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Abstract: In training processes within professional practice, professional discourse can benefit from the study of language 
and its complexity, incorporating both its representational and presentational aspects. Integrating a professional’s thoughts and 
actions is key in the research of professionalizing knowledge, in which the use of narrative exceeds the dichotomy of thought 
and action. In many institutions it is common for many trainers to begin interventions with an initial study of expert opinions 
[1, 2, 3, 4]. However, when dealing with very specific disciplines, experts occasionally prioritize their own field of research 
over and above that of others, as they experience an intense connection with their field due to the social repercussions of their 
work; paradoxically, it is this same social commitment which defines concrete priorities and pushes other areas into second 
place, making it difficult to reach consensus among different professionals [5, 6]. The aim of this paper is to study how certain 
processes of reduction in the number of experts and variables can be carried out as an initial training step when interventions 
aimed at achieving consensus among experts have been unsuccessful. In our case, we intervened in the field of Health 
Management through a work group consisting of professionals in different specialties within the health sector (doctors, 
managers, pharmaceutical industry specialists, etc.). The evaluation of the degree of consensus was undertaken with the study 
of the deviations of the Delphi Method and Kendall’s coefficient of concordance W, as is often the case [7, 8, 9, 10]; we 
realized, however, that we had not achieved an acceptable degree of consensus. We therefore opted to apply a study of profiles 
and of variable reductions, in search of a more compact subgroups of opinion among the experts. We concluded that, when 
working with groups with a high level of identification or when no appropriate consensus techniques have been applied, it is 
possible to resort to this method to achieve more cohesive work groups. Moreover, when a consensus technique is applied as a 
correct intervention, this same technique can serve as an evaluation tool. 
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1. Training Processes in Health Care and 

Consensus Among Experts 

The presentational and representational aspects of 
language offer a framework for analysis of training processes 
in professionals. From a presentational aspect of language, 
professionals are considered participants in a social system 
where language is a form of participation ([11, 12]). From a 
social point of view, words themselves are not simply a way 
for professionals to express themselves; they are strata 

connected with an entire social system. Language provides a 
map of these relationships and data offers an interrelationship 
between health professionals and their professional 
environment. Therefore, language is studied in and of itself 
and not for how it presents a professional environment. The 
study of language is focused systematically on the 
relationships created between the discourse and the sources 
through which it is verbalized. 

In this context we use the term voices. The word voices is 
used when referring to three interrelated ideas and linking 
them to the source of epistemology and understanding of 
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knowledge; incorporating the actions of the transmitter and 
their purpose; and finally, as a methodological form meaning 
a thought. Voices exist as part of a social medium. From this 
translinguistic point of view, we investigate the origin of 
words and of the sources, and how these transform when they 
appear together. 

From a representational aspect, we analyze how the mental 
representations of the professional morph into elements of 
action [13, 14]. During the training process, the actions of the 
health professional who acts as trainer build mental 
representations in the other participants – these mental 
representations form the groundwork for new actions that 
will convey a deeper professional understanding. The 
process-product paradigm reduces the complexity of the 
actions of teaching and learning to a series of variables with 
the aim of analyzing the management of complexity by 
health professionals acting as teachers. The representational 
aspect has also brought us to understand the professional as a 
system of decision-making without the reductionism. This 
concept allows researchers to analyze the language of 
professionals who participate in courses to prove the depth of 
their understanding. 

Literature reviews, in this sense, discriminate between 
preactive and interactive decision-making [15]. The concept 
of decision-making provides an accessible point for 
searching, as well as a methodological framework: it brings 
us closer to the complexity of reasoning of the teacher and 
methodologically introduces precedents and topics that can 
be studied qualitatively and quantitatively. 

In the context of health related services, there are many 
authors who point to the strategic importance of management 
[16, 17, 18, 19, 20, 21]. Hospitals or primary care centers 
should not only provide patient-facing information systems – 
they should also communicate with suppliers (mainly the 
pharmaceutical sector) who in theory are equally as 
developed in the standardization of their procedures and, in 
general, sufficiently coordinated and well-connected in terms 
of patient care [22, 23, 24, 25]. It would not be useful, for 
example, for a hospital to provide high-quality medical care 
to deal with a health issue in their area, while at the same 
time being insufficiently supplied with the drugs those 
doctors prescribe. 

In addition, the importance of response time is key when 
dealing with health – efficient management is just as 
important as effective management. In other words, a high-
quality response to an issue is no longer high-quality if it is 
not provided within an appropriate time-frame according to 
the specific situation. This demands of hospital centers to 
build strong internal protocols as well as to be able to carry 
them out in the shortest possible time [26, 27, 28]. As a 
consequence, research in Health Care management is a field 
that has experienced strong growth throughout the second 
half of the 20th century and into the present. Nonetheless, 
when management or innovation plans requiring staff 
training are implemented, it is common for these to be 
hindered by the specializations of the participating agents [6]. 
Any project that is carried out in this sector will be developed 

by professionals with very different backgrounds and with 
very different perspectives on intervention policies (even 
within the same medical area of expertise) [29, 30, 31]. In 
these cases, the intervention itself is just as important as the 
agreement reached among the agents who will carry it out, 
manage it or simply initiate it. If a minimal common vision 
across the team cannot be achieved, it is well-known that the 
absence of collaboration and coordination among different 
agents intervening in Health Care carries a high social cost 
(Pimentel, [32]). Medical consensus is so important that in 
the US, France and in particular Spain, so-called “consensus 
conferences” have been organized since 1973 in which 
experts critically analyze bibliographies, including 
interaction with interested parties, with the aim of creating 
recommendations for clinical practice [31]. 

Now that the conditioners have been exposed, we will 
refer to the principles of group dynamic and include their 
recommendations in the intervention plans. 

We need to keep in mind that in the field of Health Care 
professionals are often subjected to high levels of pressure, 
and that these professionals often display valuable and 
socially renowned skills and knowledge. It therefore seems 
more appropriate to consider the possible stereotypes that 
might exist among experts by their belonging to specialized 
groups, and to frame the initial situation within a minimum 

group approach [33]. We should consider that in the debate 
about experiments on discrimination and bias in the group’s 
favor, the importance of compensation was initially 
established [34] but, in approximate dates [35] and later years 
[36, 37], the tendency of the results was to discard possible 
competition mechanisms or any other derivative of prize-
giving. In addition, the experiments on groups were normally 
conducted with random labelling and with no link to the 
participants’ biographies; on the other hand, Health Care 
experts (doctors, pharmaceutical professionals, hospital 
managers, etc.) maintain strong links with their respective 
professional groups. Therefore, as we can see, a simple 
glance at the striking results of Social Psychology in the 70s 
predicts a panel of specialists with potentially strong feelings 
of belonging to the group, which would hinder consensus in 
many situations. 

A recent approach that may resolve the problem is the so-
called strategic consensus [38, 39], which states that 
consensus of opinion in strategic aspects causes cooperation 
between individuals, among other desirable results. Given 
that the conception of strategic consensus is defined in the 
construct of shared cognitions [40] and of the groups’ 
emerging states [41], given therefore its strongly cognitive 
nature and the specialized training of the individuals in 
question, there is a natural need for an approach based on 
content and knowledge which may resort to pooling 
strategies to achieve consensus. In other words, consensus 
among Health Care experts can be achieved via a plan of 
convergence towards shared cognitive structures; however, 
since their knowledge corpus will be highly specialized, the 
participation of content specialists will be necessary in order 
to provide consultancy throughout the process. 
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Some of the authors refer to strategic consensus, not only 
as a theoretical construct but also as a process to achieve 
results in work teams [42]. If we follow this point of view, 
we can list four known results that could be applied in the 
case of Health Care experts: 

a) Consensus is provided by other similar variables among 
the individuals [43]. 

b) Consensus can also be provided by contextual variables 
[44]. 

c) The participation and involvement of individuals in tasks 
makes it easier for consensus to be reached [45, 46]. 

d) Higher-performance organizations display greater 
consensus in terms of methods than aims [47] 

Following these guidelines, and taking into account the 
cognitive aspects mentioned previously, we can form a rather 
approximate image of what a successful intervention would look 
like in terms of seeking consensus among experts. Once the 
consensus technique has been applied, it is always advisable to 
use some measuring tool to quantify the results [39]. In other 
fields of research, verified scales are available to help with 
measuring consensus [39, 48], but in the field of Health Care it 
is very common to apply the Delphi Method [49, 50, 51] to 
surveys carried out ad hoc for each specific situation. 

In the case in question, the methods applied for the 
implementation of an innovative plan, which entailed the 
training of professionals, did not achieve the desired consensus. 
A numerical technique was therefore used on the data, which 
can be used as a last resort in the intervention, consisting in the 
reduction in the number of both experts and variables towards a 
more compact opinion group – this initial group would 
subsequently include more professionals over time. This strategy 
is based on the fact that the mechanics that aim for unanimity in 
decision making usually generate more consensus than those 
that use the simple method of voting [52], so working with a 
compact group may bring the researcher towards a situation that 
facilitates and promotes consensus. 

The aim of this research is therefore to analyze how to take 
carry out certain actions for the reduction in the number of 
experts and variables as an initial training step when the 
intervention to achieve consensus among experts has not 
given the desired results. After such reduction, and starting 
from a smaller group with greater consensus, the authority of 
such group can be used to attract new members and, finally, 
meet the conditions to execute the innovation plan. 

2. Methodology 

The Delphi Method and its multiple rounds applied to a 
group of experts seeks to reduce discrepancies of opinion on 
different issues [53, 54]. The simplest structure of the Delphi 
Method is as follows: 

a) Provide the experts with a list of items to evaluate (the 
items, in our case, were the proposals of an innovation 
plan). 

b) Collect the evaluations of the experts (each item was 
assigned a relevance score). 

c) Calculate the average and deviation of each item. 

d) Send the results to each expert, so they may compare 
their evaluation for each item with the average for the 
group (the experts are thus aware of whether their 
evaluations vary from the group average). 

e) Ask the experts to re-evaluate the items (in order for 
them to correct their evaluations). 

f) Calculate the new average and deviation of each item. 
Each time we ask the experts for their evaluations, this 

counts as a “round”. The general idea of this method is that, 
once the group evaluation is known, the experts can reflect 
and evaluate the possibility of adjusting their evaluation to 
approach the average. We’ll know if any variation in the 
evaluations is due to the observation of the new deviations of 
the items, as these will have decreased. 

Once this technique has been applied, Kendall’s coefficient 
of concordance can also be applied as a general-use test. This 
consists of a correlational calculation that indicates if the 
priorities of the experts are similar. In other words, if the 
same item receives a high evaluation from the surveyed 
individuals, such that all of them place it among the high-
priority items, that item will contribute to W’s value being 
high. If, on the other hand, an item is evaluated highly by 
some experts and not by others, it will cause W to decrease. 

The Delphi Method and Kendall’s coefficient of 
concordance can be applied to small groups, and are thus 
used both in quantitative studies and, as a supporting 
technique, in qualitative studies [55]. 

The calculation of W after applying the Delphi Method is 
an indicator of the success that has been achieved. Examples 
of this way of proceeding can be observed in [3, 4, 7, 8, 10]. 
If an acceptable level of consensus is not achieved (an 
acceptable final value of W), other authors [56, 57] propose 
an algorithm of item extraction to at least achieve a subgroup 
of issues where the experts are in agreement. In the field of 
Health Management, various researchers [5] applied the 
technique of item extraction to achieve various groups of 
issues with an acceptable level of consensus among the 
experts (W=0.708), and thus access a condensed list of issues 
that could lead to a discussion on innovation with the support 
of the experts. In our case, as we will see later, we applied 
the method of item extraction based on Kendall’s coefficient 
of concordance combined with expert grouping techniques 
(clustering) – we can therefore offer a mixed methodology to 
achieve the desired compact core of experts. 

2.1. Participants 

A total of 28 experts linked to pharmaceutical laboratories 
participated in the collection of opinions (personal interviews 
and surveys): experts or people with an understanding of the 
hospital pharmacy sector, hospital staff, Public 
Administration staff, training experts and study consultancy. 
Usual criteria were followed in terms of the size of the panel 
of experts, the recommendation being a number closer to 30 
[58, 59]. Three experts did not follow the entire procedure, so 
the final sample consisted of 25 individuals. 

The items to be evaluated, and on which consensus was 
sought, belonged to a hospital management program within the 
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methodology of Efficient Consumer Response, defined as the 
cooperation of commercial and manufacturing institutions with 
the aim of adapting the FMCG sector to the needs of consumers, 
and thus reduce unnecessary supply chain expenses [60, 61]. 
This methodology was implemented in the hospital sector under 
the term EHCR (Efficient Healthcare Consumer Response) in 
the 90s, and has had great impact on the economic and service 
performance of hospital institutions [62]. 

In the case in question, the interviews and surveys were 
more extensive, but the focus of the degree of consensus was 
specifically on 27 items. The experts evaluated the items 
through different rounds on a scale of 1 to 5, evaluating the 
priority of each item. 

2.2. Process 

The initial situation consisted of 25 experts offering their 
opinion on 27 variables. Kendall’s W analysis was used to 
obtain the result W=0.266, which pointed to considerable 
discrepancy in the ordering of the items. Furthermore, the 
variations in the evaluations of the items were large. 

Rather than using item extraction techniques or techniques 
to extract experts via the elimination of extreme evaluations, 
we decided to approach the problem as an issue of “similarity 
of opinions” among the experts. We should thus observe the 
following: 

a) When we look at the consensus among experts using 
Kendall’s W, we’re applying a hard criterion, as we 
require of the experts to assign scores to the items 
which, when ordering them, will be similar. 

b) If we only extract experts by eliminating extreme 
evaluations, the criterion is too soft, since we don’t have 
an overview of the global consensus among the 
remaining experts. 

c) On the other hand, if we detect profiles that are based 
on the distance between different opinions (clustering), 
we’ll know that the experts that were finally selected 
have a certain degree of similarity of opinion (because 
they belong to the same cluster). 

In clustering methods researchers commonly use a very 
useful tool called a dendrogram. A dendrogram is a graph of 
the groups which allows us to decide the level of 
segmentation we want to use. On the left side, the graph 
contains the individuals in the sample, ordered by similarity 
of opinions. As we move towards the right, some lines will 
appear indicating which opinion group each individual 
belongs to. The researcher can trace a vertical line on the 
dendrogram, and each intersection with a horizontal line 
implies a group. In this manner, the researcher can opt for 
various vertical lines according to the model they are 
following. For instance, if a researcher wants to discriminate 
solely among two large groups, they will trace a line to the 
far right, so that it may only cut two horizontal lines. If, on 
the other hand, they want a more detailed segmentation, 
they’ll trace a vertical line in the central region, so that four 
or five groups may be obtained. 

3. Results 

Below are the results from the two selected processes, 
providing us with a dendrogram and a compact group: 

3.1. First Process 

In the case in question we obtained the following 
dendrogram, with two possible cut lines resulting in four or 
five clusters: 

Dendrogram with average bonding (between groups) 
Combination of re-scaled distance conglomerates 

 

Figure 1. Dendrogram obtained with two possible cut lines. 

When deciding between cut A or cut B, we took the 
following points into consideration: 

a) The initial grouping distances are long and the 
convergence of individuals towards the groups is slow. 
Individuals 6 and 8 are a clear example of this, since 
they are far from the rest and from each other. They 
enter in a cluster after 20 iterations, only to be 
subsequently absorbed by the majority cluster. 

b) Opting for cut A is a slightly more precise option that 
opting for cut B, since it obtains one more profile, but 
the dendrogram does not recommend this. If we look 
carefully, the two individuals (16 and 22) which 
constitute the difference between A and B have been 
grouped rapidly with the large group of 16. On the other 
hand, the grouping distance between A and B is greater, 
meaning that we can include the two individuals in the 
group of 16 and, therefore, opt for cut B. 

c) Furthermore, we want to maintain a certain number of 
experts in the compact group. In any case, we can always 
eliminate more of them in subsequent classifications. 

Option B establishes four groups of experts. The central 
group, composed of 18 experts, draws our attention – it could 
potentially be our core of experts with similar opinions. If we 
process a descriptive analysis of the group, we obtain the 
following table: 



54 Jorge Irigaray et al.:  The Group Reduction Technique to Achieve Consensus Among Collectives in Health Care Training  
 

Table 1. Size of the resulting clusters. 

Cluster Frequency 

1 18 
2 3 
3 2 
4 2 
Total 25 

The majority profile, 18 individuals, is: 

 

Figure 1. Averages and variations of the items. 

For the purposes of understanding the contents of the 
items, the following table can serve as a reference: 

Table 2. Variables, items and survey texts. 

Variable Item Survey Text 

var01 3 Trust in the strategy… 
var02 4.1 Cost reduction… 
var03 4.2 Supply markets… 
var04 4.3 Reduction of medical errors… 
var05 4.4 Development of joint projects… 
var06 4.5 Implementation of Best Practices… 
var07 4.6 Increase in efficiency… 
var08 6.1 Establishing Centralized Coordination… 
var09 6.2 Building a coalition of groups… 
var10 6.3 Implementing common techniques… 
var11 6.4 Implementing programs and setting deadlines… 
var12 6.5 Setting up a database… 
var13 6.6 Launching a training program… 
var14 6.7 Ensuring hospitals organize themselves... 
var15 6.8 Consolidating figures for hospital supply purchases… 
var16 8.1 Digitization of patient management 
var17 8.2 Digitization of supply chain 
var18 8.3 Automatized inventory management 

var19 8.4 
Integrated and digitized invoicing and accounting 
system 

var20 8.5 Purchasing of supplies with the use of… 
var21 8.6 Interconnection among local networks… 
var22 10.1 Trust in IT 5 years 
var23 10.2 Trust in IT 10 years 
var24 12.1 Trust in Electronic Data Interchange 5 years 
var25 12.2 Trust in Electronic Data Interchange 10 years 
var26 17.1 Implementing EHCR in 5 years 
var27 17.2 Implementing EHCR in 10 years 

We calculated the concordance of the group and the 
resulting W was still low (W=0.312, p=0.001). This time we 
can clearly see a much lower variable than the rest, number 
24, so we can at least state with confidence that this group 
does not want to support option 24. 

3.2. Second Process 

If we want to obtain a greater W and an even more 
compact group, we can repeat the process. We now have a 
new clustering classification and we obtain a more compact 
group of 10 individuals. Kendall’s coefficient of concordance 
is now (W=0.467, (p=0.001)), which is close to 0.5. The 
group profile is thus: 

 

Figure 2. Averages and variations of the items. 

Here we can reaffirm that the most compact core of 
experts rejects item 24. 

Now we can complete the method with an elimination of 
the items that manifest greater deviation. We order the items 
according to typical deviation and we obtain the following: 

Table 3. Items ordered from smaller to greater deviation. 

Var. Label Min. Max. Avg. Typ. Dev. 

var015 Consolidate purchase figures 2 3 2.9 0.31623 
var017 Supply digitization 4 5 4.1 0.31623 
var014 Organization of hospitals 2 4 3 0.4714 
var020 Supply purchasing 2 4 3 0.4714 
var013 Training program 3 5 4 0.4714 
var018 Inventory management 3 5 4 0.4714 
var002 Cost reduction 3 4 3.3 0.48305 
var001 Trust in strategy 3 4 3.7 0.48305 
var003 Supply markets 3 4 3.7 0.48305 
var022 Set up database 3 4 3.7 0.48305 
var012 Trust IT 5 years 3 4 3.7 0.48305 
var025 Trust EDI 10 years 3 4 3.6 0.5164 
var023 Trust IT 10 years 4 5 4.6 0.5164 
var010 Implement techniques 3 4 3.5 0.52705 
var011 Implement programs 3 4 3.5 0.52705 
var024 Trust EDI 5 years 1 3 1.9 0.56765 
var007 Increase efficiency 2 4 3.1 0.56765 
var027 Implement EHCR 10 years 3 5 3.9 0.56765 
var009 Construction of groups 2 4 3 0.66667 
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Var. Label Min. Max. Avg. Typ. Dev. 

var026 Implement EHCR 5 years 3 5 3.3 0.67495 
var019 Invoicing system 2 4 3.7 0.67495 
var008 Establish Coordination 2 4 3.5 0.70711 
var005 Project development  2 5 3.3 0.82327 
var004 Reduction in medical errors 2 5 3.6 0.84327 
var006 Best Practices 2 5 3.6 0.84327 
var021 Network interconnection 3 5 3.6 0.84327 
var016 Patient Management 3 5 4.4 0.84327 

An acceptable criterion is to reject those items whose 
deviation is equal to or greater than 0.5. If we apply this rule, 
we obtain the following table of surviving items: 

Table 4. Items with less than 0.5 deviation. 

Var. Label Min. Max. Avg. Typ. Dev. 

var015 Consolidate purchase figures 2 3 2.9 0.31623 
var017 Supply digitization 4 5 4.1 0.31623 
var014 Org. of hospitals 2 4 3 0.4714 
var020 Supply purchasing 2 4 3 0.4714 
var013 Training program 3 5 4 0.4714 
var018 Inventory management 3 5 4 0.4714 
var002 Cost reduction 3 4 3.3 0.48305 
var001 Trust in strategy 3 4 3.7 0.48305 
var003 Supply markets 3 4 3.7 0.48305 
var022 Set up database 3 4 3.7 0.48305 
var012 Trust IT 5 years 3 4 3.7 0.48305 

Therefore, the final result is a compact core of 10 experts 
and 11 variables. The final profile is thus: 

 

Figure 3. Profile of compact expert group. 

We can observe three groups of items to consider when we 
intervene in this group with training or innovation proposals: 

� There are three items with regular acceptance (3 of 5): 
var014, var015 y var020. 

� There is only one item whose acceptance is slightly 
above 3: var002. 

� And finally, in the remaining items the acceptance is 
close to 4, but it is never greater than 4. 

This indicates that we have three items of regular 
acceptance and one item of slightly regular acceptance. We 
should not get the participants too excited about the reasons 
or explanations based on these items. But the situation for 

those who wish to intervene in the group is even more 
difficult: if we observe the items with greater scores, we 
realize that the averages do not approach 5. That is to say, 
this group is not enthusiastic about any of the initiatives 
proposed in each item. 

For a more detailed interpretation of the results, we need 
the meaning of the proposals of each item: 

Table 5. Texts of the items with their averages and deviations. 

Variable Item Survey Texts Average Deviation 

var15 6.8 

Consolidating figures for the 
purchasing of hospital supplies and 
reducing the number of references 
to simplify the process of standards 
acquisitions. 

2.9 0.31623 

var17 8.2 Digitization of the supply chain. 4.1 0.31623 

var13 6.6 
Launching a training program for 
hospital staff. 

4 0.4714 

var14 6.7 
Ensuring that hospital organization 
is done collaboratively. 

3 0.4714 

var18 8.3 
Automatized inventory 
management. 

4 0.4714 

var20 8.5 
Purchasing of supplies using 
simplifying tools such as EDI - 

Electronic Data Interchange. 
3 0.4714 

var01 3 
What level of trust do you have in 
the potential implementation of 
this management strategy? 

3.7 0.48305 

var02 4.1 

Cost reduction through purchasing 
discounts, reduction of inventory 
and efficient drug management 
within the supply chain. 

3.3 0.48305 

var03 4.2 

Supply markets and online 
distributors will allow hospitals to 
reduce inventory and drug 
provisioning costs. 

3.7 0.48305 

var12 6.5 
Setting up of a database of best 
practices from all participating 
hospitals. 

3.7 0.48305 

var22 10.1 
Level of trust of ICT 
implementation in the hospital 
sector in the next 5 years. 

3.7 0.48305 

3.3. Recommendations Deduced from the Experts 

Consensus Core 

In the case in question, we carried out an interpretation of 
the meaning of the most striking items on the characteristics 
of the consensus group. The topic of discussion was the 
implementation of a system called EHCR (Efficient Health 
Care Response). In view of the results, action guidelines 
became apparent, two examples of which can be seen below:  

� The best point to pursue in terms of implementing the 
system, and the point to reject (items 8.2 and 6.8): item 
8.2 (Digitization of the supply chain) presented the 
greatest average and, luckily, the least deviation. On the 
other hand, item 6.8 (Consolidating figures for the 
purchasing of hospital supplies and reducing the number 
of references to simplify the process of standards 
acquisitions) had the lowest average and also the least 
deviation. These two key items could be the reference 
points (the most popular and least popular proposals) for 
the intervention of the compact group of experts. 
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� Consequences derived from the acceptance of item 8.2: 
The high level of agreement expressed by the health 
experts on item 8.2, in reference to the digitization of the 
supply chain, indicated a high level of trust in the fact that 
IT applications in the hospital network could substantially 
improve the quality and access to information. In this 
sense, the Efficient Healthcare Consumer Response 
(EHCR) considered actions related to the improvement of 
information and communication systems as one of the 
options for strategy implementation. 

On one hand, the high acceptance of item 8.2 facilitated 
the implementation of EHCR, considering that this 
application was strongly based on the use of technologies. A 
receptive position towards them would allow for the 
implementation of a collaborative strategy among 
participating agents in the drug supply chain (from the 
laboratory to the final dispensing to the patient admitted to 
the hospital center). Furthermore, the immediate effect was 
the elimination of inefficiencies in the patient care value 
chain via the use of management techniques, so the best 
possible benefits could be offered to consumers (costs, 
security, speed). 

On the other hand, the low average score expressed by the 
subgroup of experts of item 6.8 in relation to consolidating 
figures for the purchasing of hospital supplies and reducing 
the number of references to simplify the process of standards 
acquisitions, could be a stumbling block. If the EHCR 
components are not exhibited with the required tact, it could 
be perceived as a tool that adds complexity to the hospital 
management process. 

Although more action guidelines could be established, we 
will now present the conclusions derived from the method 
and experience of the research, given that said guidelines are 
not the central scope of this paper. These conclusions are 
methodological in nature and can help to implement and 
evaluate actions aimed at achieving consensus. 

4. Conclusions 

In view of the results, we can deduce three key 
conclusions: 

a) Nature of the discrepancy among experts 
A compact core of opinion composed of 10 experts and 11 

items was detected. Curiously, despite the reduced size of the 
experts and the items, the coefficient of concordance is not 
excessively high (W=0.549, p=0.001). It’s important for 
those who deliver consensus plans to consider the final 
meaning of the statistical indicators. One has to keep in mind 
that the coefficient W indicates if there is a crossover in 
priorities. Let’s imagine the following example: an expert 
assigns a 4 to topic A and a 5 to topic B, whereas another 
expert assigns the exact opposite (5 to A and 4 to B). These 
two scores are high in both cases, so the simple descriptive 
indicators (such as deviation) would be small; nonetheless, 
the different ordering would provoke a crossover, so the W 
coefficient would decrease. Therefore, one must consider the 
analysis of Kendall’s W together with the deviations, since 

with high deviations W has much more weight if it indicates 
discrepancy. Nevertheless, W might also not be too high 
given the frequent crossovers which, observing the scale, are 
differences of one point in the allocation of priorities. 

b) Clarification of the vision of the consensus group  
The analysis of the characteristics of the consensus group 

sometimes sheds light on the group in general. In our case, 
when we observed the low average and deviation of item 6.8, 
we detected that other expert subgroups could be found with 
a consensus score that was not as high but with fewer 
deviations in the low scoring items. This indicated that our 
experts disagreed in terms of the items they favored, but 
agreed in terms of the items they disfavored. Similarly, while 
attempting to find groups that are not so restricted but with a 
certain level of agreement on specific topics, we discovered 
that the average in the questions on training actions was 
rather high and with low deviation; in general, actions could 
be taken based on the fact that the group where the project 
was carried out was very open to receiving training in 
relation to project implementation. 

c) Evaluation of a consensus action 
Finally, as a general rule for the evaluation of a program 

aimed at seeking consensus, this technique offers a criterion 
that is easily explainable to the institution. If the size of the 
resulting group consensus when imposing a condition (for 
example, that Kendall’s W must be above 0.5) is large, this 
means the consensus technique used has yielded good results. 
If, on the other hand, it has been necessary to greatly reduce 
the number of experts in order to obtain high statistical 
indicators of consensus, this means that in effect not much 
consensus has been achieved, and thus the plan of 
intervention in the group was inappropriate. 

The resulting consensus that brings about a greater 
cohesion of a group of health professionals will allow for the 
implementation of planned training steps structured around a 
group of common interests. This first group of more cohesive 
professionals indicates that the trainer can approach the 
professional discourse from presentational and 
representational aspects of language. The structure of more 
cohesive groups and later training steps will repeat in the 
institution until appropriate consensus ratios for 
implementation have been achieved. 
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