinical
presentation.

at least two groups of clinicians (general practitioners
(GPs) and mental-health professionals); (3) these

Panel 2: Definition of realistic and ideal resource scenarios

By ideal, we mean the availability of:

e competent, appropriately trained clinical psychologists,
liaison psychiatrists, and psychotherapists,

o multidisciplinary functional complaints clinics (with clinical
psychologists and physiotherapists) where patients with
chronic fatigue, irritable bowel syndrome, and chronic back
pain can be referred,

o skilled therapists in brief psychodynamic interpersonal
therapy,

e aninhouse general practice counsellor,

o thefreedom to choose to whom you refer patients,

e short waiting times for good quality services,

o no financial barriers that limit the choice of treatment,

e timely and detailed feedback to the GP occurs.

By realistic we mean that patients can expect to wait for

approximately:

o 6 weeks to see the inhouse general practice counsellor,

o 3 months foran outpatient appointment to see a
psychiatrist,

e 6 months for a psychology outpatient appointment
(including clinical psychology, psychotherapy, and
counselling),

o 6 weeks for an assessment at a pain clinic (followed by
another wait of up to 6 months for treatment),

and

e access to clinical psychologists, liaison psychiatrists, and
psychotherapists with expertise in managing patients with
functional somatic symptoms is limited,

e services are organised on a geographical basis. This means
that referral choices are limited,

e services are of variable quality in terms of their organisation
and the range of clinical skills and experience that is available,

e no chronic fatigue syndrome clinic exists.

conditions are important problems; and (4) national
guidelines for the conditions had not been published in
the UK at the time the study materials were prepared in
November, 2001.

Review of published work and development of the survey
instrument
We conducted a systematic review of the evidence on the
effectiveness of mental-health interventions in primary
care patients who had any of chronic back pain, irritable
bowel syndrome, or chronic fatigue syndrome. Four
relevant interventions were identified: cognitive behav-
ioural therapy, behavioural therapy, brief psychodynamic
interpersonal therapy, and antidepressants (panel 1).
Details of the search strategy, study selection, and syn-
thesis have been reported elsewhere."

A questionnaire was developed to elicit participants’
judgement about appropriate treatment given the
following clinical and social situations (ie, cues), identified
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by GPs and psychiatrists: (1) co-existent depressive
symptoms; (2) clinicians’ perception that the patient
believes that the condition has an organic cause; (3)
insomnia in patients with chronic back pain; and (4) a
financial motivation to return to work in patients with
chronic fatigue syndrome. The questionnaire comprised
64 scenarios (eg, behavioural therapy for a patient with
chronic fatigue syndrome who believes their condition
has an organic cause). Participants were provided with
definitions of the conditions”™ and were instructed to
rate treatment appropriateness on physical and psycho-
logical outcomes separately because the research
evidence reported some differences in these respects.
Every participant, therefore, made 128 ratings on Likert
scales where 1=strong disagreement and 9=strong
agreement.”

Establishment of nominal groups

GPs and mental-health practitioners in England were
identified from the Department of Health GP database,
the Royal College of Psychiatrists liaison section
database, and the British Association of Behavioural and
Cognitive Psychotherapists database. For selection
purposes we merged the two databases from the Royal
College of Psychiatrists and the British Association for
Behavioural and Cognitive Psychotherapists. Individuals
were randomly selected for invitation to participate from
the two lists with use of computer generated random
numbers.” The study had ethics approval from the
London School of Hygiene and Tropical Medicine Ethics
Committee.

Every combination of the three design factors—GPs
only vs a mixed group; literature review provided vs not
provided; decision making within the current resource
availability in the UK NHS wvs an ideal situation
(panel 2)—was used in a factorial design (figure 1),
producing eight types of group. To allow an assessment
of reliability (to be reported elsewhere), each type was
replicated once, resulting in 16 groups. All the groups
that did not receive the literature review met before our
review was published. With a target of 11 members per
group, 14 were invited and between nine and 14
participated.

Data collection

Initial ratings were done by post. Each group then met
for a facilitated meeting between February, 2002, and
January, 2003. All 16 meetings were held at the same
venue. The first group was facilitated by NB and all the
others by RR. Facilitators followed a written protocol. At
the meetings, every participant was given a new copy of
the questionnaire, which included a reminder of their
own initial ratings and those of the other members.
Every scenario was discussed in turn, and reasons for
any differences explored. The participants then
privately rerated each scenario. Before leaving the
meeting, participants completed an anonymised
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Figure 1: Study design: how three design factors were assessed in 16 nominal groups

MHP=mental-health professional.

questionnaire covering their demographic character-
istics.

The meetings were audiotaped and RR wrote field
notes describing group processes and the key issues
discussed immediately after each meeting. The
audiotapes were then transcribed verbatim (KL).

Analysis

To test the representativeness of participants’ views, we
compared the initial ratings of four of the nominal
groups with those produced by two larger groups of
randomly selected GPs and mental-health practitioners.
Two nominal groups comprising ten and nine GPs were
compared with a group of 85 GPs, and two nominal
groups of seven GPs and six mental-health practitioners,
and of five GPs and seven mental-health practitioners
respectively, were compared with a group of 43 GPs and
41 mental-health practitioners. Agreement of the
groups’ median scores was assessed with a weighted
kappa statistic (k,). All groups compared were provided
with a literature review and assumed a realistic level of
resources.

Comparison of groups’ final ratings with research evidence

We calculated a median rating for each group for
each of the 12 condition/treatment combinations
(eg, behavioural therapy in chronic fatigue syndrome).
On the basis of results of the systematic review, two of
the authors (RR and KEL) independently categorised the
research evidence into one of three groups: good
evidence of no benefit; evidence lacking or equivocal;
and good evidence of benefit. There was no research
evidence for varying treatment according to cue except
for depression, which influenced the effectiveness of
treatment for irritable bowel syndrome and chronic
fatigue syndrome. For comparison with the groups’
ratings, research evidence was deemed consistent with
group ratings of 1.0-3-67 if the intervention was
inappropriate, 3-68-6-35 (intervention equivocal or
uncertain), and 6-36-9-0 (intervention appropriate).
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Figure 2: Comparison of ratings for physical and for psychological outcomes

Effects of clinical and social cues

All of the 16 groups produced a median for each
scenario. To summarise across groups, we calculated
medians of group medians for every scenario. For all

condition/treatment combinations we used the Sign test
for paired differences between group median ratings
with and without the cue. This test does not assume
equal intervals across the Likert scales.

Effects of design factors

For each group with a given factor (eg, supplied with a
literature review) we calculated a median rating across
all cues and participants for every condition/treatment
combination. This median rating was compared both
with the corresponding median for the groups without
the factor and with the research evidence.

We also used ANOVA to assess whether the three
design factors were associated with differences in
ratings between the groups. Although this method
involves calculation of means of medians, it provided a
comprehensive approach to the analysis. The treatment,
condition, and level of evidence from the research
literature were included as within-group factors and
interactions with the design factors were tested. A
Bonferroni adjustment (p<0-004) was used for all
interactions. The effect sizes and their 95% CI were
calculated from a regression model with each group
treated as a random effect.

Cognitive behavioural therapy 11
Behavioural therapy 10
Back pain
BPIT 10
Antidepressants 9
Cognitive behavioural therapy 5
Behavioural therapy 13
Irritable bowel syndrome
BPIT 13
Antidepressants 3
. ) 4
Cognitive behavioural therapy
Behavioural therapy 5
Chronic fatigue syndrome
BPIT 13
Antidepressants 2
T T T T T T
1 2 4 5 7 8 98 (51%)
Evidence of Equivocal or Evidence of
no effect lack of evidence effectiveness

Figure 3: Distribution of the 16 group ratings

BPIT=brief psychodynamic interpersonal therapy. Background shading shows our judgments about the research evidence. Diamonds show median and box shows
interquartile range; whisker show the range of ratings within 1-5XIQR. Squares show outliers. Number in right column shows number of groups in agreement with
the evidence.
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Treatments
CBT BT BPIT Antidepressants
Chronic back pain
Research evidence 6-36-9-00 6-:36-9-00 3-68-6-35 3.68-6-35
Scenario
Symptoms of depression  7-0 6-8 50 80
No depression symptoms  6-8 7:0 40 5-0
p for difference* 0-0005 1-00 0-001 <0-0001
Problem believed organic  7-0 6.5 4-0 50
Would try anything 7:0 7:0 5-0 6-0
p for difference* 0-002 0-001 0-04 0-001
Pain insomnia 7:0 63 4-0 6.5
No insomnia 70 6.0 4.5 5.0
p for difference* 0-29 1-00 045 0-0001

Irritable bowel syndrome

Research evidence 3-68-6-35 3-68-6-35 3-68-6-35 6-36-9-00

Scenario
Symptoms of depression 7-0 50 50 7:0
No depression symptoms 6-0 5.3 5.0 4-8
p for difference* 018 1-00 0-51 0-0001
Problem believed organic 6-0 6.0 43 5.0
Exacerbated by stress 70 7:0 6-0 6-0
p for difference* 0-04 0-001 0-0001 002

Chronic fatigue syndrome

Research evidence 3.68-6-35 3-68-6-35 3-68-6-35 1.00-3-67

Scenario

Return to work 7:0 7:0 4-0 5.0

No economic contribution 6-3 6.0 4.5 5.0

p for difference* 0-45 0-01 034 0-38
Symptoms of depression 7-0 6.0 5.0 7:0

No depression symptoms 7-0 7:0 40 30

p for difference* 018 0-002 0-34 <0-0001
Problem believed organic 6-8 6-0 38 4.0
Would try anything 7-8 70 50 53

p for difference* 0-001 <0-0005 0-0002 0-01

*Non parametric paired comparison using the Sign test. The Sign test can give
significant results despite equal medians because it tests the direction of differences in
ratings, not equality of medians. CBT=cognitive behavioural therapy. BT=behavioural
therapy. BPIT=brief psychodynamic interpersonal therapy.

Table 1: Comparison of group median ratings with research evidence
for different clinical scenarios

Responses to research evidence

On completion of the quantitative analysis, we used
qualitative methods to explore why groups’ ratings might
diverge from the research evidence. Two of the
investigators (RR and SC) independently scrutinised
entire transcripts of group discussions and drew up a
preliminary list of themes. The themes were then
discussed by RR and SC. A variant of grounded theory
was applied whereby provisional themes were first
identified with use of the group’s own concepts and
these were applied to later transcripts to allow the
emergence of an analytical theory suited to the context.”
This process was continued until no new themes
emerged, which occurred after the analysis of four
transcripts. Careful attention was given to so called
deviant cases that did not fit in with the concepts and
emerging themes.” The themes that emerged from the
analysis of the first four transcripts were checked against
field notes taken in the other 12 groups and presented to
the study’s Advisory Committee for comment and
endorsement.
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Role of the funding source

The sponsors of the study had no role in study design,
data collection, data analysis, data interpretation, the
writing of the report, or the decision to submit the
report for publication.

Results

There were 177 participants in the 16 groups, of whom
76% were GPs and 24% mental-health professionals.
Mean age was 47 years, most were men (62%) and white
(84%).

The relation between ratings for physical and for
psychological outcomes for each scenario across the
16 groups was assessed by plotting their medians
(figure 2). In view of the close agreement, subsequent
analyses used the physical outcome ratings only.

Initial ratings produced by the GP-only nominal
groups showed moderate agreement (k,=0-53, 95% CI
0-43-0-63) with those produced by the larger group of
GPs. The ratings produced by the mixed nominal groups
showed substantial agreement (0-76, 0-65-0-88) with
those produced by a larger mixed group.

Median values for each group are shown as box-and-
whisker plots in figure 3. There was evidence of
effectiveness or ineffectiveness for only four of the
12 condition/treatment combinations. Of the 192 group
median ratings (12 condition/treatment combinations,
16 groups), 98 (51%) agreed with the evidence. The
amount of agreement varied according to the condition
considered: 63% for chronic back pain, 59% for irritable
bowel syndrome, and 38% for chronic fatigue syndrome.
Groups were consistently equivocal about the use of
antidepressants despite unequivocal research evidence
in irritable bowel syndrome and chronic fatigue
syndrome.

Some clinical and social cues had striking effects on
group ratings (table 1). The presence of depressive
symptoms made groups more likely to recommend
antidepressants for all three conditions, despite research

Group composition*  Difference (95% Cl)  p

Mixed  GPsonly

CBT 6-85 650 035(-0-14t00-85) <0-0001
BT 633 619 0-15 (-0-35 to 0-64)
BPIT 393 5-07 -1.15 (-1-64 to -0-66)

Antidepressants  5-06 5-64
Literature review Provided Not provided
Evidence of 6-81 5.78
effectiveness

Equivocal/lack 559 558

-0-57 (-1:07 to -0-08)
1.03 (0-54t01:52)  <0-0001

0-01 (-0-36 t0 0-37)

of evidence

Evidence of 4-44 513 -0-69 (-1-46 to 0-09)
no effect

Context Realistic  Idealistic Context

5-60 579 -0-19(-0-52 t0 0-14)
CBT=cognitive behavioural therapy. BT=behavioural therapy. BPIT=brief
psychodynamic interpersonal therapy. *Data are mean of median ratings; positive
ratings indicate stronger agreement of effectiveness.

Table 2: Effect of group level factors on differences in median ratings
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Rating Group composition
based on GP only (n=8) Mixed (n=8)
research
evidence* Median  Groups Median  Groups
rating agreeing  rating agreeing
with with
evidence evidence
Chronic back pain
CBT 636-9-00 7 5 7 6
BT 6-36-9-00 675 5 6-75 5
BPIT 368-635 5 7 3t 3
Antidepressants  3-68-6-35 6 4 55 5
Irritable bowel syndrome
CBT 3:68-635 675t 3 675t 2
BT 3-68-6:35 5.5 7 55 6
BPIT 368-635 5 7 5 6
Antidepressants  6-36-9-00 6t 2 5251 1
Chronic fatigue syndrome
CBT 3.68-635 6.5F 4 7t 0
BT 3:68-6-35 6.5t 3 6-88t1 2
BPIT 3.68-635 5 8 4 5
Antidepressants  1-00-3-67  5-13t 0 413t 2
Total of group 55(57-3%) 43 (44-8%)
ratings agreeing
with evidence (%)
*If evidence only in secondary care, counts as equivocal. tInstances where the observed
rating differs from the expected rating.
Table 3: Median ratings for homogeneous compared with
heterogeneous nominal groups

evidence that the effectiveness of antidepressants is
unrelated to depression in chronic fatigue syndrome and
irritable bowel syndrome. Clinicians’ perceptions of
patients’ beliefs about the basis of their condition also
affected ratings. Patients with chronic fatigue syndrome

Rating Literature review
basedon Supplied (n=8) Not supplied (n=8)
research
evidence* Median  Groups Median  Groups
rating agreeing  rating agreeing
with with
evidence evidence
Chronic back pain
CBT 6-36-9-00 7 8 6t 3
BT 636-9-00 7 7 6f 3
BPIT 368-6-35 45 5 425 5
Antidepressants  3:68-6:35  5.25 5 638+ 4
Irritable bowel syndrome
BT 3:68-635 675T 3 6-75t 2
BT 3:68-635 55 8 6 5
BPIT 368-6-35 525 6 5 7
Antidepressants  6:36-9-00 61 3 4751 0
Chronic fatigue syndrome
CBT 3:68-635 7t 2 7T 2
BT 3:68-635 651 2 6-5t 3
BPIT 3-68-635 475 7 4 6
Antidepressants  1-00-3-67  4-38t 2 5131 0
Total of group 58 (60-4%) 40 (41-7%)
ratings in
agreement with

evidence (%)

*If evidence only in secondary care, counts as equivocal. tinstances where the observed
rating differs from the expected rating.

Table 4: Median ratings for nominal groups provided with research
evidence compared with those without research evidence

Rating Context
based on Realistic (n=8) Ideal (n=8)
research
evidence* Median  Groups Median  Groups
rating agreeing  rating agreeing
with with
evidence evidence
Chronic back pain
CBT 6:36-9:00 7 5 7 6
BT 636-9-00 7 6 638 4
BPIT 368-6-35 35t 4 475 6
Antidepressants  3-68-6:35 5.75 6 6 3
Irritable bowel syndrome
CBT 3-68-635 613 5 7t 0
BT 368-6-35 538 6 575 7
BPIT 3-68-635 513 5 5 8
Antidepressants  6:36-9-00  5.75t 1 5-381 2
Chronic fatigue syndrome
CBT 368-6-35 688t 3 7t 1
BT 3:68-635 651 3 6.5t 2
BPIT 368-635 4 5 475 8
Antidepressants  1-00-3-67 5t 0 4-751 2
Total of group 49 (51-0%) 49 (51-0%)
ratings in
agreement with
evidence (%)
*If evidence only in secondary care, counts as equivocal. tInstances where the observed
rating differs from the expected rating.
Table 5: Median ratings for nominal groups working with current versus
ideal levels of resources

who believed their condition was organic were thought to
be much less likely to benefit from any of the
psychological treatments. This belief was also thought to
limit the effectiveness of behavioural therapy and brief
psychodynamic interpersonal therapy in irritable bowel
syndrome, and of cognitive behavioural therapy,
behavioural therapy, and antidepressants in patients
with chronic back pain.

Economic motivation was not seen as making an
important difference to the appropriateness of any
treatment for chronic fatigue syndrome, and pain-
induced insomnia did not affect views of the
appropriateness of any psychological treatment in
patients with chronic back pain, although antidepressants
were believed to be much more appropriate for those with
insomnia than those without it.

Table 2 shows the significant interactions in the
ANOVA. Mixed groups tended to rate brief psycho-
dynamic interpersonal therapy and antidepressants
lower than did the GP-only groups. 45% of their ratings
agreed with the evidence, compared with 57% for GP-
only groups (table 3).

Groups with a literature review agreed with the
evidence more often (60% of the 192 group median
ratings) than did the groups without a review (42%,
table 4), producing higher ratings where there was
evidence of effectiveness and lower ratings where there
was evidence of ineffectiveness (table 2). We did not note
any evidence that resource context had any effect on
group ratings (table 2) or on agreement with the
evidence (table 5).
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Panel 3: Factors affecting extent to which groups’ ratings
agree with research evidence

Reasons for discounting evidence

Weak or irrelevant evidence

“I thought that this evidence was basically unhelpful and
omitted a huge area of relevance” (GP 14)

“Any study will show an effect, even if it's a very slight effect
and that may not be all that clinically helpful” (GP 114)

“The fact that there are no studies doesn’t mean it’s no good”
(MHP 41)

Clinical experience

“Anybody locally who goes to the pain clinic routinely gets
referred for CBT [cognitive behavioural therapy] with
impressive results” (GP 21)

“On the evidence you should be saying it is not a good
treatment option. But experience was that some people . . . got
better with it . . . and it is what you yourself would want. And
so everything is moved up . .. a notch” (GP 13)

“You look for evidence to try and guide you, but you are not
really sure that the patients who are in the trials are actually the
same as your patients and so you tend to fall back on your own
beliefs or your own experience” (GP 13)

Patient preference
“If the evidence is not strong, you might listen to what they
(patients) want” (GP 14)

Treatment availability
“It is a mixture of both having experts available in our area in
addition to the evidence” (Mental-health practitioner 39)

Unwillingness to do nothing
"l want to be doing something, better than nothing” (GP 44)

Reasons for relying on evidence

Evidence perceived as credible

“I scored the way | did because the evidence you gave us
suggested that that was the way to go” (MHP 39)

Coincidence of lack of evidence with lack of knowledge

“That was a combination of not particularly knowing enough
about it to feel confident to recommend it to anybody and
seeing that there was no evidence” (GP 18)

Groups made recommendations that diverged from
research findings for five main reasons: weak or
irrelevant  evidence, clinical experience, patient
preference, treatment availability, and reluctance to do
nothing (panel 3). Participants stated that they were
more likely to accept evidence if it supported their
current practice.

Evidence that effectiveness varied with condition was
often ignored. Participants tended to believe in cognitive
behavioural therapy as a universal remedy that “is
brilliant for most things” (GP 10). Likewise, some
participants favoured antidepressants simply because of
their availability (“This is something GPs can do
immediately. Referring to other services is a six months

www.thelancet.com Vol 364 July 31, 2004

waiting list” [GP 19]), their cost, and a desire to be seen
to be doing something. GPs who were against the use of
antidepressants cited side-effects, negative connotations
(“People think that you are saying that they are making
it up” [GP 10]) and unhelpfully medicalising their
illness (“It buys into their medical model of their
illness” [GP 18]).

The effect of cues was much the same across
conditions, irrespective of the evidence. Benefits of
antidepressants for patients with coexistent depression
were believed to be self evident (“What do you treat
depression with? Antidepressants” [GP 9]). Patients who
believed their conditions had an organic cause were not
seen as suitable for psychological therapies because of
the potential for resistance (“like bashing your head
against a lump of concrete” [mental-health practitioner
1]). Antidepressants for insomnia were favoured because
of their analgesic and sedative properties. However,
participants felt uncomfortable about passing judgment
on the effect of economic motivation.

Participants were influenced by evidence where it was
perceived to be credible. They also made judgments
based on an absence of evidence when this coincided
with their own lack of knowledge about a treatment,
such as brief psychodynamic interpersonal therapy.

Dialogue between professional groups tended to
increase divergence from the evidence. This was either
because of knowledge transfer between professions
(“Not being a doctor I hadn’t thought about the side-
effects of antidepressants. I would change my rating”,
[mental-health practitioner 4]) or the wide range of
experiences in mixed groups that included events where
evidence was seen not to apply.

We noted that resource context had little effect on
ratings but with ideal resource assumptions,
participants admitted to “carry(ing) over our own
prejudices and habits” (mental-health practitioner 42).

Discussion

A formal consensus development method produced
judgments that were consistent with our assessments
of the research evidence in about half the scenarios
considered. The extent of concordance varied between
the conditions and treatments studied. Concordance
was more likely if a literature review was provided and
if this evidence supported clinicians’ experiences and
beliefs. If clinical experience and beliefs were not
consistent with research evidence, then the experience
and beliefs seemed to take precedence. Also, we
postulate a so-called halo effect, in which evidence that
a treatment is effective for one condition leads to
unduly favourable opinions of its use for others.
Agreement with the research evidence did not depend
on the clarity of the research message; concordance was
just as likely when the literature was equivocal. Group
composition affected both the ratings and concordance
with the evidence. The resource context had little effect.
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Because of the tendency for specialists to over-state the
effectiveness of their specialist intervention"" our
nominal groups included generalists as well as
specialists. Both had experience of managing patients
with the three conditions in situations where guidelines
would apply.

Treatment guidelines should reflect not only on
technical judgments about effectiveness but also on the
opportunity costs of other interventions. The idea that
evidence is translated through a filter of social and
organisational factors has been addressed elsewhere.**
Ideally, guidelines would be developed with use of expert
groups to estimate treatment effectiveness, patients and
the public to provide information about the value of
different outcomes, and economists to estimate costs.
We made no attempt to separate fact and value, and
supplied no data on costs. That the resource cue had little
effect on participants’ judgments suggests that the
groups concerned themselves chiefly with effectiveness.

There was a potential conflict between what
participants thought they should score, given the status
of the evidence, and their own practice and beliefs. This
factor is likely to affect not only participants’ views of
research evidence but also the likelihood of guidelines
being implemented. There was also potential for
participants to focus on different psychological out-
comes in irritable bowel syndrome and chronic back
pain, since psychological symptoms were not specified
in the definitions of the conditions that were provided to
participants. This definition was in contrast to those
provided for chronic fatigue syndrome, which included
physical and psychological symptoms. However, this
difference did not have much effect as both physical and
psychological outcomes for all three conditions were
widely discussed.

These findings may not be generalisable to conditions
with fewer psychosocial determinants and a clearer
pathogenesis. Furthermore, concordance between
group judgments and the research evidence is
conditional on the interpretation of the research
evidence. The research evidence was assessed
independently by two reviewers, but their assessments
were necessarily subjective."

Previous studies that have looked at the effect of
design factors on group judgments have focused on the
ratings produced by individual participants rather than
the entire group because of the small numbers of
groups involved.”"*? This is the first study that has
assessed the effect of design factors on the judgments
produced by the group, with the group as the unit of
analysis.”

In our study, agreement between group judgments
and research evidence was slightly less than that
achieved in a Swiss study on clinical indications for
colonoscopy.” It would be surprising if agreement did
not vary with topic and it may vary between health-care
systems. We noted that resource assumptions did not

affect ratings, but this may be because clinicians find it
difficult to imagine working with unlimited resources.
Another study that compared expert consensus with the
research evidence reported mixed results." Our findings
support the idea that evidence is used to confirm pre-
existing opinions rather than change them.”

Other studies that have assessed the effect of group
composition on consensus decisions have focused on
surgical conditions.””" By contrast with our findings, the
investigators noted that judgments often reflected
specialist interests, but they did not investigate whose
judgments were most closely aligned with the evidence.
Finally, one study noted that consultants were the most
active contributors to a guideline development panel,
followed by GPs, and then professions allied to
medicine.” We did not attempt to quantify the contribu-
tions made by the different health professionals in the
sixteen groups, but every professional group certainly
made a contribution. It may be that nominal groups
comprising health-care professionals who are already
familiar with each other relate in a different way to
members of panels who have not met before, and whose
status is therefore less clear, as in our study.

Guidelines cannot be deduced from research evidence
alone. Statements about what ought to be done in
particular  circumstances necessarily depend on
interpretation of the evidence and on clinicians’
experience, beliefs, and values. It could be argued that
transparency about the process of synthesising evidence
and beliefs is even more important than transparency
about the evidence itself, which should be in the public
domain anyway. However, how best to do this remains
unclear.

The nominal group technique is a method of eliciting
and aggregating individual syntheses of evidence and
belief in a transparent and structured way, and it
provides important information on levels of agreement
about treatment. However, judgments can be at odds
with the published literature. If they are, the reasons for
this need to be made explicit.
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