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Abstract 349 

Consensus statements can be very influential in medicine and public health. Some of these 350 

statements use systematic evidence synthesis but others fail on this front. Many consensus 351 

statements use panels of experts to deduce perceived consensus through Delphi processes. 352 

We argue that stacking of panel members towards one particular position or narrative is a 353 

major threat, especially in absence of systematic evidence review. Stacking may involve 354 

financial conflicts of interest, but non-financial conflicts of strong advocacy can also cause 355 

major bias. Given their emerging importance, we describe here how such consensus 356 

statements may be misleading, by analysing in depth a recent high-impact Delphi consensus 357 

statement on COVID-19 recommendations as a case example. We demonstrate that many 358 

of the selected panel members and at least 35% of the core panel members had advocated 359 

towards COVID-19 elimination (zero-COVID) during the pandemic and were leading 360 

members of aggressive advocacy groups. These advocacy conflicts were not declared in the 361 

Delphi consensus publication, with rare exceptions. Therefore, we propose that consensus 362 

statements should always require rigorous evidence synthesis and maximal transparency on 363 

potential biases towards advocacy or lobbyist groups to be valid. While advocacy can have 364 

many important functions, its biased impact on consensus panels should be carefully 365 

avoided. 366 

Plain language summary: Consensus statements without systematic evidence may be 367 

biased towards specific views. We describe this problem both generically and in detail, by a 368 

case study of a recent high-impact consensus-statement about COVID-19. We identify 369 

substantial undeclared advocacy interests that might have affected the panel views. To solve 370 

this issue, we propose that consensus statements always need to conduct a valid, rigorous 371 

evidence synthesis, and urge the development of protocols to ensure transparency and 372 

reduce biases in panels. This can be very important as such statements become 373 

increasingly common. 374 

Keywords: Evidence based medicine; consensus statements; panel bias; transparency; 375 

competing interests; guidelines. 376 
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Panel stacking is a threat to consensus statement validity 382 

 383 

 384 

 385 

Thousands of consensus, guideline, and position statements are published annually and 386 

many of them exert significant influence on clinical decision-making, research priorities, 387 

public health policy, and other key matters informed by science. Scientific consensus-388 

building should distinguish opinion from evidence1 and ensure that the eventual consensus is 389 

supported by the evidence; this is a critical distinction between evidence- and non-evidence-390 

based consensus statements.2,3 An early and indispensable step is to systematically review 391 

and appraise the available relevant evidence in an impartial way. Then, committees of 392 

panelists can use this systematic review, deliberate, and reach conclusions ensuring that 393 

judgment reflects the strength of the underlying evidence.4 Delphi methods aim to improve 394 

decision-making by diminishing groupthink.5 However, the methods are characterised by 395 

variable implementation and lack of consistency,6 and validity depends on which panelists 396 

are included and their preferences and allegiances, especially when the evidence is limited, 397 

contentious, uncertain, or not systematically reviewed. Empirical data suggest that 398 

consensus-based approaches without evidence synthesis are 3-5-fold more likely than 399 

evidence-based approaches to yield misleading advice.5,7 400 

Two requirements are essential when constructing consensus panels. First, the core group 401 

and the panel should comprehensively reflect the diversity of the expert landscape. Second, 402 

there should be transparency regarding specific preferences and allegiances.8 Guided 403 

recruitment of similar views ("stacking") can occur when key members (e.g. chairs or core 404 

groups) nominate panelists with strong views, preferences, or allegiances independent of 405 

evidence. Recruitment specifically because of expressed viewpoints and allegiance is a 406 

recognised major problem for guideline development.9 The issue can be exacerbated when 407 

stacked core group and panel members also choose the topics and phrasing of questions to 408 

be answered, weigh the review or method towards their own knowledge rather than adhering 409 

to accepted evidence review standards, and/or do not disclose conflicts of interest. 410 

A systematic review of how guideline panels make recommendations showed that social 411 

dynamics significantly influence the development of recommendations: chairs and co-chairs 412 

dominate the process, while less influential stakeholders (such as patient partners) 413 

contribute to less than 5% of the total debate.10 Strong opinions particularly dominate the 414 

process when panels are faced with insufficient or low-quality evidence.10 Furthermore, 415 

when information was framed in terms of “positive” statements (as typically done in 416 
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advocacy consensus statements), the presence of cognitive “yes” bias was apparent: 417 

panelists tended to more easily acquiesce with positive assertions that required less 418 

cognitive effort than negative statements.10,11  419 

  420 

A case study: Delphi consensus on COVID-19  421 

As an example of potential panel stacking, we analyzed what was described as a 422 

“multinational Delphi consensus to end the COVID-19 public health threat"12 published in 423 

Nature. The consensus included the views of 386 panel experts who developed 41 424 

statements and 57 recommendations for mitigating COVID-19, making it a potentially very 425 

impactful position paper on this important topic that is already highly-cited. The authors of 426 

the consensus state that: "The four co-chairs … identified a core group of 40 …experts ... 427 

Selection by the co-chairs was primarily based on publication record and engagement on 428 

COVID-19 issues as well as online biographies. Twenty-nine of these experts were well 429 

known to the chairs while seven were suggested through snowball sampling … The core 430 

group proposed additional experts to create a global panel of approximately 400 experts."12  431 

There is no universally accepted method of selecting panelists,13 but snowball-sampling is 432 

highly sensitive to personal network biases and may sometimes reflect limited merit.14,15 In 433 

this analysis we therefore used conflict of interests by association with a particular advocacy 434 

view as a proxy of potential consensus panel stacking. 435 

We found that panel selection favoured the inclusion of advocates of SARS-CoV-2 436 

elimination ("Zero-COVID”) perspectives. Zero-COVID was a minority position in 2021 even 437 

in the mild version of being feasible in "some" regions (e.g., New Zealand),16 but the groups 438 

identified here advocated in Europe and North America, where the policy was less feasible. 439 

Zero-COVID was widely abandoned by 202217 and eventually broadly recognised as 440 

unattainable.18 441 

At least 14 of 40 (35%) core members of the Nature consensus and at least another 59 442 

panelists are explicitly named in influential and highly visible Zero-COVID advocacy/activism 443 

efforts in North America and Europe (Box 1: References R1-R11, Figure 1, Supplementary 444 

Table 1). Thus, at least 20% of named panelists (73/367; 19 panelists did not wish their 445 

names revealed) engaged in such strong advocacy/activism.  446 

The 367 named panelists include 9/25 (36%) signatories of a highly publicised Zero-COVID 447 

open letter,[R1] 3/8 (38%) signatories of a Lancet letter supporting elimination,[R2] 36/132 448 

signatories (26%) of the World Health Network (WHN),[R3] 41/108 (38%) signatories of the 449 

Vaccines Plus advocacy letter,[R4] 7/19 (37%) full members of Independent Scientific 450 

Jo
urn

al 
Pre-

pro
of



Advisory Group for Emergencies (indieSAGE),[R5] 14/47 (30%) WHN members or experts-451 

advisors,[R6] 5/79 (6%) OzSAGE members,[R7] 3/14 (21%) NOCOVID members,[R8] 5/8 (63%) 452 

End Coronavirus advisors[R9], 9/13 (69%) authors of another elimination viewpoint[R10] and 453 

3/17 (18%) ZeroCOVID-US members[R11]. Large overlap emerged in membership across 454 

these efforts, typical of advocacy activities. 455 

Only 2/73 advocates/activists we identified (“S.G.”, “K.Y.”) disclosed advocacy/activism in 456 

the competing interests section (Independent SAGE membership). Consistent with general 457 

guidance on disclosing conflicts of interest, Nature authorship requires disclosure of "unpaid 458 

membership in an advocacy or lobbying organization" (https://www.nature.com/nature-459 

portfolio/editorial-policies/competing-interests), but all members of WHN, OzSAGE, End 460 

Coronavirus, ZeroCOVID-US, NOCOVID Europe, and all but two of seven active members 461 

of Independent SAGE declared no competing interests. Such lack of disclosures could 462 

mislead readers.  463 

The number of panelists engaged in related advocacy/activism is probably far larger than the 464 

number we uncovered. We only assessed several well-known groups. Many similar, 465 

associated groups exist, especially at national levels. Most lack publicly posted membership 466 

lists. Illustratively, dozens of Zero-COVID organizations are listed in [R3]. Still, key members 467 

of zero-COVID advocacy groups were probably <1% of the 720,801 scientists19 who 468 

authored COVID-19-related papers in 2020-2021 alone. A 35% (or higher) prevalence of 469 

declared Zero-COVID advocates among core panel members is extreme.      470 

 471 
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 472 
Figure 1: Named membership in advocacy efforts by panelists of Lazarus et al.12 473 

 474 

Columns represent efforts/initiatives/organisations presented in the respective references. Red color 475 

means advocacy/activism not disclosed. Yellow color means advocacy/activism disclosed. For 476 

detailed methods, see Supplementary Methods, for names of panelists see Supplementary Table 1 477 

and for information on the 11 sources see Supplementary References R1-11.  478 
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The panelists include many highly respected experts  479 

(https://elsevier.digitalcommonsdata.com/datasets/btchxktzyw/6). Among 367 named 480 

panelists, 71 (19%) are in the top-2% of their scientific subfield based on a composite 481 

citation indicator20 for career-long impact (Table 1, Supplementary Table 2). The main 482 

subfields of these 71 highly-cited authors include 24 of the 174 subfields of science 483 

(Science-Metrix classification, https://science-metrix.com/classification/). Most (41/71) are 484 

concentrated in four subfields (general/internal medicine, microbiology, public health, 485 

virology). Conversely, no named panelists were top-cited scientists in 150 of the 174 486 

subfields of science. These 150 subfields include most biomedical research (9/12) and 487 

clinical medicine (24/32) subfields, half (4/8) of the public health and health services 488 

subfields, notably all eight psychology and cognitive sciences subfields, all 15 social 489 

sciences subfields, all 12 economics and business subfields, all four mathematics and 490 

statistics subfields, and all eight information and communication technologies subfields. 491 

These absences may have limited multidisciplinary pandemic insights, and with almost 400 492 

panelists, expanding beyond 24 subfields seems feasible. Furthermore, there was no public 493 

involvement and commenting, and no systematic evidence review. In short, experts with 494 

strong, known preferences could select the topics, evidence, and final statements with 495 

little/no restraint from the community or impartial, systematic evidence synthesis. 496 

 497 

Causes and implications of stacking 498 

The roots of stacking are often financial interests, especially statements about drugs, 499 

devices, or other health care interventions. Industry lobbyism may seek to change narratives 500 

on evidence,8 and stacked panels help achieve this. There is currently no systematic or 501 

quantitative way to assess the risk of bias from conflicted interests; we only require them to 502 

be declared. Committee members may have financial ties to manufacturers and sponsors of 503 

drugs and technologies under evaluation.21 Therefore, some guideline organisations 504 

increasingly make efforts to ensure that committee members have not had any relevant 505 

financial conflicts, especially in the recent past. Committee members may also be asked to 506 

declare that they will avoid relevant financial conflicts for some years after the guidelines are 507 

released.  508 

  509 
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Table 1 | Panelists of the “multinational Delphi consensus to end the COVID-19 public 510 

health threat”12 who are in the top-2% of their scientific subfield (career-long impact) 511 

among scientists who published at least 5 full papers in their career (original articles, 512 

reviews, or conference papers). 513 

MAIN SCIENTIFIC 

SUBFIELD 

Core Other 

author 

Panel 

only 

Total RANK IN SUBFIELD** TOTAL 

SCIENTISTS IN 

SUBFIELD*** 

TOTAL 15 49 7 71   

Virology 4 2 1 7 11, 74, 131, 284,353, 696, 1264 68,279 

Tropical Medicine 1 2 0 3 4, 36, 308 35,237 

Toxicology 0 1 1 2 892, 1133 61,427 

Substance Abuse 0 1 0 1 11 15,621 

Respiratory System 0 1 0 1 204 62,483 

Public Health 2 6 0 8 11, 12, 15, 165, 204, 309, 323, 756  64,147 

Psychiatry 0 0 1 1 318 75,274 

Oncology & 

Carcinogenesis 

0 1 0 1 683 311,930 

Obstetrics & 

Reproductive 

Medicine 

0 1 0 1 277 91,850 

Microbiology 1 7 1 9 110, 191, 824, 965, 1186, 1934, 1947, 

3741, 3790 

190,257 

Meteorology & 

Atmospheric Sciences 

1 0 1 2 526, 681 70,828 

Health Policy & 

Services 

0 0 1 1 270 20,709 

Genetics & Heredity 0 1 0 1 482 38,076 

General & Internal 

Medicine 

2 14 1 17 18, 42, 138, 189, 416, 621, 698, 829, 986, 

1194, 1505, 1531, 1929, 2449, 2715, 

2876, 6205 

321,279 

Gastroenterology & 

Hepatology 

1 1 0 2 373, 458 98,720 

Fluids & Plasmas 1 0 0 1 436 50,409 

Environmental 

Sciences 

0 3 0 3 19, 763, 905 99,480 

Environmental & 

Occupational Health 

0 1 0 1 128 14,381 

Energy 1 0 0 1 919 287,766 

Endocrinology & 

Metabolism 

0 1 0 1 348 87,900 

Emergency & Critical 

Care Medicine 

0 2 0 2 487, 650 36,979 

Building & 

Construction 

0 3 0 3 28, 68, 252 38,335 

Applied Ethics 1 0 0 1 1 5,857 

Analytical Chemistry 0 1 0 1 298 114,981 

150 other subfields* 0 0 0 0 none 7,355,558 

 514 

Notes to Table 1: *150 of the 174 subfields of science are not represented by any top-2% cited scientists among the 367 515 

panelists of the consensus; illustratively these non-represented subfields include (among others): Education, Demography, 516 
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Family Studies, Gender Studies, Cultural Studies, Sociology, Social Work, International Relations, Law, Political Science & 517 

Public Administration, Science Studies, Social Science Methods, Food Science, Bioinformatics, Operations Research, 518 

Information Systems, Medical Informatics, Networking & Telecommunications, Communication & Media Studies, Anthropology, 519 

Philosophy, Agricultural Economics & Policy, Business & Management, Development Studies, Econometrics, Economic 520 

Theory, Economics, Finance, Industrial Relations, Logistics & Transportation, Marketing, Sport, Leisure & Tourism, 521 

Biochemistry & Molecular Biology, Biophysics, Developmental Biology, Nutrition & Dietetics, Physiology, Allergy, 522 

Anesthesiology, Arthritis & Rheumatology, Cardiovascular System & Hematology, Dentistry, Dermatology & Venereal Diseases, 523 

General Clinical Medicine, Geriatrics, Immunology, Legal & Forensic Medicine, Neurology & Neurosurgery, Pathology, 524 

Pediatrics, Pharmacology & Pharmacy, Sport Sciences, Surgery, Behavioral Science & Comparative Psychology, Clinical 525 

Psychology, Developmental & Child Psychology, Experimental Psychology, General Psychology & Cognitive Sciences, Human 526 

Factors, Social Psychology, Epidemiology, Gerontology, Nursing, Rehabilitation, Ecology, Evolutionary Biology, Zoology, 527 

Applied Mathematics, Statistics & Probability – and several others (the nomenclature of subfields is according to the Science 528 

Metrix classification). While most published guidelines and consensus papers typically focus on circumscribed topics where 529 

only one or a few scientific subfields are relevant, this COVID-19 consensus aims to cover so many society-wide and 530 

government-wide aspects that all of these subfields listed above (and more) have essential roles to inform the statements and 531 

recommendations. Furthermore, for subfields that are represented by top-cited scientists (e.g. Public Health), their 532 

representation does not mean that these experts represent appropriately the spectrum of different positions, given the selection 533 

process in favour of specific advocacy perspectives.  534 

**excluding self-citations  535 

***with at least 5 full publications.  536 

For details on methods regarding this table and for another relevant bibliometric evaluation related to COVID-19-related impact, 537 

see Supplementary Methods. 538 

 539 

However, these efforts may not reduce the risk of stacking with respect to non-financial 540 

interests.22. Non-financial conflicts are very diverse and may be specific to topic and 541 

circumstances. Some non-financial conflicts such as group allegiances are difficult to 542 

document. Even without direct financial gain, stacking of specific narratives may 543 

inadvertently occur due to the biased nature of human networks: snowballing inherently 544 

selects for similar viewpoints. Advocates may perceive that they simply work for the broader 545 

common good by promoting what they believe is true, while also promoting or facilitating 546 

potential government, organisation, or ordinance policies either consciously or 547 

unconsciously. Advocates may also intrinsically be more likely to accept an offer to a panel 548 

on policy recommendations. For exactly these reasons, Guideline International Network 549 

principles discourage the inclusion of people with strongly held pre-guidance views in 550 

development of recommendations.23 551 

The implications of stacking and simultaneous failure to disclose substantial advocacy 552 

association can be far-reaching: If activism-or lobbyism-biased consensus papers become 553 

common, and published by high-impact journals, organised interest networks with non-554 

transparent membership could create through biased recruitment a false impression of 555 

consensus on virtually any topic, especially misleading when disclosures are incomplete. 556 

This could distort consensus and even stifle efforts to obtain scientific evidence on otherwise 557 

unsettled matters, with broad harms to science and society. 558 
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The problem with stacked consensus statements and recommendations is not only the 559 

increased risk of being wrong. Even when they are right, the recommendations are more 560 

likely to be incomplete and partial, as they may prioritise narratives that preoccupy the 561 

advocates. This diminishes or even eliminates other important perspectives. Choices of 562 

language, phrasing, statements, and recommendations become lopsided. Illustratively, in the 563 

COVID-19 consensus example dissected above, the lengthy 41 statements and 57 564 

recommendations12 never mention the words “randomised”, “lockdown”, “closures”, 565 

“isolation”, “loneliness”, “learning loss”, “poverty”, “depression”, “hunger”, “cost-benefit”, 566 

“tradeoff”, “censorship” or “mandate”. They mention the word “harm” once, in statement 567 

STMT3.1, which does not discuss harms to individuals, groups, or communities themselves, 568 

but highlights “risk of harm to others” to endorse government mandatory policies.12 569 

“Education” or “schools” are never mentioned and “educational” and “schooling policies” are 570 

only mentioned in recommendation REC4.6: “Prevention of SARS-CoV-2 transmission in the 571 

workplace, educational institutions and centers of commerce should remain a high priority”… 572 

“remote work/schooling policies”.12 “Mental” (health) is mentioned only for children and 573 

healthcare workers. “Evidence-based” is mentioned only twice: STMT2.1 admits lack of 574 

evidence-based standards and STMT6.8 is dismissive of the evidence-based medicine 575 

paradigm.12 576 

 577 

Moving forward 578 

Despite scientific evidence being imperfect, aligning judgment with the evidence after 579 

weighing it transparently remains the most important guardrail protecting the consensus 580 

process. Every effort should be made to allow evidence to serve as a “neutral arbiter among 581 

competing views”.24 Consensus expert panels without systematic review are easily 582 

dominated by few individuals even when many experts participate.10,25,26 They should be 583 

replaced by robust evidence-based approaches when evidence exists. In the case of the 584 

COVID-19 example discussed above, the published literature exceeds 500,000 articles. 585 

However, sometimes evidence is limited, and entirely opinion-based Delphi processes may 586 

have some value, informing on opinion trends. They would then benefit from better 587 

standardisation and improved reporting27 and even pre-registration.28 But given how 588 

sensitive panels are to stacking, transparent efforts to ensure non-biased recruitment of 589 

panelists is critical, as is full transparency on aspects that may indicate risks of stacking.  590 

Advocacy and activism are only part of a spectrum of potential non-financial conflicts that 591 

may create panel stacking. Other relevant non-financial competing interests may include, for 592 

example, membership in a government or non-governmental organisation, advisory positions 593 

Jo
urn

al 
Pre-

pro
of



in commercial organisations, writing or consulting for an educational company, and acting as 594 

an expert witness. Advocacy is essential for improving our world, but scientific consensus 595 

driven by advocacy agendas represents an oxymoron. While recent ACCORD guidelines on 596 

reporting of consensus methodology29 emphasise transparency on panel recruitment, it is 597 

impossible to eliminate all panel biases and arguably impossible to estimate remaining bias 598 

accurately, unless conflicts of interest are widely known and in the public domain, as in the 599 

studied example. We thus propose that, besides the recent ACCORD guidelines on panel 600 

recruitment,29 consensus efforts should explicitly aim to avoid advocate stacking and 601 

describe the methods to achieve this. This applies not only to panel selection, but also to 602 

choosing the topics, phrasing the questions, and performing the background systematic 603 

review of the evidence, which may also be sensitive to biases.   604 

Significant undeclared advocacy in consensus statements is unacceptable. Non-transparent 605 

conflicts of interest still pervade many guideline committees, including those on pandemics 606 

and health systems.30 Journal editors should ensure transparency. Even then, consensus 607 

statements with substantial stacking cannot be trusted. Journal editors should avoid 608 

publishing consensus statements that appear to involve substantial stacking, e.g. due to a 609 

clear bias in the panel. For complex situations like COVID-19, panels may need to include 610 

experts with different views and also other important stakeholders, e.g. families and teachers 611 

to ensure a balanced view. Similarly, public and other not-for-profit funders of consensus 612 

statements could require full transparency and documentation and guarantee that stacking 613 

did not affect the process. It is important to buttress consensus processes and to maintain a 614 

bright line between advocacy and science. 615 

 616 

Barriers 617 

Panels may always have some bias due to the many convoluted features that define 618 

humans as experts. Therefore, one should prioritise obtaining reliable evidence and 619 

performing rigorous evidence synthesis that would be less amenable to subjective expert 620 

interpretation and distortion, and variations in interpretation should be described.  621 

Ensuring transparency can be very difficult. Some types of potential conflicts are captured in 622 

inclusive databases, such as the databases of industry payments to clinicians.31,32 However, 623 

there is a lack of publicly available, comprehensive information on many other types of 624 

biases. Iterative searches for undeclared conflicts can require detective work and there is no 625 

guarantee that all major conflicts can be revealed through some footprint they have left.  626 

Some authors have also been skeptical of whether non-financial conflicts are significant.33 627 

To understand whether they are significant, at a minimum, they should not be grouped 628 
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together as “non-financial conflicts”, but presented more accurately and specifically in 629 

context.33 Non-financial conflicts might also indirectly yield financial conflicts, by increasing 630 

visibility, boosting reputation and accelerating career advancement. 631 

Another difficulty is that in fields with substantial industry penetration, almost all major 632 

experts may have many competing conflicts, both financial and non-financial. Yet it should 633 

still be possible to reduce lobbyism/advocacy inclusion, avoid stacking via unconflicted 634 

experts, and at the least exhibit full transparency on potential conflicts.34,35 Furthermore, 635 

there is debate36 about who should be the authors of the background systematic reviews to 636 

ensure that such reviews are unbiased.  637 

 638 

Conclusions 639 

Consensus methods are characterised by unacceptably wide variation in their 640 

implementation.6 Consensus statements with poor methodology can even lead to polarised 641 

and misguided viewpoints deepening both conscious and unconscious confirmation and 642 

refutation biases, suboptimal decision making, and exacerbated skepticism about medical 643 

science and public health. Panel stacking can introduce bias that substantially reduces the 644 

trustworthiness and credibility of recommendations, even when carefully building on 645 

meticulous systematic review of available evidence. This is exacerbated when there is no 646 

systematic evidence review informing the process. Rigorous guideline and recommendation 647 

development efforts should ensure that diverse legitimate views are represented, while at 648 

the same time avoid disproportionately over-representing specific views, advocacy efforts, or 649 

interests, and should use systematic evidence synthesis and justification of 650 

recommendations wherever possible.   651 Jo
urn

al 
Pre-

pro
of



References 652 
 653 

1. Schunemann HJ, Zhang Y, Oxman AD, Expert Evidence in Guidelines G. 654 

Distinguishing opinion from evidence in guidelines. BMJ. 2019;366:l4606. 655 

2. Djulbegovic B, Guyatt G. Evidence vs consensus in clinical practice guidelines. 656 

JAMA. 2019;322(8):725-726. 657 

3. Mustafa RA, Garcia CAC, Bhatt M, et al. GRADE notes: How to use GRADE when 658 

there is "no" evidence? A case study of the expert evidence approach. J Clin 659 

Epidemiol. 2021;137:231-235. 660 

4. Schippers MC, Rus DC. Optimizing decision-making processes in times of Covid-19: 661 

Using reflexivity to counteract information processing Failures. Frontiers in 662 

Psychology. 2021;12, doi: 10.3389/fpsyg.2021.650525. 663 

5. Yao L, Ahmed MM, Guyatt GH, et al. Discordant and inappropriate discordant 664 

recommendations in consensus and evidence based guidelines: empirical analysis. 665 

BMJ. 2021;375:e066045. doi:10.1136/bmj-2021-066045 666 

6. Tugwell P, Knottnerus JA. The need for consensus on consensus methods. J Clin 667 

Epidemiol. 2018;99:PVI-VIII. 668 

7. Yao L, Guyatt GH, Djulbegovic B. Can we trust strong recommendations based on 669 

low quality evidence? BMJ. 2021;375:n2833.  670 

8. Saltelli A, Dankel DJ, Di Fiore M, Holland M, Pigeon M. Science, the Endless Frontier 671 

of Regulatory Capture. Futures 2022;135(102860).  672 

9. van Zuuren EJ, Logullo P, Price A, Fedorowicz Z, Hughes EL, Gattrell WT. Existing 673 

guidance on reporting of consensus methodology: a systematic review to inform 674 

ACCORD guideline development. BMJ Open. 2022;12(9):e065154. 675 

10. Li SA, Guyatt GH, Yao L, Donn G, Wang Q, Zhu Y, Yan L, Djulbegovic B. Guideline 676 

panel social dynamics influence the development of clinical practice 677 

recommendations: a mixed-methods systematic review. J Clin Epidemiol. 2023 Nov 678 

29;166:111224. 679 

Jo
urn

al 
Pre-

pro
of



11. Djulbegovic B, Reljic T, Elqayam S, Cuker A, Hozo I, Zhou Q, Li SA, Alexander P, 680 

Nieuwlaat R, Wiercioch W, Schünemann H, Guyatt G. Structured decision-making 681 

drives guidelines panels' recommendations "for" but not "against" health 682 

interventions. J Clin Epidemiol. 2019 Jun;110:23-33. 683 

12. Lazarus JV, Romero D, Kopka CJ, Karim SA, Abu-Raddad LJ, Almeida G, Baptista-684 

Leite R, Barocas JA, Barreto ML, Bar-Yam Y, Bassat Q. A multinational Delphi 685 

consensus to end the COVID-19 public health threat. Nature. 2022 Nov 686 

10;611(7935):332-45. 687 

13. Yousuf MI. Using experts opinions through Delphi technique. Practical assessment, 688 

research, and evaluation, 2019;12(1),: 4. 689 

14. Byrne M, Mattison RJ, Bercovitz RS, et al. Identifying experts for clinical practice 690 

guidelines: perspectives from the ASH Guideline Oversight Subcommittee. Blood 691 

Advances. 2023;doi:10.1182/bloodadvances.2023010039. 692 

15. Weisss J, Shanteau J. Decloaking the privileged expert. Journal of Management & 693 

Organization. 2012;18(3):300-310. 694 

16. Phillips N. The coronavirus is here to stay-here’s what that means. Nature. 2021 Feb 695 

16;590(7846):382-4. 696 

17. Syailendrawati R, Chan A, Leach-Kemon K, Mokdad AH. What Happens When Zero-697 

COVID Countries Lift Restrictions. ThinkGlobalHealth, February 23, 2022. Assessed 698 

Feb 21, 2024. https://www.thinkglobalhealth.org/article/what-happens-when-zero-699 

covid-countries-lift-restrictions  700 

18. Rigby J, Mason J. WHO chief says China's zero-COVID policy not 'sustainable'. 701 

Reuters. May 10, 2022. Assessed Feb 21, 2024. 702 

https://www.reuters.com/world/china/who-chief-says-chinas-zero-covid-policy-not-703 

sustainable-2022-05-10/    704 

19. Ioannidis JPA, Salholz-Hillel M, Boyack KW, Baas J. The rapid, massive growth of 705 

COVID-19 authors in the scientific literature. R Soc Open Sci. 2021 Sep 706 

7;8(9):210389. doi: 10.1098/rsos.210389. 707 

Jo
urn

al 
Pre-

pro
of

https://www.thinkglobalhealth.org/article/what-happens-when-zero-covid-countries-lift-restrictions
https://www.thinkglobalhealth.org/article/what-happens-when-zero-covid-countries-lift-restrictions
https://www.reuters.com/world/china/who-chief-says-chinas-zero-covid-policy-not-sustainable-2022-05-10/
https://www.reuters.com/world/china/who-chief-says-chinas-zero-covid-policy-not-sustainable-2022-05-10/


20. Ioannidis JPA, Baas J, Klavans R, Boyack KW. A standardized citation metrics 708 

author database annotated for scientific field. PLoS Biol. 2019 Aug 709 

12;17(8):e3000384. 710 

21. Neuman J, Korenstein D, Ross JS, Keyhani S. Prevalence of financial conflicts of 711 

interest among panel members producing clinical practice guidelines in Canada and 712 

United States: cross sectional study. BMJ. 2011 Oct 11;343:d5621. 713 

22. Akl EA, El-Hachem P, Abou-Haidar H, Neumann I, Schünemann HJ, Guyatt GH. 714 

Considering intellectual, in addition to financial, conflicts of interest proved important 715 

in a clinical practice guideline: a descriptive study. J Clin Epidemiol. 2014 716 

Nov;67(11):1222-8.  717 

23. Schünemann HJ, Al-Ansary LA, Forland F, Kersten S, Komulainen J, Kopp IB, 718 

Macbeth F, Phillips SM, Robbins C, van der Wees P, Qaseem A; Board of Trustees 719 

of the Guidelines International Network. Guidelines International Network: Principles 720 

for Disclosure of Interests and Management of Conflicts in Guidelines. Ann Intern 721 

Med. 2015 Oct 6;163(7):548-53. 722 

24. Djulbegovic B, Guyatt GH, Ashcroft RE. Epistemologic inquiries in evidence-based 723 

medicine. Cancer Control. 2009 Apr;16(2):158-68. 724 

25. Li SA, Yousefi-Nooraie R, Guyatt G, Talwar G, Wang Q, Zhu Y, Hozo I, Djulbegovic 725 

B. A few panel members dominated guideline development meeting discussions: 726 

Social network analysis. J Clin Epidemiol. 2022 Jan;141:1-10. 727 

26. Djulbegovic B, Hozo I, Li SA, Razavi M, Cuker A, Guyatt G. Certainty of evidence 728 

and intervention's benefits and harms are key determinants of guidelines' 729 

recommendations. J Clin Epidemiol. 2021 Aug;136:1-9.  730 

27. Lenzer J, Hoffman JR, Furberg CD, Ioannidis JP; Guideline Panel Review Working 731 

Group. Ensuring the integrity of clinical practice guidelines: a tool for protecting 732 

patients. BMJ. 2013 Sep 17;347:f5535. 733 

Jo
urn

al 
Pre-

pro
of



28. Grant S, Booth M, Khodyakov D. Lack of preregistered analysis plans allows 734 

unacceptable data mining for and selective reporting of consensus in Delphi studies. 735 

J Clin Epidemiol. 2018 Jul;99:96-105. 736 

29. Gattrell WT, Logullo P, van Zuuren EJ, Price A, Hughes EL, Blazey P, Winchester 737 

CC, Tovey D, Goldman K, Hungin AP, Harrison N. ACCORD (Accurate COnsensus 738 

Reporting Document): A reporting guideline for consensus methods in biomedicine 739 

developed via a modified Delphi. PLoS Med. 2024 Jan 23;21(1):e1004326. 740 

30. Ursić L, Žuljević MF, Vuković M, Bralić N, Roje R, Matas J, Mijatović A, Sapunar D, 741 

Marušić A. Assessing the quality and completeness of reporting in health systems 742 

guidance for pandemics using the AGREE-HS tool. J Glob Health. 2023 Oct 743 

27;13:06050. 744 

31. Marshall DC, Tarras ES, Rosenzweig K, Korenstein D, Chimonas S. Trends in 745 

Industry Payments to Physicians in the United States From 2014 to 2018. JAMA. 746 

2020 Nov 3;324(17):1785-1788.  747 

32. Schwartz LM, Woloshin S. Medical Marketing in the United States, 1997-2016. 748 

JAMA. 2019 Jan 1;321(1):80-96.  749 

33. Grundy Q, Mayes C, Holloway K, Mazzarello S, Thombs BD, Bero L. Conflict of 750 

interest as ethical shorthand: understanding the range and nature of "non-financial 751 

conflict of interest" in biomedicine. J Clin Epidemiol. 2020 Apr;120:1-7.  752 

34. Lenzer J. Industry Independent Experts. https://jeannelenzer.com/list-independent-753 

experts, last accessed February 8, 2024. 754 

35. Kassirer JP. Stacking the deck. Clin J Am Soc Nephrol. 2007 Mar;2(2):212. 755 

36. Gøtzsche PC, Ioannidis JP. Content area experts as authors: helpful or harmful for 756 

systematic reviews and meta-analyses? BMJ. 2012 Nov 1;345:e7031. 757 

Jo
urn

al 
Pre-

pro
of

https://jeannelenzer.com/list-independent-experts
https://jeannelenzer.com/list-independent-experts


Jo
urn

al 
Pre-

pro
of



  

● Consensus statements without systematic evidence carry risk of panel bias 

● We document this problem by analysis of a high-impact consensus-statement  
 

● Based on the analysis, we argue that consensus statements always need rigorous 

evidence synthesis to be valid 

● We urge protocols to avoid stacking and undisclosed advocacy associations 
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