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The Expert and the Lay Public: Reflections on Influenza A
(H1N1) and the Risk Society
Charles Dupras, MSc, and Bryn Williams-Jones, PhD

Trust between the lay public

and scientific experts is a key

element to ensuring the effi-

cient implementation of emer-

gency public health measures.

In modern risk societies, the

management and elimination

of risk have become preemi-

nent drivers of public policy.

In this context, the protection

of public trust is a complex

task. Those actors involved in

public health decision-making

and implementation (e.g.,mass

vaccination for influenza A vi-

rus) are confronted with grow-

ing pressures and responsibility

to act. However, they also need

to accept the limits of their own

expertise and recognize the abil-

ity of lay publics to understand

and be responsible for public

health.

Such a shared responsibility

forriskmanagement,ifgrounded

in participative public debates,

can arguably strengthen public

trust in public health authorities

and interventions. (Am J Public

Health. 2012;102:591–595. doi:

10.2105/AJPH.2011.300417)

THE INFLUENZA A (H1N1)

virus pandemic was not as dev-
astating as expected, so the pre-
ventive health measures that
were deployed to cope with the
outbreak are now being chal-
lenged.1,2 Questions remain about
the appropriateness of large-scale
population vaccination programs,
such as those promoted as the best
response to the expected influenza
epidemic in spring 2009. Large-
scale vaccination involves consid-
erable financial (and other re-
source) costs for governments, and
the political decision to make such
an investment in public health is not
without repercussions. In particular,
if such decision-making processes
are not fully transparent and well

justified—for example, if accusations
of conflict of interest arise, as was
the case with World Health Orga-
nization (WHO) recommenda-
tions2,3—public trust in the resulting
public health program or interven-
tion can be threatened. Clearly,
an erosion of public trust in the
judgments of public health au-
thorities (whether they be local,
national, or international) can
have serious negative conse-
quences on the future imple-
mentation of other emergency
response programs.4

To respond to this problem of
a loss of (or weakened) public
trust, we must understand its
sociocultural and historical ori-
gins. The examination of past
implementations of emergency
programs can hopefully help us
understand our strengths and
faults and eventually serve as
tools for continuously improving
our management of public health

in such emergency situations.
Neustadt and Fineberg’s book on
the 1976 swine flu “affair” is
a good example of how critical of
ourselves we should be to react
better to such crises in the fu-
ture.5 For this same purpose, and
by placing a sociological macro-
scopic lens over a particular recent
crisis, we are presenting a case
analysis of the 2009 H1N1 flu
pandemic.

Drawing on the literature in the
social sciences, we have affirmed
that the management of health
crises is necessarily also the man-
agement of human crises. We in-
tegrate reflections from contem-
porary bioethics and political
philosophy, in line with views
about the responsibility of deci-
sion makers in democratic states.
First, we argue that the concept of
trust (e.g., by the public in health
experts) should be situated in the
context of modernity—namely, in
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a risk society in which the public
and policymakers are increasingly
concerned with safety and the
maximal reduction of certain risks.
Second, we highlight a close re-
lation between risk perception
(known to be subjective) and risk
assessment (expected to be objec-
tive), which deserves special at-
tention, given the important role
played by experts in the manage-
ment of public health. Third, we
suggest that public health actors
(professionals, science advisers,
policymakers) need to accept
the limits of their own expertise
(and of its objectivity) and re-
sponsibility and recognize the
ability of lay publics to under-
stand and to take responsibility
for their public health. As a
consequence, we argue that
public health actors should en-
gage more actively in ongoing
participative and deliberative
public debates both to preserve
and to strengthen public trust
toward public health authorities
and interventions.

We do not aim to judge or to
hold accountable the individuals
for the decisions that were made
during the crisis, which is beyond
the scope of this article and, to
our minds, less interesting than
examining the structural elements
that make such behavior “the
norm” for experts and decision
makers and thus lead repeatedly
to situations like H1N1. If we
simply focus on pointing fingers
at a few individuals to be held
personally responsible, we miss
the larger social dynamics that
arguably generated the problem-
atic inconsistencies between the
messages put forward by public
health experts and what was

understood or accepted by the
general public.

THE RISK SOCIETY AND
REFLEXIVE MODERNITY

According to the German so-
ciologist Niklas Luhmann, trust is
a “mechanism for the reduction
of social complexity.”6 Trust is
necessary for social cohesion. In
fact, it is indeed rare that human
relationships are built strictly from
scientifically demonstrable facts.
Trust and relationships therefore
involve some kind of faith without
which we would probably live in
a state of constant paranoia.7 Trust
is closely linked to the concept of
risk. An implicit risk-taking occurs
in transferring responsibility to
someone else who we believe can
make decisions for us with good
care and judgment.8 According to
Ulrich Beck and Anthony Giddens,
risk is central in the organization
of modern society. They speak of
the risk society, which for Beck is
a “systematic way of dealing with
hazards and insecurities induced
and introduced by modernization
itself”9(p21) and for Giddens ex-
presses a “society increasingly pre-
occupied with the future (and also
with safety), which generates the
concept of risk.”10(p3) This concep-
tion of society is the foundation of
what is now known as the theory
of reflexive modernity, which de-
scribes a society that is extremely
self-conscious and possesses the
means—scientific, technical, sta-
tistical, and communicative—to
challenge, to criticize, and even to
anticipate the ecological and social
consequences that it causes.11 In
this society of risk, we see a new
form of solidarity and new political

arguments based on universal con-
cerns. Hence new paradigms that
use risk-based approaches such as
sustainability and the precautionary
principle are developed and be-
come increasingly powerful in
public policy and in the implemen-
tation of public health measures
and interventions.

RISK AND PREVENTION IN
PUBLIC HEALTH

Although popularized by envi-
ronmentalists, the maxim of the
least risk evidenced in the precau-
tionary principle is increasingly
used in the field of public health.
The precautionary principle is
reflected by precautionary policies
that involve the establishment of

surveillance, detection, manage-
ment of emerging threats to
health. . .; mechanisms for man-
aging sanitary crises and active
preparation for the potentiality of
these crises; specific techniques
for governing the potential
risks.12(p15)

Risk assessment is indeed un-
questionably central to the man-
agement and protection of public
health. However, the degree of
importance given to the manage-
ment of risk can vary depending
on the perception of risk. When it
comes time to decide on the ac-
ceptability of a risk, some argue,
“when in doubt, leave it out,”
whereas others claim, “nothing
ventured, nothing gained.” In ei-
ther case, risk approaches require
consideration of subjectivity in
risk perception. According to
Audétat, the rational and technical
expertise of the scientist is not suf-
ficient for good risk assessment, and
“acceptability is always based
on social concerns, which can

vary . . . risk assessment is amatter of
negotiation.”13(p97) Such a negotia-
tion requires that the weight of opin-
ion from different groups in society
be well balanced and properly rep-
resented when important decisions
in public health are being made.

The question of risk assessment
by international health authorities
thus raises an important problem:
the unidirectional “construction”
of risk that moves from the expert
to the citizen without attention to
public perception.14 Larson and
Heymann4 argue that to preserve
trust in politics and in the field of
public health, it is insufficient to
identify the problem or issue at
stake and then design and imple-
ment a solution; it is also necessary
to clarify who should understand
the problem (e.g., policymakers and
health professionals but also inter-
est groups and the broader public)
and reflect on how best to com-
municate relevant risk information
and justify proposed interventions.
This will, they suggest, require an
active listening by decision makers
to the interests of citizens.4 Other-
wise, there may be an “asymmetry”
in the definition of risks that can
have adverse effects on risk per-
ception.13 For instance, the identifi-
cation and announcement of a risk
such as the imminence of a pan-
demic may be perceived (or inter-
preted) differently and receive
various degrees of attention from
health authorities and population
groups according to the respective
knowledge and experience that
these stakeholders have with such
crises but also with the conceptual
terms used.15 It becomes important,
then, to question the power rela-
tionship between experts and the
public in risk communication;
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words such as pandemic are pow-
erful and should be defined pre-
cisely, be used cautiously, and be
properly understood.

In spring 2009, just before the
declaration of a pandemic (Phase
6) of the H1N1 influenza virus,
the WHO definition of the term
pandemic was amended from one
that previously included incidence
(frequency of occurrence, distri-
bution) and severity (lethality) of
pandemic disease to a definition
that included only the incidence.16

Without this change in definition,
the H1N1pandemic might not have
been declared, and the measures
taken by national public health
authorities probably would not
have been as dramatic.

FROM CONCEPT TO
POLITICS: RISK
MANAGEMENT OF H1N1

A key role of public health
authorities is to inform the pop-
ulation about the risks it faces and
ensure that citizens have under-
stood the issues. This under-
standing requires the use of clear
and precise technical terms by
both parties, and obviously, this
was not the case with the 2009
H1N1 virus pandemic. The me-
dia played a big role in the poor
communication between experts
and citizens, by concentrating at-
tention on cases of severe com-
plications of H1N1. By focusing
attention on a few atypical cases,
the reality of the disease (severity)
was distorted, and so the media
did not give a fair representation
of the risk.17 If the media presen-
tation was distorted, we believe the
attention given to H1N1 by some
experts was also disproportionate.

Our growing ability to predict
risks has led to the implementation
of accountability systems and
health policies that have almost
completely internalized (for public
health actors) the duty to prevent
these risks.18 A precautionary ap-
proach has become a “duty of pre-
caution.”12 However, as noted by
Gilbert,14 such power to anticipate
risks is often associated with a par-
ticular group of actors and, at the
same time, with “their logic and
cognitive frameworks, interests,
etc.” The direct association of this
feeling of responsibility with the
authority positions and expert roles
of these actors results in the con-
struction of risks.14

Subjectivity in the perception
of risk is normal and is shared by us
all. One of the best examples of the
influence of responsibility in risk
perception can be observed in the
parent-child relationship. It seems
normal and natural that in desiring
to protect one’s child, a parent feels
particularly responsible for the
risks incurred and at the same time
becomes “hypersensitive” to the
risk itself. In the case of public
health, however, can a similar level
of paternalism and responsibility
be justified between expert and
layperson, between the public
health authority and the citizen,
and between governments? One
could imagine easily that a country
that would simply not pay attention
to a pandemic alert by the WHO
would be treated by other coun-
tries as irresponsible and as a threat
to the minimization of the virus
spreading worldwide. With regard
to the latter possibility, recommen-
dations that are being made by
international organizations such as
the WHO can implicitly become

more than recommendations, and
to some extent, they can have a co-
ercive power on governments at
the political level because of inter-
national diplomacy and the close
relationship that exists today be-
tween the countries.

However, should we accept, as
citizens, to become mere “low-
level actors”13 in decisions con-
cerning public health policies be-
cause these are made by experts
on behalf of the public and in the
interest of the common good? Ob-
viously, this is not to question the
need for the specialized knowledge
and expertise of public health
professionals; the need for such
expertise is evident. In some
cases, however, it is questionable
whether the level of power and
authority attributed to the expert
systems (health professionals,
science advisory groups, national
or international health agencies)
involved in decision-making is
appropriate. As Tabuteau notes,

this need for expertise in health
is reflected by the establishment
of an ambiguous relationship
between the expert and the
authority.18(p34)

We must be aware that the value
of expertise is gained through its
social acceptance. In the end, the
citizens will decide whether to get
the vaccine or even if they will pay
attention to the threat and take
simple precautionary measures
such as washing hands often or
staying home when feeling sick.

CONFLICTS OF INTEREST,
CONCERN BIAS, AND
POLITICAL POWER

The recent H1N1 crisis illus-
trated how some groups of experts

could come to have great influ-
ence over public health decision
makers and the subsequent de-
velopment of public health poli-
cies. In some cases, scientific ex-
pertise can become so powerful
that its influence seems trans-
formed into a real “delegation of
the decision to the experts.”19 In-
deed, when experts pronounce
a health risk such as H1N1, it can
seem irresponsible not to comply
with their suggested recommenda-
tions. Thus, the decision makers,
who are expected to be at the level
of the governments, can become
impotent vectors of a particular
view of risk governance; and by the
same token, they can fail in their
mandate to fairly and democrati-
cally represent the interests of the
entire population.

Moreover, many types of con-
flict of interest can be detected in
the various roles and relationships
of the expert. Besides those inter-
ests that are strictly financial (e.g.,
stock options, research contracts),
interests such as the expert’s sci-
entific affiliations, his or her place
in the scientific world (junior or
senior scholar, university or public
sector researcher), and his or her
personal relationships can also
bias to a greater or lesser extent
his or her objectivity and may
therefore endanger the public
trust.18,20,21But a conflict of interest
is not the only threat that could
disrupt the quality of expertise; the
bias of interest, or concern bias,16

also may be a factor. Most often,
unintentional concern bias arises
when expert advice is given fol-
lowing a scientific evaluation that is
too focused on the subject of study.
It can occur, for example, when
a recommendation is made in the
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absence of counterarguments or
expertise that reflects alternative
points of view on the question at
hand. This bias can also occur when
a scientific group has a “collective
blindness” to some of the factors
necessary to consider in solving
a problem (i.e., when the expert
“sins through self-centeredness”).18

The change in definition of the term
pandemic by the WHO is a striking
example. By removing the lethal
character of pandemic disease from
the definition, the WHO literally
corrupted the traditional bound-
aries of risk perception for the
entire medical community, with the
result that H1N1 came to be per-
ceived as a much greater risk than it
actually was.

Besides the strictly “top-bot-
tom” influence of the experts’
biases, a “bottom-up” influence
may occur and affect the quality of
the expertise on a second level.
Experts carry heavy responsibili-
ties when assessing the risk for the
health of the population and are
subject to enormous pressure to
be both efficient and accurate. In
public health emergencies such
as a pandemic threat, experts may
be placed in a position in which
they prefer to adopt a “worse
case model” for risk assessment
instead of a best or a medium case
model. It is understandable that
experts can fear betraying the pub-
lic trust by underestimating a possi-
ble threat to public health and
that this feeling can alter their risk
perception and therefore bias their
risk assessment and recommenda-
tions for risk management. Thus,
the very high expectations that
citizens have toward the few ex-
perts who should keep us healthy
can paradoxically weaken the

quality of expertise. Both the top-
bottom and the bottom-up sources
of biases are signs of a vertical re-
lationship between experts and cit-
izens. To ensure the best expertise
and effective decision-making, we
believe a more horizontal rela-
tionship—one that better shares
the responsibilities for health
management among the various
stakeholders—should be favored.

The risk society is arguably
a key factor in this unreasonable
focus on risks that have become
perceived as unacceptable. If the
public health authorities such as
the WHO are prey, it should not
be surprising then to see policy-
makers or governments caught up
in a quest to manage or eliminate
all risks. According to Beck,22

when choices are between

solutions also dangerous [but]
where the risks are too qualita-
tively different to be easily com-
pared . . . governments adopt
strategies of deliberate simplifi-
cation;

the result is a minimization of the
uncertainty of the recommenda-
tions made by expert groups and
a focusing of attention on the risk
that has been predetermined as
unacceptable. Thus, in the case of
the H1N1 crisis, almost all atten-
tion from public health profes-
sionals, scientific experts, govern-
ments, and mass media was
centralized on the disease out-
break; very little attention was
paid to the risks that might be
associated with the public health
interventions (e.g., financial in-
vestments, conflicts of interest,
possible vaccine side effects, dis-
tributive justice issues regarding
vulnerable populations). Such a vi-
sion of social problems and their

effective management is overly
simplistic, reductionist, and grossly
paternalistic. It does not provide
citizens with the truth of the situ-
ation and so impedes their lucid
participation in debates about the
implementation of acceptable
public health politics. In fact, the
citizen is simply not involved in
the process of determining the
acceptability of the risks that he or
she ultimately must face and the
burden he or she will then bear
should the risks be actualized.

CONCLUSIONS

When public health authorities
detect a new risk and inform the
population, they must ensure that
the issues have been well under-
stood by the full range of stake-
holders involved. This should not
mean simply informing the citizen
of the risk. It should also take into
account the different perceptions
that citizens may have of the risk
they are facing. The WHO indeed
sounded the alarm about the
H1N1 virus pandemic but did not
ensure that the message would be
properly understood. Their ap-
proach to risk governance, and in
particular the change to the defi-
nition of pandemic, undermined
the possibility for the ethical and
effective communication of risks.
In so doing, they undermined the
trust of the public (and many
public health actors) in the WHO’s
authority and even their legitimacy
to hold a leadership role in pro-
tecting global public health.

To improve and preserve public
trust in public health actors (scien-
tific experts, policymakers), the gov-
ernance of risk—and the associated
responsibilities—must be fairly

distributed among all actors in-
volved. It is critical to minimize the
effect of concern bias on expert-
guided policymaking; as Beck23

noted, the science of experience
and public discourse must be in
harmony with scientific data. How-
ever, the issue of respect for de-
mocracy requires the protection of
public involvement in the gover-
nance of public health.24 Thus, the
sociocultural and collective re-
sponses that can exert an undue
influence on judgments about the
acceptability of risk must be recog-
nized and mitigated; if the need for
expertise is evident,

assessment should be confined to
its role as decision support and not
intrude by a messianic reflex on
the scope of the decision maker.18

Otherwise, as Audétat noted, we
are left with a situation where

In public controversies, debates
about the multiple challenges of
technological risks are frequently
impoverished by certain types of
language, reduced to “technical”
problems or reserved for certain
actors. The debate often boils
down to a battle between those
who denounce risks as unaccept-
able and those who repeat that
“there is no zero risk.” The dis-
course between rationality and
irrationality, and subjectivity and
objectivity of risk tends to polar-
ize and to impoverish the public
debate. In some circumstances,
objectivity is simply a screen be-
hind which there occurs intense
haggling between experts and
stakeholders.13(p108)

Therefore, a bidirectional
transparency must be established
between the expert and the lay-
person when discussing and assess-
ing the public acceptability of risks.
This transparency implies recogni-
tion of the existing uncertainties
and communication of the
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conceptual approaches used for
decision-making. As Resnik
affirmed,

It is important to have a better
understanding of words and
phrases used in scholarly and
public debates, even when we
think we know what they mean.
Clarity is a virtue.20(p2)

Attention to transparency also
recognizes the importance of an
active listening to the interests
and questions from the public.
Sufficiently informing citizens
about public health issues is es-
sential to promoting citizens’ in-
volvement in their personal (re)
conceptualization of risks.4 This
clearly involves enormous work
with the media but also with re-
gional public health agencies, sci-
ence foundations, and key media
personalities (prominent scientists
or bioethicists) to translate infor-
mation that might sometimes be
confusing. It involves accepting
that the public is a legitimate actor
in health policymaking and not
one that should be invariably
treated as stupid or ignorant.
They may be uninformed, but
that does not mean they cannot be
informed. Thus, communication
with the public is also the way that
the public will learn, be empow-
ered, and be able to get beyond
the polemic or extremist presen-
tations that inflame concern and
undermine an active public en-
gagement in the challenges faced
by all parties in a public health
emergency. Thus, the issue comes
down to trust on both sides, on the
part of experts and policymakers
in the public and of the public
in experts and policymakers. A
thoughtful and dynamic trust-ac-
tion can be achieved then, instead

of a passive trust-feeling.25 Grad-
ually, such deliberative and partici-
patory policies would hopefully
take over from the current reac-
tionary policies that are the source
of so many distortions and threats
to social cohesion. j
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