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Consensus development methods: Considerations for national and global frameworks
and policy development

Introduction

In this ever-changing world, key decisions have to be made in healthcare systems and policies often
under uncertain conditions or without complete objective evidence.'? It is not uncommon for key
decisions in healthcare systems and policies to be made based on informal group decision making.?
However, various drawbacks of such an approach have been identified, including: particular
individuals are dominating discussion and decision making, pressures from powerful individuals and
the power imbalance of individuals in the group, more extreme decisions with individuals with
strong opinions, and complex issues remaining forgotten due to unstructured process.>?

When decisions are made at national or international levels, the impact of such decisions become
even wider often affecting more stakeholders and sometimes entire populations. Decisions-making
in health systems and health policies at national and international levels would affect national and
global health, which might lead to inequality in health of population. In order to achieve transparent
and accountable decision-making process for optimising national and global health and achieving
equitable health access, consensus development methods (CDMs) can be adapted.

CDMs are commonly used for developing clinical guidelines for quality improvement of health care.*
® A complex process is involved in its consensus-based decision making.> CDMs assist such complex
processes by offering a systematic approach to synthesising information and expert views."’

CDMs use a quantitative approach for synthesising qualitative data, aiming to achieve general
agreement, convergence of opinion, or resolving inconsistencies in scientific information around a
particular topic.>®° The methods are widely used in the field of health, social care and wellbeing,°
including pharmacy practice,® and are regularly applied for the development of clinical guidelines.
CDM:s are officially used by the World Health Organisation for guideline development.!!

CDMs usually involve repetitive interactions with a group of participants to reach a general
agreement in the group. There are different types of CDMs available. The methods commonly
consist of the Nominal Group Technique (NGT), Delphi technique (DT), Consensus Development
Conference (CDC), RAND/UCLA appropriateness method (RAM). These differ in terms of anonymity,
the number of participants, the use of face-to-face meeting, and time frame.

Nominal Group Technigque

The Nominal Group Technique (NGT) is a highly structured and controlled small group process
involving face-to-face group interaction.>® The NGT was developed in the 1960s by Delbecq and
Van de Ven, originally developed in psychological studies, management science studies, and social
work studies.!? The NGT has four main stages: silent generation, round robin, clarification and
voting/ranking.®

Silent generation is the first stage of NGT, where participants list ideas or issues related to the
particular topic silently and individually in a written format.2? Round robin is the second stage, when
participants in turn state a single idea to the group one at a time in a ‘round robin’ fashion, then
continue to record one item from participants in sequence, until all group members have no more
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ideas to state.® 2 Third stage of the NGT is clarification where group members clarify, elaborate,
defend or dispute the ideas listed, using face-to-face focus group meeting.'? During ranking, the last
stage, participants rank the preferences, agreement, or appropriateness depending on what the
NGT’s aims are; ranking uses a structured questionnaire including Likert scales.?® 12 If the pre-
defined level of consensus is not achieved, then the third and fourth stages are repeated until is it
achieved. McMillan et al.® proposes that the first two stages (i.e. silent generation and round robin)
can be replaced by literature reviews or exploratory surveys.

Throughout the stages, controlled interactions with small group of participants take place, with
normally 5 — 12 people, depending on the aims and topics of the study. ? Cantril et al.? suggested
that if a larger number of participants are required (i.e. more than 9 or 10 people), the participants
may require dividing into two or more parallel or sequential groups. Participants of the NGT are
‘experts’ of an investigating issue. This has an impact on the validity, credibility, reliability and
acceptability of the findings of the method.'*** Careful consideration should be given to group
composition, as different stakeholders tend to produce different ratings. However, within defined
specialist or professional categories, selecting particular individuals have little impact on the rating.®

The main advantages of the NGT include relatively quick outcomes to be obtained,® a large number
of ideas to be generated,! and greater ‘ownership’ of the decision and tools developed by
participants,? which can affect how the decisions or tools implemented after the study. On the other
hand, some limitations include relatively small number of participants,? and the difficulty of setting
up face-to-face meetings.®

Delphi technique

The Delphi technique (DT) is an iterative survey technique for group decision making without face-
to-face interactions.® The DT was introduced by the RAND Corporation in US in the 1950s, as a
means to forecasting the effects of atomic warfare in US.® Since the DT was first introduced, the
method has been used in many academic fields, including science, technology, health, business,
communication, education and policy analysis. 7 The DT is applied within the pharmacy practice
field. McMillan et al.® showcase examples which include scoping exercise of future practice and
education, developing criteria, indicators and definitions, and the more wide utilisation for clinical
guidelines development.

The DT process includes: collecting opinions/views on a particular issue, rating the agreement with
each item/statement, and re-rating the agreement with updated items/statements.” All stages are
carried out using an anonymous questionnaire. This means participants never meet or interact in the
DT.® Originally, the questionnaires are to be distributed by mail, but recently this has been replaced
largely by email or online questionnaire.? The re-rating stage can be repeated as often as needed
depending on the degree of agreement reached from the second stage, or until a predetermined
number of rounds are completed.! In the first stage of the DT, opinions or views from experts are
usually collected by open ended questions,® and analysed using content analysis approach.? The
results of the first stage is summarised and converted into a list of statements/items in a
questionnaire to be distributed in the second phase.® The degree of agreement is commonly
measured by Likert Scale,® often with written feedback especially when the participant does not
agree with the item.! After reconsidering a group median of each item, participants will re-rate the
updated items again by Likert Scale.® Some studies modified the DT process, particularly the first

stage, by replacing it with a literature review or qualitative study to explore more in-depth opinions.?

The DT allows for repetitive interactions with a large number of participants,” which can range from
4 to 3000,® and presents no geographical barriers for conducting the study since the techniques are
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conducted remotely.2 This flexibility, the option to have a large number of participants, and the
relatively low resources needed are significant advantages of the DT. Potential disadvantage may be
found in the fact that the participants do not engage with others nor do are they exposed to their
opinions and disagreements. Participants therefore do not change their opinions often; and it is
argued that agreement or consensus achieved is lower in level than that in NGT.?

Consensus Development Conference (CDC)

The consensus development conference (CDC) approach is thoroughly a face-to-face interactive
method to develop consensus among panel members at a public forum. CDCs were developed by
the National Institutes of Health (NIH) in US in 1977.°> CDCs are commonly used to evaluate and
disseminate health care technologies for clinical practices.!®

The CDC involves a series of intensive face-to-face interactions of panel members (about 10 people).
Its process is more flexible compared to previous two methods, using iterative face-to-face meetings
of experts. A group of panel members are provided with evidence on a particular issue by a small
group of experts on the particular issue, and who are not involved in the decision-making process.’
The panel members will then ask questions to presenters. After clarifying all issues, the panel group
members will deliberate on the issue, directed by their chairperson to attempt to reach consensus.®

The main advantage of the CDC technique is to foster dialogue, debate and discussion.” 1

Furthermore, CDC method embeds a dissemination process of guidelines by holding a form of press
conference at the end of each round.’® However, significant drawback of the CDC includes expensive
study cost holding the public forum, which usually lasts more than two days. The time limitation to
hear the evidence from experts also is also at the same time a disadvantage of the method, as
presenters may not be able to cover all evidence related to the issue.’

RAND/UCLA appropriateness method (RAM)
The RAND/UCLA Appropriateness Method (RAM) is a hybrid method combining the elements of both
NGT and DT,® developed by the RAND corporation and University of California Los Angeles (UCLA)
School of Medicine in the 1980s for a health services utilisation study, measuring the overuse and
underuse of medical and surgical procedures.’® RAM is commonly used in clinical practice for
developing guidelines. However, the method is also used in policy and organisational interventions.?

0

RAM commonly involves 7-15 members of experts in the process.’® The RAM consists of 5 stages,
including (1) literature review to create a list of indicators for an intervention, (2) an expert panel to
rate the appropriateness of the intervention for each item measuring the degree of agreement by a
9-point Likert scale using an anonymous questionnaire, (3) face-to-face meeting of the expert panel,
(4) re-rating the appropriateness of updated items by Likert scale in an anonymous questionnaire,
and (5) categorising indicators as appropriate, inappropriate, or uncertain, based on the group
median rating.> > Basic data analysis to determine agreement and disagreement is similar to NGT
and DT. However, the RAM uses more sophisticated analysis using the concept of interpercentile
Range (IPR) and Interpercentile Range Adjusted for Symmetry (IPRAS). This enables to avoid the
effect of different size of expert panel and to provide an in-depth analysis of ‘disagreement’ in
searching the appropriateness of items in a tool.%

These CDMs can be used to develop health and pharmacy policy tools and frameworks with a variety
of modifications and adaptations made over the decades. However, to the best of the authors’
knowledge, there is no review yet on the use of CDMs particularly in health systems and policy at
national and international levels. Understanding the different approaches, utilisations can support
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researchers with ensuring rigour, validity, and transparency in the use of CDMs.. Therefore, this
paper aims to identify and review papers which have used CDMs in order to develop national or
international policy tools or framework in health field. The review identifies CDMs used in current
research, identify modifications and adaptations to traditional methods, and distil considerations
required for high level policy and framework development.

Methods

A narrative systematic review was conducted, following the PRISMA guidelines.

Inclusion and exclusion criteria

Eligible studies included those which used any of CDMs commonly used for developing a policy or
framework, or equivalent to framework (eg. tools or indicators) at a country or international level,
aiming to improve health system(s) or policy in health. Papers aimed to develop clinical guidelines
were excluded, as these are often developed following country specific developmental guidelines
(eg. National Institute for Health and Care Excellence in UK) or global WHO guideline,!! and there are
intensive literature reviews on clinical guideline development (e.g. Black et al.?). Books, editorials,
and other sources reporting non-original research were excluded. Papers were excluded if they were
written in non-English.

Search strategy

Articles were searched in the electronic databases, including the EMBASE, PsycINFO, and PubMed as
of 3™ November 2020. The search did not limit the publication years. The search terms ‘consensus
development’ and ‘framework’, which were crosschecked with ‘health system’ OR ‘health policy’.
The exact strategy used was [(consensus development) AND (framework) AND ((health system) OR
(health policy))]. All retrieved citation data were entered into EndNote X9 (Clarivate Analytics,
Philadelphia, US), and cleaned to remove duplicated papers.

The authors applied the inclusion and exclusion criteria to independently examine the titles and
abstracts of the original articles. A list of eligible articles was discussed including any divergence
occurred between both authors until the final list was agreed.

Data extraction and synthesis

A data extraction table was prepared in Microsoft Excel sheet and agreed by both authors. The
primary investigator (NA) extracted the data, which were reviewed by LRB. Collected data were
narratively synthesised using content analysis in terms of the use of CDMs and the way the methods
were modified according to the study settings.

Results

Screening and selection of studies

The screening process following the PRISMA guidelines is depicted in Figure 1. The searches in
EMBASE, PsycINFO, and PubMed identified 70 different titles. The titles and abstracts were reviewed
for inclusion and exclusion criteria, which excluded 34 papers. The remaining 37 papers were
assessed for their eligibility by reviewing full-text articles. This identified an additional eligible article
from reference lists of the reviewed papers, and further excluded 11 articles in alighment with the
inclusion and exclusion criteria. In total, 26 articles were included in the final analysis.
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Table 1 summarises collected data from each study. Thirteen studies developed frameworks at
international levels or engaged with multiple countries.?!3® Other remaining studies were conducted
at a national level, including India,** Iran,3> 3¢ The Netherlands,*” Canada,® Libya,® US,***® and
Spain.** Out of 13 international studies, 4 papers? 3%32 related to the same academic society for
rheumatology, carrying out at the Outcome Measures in Rheumatology (OMERACT) activities. The
review identified that a wide range of frameworks or tools were developed using CDMs. The
purposes of frameworks or tools include improving health services, health systems, health policies,
and workforce development.

The papers related to consensus development in health policy and system field published more
recently in a last decade. Nineteen papers (73.1%) were published between 2010 and 2020,%1-25 28 30-
36,38,39, 4143 6 papers (23.1%) in 2000s,%- 2% 37:40.44.45 3nd 1 (3.8%)in 1998,% although no restriction
was made for publication years in the literature search. Considering the CDMs developed in 1950s to
1960s, it has taken around 50 years to populate the use of CDMs in health policy and system
research field.

The search identified that over 60% of studies did not apply typical consensus development
methods, but were stated as consensus meetings. Sixteen studies (61.5%)2124 26:28, 30-35, 37,39, 42
claimed the use of consensus meeting as a main or part of their process, 12 studies (46.2%)% 24 25 2%
30,35, 36, 38,40, 41, 45,46 ysed the DT as a main or part of their process, and 4 studies (15.4%)3® 40 44 46
applied NGT as a main or part of their methods, and 1 study (3.8%)* claimed iterative feedbacks as
their consensus method. The review illustrated a wide range of modification of methods, which are
either non-use of typical CDM or combining different methods to compensate weakness of used
methods. The most common combination of different methods was a combined use of DT and some
form of face-to-face meetings (CM or NGT).2l 2430.36,:40,46 N paper described reasons for non-use of
formal CDM or combination of methods. However, this review indicates the formal CDMs may not
fitting in developing national or international level framework or tools in health system and health
policy areas.

Many studies did not state the numbers of consensus panel members (9 studies, 34.6%)** 23 27. 28,32,
34,36,42,43 nor consensus thresholds (15 studies, 57.7%).213 2628, 3034,36,37,39, 44 Among the studies
claimed the number of panel members, there was a varying number of members engaged from 4 to
500, depending on the purpose of the tool developed and audience whether national or
international levels. Reporting the number of consensus panel members and consensus threshold
have an impact on the quality of the report and affect the rigour and value of decisions made.

Discussion

This review is first of its kind focusing the use of CDMs for developing frameworks and tools in health
systems and policy at country or international levels. A number of variations of consensus
development methods have been developed since its first development in 1950s and 1960s, and the
use of methods over the last a half century. CDMs have been adapted for use in healthcare field,
often for clinical guideline development or health technology assessment. This present review
focused on the use of consensus development approach in health policy and system improvement
outside of clinical guideline development. The review identified a wide range of modifications of
CDMs, and many did not follow any of existing consensus development methods. This is not
consistent with the use of CDMs in creating clinical guidelines where intensive reviews and
guidelines for formal steps of CDMs were developed. Humphrey-Murto et al.! criticise that a lack of
standardization in definitions of consensus, use of methods, and reporting of these methods would
result in less certain the level of rigour or value of decisions made.
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However, high-level consensus in national and international settings often encounter challenges of
geographical issues of panel members and time commitment of members with different countries
when it comes to international framework development. Considering these challenges, it is
understandable to have consensus development processes in academic conference settings and
combine some methods to utilise opportunities for meetings at conferences and other processes
conducted at online platforms as the review identified. The authors experienced consensus
development processes at national and international levels, in order to develop national and
international policy, framework and tools in pharmacy field.

For example, the International Pharmaceutical Federation (FIP) has recently launched a global list of
FIP Development Goals as a key resource for transforming the pharmacy profession over the next
decade globally, regionally and nationally. For the goals to be globally relevant and to increase
uptake, it was essential that the development approach was based on consensus; but engaging
global experts and stakeholders required a practice approach to consensus developed that
combined elements of the traditional CDMs. An extensive process of consultation built on the
methodology used in the development of the Pharmaceutical Workforce Development Goals
(PWDGs) and adapted to develop the practice and science elements in the new goals. FIP experts,
members, partners and stakeholders have all taken part in this work to ensure that the goals are
relevant, measurable and achievable. The development process included a consultation with the FIP
Council in 2019; the Council is FIP’s highest organ which includes all national pharmaceutical
associations (member organisations) and national pharmaceutical scientific associations
(predominantly scientific member organisations). This element of the process adopted and adapted
the CDC method by conducting a face to face meeting during a global conference. Afterwards, a
cross-FIP Internal Reference Group was commissioned to provide feedback and input into the draft
Goals; the Group included representatives from FIP Boards of practice and science, FIP Education as
well as the FIP Young Pharmacists Group. The Internal Reference Group was engaged in the
consultation using Delphi technique approaches.

A lack of consensus criteria reporting in papers was identified throughout the review. Scott and
Black*® showed that differences in consensus definitions lead to the nature and level of consensus
that panel would reach. For achieving transparent and rigour consensus decisions in health,
reporting the consensus threshold and criteria is essential. This indicates the need of rigorous
planning of the consensus development process at national and international levels. Especially any
decisions made in health system and policy affect national and global health. The researchers and
policy makers need to be aware of the consensus development methods for better decision making
process. For that, creating a guidance of CDMs to develop national/international frameworks or
tools in health system and policy would be warranted.

It is important to note a limitation of the review. A literature search in the review was only carried
out with limited literature database (i.e., PubMed and EMBASE) due to the resource limited to
authors. A narrative systematic review limits evaluation of selected articles for validity. Considering
the nature of the methods developed outside of health field, there may be more literature using
consensus development methods in health system and policy development. Having identified the
variety of modifications in consensus development methods in health system and policy
development, the development of practical standards for CDMs would be warranted.
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Conclusion

This review summarised the use of consensus development methods in health system and policy
development. The review identified a wide range of variations in the selection, use and application
of the methods in the field. Some elements of consensus development process (i.e., the number of
panel members and consensus threshold) were not reported in all papers, which addressed the
issues in the quality of reporting with the use of consensus development methods. For better
utilisation and application of the consensus development methods in health system and policy
development, some standardisation of the methods and reporting would be warranted while
allowing for the necessary pragmatic adaptations needed by researchers.
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Table 1: Consensus development studies in health policy and system field

Framework/policy

Consensus

(EU)

newborn screening
implementation

Authors (year) Country that consensus development Nrc:e:;)::\sel Consensus threshold Method modification
developed upon method
Lalitha et al. (2019)** | India Admission criteria ™M Not stated Not stated Consensus was not developed in
on paediatric the CM.
intensive care unit in Full taskforce team discussed,
India and consensus developed on the
refined draft framework from CM
Calvert et al. (2018)# | International | SPIRIT-Patient DT and CM DT: n=99 Not stated DT - 2 rounds of online surveys
Reported Outcomes CM: n=29 CM — 2-day face-to-face meeting
(PRO) Extension Final consultation through 3-weel
period with all attendees from DT
and CM
Consensus/final agreement by
the SPIRIT-PRO group
Fazaeli et al. (2014)% | Iran A framework of a DT and CM DT: n=25 Components with DT - 2 rounds of surveys with 3-
health system >75% agreement were point Likert scale (no information
responsiveness used for the secondary on distribution method)
assessment framework. CM — face-to-face meeting by
information system Components with 50 panel members to discuss results
to 75% agreement to reach consensus
were entered into the
second round of DT.
Iltems with <50%
agreement were
excluded.
Cornel et al. (2014)?? | International A framework on ™M Not stated Not stated Consensus was not developed in

the CM.

Consultation by email and face-
to-face meeting with panel
members

Final document was endorsed by
the Boards of the International
Society.
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Salvador-Carulla et International Classification of ™M Not stated Not stated A series of meetings — 3 face-to-
al. (2011)% intellectual face meetings, 7 teleconferences,
disabilities in ICD-11 and electronic exchanges
Ten Asbroek et al. The A national c™M 38 Not stated A series of meetings — not stated
(2004)%” Netherlands performance the frequency and delivery of the
indicator framework meetings
for the Dutch health
system
Rae et al. (2020)3® Canada System performance | DT 10 Survey 1 - indicator DT - 3 rounds of surveys (no
indicators for eliminated if <70% of information on distribution
adolescent and group scored the method)
young adult cancer indicator as a 3
care and control Survey 2 - indicator
eliminated if <60% of
group scored the
indicatorasa 3
Final consensus -
endorsed by > 80% of
group in Round 1 and
3
Forrest et al. (2018) | International A list of core DT and CM 19 CM consensus: Not CM - 2 face-to-face expert panel
competencies for stated meeting, rating competencies
learning health with 5-point Likert scale
system researchers DT consensus: DT -1 round of a modified
Competencies with a process with 9-point Likert scale
median of at least 7 (no information on distribution
and = 75% of panel method)
members rating CM —final face-to-face expert
between 7 and 9 were panel meeting
evaluated for
retention
Balakrishnan et al. International Outcome measures DT 40 Consensus for mean 2 different rounds of surveys at

(2018)*

for paediatric
laryngotracheal
reconstruction

rating > 7, with< 1
response 22 points
away from mean

different levels of important to
include (with 9-point Likert scale)
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Near consensus for
mean rating 2 6.5,
with <2 response 22
points away from
mean

Dreesens et al. International A conceptual c™M 15 (9 attended | Not stated 2-day face-to-face consensus
(2019)%¢ framework for in person, 4 meeting with international
patient-directed attended experts
knowledge tools to through
support patient- teleconference,
centred care and 2
participated via
email)
Garrison et al. International A framework to ™M Not stated Not stated Face-to-face meetings and
(2007)¥ assist health-care electronic exchange via email
decision-makers in with Taskforce members and
dealing with Real- public consultation from the
world data membership of the ISPOR
Kirwan et al. (2014)% Outcome Measures @Y Not stated Not stated Face-to-face meetings using
in Rheumatology breakout small group discussion
(OMERACT) Filters: at conference got for discussion
core outcome sets and a final plenary voting
Mattke et al. International Health care quality DT 4 expert panels | Retain measures with A modified DT — evaluate the
(2006)%° (OECD) indicators (the number of | high ratings (=7) on relevance and scientific
panel members | both relevance and soundness of identified
of each panel soundness, and also indicators with 9-point Likert
was not stated) | measures with scale (no statement on the
intermediate scores on frequency of rounds)
those dimensions if
data collection
considered to be
feasible
El Oakley et al. Libya Recommendations @Y 500 Not stated A half-day conference session, in
(2013)* mapping a modern which potential solutions and

health systems for
the 21% century

priorities for change were
identified — where consensus
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achieved, included in proposed
recommendations

Boers et al. (2014)%° International A framework of core | DT and CM CM-18 Not stated CM — held at conference for
measurement areas DT - 262 structured discussion
in clinical trials for DT —invited 2293 people — a total
OMERACT 11 of 262 returned, indicating broad
agreement
Kirwan et al. (2014)3' | International A framework for ™M >115 Not stated Group discussions with small
identifying the breakout groups at conference
relevant core
outcomes universal
to all studies of the
effects of
intervention effects
Hermann et al. us A core set of quality | DT and NGT 12 Meaningfulness of 3 or A modified DT — 2 rounds of
(2004)%° measures for mental less with dispersion of surveys, assessing with 3 scales
health and <0.8 of meaningfulness, 3 scales of
substance-related Feasibility of <6 with feasibility and 1 scale for overall
care dispersion <0.9 agreement of inclusion, using 9-
The highest-rated point Likert scale
measure in that Face-to-face meeting — discussing
category was added to the results of 1% round of DT on
the core set. measures with overall scores of 6
or less and significant dispersion
Grandes et al. Spain Factors in the NGT 12 Not stated 5 structured meetings for
(2008)%* Basque Health discussion
System A draft circulation to verify
hindering/facilitating validity of document
the integration of
healthy lifestyle
promotion in
primary health care
setting
D’Agostino et al. International An imaging or ™M Not stated Not stated 3 disease-related groups further

(2014)%

biochemical
measurement

divided into small breakout
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instrument in
OMERACT Filter

groups to discuss and propose
new hierarchical structure

Each discussion group reported
to its main plenary session of all
participants

Spyropoulos et al. us A list of electronic DT 12 No more than one Electronic circulation of draft
(2015)* health records reviewer expressing logic and technical guidance
features clinically opposition to any among taskforce members (n =
necessary to recommended feature 150)
delivery optimized 1 round of DT — assessing a
anticoagulation clinical necessity using 5-poing
management Liker Scale
Leone et al. (2018)*> | US Standards of @Y/ Not stated Unanimous approval Online and face-to-face
practice in making meetings, and electronic
tobacco harm circulation of successive drafts
reduction claims
Kumanyika et al. International A visual and c™M 6 Not stated A 2-day session and literature
(2012)% narrative framework review for preliminary
for community-level framework
interventions for 2-year iterative consultation
obesity
Nijs et al. (1998)% The Agreement on DT and NGT 7 Multiple rater kappa A modified DT — 2 rounds of
Netherlands prehospital values (a kappa value posting process assessing the
and Belgium emergency medicine of 1 denotes perfect need of cares

care

agreement, corrected
for chance-expected
agreement. A value of
0 denotes that
observed agreement
equals chance-
expected agreement.
A value below 0
denotes that observed
agreement is even less
than chance-expected
agreement)

A modified NGT — discussing the
lowest agreement case and re-
rating
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Mazzone et al. us Policy statements on | Iterative Not stated Unanimous approval Iterative written and verbal
(2015)® the components feedback feedback of committee members
necessary for high- on 2 quality metrics assessing
quality lung cancer validity, feasibility and relevance
screening
Ardalan et al. Iran 2012-2025 roadmap | NGT and DT Not stated Not stated NGT — discussing and assessing
(2012)3%¢ of Disaster Health necessity of items (no
Management information of specific process)
DT — No information of the
frequency and distribution
method
Hughes (2004)% International Competencies for DT 20 Consensus cut-offs of A modified DT — 3 rounds of

(EU, US, AUS)

effective public
health nutrition
practice

>80% agreement rated
essential in Rounds 1
and 3.

surveys (via email) with 3-point
rating scales assessing the
relevance

*Abbreviation for consensus development method: Consensus meeting (CM), Delphi Technique (DT), Nominal Group Technique (NGT), Consensus
Development Conference (CDC).
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