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A~traet--Evidence of the influence of research on health policy is paradoxical. While there is scant 
evidence that research has had any impact on the direction or implementation of widespread health 
reforms, research on evidence-based medicine has dramatically increased, despite limited evidence that it 
has affected clinical practice. These developments have occurred in the context of a general decline in state 
intervention and provision and a post-modern questioning of researchers' authority. Models of the 
relationship between research and policy range from one where empirical research rationally informs 
decision-making, through research incrementally affecting policy, to an "enlightenment" or "infiltration" 
model, which may operate on a conceptual level. Health research that contributes to large-scale 
socio-political change may require more methodological pluralism and greater focus on key institutional 
structures. Case studies reviewed suggest that dissemination is enhanced if researchers involve managers 
and policy-makers in the development of the framework for and focus of research and if investigators 
assume a responsibility for seeing their research translated into policy. Public health research is more 
influential if topical, timely, well-funded and carried out by a collaborative team that includes academics. 
Evaluations are more influential if, in addition, they are commissioned by health authorities but based 
on local collection of data, and instruments and incentives to implement policy are available. In some 
areas, such as the recent policy focus on carers in the community, researchers were largely responsible 
for raising this policy issue, whereas in other areas, such as the relationship between unemployment and 
health, researchers are just one of the groups of experts making competing claims about causality. In 
conclusion, clear research findings are not always a passport to policy, but researchers can reframe the 
way health policy issues are seen, and collaboration with policy-makers initially can enhance 
implementation later. Copyright ~ 1996 Elsevier Science Ltd. 
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INTRODUCTION: A PARADOXICAL RELATIONSHIP 

Over the last decade health system change has been 
an almost universal experience in countries of  the 
developed world. Everywhere, it seems, governments 
are engaged in restructuring the funding, organiz- 
ation and delivery of  health services. In countries 
such as the United States where the system has been 
pluralistic and free-market in orientation, attempts 
have been made to introduce greater central direction 
and control. In contrast, in those countries with 
well-established national health services--such as the 
United Kingdom and Sweden-- there  is now wide- 
spread experimentation with a range of  market 
mechanisms. Innovation and system change, there- 
fore, are virtually universal features of  the health 
scene in the developed world. Yet, the evidence that 
research has had any impact on this international 
trend is scarce indeed [1]. it would appear that the key 
contributory factors have been fiscal stringency, a 
narrow application of  economic theory, shifts in 
ideology and values, political expediency, the failure 
of  existing systems to undergo internal renewal, and 

the simple turn o f  intellectual fashion. All these seem 
to have had much more to do with the current wave 
of  health restructuring than any measured consider- 
ation and application of  the research on the 
effectiveness, responsiveness and fairness of  health 
systems. 

In the case of  the international wave of  health 
restructuring, therefore, we have striking evidence of  
policy in the making and of  implementation, but little 
indication of  any large corpus of  cumulative research 
that might have inspired and guided these rapid 
developments. In the case of  medical practice, on the 
other hand, we have something of  a contrary 
example; a considerable amount  of  research evidence 
on the quality of  practice, but little sign of  its 
widespread implementation or adoption by clini- 
cians. It remains to be seen whether the new 
purchasing organizations will increasingly purchase 
interventions of  proven effectiveness [2]. Certainly 
there is change in medical pract ice--with a reason- 
ably constant flow of  innovation as new drugs and 
procedures are in t roduced--but  this is not usually 
conscious, directed change occurring in response to 
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research and evaluation in priority areas, but rather 
results from a diffusion of innovation through the 
networks of the profession. Yet, there is a veritable 
industry of research designed to test the efficacy and 
effectiveness of many clinical interventions. It even 
has a name: evidence-based medicine [3]. It also has 
some of the characteristics of a social movement 
(spontaneous growth, devotion to the cause, wide- 
spread adherence, commitment to social change). 
Despite this, large areas in the practice of medicine 
seem to be largely immune to the influence of this 
impressive research enterprise. For example, in a 
recent comprehensive review of procedures in 
obstetrics and childbirth, evidence of value was 
available for only a fifth of interventions, while for a 
full quarter there was compelling evidence of lack of 
value. For the remainder, research support was either 
equivocal or entirely lacking [4]. This is not to deny 
that there are areas of high-quality practice that have 
a substantial basis in research [5], but these are rather 
the beacons of light that draw attention to the larger 
darkness of need. 

In these two instances, therefore, we have 
contrasting examples of the relationship between 
research and policy. In the case of health restructur- 
ing there is ample evidence of sustained and vigorous 
policy development across a broad range of health 
systems, but this seems to have occurred largely in 
the absence of any clear and compelling body of 
research. By contrast, in the case of the evidence- 
based medicine movement we have a highly 
motivated, organized and productive research enter- 
prise, yet one that seems to be making little headway 
in influencing the bulk of clinical work. In part, 
this seems to be that the strength of evidence-based 
medicine, the sole reliance on random controlled 
trials, is also its weakness. Experimental designs 
where study populations are matched as closely as 
possible do not necessarily ease the difficult questions 
about generalizability to the real world. For 
example, experimental researchers in New Zealand 
and elsewhere have shown for the last decade that 
prolonged inpatient treatment for alcohol abuse is 
no more effective than short outpatient treatments. 
Yet, policy case studies indicate that managers 
and policy-makers often ignore relevant research on 
the grounds that at key decision points the 
conclusions that can be drawn from RCT are too 
limited---even though the research may be used 
opportunistically at a later stage to rationalize policy 
decisions such as the closure of inpatient treatment 
facilities [6]. 

Further, paradoxes abound in the relationship 
between research and practice in medicine [7]. There 
is a long history of dubious treatments for which 
there has been no medically sound basis, even 
including some for which Nobel prizes have been 
awarded (direct injection of malaria parasites for 
neurosyphilis, and frontal lobotomy for various 
mental disorders being examples). By contrast, there 

is also a considerable record of research demonstrat- 
ing efficacious treatments for which adoption was 
long-delayed (for example, the use of citrus fruit for 
scurvy, and intravenous fluids for cholera). Finally, 
there have been a great number of qffbctit'e treatments 
for which no definitive scientific evidence was 
available--i.e, no randomized controlled tr ial--and 
yet that have proved to be highly efficacious (for 
example, vitamin B,, for pernicious anemia, X-rays to 
guide fractures, insulin for severe diabetes and 
cortisone for adrenal insufficiency). 

The nature of the relationship between research 
and policy has been further problematized by 
what many perceive to be an erosion of the rationalist 
and progressive ideal that has sustained the orderly 
development of social policy in the liberal welfare 
states of Western Europe and North America. This 
erosion of sustaining beliefs has been fed in part 
by a decline in collectivist values and by the 
consequent loss of legitimacy in the role of the 
activist state. However, as the trend is for 
governments to redefine their roles as strategic rather 
than directly operational, recent reviews have 
identified governments' need to coordinate and fund 
larger-scale strategic research with broad policy 
relevance [2], [8]. 

A waning of the early optimism about the 
policy-making potential of social science research has 
also played a part in the changing role of research in 
policy-making. More broadly, the spirit of the age 
is one of intellectual relativism and post-modernist 
views that critique the medical progressivist view of 
history and recognize that "the activity of science 
is a product of the very social world it seeks to 
explain" [9]. Such relativism has undermined the 
scientific certainties of research--particularly in the 
social sciences--and obscured the ideological touch- 
stones of policy-making in the health and welfare 
system. 

What has this all to do with the issue of translating 
research into policy? There are clearly contextual and 
conceptual dimensions to this problem, as well as 
aspects that relate to more mechanical obstructions. 
Viewed from the research side, there are obviously 
potential obstacles to the happy synergy of research 
and policy. For example, the research work required 
for a particular policy issue may just not have been 
done, or if it has been done, it may have been 
conceptualized in a way that hinders comprehension 
and application. On the other side of the equation, 
there are obviously also issues to be addressed in the 
policy arena. Questions of pertinence, ideological 
acceptability, practicability, issue complexity, time 
urgency, and the play of power and of pressure-group 
politics all have a bearing on whether or not 
policy-making will be influenced by the findings of 
systematic research. Finally, there is the mode of 
transmission. Exactly how is research translated into 
policy? Is it by some process of natural diffusion, or 
should it be conceived more actively as a matter of 
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dissemination supplemented by a conscious pro- 
gramme of implementation [10]? These are just some 
of the issues that need to be considered in developing 
models of the relationship between research and 
policy. 

MODELS OF THE RELATIONSHIP BETWEEN RESEARCH 
AND POLICY 

Early conceptions of the potential influence of 
research on policy were highly idealized. They 
reflected the optimism and idealism of the "policy 
science" school of social and political research. For 
Lasswell [11] and his kind systematic, policy-relevant 
research carried out by disinterested, benign and 
committed investigators in the social sciences would 
rationally inform decision-making in the expanding 
domain of the modern welfare state. 

Subsequent work on the relationship between 
research and policy, however, has suggested that, 
while this model may be an ideal, it far from 
accurately describes the true nature of the relation- 
ship. Why this change of heart? In the first place, 
research into decision-making suggested that the 
process was more one of incremental adjustment to 
competing pressures than the rational formulation 
and pursuit of a single goal [12]. Secondly, there 
seemed to be little evidence of any simple or direct 
relationship between research and policy, nor much 
evidence that consciously designed programmes of 
intervention had a discernable or lasting impact [13]. 
Finally, there was a decline in commitment to a 
positivistic social science where an acknowledged 
expert had a technocratic relationship with the 
political process [14]. 

In opposition to the rationalistic ideal, therefore, 
Weiss [15] suggested that possibly an "enlighten- 
ment" model-- in which concepts and ideas infiltrated 
policy-making in a rather diffuse and indirect 
manner--was a far closer approximation to the real 
nature of the relationship between research and 
policy. Weiss [16] has since developed her approach 
to encompass different uses of policy research--as 
data, ideas and arguments, respectively. The concept 
of "policy research as producer of data" goes back to 
the engineering approach to knowledge use, with its 
assumption of a relatively simple and consensual 
model of policy-making. By contrast, the notion of 
"research as ideas" is consistent with a more open 
and fluid model of the policy process and associated 
with a humanistic view of knowledge, while "research 
as argument" comes closer to a more partisan, 
conflictual and incrementalist concept of decision- 
making. Wittrock [17] has made a similar set of 
distinctions in identifying enlightenment, techno- 
cratic, bureaucratic and engineering models, with the 
first two giving primacy to research and the second 
two to policy-making and administration. 

Others in this tradition have introduced debates of 
a wider theoretical and philosophical character to the 

analysis of the relationship between research and 
policy. Rein and Schon [18] draw on theories of 
discourse and constructivism to address the obdurate 
and recurrent nature of many policy issues. They 
argue for a form of "frame-reflective" policy 
discourse that would negotiate the contrasting 
perspectives that different parties bring to bear on 
these issues. Majone [19] has also raised issues of a 
more philosophic kind, arguing--after Lakatos- -  
that we should distinguish between the policy core 
(which is rarely open to direct challenge and 
refutation) and various "'protective" belts of policy 
commitment (which are more open to change in light 
of research and may eventually lead to modification 
of that core). 

The work of Weiss and others is central to our 
understanding of the relationship between research 
and policy, particularly as this is situated in a broad 
historical and comparative analysis of role of the 
social sciences in the formation and implementation 
of public policy in the modern nation-state [20]. Yet, 
given this rich and detailed set of reflections on the 
role of the social sciences in policy-making, what 
conclusions do we draw? Assuming that we have a 
commitment to facilitating the translation of research 
into policy, what steps can we take to advance the 
cause? 

CONSIDERATIONS OF THEORY AND METHODOLOGY 

A number of investigators have approached this 
issue, some more directly than others. Generally, 
these investigators have concentrated on the question 
of the transmission of research, rather than on its 
receipt and active use. McKinlay has consistently 
argued for the conduct of research that can inform 
socio-political change [21]. This is a case for keeping 
policy-relevance on the research agenda. The 
implication here is that the predominant tenor of the 
theoretical and conceptual frameworks that inform 
social science research in the health arena tend 
overwhelmingly to favour application at the level of 
the individual or the discrete community. McKinlay 
wishes to put back on the theoretical and policy 
agenda the possibility of change at the systemic and 
structural level. Clearly, therefore, there is a debate to 
be had here about the feasibility and desirability of 
large-scale socio-political change and the extent to 
which research can be expected to influence policy in 
this direction. 

At another level, however, McKinlay's argument is 
more concretely expressed as a concern with the 
predominant methodological precepts that inform 
much health research [22]. As in the case of the 
predominant theoretical perspective, the prevailing 
orientation to methodology is one that is positivist in 
inspiration, emphasizing the collection of quantitat- 
ive information at the level of the individual and 
organized within tightly defined scientific parameters. 
Inevitably, research designs of this kind favour 
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application to problems that are of small scale, that 
eschew major issues of structural and system change, 
and that find their expression in incremental policy 
advance. McKinlay argues that research designs with 
fewer requirements of scientific orthodoxy are more 
likely to accommodate the bigger issues and more 
likely to lend themselves to policy applications 
envisaging major socio-political change. Exactly 
which designs are likely to prove most fruitful for 
policy applications of this kind is clearly a subject for 
further debate, but at least McKinlay has made the 
case for methodological pluralism and for an 
awareness of the wider range of application that 
might be open to policy-relevant research. 

A theoretical orientation that is open to the 
possibilities for socio-political change and methodo- 
logical precepts that are appropriate to the analysis 
of systemic and structural questions are obviously 
essential preconditions for the conduct of policy-rel- 
evant research. Equally important, however, is the 
need to embed research within a conceptual 
framework that will facilitate its ready translation 
into policy. As McKinlay has argued, a close 
adherence to orthodox methodological prescription 
carries with it a considerable narrowing of the 
scientific imagination. Yet, for an alternative, more 
inclusive methodological approach to work, concep- 
tual guidelines are required, guidelines that will assist 
in defining the parameters of policy-relevance. What 
might those guidelines be? 

The key defining attribute of policy-relevant 
research is its focus on institutional structure. Indeed, 
the development of new institutional economics, 
unlike the narrower neo-classical economics that had 
earlier dominated the fashion for health service 
reforms, is based on sociological and anthropological 
insights into the nature of organizations and 
exchange and provides an exciting opportunity for 
social scientists to enrich policy at a theoretical and 
conceptual level [23]. This is not to say that a concern 
for individual behaviour, beliefs and preferences 
should be absent from work with a policy focus. 
Obviously, to be successful, any policy intervention 
must receive the support of individuals, engage with 
their concerns, and accurately predict their responses. 
But if we think about the instruments of policy that 
might be available to, say, a government in 
implementing any major policy initiative, these are 
necessarily institutional in nature. If, for example, we 
take the issue of tobacco control, we can identify the 

key institutional areas of concern and their associated 
policy instruments (see Table 1). in each case major 
institutions of an economic, social, cultural and 
political character play a key role in defining the 
potential for policy intervention. For any research in 
the area of smoking and lung cancer to have policy 
relevance, for example, its findings must relate to one 
or more of these key institutional areas; in other 
words, the terms of the research must be embedded 
in a conceptual framework that will permit easy 
translation into policy, and for that to occur it must 
be couched--at  one level at least--in the language of 
institutional analysis. 

ISSUES OF RESEARCH AND POLICY CONTEXT 

There are clearly theoretical, methodological and 
conceptual preconditions for policy-relevant re- 
search. But this is to adopt a rather formalist 
approach to the research enterprise [25]. There are 
also crucial contextual matters. In the first place, the 
choice of subject matter and the value orientation of 
the investigator are important determinants of 
successful application and usage in the policy arena. 
There need to be clear linkages between, on the one 
hand, the subject matter of research and how it is 
framed, and the predominant focus and value 
orientation of the policy community on the other. 
Even in fields such as technology assessment where 
the orientation would appear to be a studiously 
technical and rationalist one [26], there is a growing 
appreciation that research of this kind must have a 
political dimension and show sensitivity to questions 
of resource allocation and to wider social and 
political values and effects [27]. 

Secondly, there is the interpretation of the research 
role. Is the investigator prepared to move beyond 
reporting research results to their active dissemina- 
tion, and beyond that to translating them positively 
into policy? In some research traditions--action 
research, for example--the ethic of active interaction 
between research and implementation is built into the 
investigative enterprise. Even if it is not formally built 
in at the start, some socially committed researchers 
have built such strong relationships with their 
research communities that they continue their 
personal efforts to improve the social and economic 
condition of these communities long after their 
formal research has finished. Kinloch [28] wrote 

Table I. Smoking and lung cancer: institutional context and policy intervention 

Dimension Major institutional areas Principal focus Policy instruments 

Economic Labour market.capitalism, profit Tobacco industry 
Social Family. kinship, community, voluntary Domestic and work 

associations arrangements 
Cultural Beliefs and practices, lifestyle Mass media, recreational 

patterns 
Political Power. participation The state 

Increase prices, ban advertising 
Create smoke-free environments 

Buy out and replace sponsorships 

Raise taxes, enact legislation, set 
health goals 

Source: Adapted from [24]. 
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about her continued involvement with the migrant 
Samoan community in New Zealand that she had 
studied, and Hunt [29] describes the successful efforts 
of her lobbying the local Scottish council to improve 
their housing stock. Hunt's efforts were in association 
with those of the people whose damp and unhealthy 
housing she had studied. Such accounts provide 
valuable analysis of the ongoing tensions and 
trade-offs required to translate research into policy. 

The relationship between the two roles is also 
closer in the case where the research is either 
commissioned or carried out in close consultation 
with the potential user, although in none of these 
cases is application guaranteed, and in many 
instances there are troubling questions about the 
partial abandonment of  traditional research norms of 
objectivity and independence in favour of relation- 
ships involving outright advocacy and various forms 
of overt political activity [25]. 

This intertwining of research and policy roles and 
the infusion of political values into the heart of the 
research enterprise speaks to a different concept of 
the policy-making process in the post-modern era as 
one that is increasingly viewed as inherently chaotic 
and value-oriented [30]. There are few dependable 
signposts or guidelines for translating research into 
policy in this environment. This is in contrast to 
research into the dissemination and implementation 
of knowledge in medical practice, where investigators 
are less troubled by such doubts about the rational 
purpose of their work. In the clinical practice [10], 
[31], [32], health services [33] and management 
literature [34] there is a considerable corpus of 
research on implementing findings [35]. The obstacles 
to successful implementation are seen more as 
technical than political or philosophical. While some 
of this work is clearly rationalist in orientation in 
positing a relatively simple model of information 
provision, acquisition and reinforcement [32], others 
have moved on to consider strategies of social 
influence and normative change [31]. 

There is clearly a range of contexts within which 
the relationship between research and policy is to be 
negotiated. These contexts may well vary according 
to the nature of the practice being targeted; the range 
of such contexts may vary between policy change of 
a systemic kind at one extreme--with all that implies 
for the mobilization of political consensus and 
resources--to the implementation of  guidelines in 
clinical practice at the other. 

CASE STUDIES 

A recent study in this latter tradition is the 
investigation carried out by Gray et  al. [36] into the 
dissemination of public health research. The investi- 
gators asked colleagues to identify "successful" and 
"unsuccessful" examples of the dissemination of their 
research work. In all, 30 case studies were 
identified--one example of each type provided by 15 

interview informants. A number of key discriminat- 
ing factors emerged in the setting, funding and 
organization of research. As far as the setting goes, 
all six projects that were carried out solely in the local 
health agency were judged to be unsuccessful by 
informants, while all four projects conducted in local 
health agency but in collaboration with the university 
were viewed favourably. The majority of projects 
carried out in the university, and most of those at the 
regional health agency, were also viewed in a 
favourable light, in the case of funding, the level of 
provision was important-- the majority of poorly 
funded projects were judged to have failed, while all 
well-funded projects succeeded--as was sponsorship 
by the regional health agency. Finally, it is clear that 
the organization of the research programme was also 
crucial; individual projects had a high level of 
failure--only 5 of the 16 in this category succeeded-- 
while those organized on a team basis had a high rate 
of success (10 of the 14 in this group). 

The investigators then went on to consider more 
specific factors associated with the research process--  
the subject, the purpose, the research question, the 
methods, the calibre of the research team, the 
resources available, and methods of dissemination. 
Factors identified as being associated with success 
were: an issue that was topical, precisely defined and 
of national significance, a project carried out for 
reasons of personal interest or for a postgraduate 
qualification, and the clarity of roles in project 
management. Factors seen as detracting from the 
successful dissemination of a project were: where the 
purpose of the research was not openly considered or 
was unclear or was a purely educational exercise and 
the questions considered numerous or too broad; the 
methods were hastily contrived, not innovative or not 
rigorously pilot tested; researchers were inexperi- 
enced, subject to turnover, working without peer 
support or low morale; funding was inadequate and 
timescales unrealistic; and project management was 
affected by political difficulties and unplanned 
personnel changes. 

In summary, from the point of view of the effective 
dissemination of the results of research, the ideal 
project is one that: addresses an issue that is topical, 
precisely defined and of national significance; gains 
the commitment of those carrying out the research; 
has university involvement, substantial funding and a 
team structure; and has experienced investigators 
applying appropriate methods and working in a 
stable, professionally supportive environment to 
realistic timescales. 

While the Gray et  al. study is a useful empirical 
assessment of investigators' views of successful and 
unsuccessful dissemination, it does not actually tell us 
whether the results of these various projects were 
used and had any impact on policy. An investigation 
that has attempted to do this in another context is the 
analysis by Hailey [38] of the influence of technology 
assessment by advisory bodies on health and practice 
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in Australia. Hailey reviewed a significant and 
representative number of technologies using as 
indicators of impact the outcomes of major 
recommendations made, citations and requests for 
reports, and subsequent use and deployment of each 
technology. Four groups were considered: 26 
technologies subject to detailed assessments by 
advisory bodies; nine technologies dealt with through 
rapid appraisal; 10 guidelines for the delivery of 
superspecialty services; and 16 reports initiated and 
compiled by the Australian Institute of Health and 
Welfare (AIHW). 

For the first group--technologies subject to 
detailed assessment--Hailey estimates that eight of 
these were influenced to a major extent; in other 
words, without these assessments the use and 
distribution of these technologies could otherwise 
have been very different. Key factors in shaping this 
major policy influence were a link to the local 
collection of primary data, bipartisan political 
support, and timely synthesis reports. In four other 
cases where the technologies were already being used 
or where decisions on their procurement had been 
taken, policy was influenced directly but less 
comprehensively. In the instance of a further seven 
technologies, influence was minor or uncertain. The 
factors identified here were professional pressures, 
and failures and complexities in the response at the 
level of government and health authority (funding, 
planning, or policy interest). There was no obvious 
policy impact in the case of the remaining 
technologies, in general, because these were not topics 
of significance at the health authority level. 

The second group--technologies subject to rapid 
appraisal for the purposes of selective, national 
funding--Hailey views as being strikingly successful. 
In all cases recommendations were accepted by the 
relevant body, reflecting the need for independent 
and authoritative advice in the allocation of national 
funds. The third group--service delivery guidelines 
for superspecialties--have proved to be popular as a 
framework for planning and debate, but have tended 
not to be followed because of local interests. In the 
fourth group---the AHW reports--Hailey identifies 
influence on government policy, further research or 
professional bodies in 12 cases, but without any 
assessment of the likely factors contributing to these 
outcomes. 

In summary, the best chance that an assessment 
has of actually influencing the way in which a new 
and potentially expensive technology is deployed is in 
a case where such an assessment occurs in a timely 
fashion at the introductory stage--particularly if it is 
commissioned by a health authority--with funding 
provided for trials and with the local collection of 
primary data. These instances account, however, for 
only a small minority of cases in the adoption of new 
technologies. In Hailey's terms these are "islands" of 
assessment and considered policy, with the main- 
stream of health technology development evolving 

through less formal mechanisms. The quality of 
research, its timeliness, its validity for the local health 
system, the involvement of decision-makers, the 
effective dissemination of results, and the availability 
of policy instruments and incentives are all important 
but rarely sufficient preconditions for its application 
[37]. Interestingly, in previous policy-related research 
comparing the uptake of new technology in Australia 
and New Zealand, Hailey and Roseman [38] found 
that the then more centralist state-funded service in 
New Zealand was slower to purchase new technology 
than the more decentralized Australian states. 

The process of translating research into policy is 
clearly very much more complex than any straightfor- 
ward model of technology assessment might suggest. 
This complexity also makes it a difficult area in which 
to conduct research of a conclusive kind. Neverthe- 
less, one investigator who has addressed the 
translation of research into policy in the area of social 
care is Pahl [39], who starts her investigation from the 
premise that researchers may play a number of 
different roles in this process--consensual, conten- 
tious, paradigm-challenging--and that policy-mak- 
ing may be influenced by a number of forces, 
particularly economic interests, dominant pressure 
groups, and the mass media and public opinion. She 
then proceeds to consider three case studies: the 
reduction in long-stay provision in hospitals; the role 
of carers and caring; and day services for the elderly. 

The decline in long-stay provision for patients in 
mental illness and mental handicap hospitals has 
been dramatic and sustained over the long term. 
Powerful influences on policy have been in evidence. 
It has been in the long-term interests of central 
governments to close these large hospitals, just as it 
has been in the short-term financial interests of local 
health authorities to move long-stay patients into the 
community. Pressure groups campaigned for the 
change, and the media played its part in exposing 
unacceptable conditions in the old institutions. 
Because of the complexity and long-term nature of 
this process, the role of research in shaping the overall 
policy is difficult to discern. Nevertheless, Pahl does 
identify something of an indirect and interactive 
relationship in which policy initiatives spawn 
evaluative research, the results of which in turn 
inform policy both directly and through the use made 
of these findings by interest groups and by the media. 

A contrasting, but related, case study is Pahl's 
analysis of the entry onto the policy agenda of the 
issue of caring. This is an instance in which 
researchers led the way in introducing the concept 
into common usage, thus reshaping the terms of 
debate on community care. However, the impact on 
policy--the provision of financial and other support 
services for carers--has to date been limited, more 
because of the impact of wider economic consider- 
ations than any lack of cogency in the research 
evidence. In a related local study carried out by Pahl 
on the impact of recommendations about the 
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provision of day services for elderly people, it was 
much easier to draw conclusions about the relation- 
ship between research and policy. Pahl concludes, in 
the first instance, that research is much more likely to 
have an impact where those responsible for policy 
have been involved in planning the research and 
where the results are reported directly to the relevant 
decision-makers. Secondly, the impact of research 
can take many forms, including changes in attitude 
and approach. Thirdly, funding of the researcher-- 
rather than the project as such--permits a much 
longer-term commitment to the project and thus 
enhances the chances that its findings will be 
influential. Finally, the advantage of local research is 
that it allows a much clearer linkage between 
research, policy and practice. 

In summary, Pahl distinguishes between two kinds 
of policy-relevant research: "normal" science (which 
works within the policy framework and becomes part 
of the process of policy development) and investi- 
gations that are paradigm-challenging (which has to 
be independent and critical and has its impact in the 
longer term). 

This exposition of case study material began with 
one of the more tractable examples of translating 
research into policy--namely, a study of the 
conditions for the successful dissemination of 
research results. From that starting point the case 
studies have addressed progressively more complex 
and more highly politicized areas of interest. The final 
example concerns the debate on unemployment and 
health, an area where the relationship between 
research and policy is a highly contested one. In 
essence, Bartley [40] treats the British debate in the 
1980s on whether unemployment affects physical 
health as a case study of the relationship between 
public health research and economic and social 
policy. However, his interest is less in establishing the 
impact of research on policy outcomes than in 
identifying the ways in which the results of public 
health research came to the notice of policy-makers, 
and both shaped, were themselves shaped by, the 
debate. Bartley does not attempt to establish the real 
"truth" about the relationship between unemploy- 
ment and health, but tries instead to understand the 
way in which different groups brought into the 
conl, roversy lined up as they did. 

His conclusion is that the question "what is the 
influence of research on policy?" should be 
re-formulated. Instead, it should address the social 
processes by which public claims to expertise are 
made by competing scientific and professional 
groups. Such a reformulation brings the research/pol- 
icy relationship closer to an interactive one; it is an 
iterative process in which individuals and groups 
make claims about the truth and policy-relevance of 
some aspect of their work. The issue of how research 
comes to be translated into policy is instead seen as 
a process of social problem definition in which public 

debates come to be shaped by the entrepreneurial 
activity of scientific and professional groups seeking 
trans-scientific support for their claims and, in so 
doing, engaging in the policy arena. 

CONCLUSION 

In conclusion, it is possible to point to major policy 
swings in health where those with power or influence 
have rarely spoken to a health researcher, let alone 
followed their conclusions, while, by contrast, one 
can note the sudden popularity of evidence-based 
medicine, despite the equivocal indications that such 
research affects clinical behaviour. Proven treatment 
efficacy is not always a passport to implementation, 
nor lack of efficacy always a barrier. 

In a post-modern world, no-one is an automatic 
expert, and the expectation is that most policy advice 
is, and should be, contestable. Researchers must be 
able to justify the policy implications they draw from 
their work. What research there is on this process 
suggests that applied research findings are more likely 
to be translated into policy if researchers, policy 
analysts, managers and politicians negotiate the 
language and the frame of reference before the 
research is undertaken. This does not preclude 
researchers helping to construct the frames of 
reference within which such dialogues take place. For 
example, there is scope for social science researchers 
in health to draw on their disciplinary insights to 
make further important contributions to the fertile 
theoretical debates about the way cultural and 
institutional rules affect organizational and individ- 
ual change, not only in health-related areas but in 
social policy in general. 

A final consideration is that the relationship 
between research and policy-making often involves a 
more fundamental relationship between researchers 
and policy-makers. Increasingly, research evidence 
points to the importance of trust and ongoing 
commitment between parties when research is 
successfully translated into action. 

REFERENCES 

I. Howden-Chapman P. (1993) Doing the splits: contract- 
ing issues in the New Zealand health service. Hlth Policy 
24, 273-286. 

2. Appleby J., Walshe K. and Ham C. Acting on the 
Et'idence: A Re~'iew 0[ Dissemination and Implemen- 
tation. NAHAT, London, 1995. 

3. Editorial (1995) Evidence-based medicine, in its place. 
Lancet 346, 785. 

4. Haynes R. B. (1993) Some problems in applying 
evidence in clinical practice. Ann. N Y  Acad. Sciences 
703, 210-224. 

5. Ellis J., Mulligan 1., Rowe J. and Sackett D. I. (1995) 
Inpatient general medicine is evidence based. Lancet 
346, 407-410. 

6. Howden-Chapman P. (1988) The demise of Wolfe 
Home: a case study of the closure of an inpatient 
alcoholism unit. Com. Hlth Studies 12, 453 460. 

SSH 43:5-T 



872 Peter Davis and Philippa Howden-Chapman 

7. Ferguson J. H. (1993) NIH consensus conferences: 
dissemination and impact. Ann. NY Acad. Sciences 703, 
180-198. 

8. Ministry of Research, Science and Technology (MRST) 
Drawing on the Evidence: Social Science Research and 
Government Policy, Report to the New Zealand 
Government. MRST, Wellington, 1995, 

9. Fischer F, (1993) Reconstructing policy analysis: a 
postpositivist perspective. Pol. Sciences 25, 333-339. 

10. Lomas J. (1993) Diffusion, dissemination, and im- 
plementation: who should do what?. Ann. NY  Acad. 
Sciences 703, 226--237. 

11. Lasswell H. The policy orientation. In The Polic 3' 
Sciences (Edited by Lerner D. and Lasswell E.), 
pp. 3-15. Stanford University Press, Stanford, 1951. 

12. Lindblom C. E. The Policy-Making Process, 2nd 
Edition. Prentice-Hall, Englewood Cliffs, N J, 1980. 

13. Weiss C. H. Evaluation research in the political context. 
In Handbook ol ° Evaluation Research (Edited by 
Struening E. L. and Guttentag M.), pp. 13-25. Sage, 
London, 1975. 

14. Weiss C. H. (1979) The many meanings of research 
utilization. Pub. Admin. Rev. 39, 426-431. 

15. Weiss C. H. Improving the linkage between social 
research and public policy. In Knowledge and Policy: 
The Uncertain Connection (Edited by Lynn L. E.), 
pp. 22-81. National Academy of Sciences, Washington, 
DC, 1978. 

16. Weiss C. H. Policy research: data, ideas, or arguments? 
In Social Sciences and Modern States, National 
Experiences and Theoretical Crossroads (Edited by 
Wagner P. et al.), pp. 307-332. Cambridge University 
Press, Cambridge, 1991. 

17. Wittrock B. Social knowledge and public policy: eight 
models of interaction. In Social Sciences and Modern 
States. National Experiences and Theoretical Crossroads 
(Edited by Wagner P. et al.), pp. 333-353. Cambridge 
University Press, Cambridge, 1991. 

18. Rein M. and Schon D. Frame-reflective policy 
discourse, in Social Sciences and Modern States. 
National Experiences and Theoretical Crossroads (Ed- 
ited by Wagner P. et al.), pp. 262-289. Cambridge 
University Press, Cambridge, 1991. 

19. Majone G. Research programmes and action pro- 
grammes, or can policy research learn from the 
philosophy of science? In Social Sciences and Modern 
States. National Experiences and Theoretical Crossroads 
(Edited by Wagner P. et al.), pp. 290-306. Cambridge 
University Press, Cambridge, 1991. 

20. Wagner P. et al. The policy orientation legacy and 
promise. In Social Sciences and Modern States. National 
Experiences and Theoretical Crossroads (Edited by 
Wagner P. et al.), pp. 2-27. Cambridge University Press, 
Cambridge, 1991. 

21. McKinlay J. B. (1993) The promotion of health through 
planned sociopolitical change: challenges for research 
and policy. Soc. Sci. Med. 36, 109-117. 

22. McKinlay J. B. Towards appropriate levels of analysis, 
research methods and healthy public policies. Invited 
presentation to the International Symposium on Quality 
of Life and Life: Theoretical and Methodological 
Considerations, Berlin, 25-27 May 1994. 

23. North D. C. Institutions, Institutional Change and 
Economic Per/brmance. Cambridge University Press, 
Cambridge, 1990. 

24. Davis P. A. Sociocultural critique of transition theory. 
in Social Dimensions of Health and Disease. New 
Zealand Perspectives (Edited by Spicer J., Trlin A. and 
Walton J. A.), pp. 162-175. Dunmore Press, Palmerston 
North, New Zealand, 1994. 

25. Whitelaw A. and Williams J. (1994) Relating health 
education research to health policy. Hlth Ed. Res. 9, 
519-526. 

26. Hailey D. M. (1993) The influence of technology 
assessment by advisory bodies on health policy and 
practice. Hlth Poli~ 3' 25, 243-254. 

27. Banta D. H. and Andreasen P. B. (1990) The political 
dimension in health care technology assessment 
programs. Int. J. Tech. Assess. Hlth Care 6, 115-123. 

28. Kinloch P. (1983) To love them and to leave them? A 
review of a Samoan community and health service 
research project in New Zealand. Soc. Sci. Med. 17, 
461-470. 

29. Hunt S. M. The relationship between research and 
policy: translating knowledge into action. In Health)" 
Cities: Research and Practice (Edited by Davies J. K. 
and Kelley M. P.), pp. 71-82. Routledge, London, 
1993. 

30. Fudge C. and Barrett S. Reconstructing the field of 
analysis, in Polic;v and Action. Essays on the 
Implementation o/" Public Policy (Edited by Barrett S. 
and Fudge C.), pp. 71-82. Methuen, London, 1981. 

31. Mittman B. S., Tonesk X. and Jacobson P. D. (1992) 
Implementing clinical practice guidelines: social influ- 
ence strategies and practitioner behaviour change. Q. 
Rev. Bull. 18, 413-422. 

32. Mugford M., Banfield P. and O'Hanlon M. (1991) 
Effects of feedback of information on clinical practice: 
a review. BMJ 3113, 398-402. 

33. Watt G. C. M. (1993) The chief scientist re- 
ports_making research make a difference. HIth Bull. 51, 
187-195. 

34. Williamson P. (1992) From dissemination to use: 
management and organisational barriers to the appli- 
cation of health services research findings. Hlth Bull. 50, 
78-86. 

35. Haines A. and Jones R. (1994) Implementing findings of 
research. BMJ 308, 1488-1492. 

36. Gray J., White M. and Barton A. Investigating the 
Dissemination of Public Health Research, Unpublished 
report. Department of Epidemiology and Public Health, 
University of Newcastle-Upon-Tyne, Newcastle-Upon- 
Tyne, 1995. 

37. Drummond M., Hailey D. M. and Selby Smith C. 
Maximising the impact of health technology assessment: 
the Australian case. In Economics and Health, 
Proceedings of the Thirteenth Australian Conference of 
Health Economists (Edited by Selby Smith C.), 
pp. 234-271. Monash University, Melbourne, 1991. 

38. Hailey D. M. and Roseman C. (1990) Health care 
technology in Australia and New Zealand: contrasts 
and cooperation. Hlth Policy 14, 177-189. 

39. Pahl J. Force for change or optional extra? The impact 
of research on policy in social work and social welfare. 
In Changing Social Work and Wel[are (Edited by Carter 
P., Jeffs T. and Smith M.), pp. 215-230. Open University 
Press, Milton Keynes, 1992. 

40. Bartley M. Authorities and Partisans. The Debate on 
Unemployment and Health. Edinburgh University Press, 
Edinburgh, 1992. 


