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Data and variables

Data on expert clinical adviser characteristics included

· Operator status.  Fours groups were used:

1. “Never performed this procedure”

2. “I have performed this procedure at least once” and 

3. “I perform this procedure regularly” 

4. No answer

Subsequent analysis treated group 1 as ‘no’ and groups 2 and 3 as ‘yes’
· Researcher status.  This was defined in a dichotomous fashion, by whether the advisor replied yes (or provided no answer) to the statement “I have undertaken research into this procedure”.

· Self-declared conflict of interest status.  This was categorised, based on SA responses, into:

· “no conflict of interest” 

· “financial conflict of interest of whichever nature, either direct or indirect (i.e. in relation to either the procedures itself or in relation to comparator / competing procedures)”

· “intellectual / academic conflict of interest” (again, direct or indirect), “other declared potential conflict of interest” and 

· “no answer”.
However, subsequent analysis considered all types of conflict of interest together as ‘yes’, and declaration of no conflict as ‘no’

Data in relation to expert clinical adviser opinion
· Opinion about whether a procedure is established.  The following answers were possible:

· “established practice and no longer new”

· “minor variation on an existing procedures, which is unlikely to alter that procedure’s safety and efficacy”

· “definitely novel and of uncertain safety and efficacy”

· “the first in a new class of procedures”, and

· “no answer
Categories 1-2 above were considered to denote an opinion that the procedure is ‘established’, categories 3-4 were considered to denote an opinion that the procedure is ‘not established’.

· Opinion about whether a procedure is efficacious.  Whether the answer to the question “are there uncertainties or concerns about the safety of this procedure?  If so what are they?” was 

· “yes”

· “no”

· “other” or 

· “no answer”.

Only ‘yes / no’ categorisations were used, at times attributing a ‘yes / no’ answer emerging from information in the ‘other’ field.

· Opinion about whether a procedure is safe.  Whether the answer to the question “are there uncertainties or concerns about the safety of this procedure?  If so what are they?” was 

· “yes”

· “no”

· “other” or 

· “no answer”.

Only ‘yes / no’ categorisations were used, at times attributing a ‘yes / no’ answer emerging from information in the ‘other’ field.
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Univariate associations between opinion about clinical utility and professional experience and background domains 

Opinions about whether a procedure was established:  Operators and researchers were significantly more likely to judge a procedure as ‘established’ [relative risk (RR) 2.14, p<0.001 for ‘operators’ vs. ‘non-operators’; and RR 1.43, p=0.001 for ‘researchers’ vs. ‘non-researchers’ respectively].  There was no significant association between conflict of interest status and judgment on whether a procedure was established (RR 1.00 p=0.972).  

Opinions about whether a procedure was efficacious:  Operators and researchers were more likely to judge that a procedure was efficacious, although the association did not reach conventional levels of significance for operators (RR 1.40, p=0.070, for ‘operators’ vs. ‘non-operators’; and RR 1.48, p=0.031 for ‘researchers’ vs. ‘non-researchers’).  There was no significant association between conflict of interest status and judgment about a procedure’s efficacy (RR 1.20, p=0.321).  

Opinions about whether a procedure was safe:  Operators, researchers and advisers with a conflict of interest status were all more likely to judge that a procedure was safe (RR 1.60, p=0.001 for ‘operators’ vs. ‘non-operators’; RR 1.35, p=0.008 for ‘researchers’ vs. ‘non-researchers’; and RR 1.28, p=0.023 for advisers with vs. without a conflict of interest).  
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