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Discussion

The overall impression of those who came was that the consensus
conference had been an important event. Overwhelming support
for continuing the conference was shown, but with some modifica-
tions. The comments and suggestions made by the audience,
panelists, and speakers will be taken into account when future
conferences are planned. For example, clearly the amount of time
allowed for discussion was not adequate for an audience in the
United Kingdom. This was exactly the same as allowed in American
consensus conferences but an audience in the United Kingdom
seems to have much more to say. I was recently present at an
American conference with 600 participants, and yet with only minor
overruns everyone who wished to speak seemed to have an
opportunity to do so.
A more difficult issue is that concerning bias. Almost everyone

felt that the panel was unbiased (so much so that some thought their
statement could not be authoritative enough). There was concern,
however, that the cardiac specialties played too large a part and that
there were too few speakers against coronary artery bypass grafting.
(The views of the cardiac specialists, however, provided an
interesting contrast with those of the community medicine special-
ists on this point.) Less concern about bias might have been shown if
there had been more speakers from other backgrounds and more
time for discussion by the audience, if the conferences had been
more widely known to the public, and if there had been more cross
questioning of the speakers by the panel. But whatever is done
experts concerned with a topic will inevitably be in the majority. As

one speaker, not from the "cardiac club," commented: "The
weakness that will be evident in all such meetings is that they are
dominated by those with a close interest in the question. In principle
I think you went a long way in the prior planning of the meeting to
lean as far as you could in the other direction."
The future of consensus conferences in this country may be

different from that overseas, where discussion has been limited to
scientific and medical aspects of individual procedures and condi-
tions. The comments from the audience suggest a need to expose
broader issues (ethics, economics, and so on), though it could be
difficult for much to be covered in the time available. Such an
approach might also push the panel into making more value
judgments, whereas the American technique for consensus con-
ferences is restricted to weighing up the scientific evidence. The
most serious difficulty perhaps is whether the priority for a
particular procedure can be discussed in relation to needs for other
resources in the National Health Service. In plans for future
conferences consideration will be given to whether this issue could
feasibly be built into this particular type of conference. The King's
Fund will be sponsoring further consensus conferences and review-
ing each one before deciding whether to proceed with the next. This
will provide an opportunity to make modifications based on what is
learnt from each conference and may lead away from the American
model towards experimentation with the approach of the consensus
conference for setting priorities and influencing national policy.
The next conference is planned for early 1986. The organisers are
grateful for the interest shown in the process by participants at the
first conference, which will certainly influence future conferences.

II Commentary by chairman of conference

BRYAN JENNETT

The amount, vigour, and variety of published, canvassed, and
private comment evoked by the consensus development conference
on coronary artery bypass grafting (CABG) held in November 1984
augurs well for the future of such conferences as a genre in Britain.
It is hoped that after this pilot conference a format may evolve that
will allow fruitful discussion ofa wide variety of topics in the future.
Efforts were made to discover how the conference on coronary
artery bypass grafting struck those who attended by an invitation for
detailed comment'; in addition, two assessors (a paediatrician who
is also a dean, and a policy analyst) were asked to attend the whole
conference and to submit a written commentary. There have also
been published editorials in the BMJ2 and in the THS Health
Summary,3 eight letters in the BM_7," and three personal accounts
-from a regional medical officer who was a member ofthe panel,'2 a
cardiologist who was a speaker,'3 and a district hospital physician.'4

These published comments were mostly about how this par-
ticular conference was conducted and the statement that was
published,'5 but some were directed at the tone of the article in the
BMJ.2 This was applauded by physicians in community medicine
and resented by cardiological physicians and surgeons-for
example, "can never undo the harm done by the BMJ leader," "it
was superficial, cynical, and in extremely poor taste." This reflected
the dichotomy between these two groups about whether or not the
conference and the final statement had been too much influenced by
the cardiac doctors, who were regarded by the specialists in
community medicine as champions of increased coronary artery
bypass grafting. Indeed, one community physician considered that
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the whole conference had been invalidated by having even one
cardiac expert on the panel. But several cardiac experts were equally
uneasy at having to defend themselves against those who they
regarded as ill informed bystanders.

Based on his participation in the conference on coronary artery
bypass grafting in the United Kingdom and also in the American
conference on preventing heart disease by lowering cholesterol
concentrations, one cardiologist questioned the value of consensus
conferences as a way of debating controversial issues and advising
policy makers.'3 His preferred alternatives were expert committees
of the World Health Organisation or small national expert panels, in
either case meeting over much longer periods of time. These,
however, do not provide an opportunity for debate with medical
opinion outside the specialty or for exposure of issues to non-
medical experts and the public. With the American consensus
programme so well established and several European countries
committed to programmes it is important to consider whether
Britain can usefully adopt and adapt this approach. We need not
accept without modification either the American model or the
variations already evolving in Europe. Nevertheless, the essence of
this type of conference must be preserved-its essential difference
from the traditional meeting of experts. It seeks not to replace
such meetings but to provide an opportunity for exposing to a more
broadly based group of people issues on which there is some
disagreement among the experts immediately concerned.

Choosing the topic and questions

For a topic to be ripe for a consensus conference there must be enough
data to discuss and enough controversy to justify debate; and the matter
must be sufficiently important in terms of policy, principles, or priorities to
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command attention from various disciplines and from society at large. For
the first conference an ad hoc group that included representatives from the
royal colleges, the Medical Research Council, the Department ofHealth and
Social Security, and others not directly concerned with the provision of
health care considered a dozen possible topics. Several were judged to be too
early or too late in their development, too limited in scope, too broad
ranging, or already to have been overexposed to discussion. To test the
viability of this type of conference in Britain we needed a clearly defined
topic, readily perceived as having wide implications. From the interest that
it generated it seems that we chose well. But we now have the opportunity to
choose different types of topic in order to discover whether this kind of
conference can cope with other kinds of controversy.
The questions were discussed at length and were then sent to the Office of

Medical Applications of Research of the National Institutes of Health in
Washington for comment in the light of its long experience of consensus
conferences. The questions deliberately set limits for the discussion. They
focused attention on the indications for investigating patients with coronary
heart disease as a necessary condition for selection for surgery. They
required that estimates of need for surgery take account of alternative
treatments. To forestall claims that preventive measures might make
coronary artery bypass grafting irrelevant the questions focused forecasts on
the next five to 10 years. The last question made it clear that consideration of
costs and implications for the National Health Service as a whole was on the
agenda. American conferences by contrast are limited largely to scientific
issues. We expected criticism that we had given insufficient attention to
prevention and methods of management other than coronary artery bypass
grafting, and we were not disappointed. Indeed, for several commentators
this had clearly been the wrong conference because it had not dealt with their
particular view of coronary heart disease. We hoped, however, to avoid the
criticism often levelled at conferences, research proposals, and books that
they are insufficiently focused and try to do too much.

Picking the participants

We considered whether to have as chairman of the panel someone who was
not a doctor, perhaps a judge or member of a health authority. In the event
we went for a high technology doctor in another specialty (neurosurgery) and
put on the panel a high technologist from a different specialty (nephrology).
In America the chairman would certainly have been a cardiac clinician. With
six non-medical people on our panel and four non-cardiac doctors it seemed
essential to have a cardiologist and a cardiac surgeon-if only to avoid
technical errors that might have discredited the consensus statement in the
eyes of experts. The cardiology lobby complained that these were too few
and the community medicine corner that the advocacy of these two
prejudiced persons had obviously won the 10 others to their cause. In the
event the cardiac specialists were used as intended, to clarify certain points
and verify that what we wanted to say was not nonsense in technical or
practical terms.

Choosing and briefing the speakers was the most difficult and crucial part
of planning. Considerable trouble was taken to assess the suitability of each
person for this particular conference, working from a long list of possible
candidates. We did not want a direct account ofan expert's own work such as
would be given at a conventional specialist meeting; instead, speakers were
required to review the state of the art of one aspect of coronary heart disease
in relation to the questions posed. Speakers were not only given specific titles
but I spoke to each of them personally about the novel nature of this
conference and discussed their subject matter with them to minimise gaps
and overlaps. Most attenders considered that the presentations were clear
and relevant; overseas observers were particularly impressed. But it was
clearly a mistake to spend so much time on the inconsistent results of
different trials, though it may have been important to show the limited value
of controlled trials in assessing an evolving technology. While the scoring of
points between competing advocates may have entertained spectators in the
know, it could only have confused others. Unfortunately, one of the two
speakers on this controversy had published in the BMJ only a week
previously a paper based on his presentation at the conference, important
aspects of which were challenged in a letter a few weeks later.
We considered having several patients testifying to their personal

experiences of coronary artery bypass grafting-good and bad. Had we done
so we would probably have been accused ofparading soft, if not sentimental,
data. As it was, the surgeons were criticised for claiming the demand and
satisfaction of patients to support their case, and the organisers were scolded
because consumers did not figure more prominently. The compromise of a
cardiologist who had himself been operated on seemed rather neat in
prospect but lost some impact when it became known that he had insisted on
surgery for himself, although his disease was of a type that everyone agreed
does not justify operation because the prognosis is so favourable without
surgery. Unfortunately, the epidemiologist who was invited to speak
declined, and the experts who presented numerical data failed to produce
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them in time for circulation before the conference; for the panel needed time
to consider data of this kind. As it was, they were sent a specially written
guide to coronary artery disease, together with four recent editorial articles
from the BMJ3 and the Lancet and fairly full abstracts of all presentations.
But could they have coped with the list of85 scientific papers each abstracted
to one paragraph, which was the reading matter for the panel at a recent
American consensus conference?

Advice that experts with strong opinions should be excluded as speakers
or panellists is difficult to act on because consensus conferences are by
definition concerned with controversies. The complaint that all the cardiolo-
gists were in favour ofmore operations for coronary artery bypass grafting is
difficult to refute because this is the opinion of almost all cardiologists,
whose differences are mostly about how much more and for which patients.
In an effort to balance the programme we invited several non-cardiological
presentations: a psychiatrist set out the principles of assessing quality of life,
which was different from hearing this from those concerned with influencing
outcome; the dean of the postgraduate school (another nephrologist)
discussed how demands for new technological developments emerge and
compete, which was salutary in putting the claims for more coronary surgery
in perspective; the costs and benefits of competing technologies were
discussed by a team of health economists, which may be routine for readers
of the THS Health Summary3 but for most members of the conference was a
novel challenge. The publication of this economist's paper in the BM1'6
promises to set off an interesting round of debate. More new data in the
cardiac presentations were delivered than critics have acknowledged. The
reviews of investigational and surgical facilities, of their unevenness, and of
the extent and implications of expansion may have been well known in
some enclaves of specialist societies or to some college or departmental
committees, but to have these data systematically set out before witnesses
was novel and should have been useful.
One non-cardiological contribution related to a study by neurologists of

early postoperative evidence of brain damage. Although this was only a five
minute addendum to the psychiatrist's paper on outcome, it caused
consternation among the cardiac specialists, who complained that "unpub-
lished, unrefereed reports" should not be allowed at such a meeting.
Although the consensus statement included reference to this, critics
complained that it did not feature prominently enough. The cardiac experts
ought to have known better than to express such surprise and thereby to
attract so much attention to these data for reports on brain damage after
cardiac surgery have been published since 1970, with two papers in
American neurological publications in the past three years and an editorial in
the Lancet as recently as 1982. The actual study reported to the conference
had been presented to the Association of Physicians in April 1984 with a
published abstract.
Many thought that too little time was devoted to discussion by and

involvement of the public. Although the proportion of time for discussion
was similar to that in America, we should have had more, and the panel
should have had more opportunity for a judicial type cross examination of
the experts in public. That the public were welcome to come and listen
should be recognised for the unusual opportunity that it was. That those
who came found it difficult to join in such a technological debate was
understandable; it might be easier with a more accessible topic. It should be
remembered that there is no claim that the consensus statement reflects
public opinion-only that some public voices are heard by the panel as they
listen to various views.

The consensus statement

It was a mistake to imitate the Americans by writing it through the night.
Someone commented that it was deceptively easy to reach a consensus, and
another wondered if I already had a draft in my pocket. Neither was the case,
or it would not have taken us 15 hours to write the statement. This reflected
genuine confrontations within the panel, which had to reach difficult
compromises. We did change parts after the public presentation, though we
should have had longer to do so. Reading the statement several months later,
I thought that it was nothing like as bland or predictable as critics have
claimed. It emphasised the lack of good data on investigational throughput
in different centres in the United Kingdom. While applauding the national
cardiac surgical register as an innovation in audit,7 it called for more details
about the types of patient operated on and about morbidity and mortality in
different centres. It recommended that a centrally funded national register
should be accorded a higher priority for finance than any future service
development beyond the immediate phase. The statement itemised the
expansion of provision that seemed justified in the short term but cautioned
that it should be available only for patients known to have a high probability
of benefit; it estimated broadly the cost of this in posts and pounds. It
recommended further studies of the relative cost benefit of competing
technologies of the kind presented by the economist. It seems improbable
that some of these latter recommendations would have emerged from
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specialist societies, which some cardiologists consider would have been a
more appropriate place for this debate.
The conference on coronary artery bypass grafting in the United

Kingdom brought up three important issues for debate: (a) the gaps in the
data indicating which patients benefit from coronary artery bypass grafting
and by how much; (b) the conflict between specialists in cardiology and
community medicine in their perception of need; and (c) the possibility of
calculating the costs and benefits of competing medical technologies.

Conclusion

In spite of a well attended press conference and news reportage by
television, only one newspaper carried a column on the conference.
Obviously coronary artery bypass grafting was already a subject of
discussion by royal colleges, specialist societies, and health authori-
ties. Whether these issues are more squarely faced or debated more
urgently as a result of this conference will probably be difficult to
assess. Concern has been expressed that consensus conferences may
provide unjustified authority for the prejudiced views of those who
purposely manipulate the whole exercise; that the requirement to
reach a consensus may suppress doubts and disagreements; that the
statement made may be regarded as immutable; and that it may even
inhibit further research.'8 No committee or conference can claim
immunity from these various dangers, but there should be more
opportunity to build safeguards into the consensus format than into
traditional meetings. For the questions have to be evolved in a
broadly based steering committee that is also responsible for
choosing the presenters, and the panel is purposely constituted to
ensure a balance between experts and others as well as between
medical persons and others. Perhaps, however, the name consensus
is unfortunate. In the United States the Office of Medical Applica-
tions of Research has always emphasised that the statement should
declare those issues on which a consensus cannot be reached and
should identify clearly gaps in knowledge as a spur to further
collection of data and research.9 The statement on coronary artery

bypass grafting in the United Kingdom clearly did this. With so
many countries adopting the consensus concept it seems unwise to
abandon the term altogether. Instead we propose to entitle the series
now planned "King's Fund forum: consensus and controversy in
medicine." Some have toyed with the word "development" as
though this were an antithesis to consensus; it means simply the
development of a consensus. The opportunity now given by the
King's Fund to organise a limited number of further consensus
conferences should enable the United Kingdom to evolve a
sufficiently flexible format to cope with a wide variety of controver-
sies in medicine. Some forum for debate is desperately needed-by
society, by the professions, by health authorities, and by the new
general managers at all levels. The time could not be more
propitious for such a programme.
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What is the appropriate treatment for severe mastalgia that has continued
throughout an otherwise ordinary pregnancy? This patient had transient troubles
in her first pregnancy but the mastalgia appears to be much more severe in this
second pregnancy.

Severe mastalgia during pregnancy should be prevented by the use of a well
fitting maternity brassiere. Simple analgesia may be necessary if pain
persists. The breasts should be examined to exclude disease.-G J LEWIS,
consultant obstetrician and gynaecologist, Stourbridge.

A 37year old patient who has taken upyoga lately with benefit to herprevious mild
global depression complains that when she stands on her head a bubbling noise,
similar to borborigmi, can be heard coming from the vulva. Has this been
descnrbed before and is it right at her age?

Hatha yoga is a technique of yoga that involves breathing practices
(pranayama) and postures (asanas). Postures are practised to develop
suppleness and allow meditation without discomfort.' A prerequisite for
success is that the muscles of the head, neck, and abdomen should be strong,
and a well known book on yoga2 recommends that the abdominal muscles
may be exercised "at odd times-while walking, in a car or train or bus, or on
the toilet seat." This advice is similar to the instructions given to patients
undertaking pelvic floor exercises. A few ofthe asanas involve the head down
position-for example, shirshasana (the headstand) and sarvangasana, in
which the body is supported on the shoulders. It is important to work
towards these gymnastic postures gently and gradually, without force or
strain, and I think that this patient has probably tried an advanced posture
too quickly. I suspect that laxity of her abdominal and perineal muscles is
allowing visceral movement to create negative pressure in the vagina with
consequent influx of air as she moves into the head down posture: the air is
then noisily expelled while the posture is being held. Some women notice a
similar phenomenon if they use the knee-chest position for coitus. The
problem is familiar to some experienced teachers of hatha yoga but I have
been unable to find a written description-though one article mentions that
"during menstruation, certain postures would need to be avoided."3 Many

yoga teachers are trained in basic anatomy and physiology, though some
have a deeper knowledge than others. This patient should discuss her
problem with her teacher, but if she is being asked to perform difficult
exercises too soon after taking up the discipline she should consider
changing teachers. -JAMES OWEN DRIFE, senior lecturer in obstetrics and
gynaecology, Leicester.

I Armstrong H. Yoga: one physician's experience. Can MedAssoc, 1978;118:992-1004.
2 Wood E. Yoga. Harmondsworth: Penguin Books, 1959.
3 Wigley l. Yoga as therapy. Nursing Times 1976;72:1716-7.

After two normal pregnancies a patient has had two consecutive early abortions.
Her husband has to handle dioxone about five or six times a year and is worried
ztwhether this may have any relevance to his wife's miscarriages. Is there any known
connection between dioxone and early abortions, and would any tests be relevant
in this case?

This question has probably arisen because ofthe attention given to dioxins in
both the scientific and popular press. A similarity between the common
names of chemicals, however, is often misleading because it suggests a
structural relationship where none exists. For example, dioxane, dioxin, and
dioxone are chemically and toxicologically completely different. Dioxane is
1,3-diethylene oxide; dioxin usually refers to 2,3,7,8-tetrachloridibenzo-p-
dioxin, also called TCDD; and dioxone is 5,5-diethylhydro-2H-1 ,3-oxazine-
2,4(3H)-dione. Dioxane is a solvent which, besides its irritant and narcotic
effects, has some carcinogenic potential. TCDD is a compound that is toxic
in the ig/kg range and is a potent teratogenic agent. Dioxone is an analeptic
drug with convulsant activity,' and its LDso is a thousand times less than
LDso ofTCDD. Daily oral administration of 15 or 30 mg/kg for six months
produced in some rats alopecia, clonic seizures, and albuminous degenera-
tion in the liver.' I could not trace any genetic toxicity testing of the
compound, probably because its limited use puts no obligation on the
manufacturer to do so.-L MAGOS, MRC Toxicology Unit, Carshalton.

1 Maffii D, Dezulian VM, Silvestrini B. A new analeptic: 5,5-diethyl-1,3-oxazine-2,4-dione.
7Pharmacol 1%91:244-53.
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