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SIR,-Your excellent leading article (1 Decem-
ber, p 1477) on the first UK consensus
conference, on coronary artery bypass grafting,
perhaps does not spell out sufficiently clearly
the danger which arises from confusion over
the objective of the American conferences on
which this one was modelled. Their purpose
is to extend the use of the results of biomedical
research within clinical practice-that is,
by disseminating consensus expert opinion,
to persuade clinicians to adopt methods which
have been rigorously evaluated in terms of their
safety, efficacy, and appropriateness.' 2 A
separate type of National Institutes of Health
consensus conference considers the impact of a
new technology on society-for example, legal
and ethical aspects-but neither type is inten-
ded to judge trade offs between competing
claims for health care resources, for which a
quite different group of experts exists and is
required. The danger lies in the fact that a
number of planners may use the findings of the
UK conference to shape their priorities for
resource allocation simply because it exisis as
a statement. This danger may be exacerbated
because half the panel was non-clinical, and
non-clinical papers were presented. The real
questions facing planners were not, however,
on the agenda.
What is needed to redress the balance ?

Firstly, we need an analysis of existing data
restructured to answer the right questions for
resource allocation choices. The data are both
epidemiological and economic (as were the
excellent first and last papers at the conference).
Which homogeneous subgroups of people with
coronary artery disease-for example, with
one, two, or three vessel disease-will show
which benefits at what cost ? What other
methods of treating coronary artery disease in
each of these subgroups might give a greater
benefit for cost ? What is the contribution of
these subgroups to the total morbidity from
heart disease and from other causes in a regional
or UK population ? What are the projected
future incidence and mortality rates of these
various severities of coronary artery disease-
that is, for how long ahead is it reasonable to
think of a continuing demand ? What are the
alternative uses of the required resources ?

It is likely, although still untested, that many
of these data exist in different places. If they
can be extracted the second thing that is
urgently required is a follow up consensus
conference at which the very different sorts of
experts can ask the very different sorts of
questions about coronary artery bypass grafting
on which resource allocation choices should be
based.
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SIR,-The organisers of the consensus develop-
ment conference (1 December, p 1527)
should be congratulated on this "first" and
on the smooth running of the conference. It was
interesting to witness the presentation of
"evidence" to the 12 person "jury." What
should not go unrecorded was the selection of
expert witnesses: of 14 speakers no fewer than
seven were cardiologists and three were
cardiac surgeons. There was no epidemiolo-

gist, community physician, health service
planner, or manager: the whole "alternative"
argument was presented by an economist in the
last of 14 papers. Next, there was little cross
questioning of experts by the jury. Finally, to
the timing: after a busy two day conference the
members of the jury discussed and debated
among themselves all night to draft a consensus
statement. How many of us can do anything,
physical or mental, well without the appropriate
training and practice ? Very few practise all
night thinking and debating. We wonder
whether it is possible to arrive at the best
statement of future policy for such an important
and large health care programme in this way.
The consensus conference has the potential
to be a very useful forum in which to discuss
and outline policies for such major health
care issues, but the logistics need to be
developed.
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SIR,-Professor J R Hampton's discussion
(3 November, p 1166) of the role of coronary
artery surgery in reducing mortality is
commendable and timely. In his comparison
of the European study and the Coronary
Artery Surgery Study (CASS) he refers to the
percentage of smokers in each study. In the
European surgical group the 43°' of smokers
at entry reduced to 18"(!, six months after
surgery but had risen to 31%, by five years.
In the (intention to treat) medical group the
figures were 43",, at entry and 30>', at six
months, rising to 35",, at five years. Data were
less than 75" , complete at follow up. In
CASS the percentage of smokers at entry was
39 ") in the surgical group and 41" in the
medical group, reducing to 30 to 33)") in the
five year period of follow up. Some 83, of the
surgical group and 84",, of the medical
group had been smokers.
One might cautiously conclude that the

impact of a midline sternotomy and a sojourn
in an intensive care unit may have crystallised
the minds of the surgical patients regarding
a change in their smoking habits. This effect
did wear off with time. Whether there was a
more lasting effect on the intensity of smoking
(rather than in the percentage of smokers) is
not revealed, and in some instances not
recorded.
The figures for smoking are comparable

with those recorded by Mulcahy's group in
Dublin.' At entry 408 (73°,) were smokers;
at two years 157 (32n) of the survivors
continued smoking. The most dramatic
difference between stopping and continuing
smoking was in unstable angina, where the
mortality in those who stopped was 1 9', a
year compared with 10,(, a year in those who
continued. For patients with previous in-
farction the annual death rate was more than
doubled in those who continued to smoke.
In a recent report by Littler's group 62 of 68
white patients investigated with a view to
possible coronary artery surgery were smokers;
of these, 41 gave up smoking.2

I am sure that coronary artery surgery is
something more than an expensive form of
acupuncture or aversion therapy and can
prolong life in certain types of coronary artery
disease. It is important in the assessment of its

value in other circumstances that proper regard
should be paid to relevant risk factors after
surgery. Clearly medical attendants should
pay particular regard to the relevance of
smoking; the incomplete recording of data
could suggest a greater interest in the dramatic
rather than the mundane and perhaps a
failure to continue to emphasise to their
patients the role of smoking.
The consensus development conference

(15 December, p 1527) suggested that an
additional f35m a year is desirable to increase
the number of coronary artery surgery
operations. This is more than three times the
combined annual budget for the Health
Education Council and Action on Smoking
and Health. Whither priorities ?
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SIR,-Dr Tony Smith's leading article, "Con-
sensus on cabbage" (1 December, p 1477) is
"right on." As a consensus conference
participant, it is clear to me that he has got
the right message, at least according to the
way it is done in the US. He has also made
important points in characterising attitudes
tending to suppress, on pseudoethical grounds,
even the thought of large randomised trials.

In supplementing Dr Smith's excellent
reportage and commentary, I might add that
the main problem occurs at the introduction
of a new therapy of whatever type. Although
for medical therapies, at least in the United
States, the randomised controlled trial is
expected, quite the contrary holds for surgical
therapies. So called pilot trials only muddy
the water. That one can randomise from the
first medical or surgical patient is supported
by the strongest ethical as well as scientific
evidence.' 2 Indeed, it should be unethical
not to do an appropriately designed controlled
trial.
The main obstacle is that surgical therapies

have been held to a lower standard than have
medical therapies. Hospitals that would not
permit a poorly controlled medical investiga-
tion regularly permit uncontrolled surgical
experiments, leaving the patient's protection
squarely in the hands of journal editors and
reviewers. Publication is the key to widespread
application of new therapies. Journal editors
and reviewers should hold all therapies to
equal standards. Of course, this applies
equally to those approving submissions to
scientific meetings.
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Hospital building in the NHS

SIR,-I was interested in Jane Smith's
comments on the difficulties regarding the
costs encountered in the building of the

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.290.6462.154 on 12 January 1985. D

ow
nloaded from

 

http://www.bmj.com/

