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ABSTRACT
This paper explores the role of consensus statements in a risk society.
It uses Beck’s theory of risk to show that scientists have employed
consensus statements in order to re-establish faith in science. Through
analysing the goals of participants in consensus fora and comparing
them to the fora processes, this paper considers how consensus
statements and guidelines in public health can be viewed as remedies
for the decline in expert trust experienced in the current risk society.
To collect data, 25 interviews were undertaken with consensus panel
participants from the USA, UK and Australia. Interviewees were from
peak national agencies/commissioning agencies and were categorised
as policymaker, practitioner and consumer stakeholders. Participants
made recommendations for improving consensus processes in order to
mitigate perceptions of risk. These were: (1) clearly stated goals; (2)
robust, evidence-based and transparent processes of methodological
development and participation/deliberation/decision-making; (3) diverse
stakeholder representation, including increased consumer participation;
(4) transparency about conflicts of interest; and, (5) robust, carefully
worded recommendations. Poor-quality consensus statements can fur-
ther entrench scepticism about the scientific enterprise. While consensus
statements can be seen as a tool for moderating perceptions of risk,
policymakers and scientists must ensure the integrity, strength and
transparency of their research methods. This has the potential to facili-
tate policy, improve scientific accountability to the public and legitimise
processes. While fostering greater trust is not a primary objective for
scientists, an increase in legitimacy of process can be an important
unintended consequence of improved quality consensus statements
and an important antidote to the risk society.
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Introduction

In modern risk societies, public policy is increasingly driven by the management and elimination
of risk (Dupras and Williams-Jones 2012). In particular, public health decision-making and
its implementation faces growing pressure and scrutiny, and must respond to risk in a climate
of increased scepticism and simultaneous fearfulness. Consequently, careful analysis and the
application of robust theory are needed to produce an understanding of public health policy
and how it responds to risk.
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The risk society thesis considers the ways in which modern society is organised around
responses to the risks introduced by modernisation (Beck 1992). Formulated in the early 1990s,
the theory rapidly proved valuable for our understanding of the execution of public policy initia-
tives. Beck (1992) argues that in late modern societies characterised by risk, uncritical confidence
in scientific knowledge is declining and the status of expert knowledge is increasingly contested
(Gabe 2013). The rise of evidence-based policymaking in public health (Law 2010; Brownson
2011; Lhachimi, Bala, and Vanagas 2016) is seen as a foil to the risk society (Hooker, Capon, and
Hess 2017), shifting authority from experts to their methods, which are portrayed as rigorous
and open to scrutiny (Hanquet et al. 2015). However, this leads to a dilemma in policymaking
when there is an imperative to act in an environment of incomplete evidence, because the alter-
native – expert opinion – has suffered a decline in the risk society (Kerr and Cunningham-Burley
2000; Rose 2000; Cantelli, Kodate, and Krieger 2010; Schmidt et al. 2014; Burgess, Wardman, and
Mythen 2018). Expert decision-making is ‘chronically contested’ (Giddens 1990) and in fact
rejected by notions of evidence-based policymaking; this has required the creation of new proc-
esses to enable policymaking to proceed and its obligation to society to be met in situations of
incomplete evidence. Therefore, we see new methods of institutionalising participation to sup-
port policymaking initiatives to address this trust gap. Consensus statements represent a key
example of these efforts to bridge this gap. This paper uses the risk society thesis to explore the
role of consensus statements in public health policymaking, considering the goals and processes
underlying their development and questioning their ability to renew faith in expert systems.

Consensus statements

Consensus statements are documents developed by independent and usually multidisciplinary pan-
els of experts, convened to review the research literature for the purpose of advancing the under-
standing of an issue, procedure, or method (American Diabetes Association 2002). The need for
consensus statements arises when clinicians, scientists or policymakers desire guidance on a subject
for which there is a relative deficiency of comprehensive evidence that might otherwise allow for a
more definitive statement to be made (US Department of Health and Human Services 2014).

Evidence-based clinical guidelines and consensus statements translate findings from health
research into recommendations for clinical practice and, when implemented, can improve health
outcomes (Buchan et al. 2010). They address many topics in public health, including medical
imaging (e.g. The clinical indications for musculoskeletal ultrasound (Klauser et al. 2012)), genetic
testing (e.g. The second ESGAR consensus statement on CT colonography (Neri et al. 2013)), drug
prescription/administration/monitoring (e.g. Evidence-based guidelines for treating depressive disor-
ders with antidepressants (Cleare et al. 2015)), surgery (Bariatric surgery: an IDF statement for obese
Type 2 diabetes (Dixon et al. 2011)) and disease treatment (e.g. Diagnostics, monitoring and out-
patient care in children with suspected pulmonary hypertension/paediatric pulmonary hypertensive
vascular disease: Expert consensus statement on the diagnosis and treatment of paediatric pulmon-
ary hypertension (Lammers et al. 2016)). Consensus statements are developed by disparate
groups, including government agencies and professional societies. Buchan et al.’s (2010) broad
study of all clinical guidelines and consensus statements produced in Australia between 2003
and 2007 found that government agencies produced or funded just over half of the clinical prac-
tice guidelines identified. Yet, their study illustrates that even government-commissioned guide-
lines lack comprehensive information and central coordination, leading to gaps, duplications,
inconsistencies and varying methodological quality (Buchan et al. 2010). Critical literature that
explores methodological shortcomings in consensus statement development is in rare in public
health, despite the growing influence of consensus statements on policymaking. The increasing
influence but questionable quality of consensus statements can add to rather than moderate
perceptions of risk.
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Figure 1 shows that the publication of consensus statements and discussion about them in
academic literature has grown exponentially since the 1980s, demonstrating their growing
importance and influence in policymaking debates. A systematic search in Web of Science,
1980–2017, using the parameters ‘consensus and (statement or report or guideline� or confer-
ence or guidance) revealed a dramatic increase in the number of consensus statements and
articles discussing their application’.

Processes in consensus statements

The effectiveness of consensus as policy tools is highly contingent on their quality. Consensus
statements are frequently criticised in the literature with respect to the process of their
development, the nature of the consensus they achieve and their impact on public and policy
perceptions of the role of science (Lenzer 2013; Jacobs et al. 2014; Mahawar et al. 2015).
First, expertise is often linked with ideological and/or financial interests (Lenzer 2013). Second,
consensus statements are seen as inefficient largely because they are required to elicit agree-
ment from researchers who are inexperienced in communicating outside their specific disciplines
and whose fundamental training is not directed towards generating consensus (Sarewitz 2011).
This can result in processes that generate a form of consensus that, although hard won, does
not go beyond well-accepted facts and does not facilitate evidence-based change in practice
(Sarewitz 2011).

These weaknesses mean that consensus processes can be co-opted or undermined by particu-
lar interest groups, with areas of dissent papered over (as in the plethora of industry-sponsored
clinical guidelines in medicine (Lenzer 2013)). Appraisal tools exist (e.g. the AGREE and AGREE II
tools (Burgers et al. 2004; Fervers et al. 2005; de Haas et al. 2007; Brouwers et al. 2010; Shimbo
et al. 2010; Langton et al. 2011; Hogeveen et al. 2012; Jacobs et al. 2014)), but they typically lack
guidance around the processes of stakeholder participation, deliberation, and decision-making,
focusing more on the methodology of reviewing evidence and the nature of recommendations.
In a review of ten consensus statements, Lenzer (2013) raised concerns about panel member
independence in eight. In particular, Lenzer discussed the issue of panel stacking in consensus
statements promoting alteplase therapy for stroke, and the ability of financial interests to skew
recommendations. Lenzer argued for much stricter guidelines about financial disclosure, the
inclusion of parties with professional conflicts that cannot be divested (e.g. a heart surgeon
advising on heart surgery), and for a strong focus on including panel members who are experts
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in evaluating evidence rather than content. Lenzer also suggested that participants should be
required to disclose pre-existing research/opinions in order to address ideological ‘panel stack-
ing’. While this suggestion highlights the need to consider not only the composition of consen-
sus panels but the processes via which consensus is reached, which is critical to the credibility of
consensus statements in policymaking, to date, appraisal tools for consensus statements have
been silent on this issue. This is problematic in a risk society, as Beck (1992) argues, because in
order for science to become politically relevant, new knowledge – such as consensus recommen-
dations – must be introduced with consideration of due process and democratic imperatives
(Bergkamp 2017).

Consensus statements and the risk society

The key way in which consensus statements can be seen to mitigate against the risks of expert
decision-making is by providing a transparent framework in which bias can be addressed and a
deliberative process of decision-making, which accounts for a diversity of evidence and perspec-
tives, can occur. In Beck’s (1992) outline of the social and political dynamics of the risk society,
he suggests risk can be mitigated by ‘opening up the political’. According to Beck, the proven
instruments of the political system are to expand to conditions outside it. In particular, he argues
in favour of ‘modernisation parliaments’ in which ‘interdisciplinary groups of experts would look
through, evaluate and approve plans, all the way to inclusion of citizens’ groups in technological
planning and the decision-making processes in research policy’ (Beck 1992, 229). Moreover, he
argues broadly in favour of democratisation, and that political decision-making processes must
be understood as ‘collective action’, ‘collective learning’ and ‘collective creation’ (Beck 1992, 191).
In consensus fora we see this through the deliberative processes underpinning multi-stakeholder
decision-making. Yet, this is largely absent from the stated intent of individual consensus state-
ments, which instead (in public health) list condition-specific objectives as a way of providing
guidance. Beck (1992, 62) suggested that conditions and implications of risk are magnified and
multiplied as a result of ‘unclear’ states of information, mistakes and poor quality. He argued
that the conditions that precipitated risk in the first place can be exacerbated by attempts to
mitigate this risk. In this vein, Beck cautions that poor quality tools can exacerbate conditions of
risk, rather than remedying them. As such, consensus statements require high-quality processes
of methodological development that are clear and transparent so as not to exacerbate the initial
predicament of risk.

Aims of this paper

This paper explores the goals and processes of consensus statements through analysis of the
views of participants in consensus fora. It examines how the goals and processes of consensus
statements can be seen as a response to the various conditions of risk outlined by Beck (1992).
It also considers whether their generation is intended to facilitate scientific processes. Finally, the
value and challenges associated with their generation are explored in order to consider whether
they facilitate the re-establishment of expert credibility in a risk society. This is important,
as consensus statements aim to converge and unify opinions, yet convergence to the correct
alternative is not assured if proper methods are not followed (and, sometimes, even if they are)
(Mahawar et al. 2015).

Methods

In order to understand the role of consensus statements in conditions of risk, 25 interviews were
undertaken with stakeholders who participated in the creation of public health-related consensus
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statements in Australia, the United Kingdom (UK) and the United States (US) between November
2017 and February 2018. These countries were chosen because of the predominance of English
in their consensus statements and to represent differing health funding arrangements. While the
UK has a single-payer healthcare system, the US has a multi-payer system and Australia is a mix
of both (Hussey and Anderson 2003). Hussey and Anderson suggest that single-payer systems,
due to their monopsony power in the health services market, are better positioned than multi-
payer insurers to influence guidelines. For example, in the UK, a single public agency, the
National Institute for Clinical Excellence (NICE), compiles guidelines, while in multi-payer systems,
financial incentives for insurers may mean that guidelines focus on short-term goals (Hussey and
Anderson 2003).

We began with a systematic approach to sampling. Firstly, we attempted to recruit partici-
pants for the study based on a systematic review of the literature to identify the most frequent
commissioners of consensus statements. An initial Medline search found 202 consensus state-
ments in four case study areas (genetic testing, medical imaging, depression and obesity). These
statements were ranked, using the Google Scholar citation index, to find the five most cited
commissioners in each area in each country. Given that many organisations were frequent com-
missioners and many of the key governmental agencies in each country involved in creating con-
sensus statements and monitoring quality of evidence did not appear in the systematic search
results, we decided to directly approach these organisations. Participants were recruited by
approaching authors and key contact people listed on the commissioning organisation’s website.
The remaining participants were obtained via referrals from previous participants. In total, 25
respondents from 20 organisations participated; we obtained four from the systematic sampling,
eight through recruiting via approaching key agencies and the remaining 13 respondents
through referral. The organisations they represented (which must remain anonymous) included
four governmental agencies, five governmental agencies responsible for developing evidence,
twelve professional associations, three research institutes and one consumer organisation.

We interviewed 14US, 6 UK and 5 Australian participants, all policymaker, practitioners or con-
sumer stakeholders. These categories are frequently overlapping, and participants often wore
multiple hats, and therefore spoke from their experience in a wide range of consensus fora. The
participants worked in one of the four case study areas. Eight interviewees had participated in a
consensus forum on depression, six in a consensus forum on genetic testing, six in a forum on
obesity and five in a forum on medical imaging. However, some participants’ diverse experience
meant they spoke about consensus statements more generally. Questions were focused on the
goals and processes of consensus panels, in particular the strengths and weaknesses of specific
procedural aspects such as panel selection, panel member diversity, deliberative and decision-
making methods, governance, conflicts of interest and their mitigation strategies, and the chal-
lenges participants faced.

Interviews took between 30 and 60min, and were conducted via Skype. The methodological
approach was iterative, which enabled us to introduce new topics raised by study participants
and identify new patterns and emerging themes. Interviews were recorded electronically and
transcribed for analysis in the NVivo software package, which was used to undertake a thematic
analysis of the interview data.

Results

Despite the varying social contexts in the three countries and their differing health systems, we
found clear commonalities when it came to goals and processes related to consensus state-
ments. The results below focus on the goals of consensus processes in order to explore their
links to the risk society, and the processes of consensus in order to examine their potential to
offer a solution to the problems generated from risk.
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Goals of consensus statements in the field of medicine and their relationship to risk

According to participants, the growth in consensus statements reflects policymakers’ and clini-
cians’ need for peer-informed legitimacy for decision-making given funding constraints, scientific
and medical breakthroughs, a culture of litigation, and a broader scepticism about the praxis
informing treatment/care, diagnosis, preventative measures and health promotion. Interviewees’
responses supported views in the literature regarding the rationale for the creation of consensus
statements (US Department of Health and Human Services 2014). As a respondent stated:

One [reason for the recent proliferation of consensus statements is that] in areas where scientific evidence
exists on maybe two sides of a question and in other … or maybe multiple sides, but certainly two sides
of a question. That is, whether a given clinical strategy for treating patients that either insurance companies
or government will pay for, whether the evidence is solid enough to justify continuing to pay for it, or the
controversy arises when there is a convention of American medical practice that is something that has been
going on for years and years and decades, that people are being taught how to do it and that sort of thing
when they’re medical students, etc. and nursing students, etc. and then all of a sudden people begin to
raise the question, ‘Why are we doing this? Was there ever evidence to substantiate that these things made
a difference or were effective in the way in which they’re usually done, under the circumstances in which
they’re done, and for whatever reasons they were done?’

It’s just that sometimes, depending on the particular context, the condition that’s being managed is a very
rare one and it ends up being just too few numbers of patients to serve as a basis for generating the kind
of evidence that would be ideally wanted. Many of the conditions we deal with, there’s not enough
evidence in the literature on which to base guidelines, so when that happens, you’re forced to seek other
ways of establishing guidelines, which is, most of the time, by consensus-making.

This need for peer-informed legitimacy can be seen to reflect conditions of risk, given increas-
ing reliance on scientific legitimacy and expert opinion to mitigate risk. Consensus statements
facilitate scientific processes by convening experts to provide guidance on particular issues when
evidence is deficient. According to participants, consensus statements therefore provide an
agreed view from leading experts in the field when two or more approaches can be taken. Thus,
they can serve two primary scientific purposes: providing a process of expert review when the
evidence appears multidirectional, and establishing a consensus based on expert opinion when
evidence is underdeveloped.

Consensus statements that involve a review of multidirectional evidence were felt to be of
higher quality than those that were generated to compensate for flimsy evidence. However,
most consensus statements we found in the aforementioned case study areas (genetic testing,
medical imaging, depression, obesity) appeared to involve mixed-methods approaches.

A key benefit of evidence review is to challenge existing praxis. It creates an impetus to think
critically about existing modus operandi and to create a forum to deliberatively explore why
clinicians conduct procedures the way they do. Expert opinion, based on expert practice, requires
review and updating with new evidence. Consensus fora provide opportunities for such review
and opportunities to ensure margins for error are eliminated:

They began to discover there was very skimpy, if any, evidence at all to substantiate doing a lot of those
procedures. Then they began to say, ‘Well, let’s take what evidence we have’, and it seemed as if even for
some of those things that were basically done routinely, the studies that were done were few in number
and poorly designed and the questions being asked were not formulated in a way that were really even
germane to what was really done in clinical practice.

Consensus processes allow for the review of taken-for-granted procedures to obtain best prac-
tice that may not have been substantiated scientifically but are a function of routine praxis. In
addition, some consensus statement recommendations are graded when firm conclusions cannot
be drawn. These types of recommendations are particularly true of government-commissioned
consensus processes, for which the consequences of errors are more serious. Several participants
confirmed that many consensus processes did not result in firm outcomes.
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You know, [a peak agency] does not provide a guideline if there’s insufficient evidence. There will be topics
where they have done a systematic evidence review, and they come up with the … They look at the
review, and if there’s insufficient evidence on the benefits and harms, they’ll come out with an insufficient
evidence statement which basically is because there’s not enough evidence they basically give no
recommendation for or against.

Guidance and recommendations from national bodies (as in the example above) are more
conservative than recommendations from societies and smaller commissioning agencies. This
tends to curb any potential for overreach in the development of consensus guidelines, ensuring
instead that they exist as a tool for legitimation. For example:

Obviously, you need to be careful you’re not doing something worse and being a cowboy and trying all of
the different things without knowing the guidelines.

Thus, decision-making and the wording of recommendations can be seen to be important.
Clarity around authorship and the identity of other decision-makers is also important, as the spe-
cific role of the various panel members a can affect the nature of recommendations
being produced.

Robust processes and challenges to the quality of consensus statements arising from the
risk society

One of the major challenges of consensus development is that consensus processes are fre-
quently underfunded, which has implications for the number and nature of participants, the
extent of evidence review, opportunities for public consultation and comment, and specific ele-
ments of process, including the number of iterations of deliberation. Funding is especially
important in science-related consensus processes, particularly in terms of sponsorship from and
participation of industry as legitimate stakeholders. The increasing number of consensus proc-
esses means that their ability to provide independent guidance can become questionable, as a
participant affirmed:

There’s way too many of them. They’ve got to be simpler. Yes, I mean, I think as people are looking at de-
prescribing and choosing wisely and efforts like that, guidelines that would be energised by people who
aren’t in the pocket of industry, who are genuinely independent and who, nor are they in the pocket of
insurance companies and they want to just figure out, what’s the best approach for patients or the harm/
benefit ratio, it’s reasonable.

Thus, many commentators critical of consensus processes argue that there needs to be
greater transparency in terms of the deliberative methodologies being utilised. Further, while
financial conflicts of interest are always declared upon publication of consensus guidelines, inter-
viewees frequently mentioned that not all conflicts of interest are directly financial in nature. For
example, recommendations based on selected expertise can have substantial ideological bias,
yet, frequently there are indirect financial implications of these divergences of opinion.

Greater inclusion of laypeople, consumers, citizens, carers and family members in consensus
processes serves to mitigate the potential for disaffected voices to seek media and other nega-
tive attention. In addition, according to interviewees, this has resulted in not only multi-stake-
holder participation but broadening conceptions of expertise that is valued and utilised in
consensus processes. Interviewees suggested that interdisciplinary expertise and lay expertise are
valued to differing degrees according to the consensus topic, commissioning body and partici-
pating stakeholders:

I think that healthcare is a really complex field, and everybody that works in healthcare … All the roles overlap
and intersect. For the end user, which is a patient or a consumer or a carer family, then it’s not so much about
who does what in what discipline, it’s actually person-centred care is about the care centring on the person, not
about specially whose discipline is delivering it or some other discipline is delivering it. If you want to have that
person-centred care, you have to have the multi-discipline range represented on the panel.
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The inclusion of laypeople in consensus processes was generally felt to encourage greater
accountability and transparency, thus democratising consensus processes. Further, interviewees
agreed that their inclusion allows for recommendations to be moderated to prevent alienation
of affected parties. For example:

… the wording of the recommendation could be modified to take into account what people were saying.
There was a lot of care taken over the precise wording of recommendation, so the maximum number of
people could sign up to it.

Inclusion of laypeople is important not only to promote diversity on the panel but for the
strength of the consensus. Some interviewees mentioned that on some occasions, recommenda-
tions were muted in order to obtain greater buy-in from stakeholders. For example:

Effectively if there’s an area of uncertainty what you see is that the recommendation will be just a little
bit softer.

Thus, given the impact of participation on recommendations, rendering transparent these
deliberative aspects of consensus generation is important.

Improving conditions of risk

Consensus statements that are methodologically weak, that lack transparency and are created in
spite of conflicts of interest (and lack risk mitigation strategies) exacerbate perceptions of risk by
adding yet another document to the pile of weak evidence that already exists. Several partici-
pants spoke about the implications of problematic methodological development. For example:

The evidence was so bad, it was ridiculous. They rely entirely on industry-funded studies. They didn’t look
for unpublished studies. They didn’t look at change, priority outcome, I mean whatever was the end point.
They didn’t check whether that was actually the end point that was recorded. There was just bad
methodology when they made that recommendation.

The ability of consensus statements to facilitate the scientific enterprise is contingent on the
quality of consensus processes (i.e. the deliberation aspect of consensus generation), but also
strong methodological development (in terms of evidence review).

I think people need to be really careful about the methodology in a consensus statement. That’s the tricky
bit, because in a clinical guideline you have to be really clear about the methodology. Who was involved?
What their discipline is, you won’t get it approved… unless you name each person that was involved, and
their disciplines, and their affiliations and their roles on the working group.

The preponderance of multi-stakeholder and multidisciplinary consensus committees
emphasises that methodological crosschecking is vital to the integrity of the process. The promo-
tion of multi-stakeholder deliberative committees that include consumer participation to facilitate
reaching consensus, in both the 202 consensus statements surveyed as well as interviewee
responses,exemplifies an effort to democratise science. This serves to promote greater transpar-
ency and accountability of the discipline to the public, who are often responsible for the funding
of science and beholden to the ability of experts to manage risks.

The process of democratic discussion I think, well I think it’s superior when the data has been laid on the
table, and now the issue is what do we do with it? It’s more in the process of developing
recommendations… Having said that, there are ways of asking the questions that limit that discussion, that
limit that democratic participation or severely bias it. The case has been made I think for a series of
democratic deliberations to determine what should be the key questions that the guidelines should
address… People may decide whether they will follow the [recommendations/guidance] or not, and that
decision will be perhaps … There’s a possibility that that decision may be more thoughtful because the
guideline simply is more transparent…

In terms of deliberative processes, nearly all our participants claimed they had felt heard and
had the expertise to participate in consensus fora. In addition, they felt that the decision-making
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processes in which they participated were fair and democratic. On most occasions, recommenda-
tions were made via a unanimous or specified percentage of participants who agreed with the
recommendations, and objections were mentioned in reporting. Wording, however, was fre-
quently up to the authors involved in the production of consensus statements. The participants
were mindful of the framing, choices, emphases and omissions of the language in the published
consensus statement. Sometimes the consensus processes included opportunities for stakeholder
and public comment or submissions on draft statements.

Consensus statements were felt to be of poor quality when development occurred exclusively
behind closed doors. For example:

The process by which they go through is not fully open to the public and available to the public. I guess I
would say that would be one of the things that I’ve observed. I’ve never really thought of it that way. There
is some sense of a secret society into how this information is all vetted, discussed, and reviewed, although I
do think their exhaustive reports really cover it completely. I think that just reflects a lack of trust in general
among people for anything that we do.

The interviewees stated that the scope of the consensus process, the topic, the commission-
ing agency and the nature of funding all influenced its openness and transparency. They
believed that a democratic imperative was not a primary driver of the inclusion of a diversity of
stakeholders; instead, getting the right mix of participants was seen as a key means of ensuring
the quality of consensus statements, and the presence of a variety of experts facilitated review
of the evidence. Nonetheless, broader democratic ideals of legitimacy and transparency were felt
to be important.

According to Beck (1992), as a result of the risk society, the public remains both critical and
credulous with respect to science. Science remains people’s best hope of safeguarding against
risks, but scientists need to be increasingly careful about their recommendations. The prolifer-
ation of consensus statements illustrates that both scientists and policymakers have come to this
realisation. Consensus statements can be seen as a means of legitimising decision-making by
clinicians and policymakers.

Discussion

The proliferation of consensus statements and clinical guidelines highlights how institutional risks
are being managed through new forms of alliances. It demonstrates how the roles traditionally
played by policymakers, citizens and experts have evolved as a result of the risk society.
Questions posed by the risk society are still as relevant today as when the thesis originally
emerged. For example, as Cantelli, Kodate, and Krieger (2010) posited, it is important to know
how trust can be established, the forms of accountability and participation needed to ensure the
sustainability of democracy in an era of uncertainty, the implications of collectively binding deci-
sions if expertise lacks credibility, and the long-term implications if decision-making is opaque.
The issue of quality in consensus development also highlights the importance of transparent
processes in both policy and science in order to foster greater legitimacy and accountability.

The strength of any consensus statement is highly contingent on the nature of the evidence
and stakeholders involved in its creation. Therefore, not only evidence must be scrutinised, but
the processes through which consensus committees are convened, the nature of the recommen-
dations, the type of deliberative proceedings and the financial interests – and otherwise – that
influence the development of consensus. Transparency is required at all levels of consensus gen-
eration, and is as good for the democratic imperatives underlying public policymaking as it is
for science.

Our data demonstrates the importance of strong evidence to ground decisions, and when
evidence falls short, of decisions being made through strong processes. Participants noted
that greater accountability and legitimacy in methodological development is important, as are
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transparent decision-making and processes. Yet, the idea prevails that scientists prefer to con-
duct their activities, as one participant said, ‘behind closed doors’ and ‘operating like a ‘secret
society’. Rendering transparent the processes of how consensus is made should be an objective
for scientists and policymakers alike; communicating that objective to the broader public ensures
that processes are better known. Transparency facilitates the confidence of the public, who often
feel isolated from the activities of (so-called) elites. This reinforces the idea that consensus state-
ment quality is not only contingent on the methods of evidence review, but on processes of par-
ticipation that need to be elucidated. It should be noted that there is no evidence to suggest
that participants feel that consensus processes should not be seen as an alternative to scientific
process. However, while scientific processes are often well articulated, consensus processes
remain frequently opaque.

The creation of greater public confidence can be regarded as a positive unintended conse-
quence of consensus fora that employ robust processes that are evidence-based and result in
quality recommendations. This is key to ensuring the efficient implementation of public health
measures in modern risk societies (Dupras and Williams-Jones 2012). Consensus statements are a
way to address deficits in trust and to advance democratic values, which is a key imperative of
Beck’s 1992 thesis (Van Bouwel and Van Oudheusden 2017). While our research suggests that
advancing democratic values is not a primary goal for participants of consensus fora, doing so
can improve conditions of risk and reflexive modernisation and should be seen as another posi-
tive outcome. Renewing the public’s faith in expert opinion, via strategies of transparency and
accountability, legitimises the consensus process and underpins its value as a policymaking tool.
This is not to suggest that consensus should be viewed as an alternative to scientific process,
but rather as a way to help policymakers to produce the best possible decisions with the best
possible evidence.

Participants advocated greater consumer participation, whether via inclusion on panels or
public comment at the conclusion of consensus presentations or after report publication, as a
means of increasing transparency. Returning to Beck’s ideas about ‘opening up the political’
(Beck 1992, 183), consumer participation facilitates scientific enterprise by improving the consen-
sus part of the processes through strengthened deliberative proceedings. A broadening of stake-
holders furthers the goals of both science and deliberative democracy (see Beck 1992, 229).
Surowiecki (2004) argued that the key to establishing a ‘wise crowd’ is to improve participation
by maximising diversity of opinion, independence, decentralisation and aggregation, resulting in
better decision-making . He added that ‘rational bubbles’ – well-informed clusters of unidiscipli-
nary experts – can reduce the quality of results due to homogeneity of opinion, centralisation,
division, imitation and emotionality (Surowiecki, 2004). In a risk society, finding new ways of
actively engaging citizens in political decision-making is increasingly important, given declining
trust in politicians and governments. Consensus statements can be regarded as an important
tool that can mitigate conditions of risk if they are created with coherent goals, strong, transpar-
ent and accountable processes, and the recommendations are legitimate in the eyes of
the public.

Limitations

This paper makes a prima facie case for the importance of transparent goals and processes asso-
ciated with the generation of consensus statements. In doing so we focused on four areas of
public health, but it was beyond the scope of this study to present a detailed comparison of
these areas.

The variation in write-up and the lack of a uniform way of reporting participation method-
ologies in consensus statements has been used as a way to better understand the role of
quality of the paper, aside from the quality of evidence. A transparent participation process
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was regarded as an indicator of excellence, together with methodological processes which
existing frameworks engage with in order to appraise quality. We did not engage with the
evidence review aspect of quality; the contribution of our study is its focus on participatory
processes that are omitted from current quality appraisal frameworks. We intend to examine
these participatory and deliberative indicators of quality in a quantitative study.

Our analysis involved qualitative data obtained from consensus panel members. Qualitative
approaches are inevitably subject to criticism about their generalisability due to small numbers
of participants. However, we believe our recruitment of consensus panel members from a range
of organisational types across three countries reinforces the validity of our results, as does our
achievement of thematic saturation during the interview process.

Conclusion

This paper considers how the recent proliferation of consensus statements results from growing
pressure on both public policymakers and scientists to respond to risks in a climate of increased
scepticism and fearfulness. The increasing use of consensus statements reflects the need for poli-
cymakers and clinicians to obtain peer-informed legitimacy for decision-making in an environ-
ment of funding constraints, scientific/medical breakthroughs, a culture of litigation, and broad
scepticism about the praxis informing treatment/care, diagnosis, preventative measures and
health promotion. Consensus statements can thus be viewed as an important tool for moderat-
ing perceptions of risk. However, bolstering methodologies and making processes more transpar-
ent would render consensus statements more accountable, facilitating the desired renewal of
legitimacy. Participants made recommendations for improving consensus statement processes in
order to mitigate conditions of risk:

� state goals clearly;
� employ a robust, evidence-based, transparent processes of methodological development and

participation/deliberation/decision-making;
� ensure diverse stakeholder representation, including consumer participation;
� be transparent about conflicts of interest; and
� deliver robust, carefully worded recommendations.

These recommendations highlight the value stakeholders place on strong inputs to and out-
puts from consensus processes, and their awareness of the need to avoid entrenching scepticism
about science and alienating the public through processes that are not transparent, accountable
and legitimate.
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