Ideas And Evidence In Health Policy Criminology Essay

INTRODUCTION
Policy making would be thought to be driven by Evidence. However, policy formation and implementation is more influenced by complex participants. Ideas are seeds that necessitate Policy, which in no way exempt Health Policy. Policies has been made in the past outside of the evidence available, rather extremely influenced by several Actors, motivated by their interest s (individually or as a group),Engineered by Frameworks and institutions formed to push for a goal. Most time it defiles the logical rational process of policy formulation. Policy formulation is intriguingly more affected by the complex contextual issues than the content (evidence) in which most researchers dwell upon.

However, several questions has been asked why formulate a policy which true do not solve the problem ,or on the other hand prove solution to a problem that truly do not exist .Their is a need for understanding the role ideas in health Policy and the appropriate use evidence to formulate policy for better result. Researchers require implore measures to collaborate with policy maker from the inception of research which may require health policy formulation or change.
IDEOLOGY INTREST AND POWER
Health policy usually requires change if problems are identified. However, most questions have been generated based on individual or group ideology. This can be based on information they have at hand, as in the case of researchers pushing for change following evidence found in research. on the other hand , based on interest as individual or a groups as in the case of politicians and law makers .This interest may not necessarily be problem solving.
“In the later 1990s, the president of south Africa, Thabo Mbeki, controversially rejected the orthodox scientific view that the HIV virus was causally linked to aids and espoused the position of a small minority of dissident scientist.” (Buse.k 2005)

This generated questions of his intent to the rejection of the scientifical prove and his attraction to the dissident scientists(Buse.k 2005).For several reasons he would have had ,his ideology reflects disregarding the western orthodoxy and supported the local science .He tried to demonstrate the power of the government in the response to HIV/AIDS and also constructed the way of taught of HIV as against the definition from the scientist in it association with sexual behaviour. This is a demonstration of POWER and IDEA usage in the determination of the fate of a Health policy.

Research work can foster only when there is proper funding .funding of research works is a way in which ideas is use in the creation of evidence for health policy. WHO fund WHAT research? Multiple sources of funding of project had greatly influence the sort of research undertaken and researcher involved in the research(Buse.k 2005)

Total health research funding from government has been falling even though total spending has been rising in real terms. By 2001, 44% of the total (as against the 47 per cent in 1998) with 48 percent was coming from the private health research to university researcher. The increase in the private for profit spending is the most likely a reflection of the rising cost of bringing new pharmaceuticals to the market.(Buse.k 2005)

This is to say that most private funds to research usually have an under tone of interest in the question to be answered. In Recent time, ideology, interest, power and being used in many ways to direct mode of research to create evidence which is used in favour of the Actor. “Boots pharmaceuticals and ‘synthroid’” .Boots funded research after initial result showed benefit of drug. Further research showed no benefit. In spite of this boots used control of research to repress publication of work for several years and hired other scientists to interpret data. Boots was sued for $ 98million. (Stauber 2001).

IDEAS, POWER and INTREST are not only demonstrated by Politician but also by Private Bodies, Institution, scientists and so on.
EVIDENCE
Strong advocacy for the use of evidence based policy in like matter to evidence based medicine which significantly transformed the clinical practice has taken hold in recent times. Perhaps, the usage of the bodies of evidence in providing a more practicable and efficient policy is a matter of “who” is using “what” evidence and “why”.

There is different aspect of this, from none acceptance of evidence to manipulation of evidence the spectrum is up to logical use of body of evidence to solve problem. For instances, the Uk tobacco policy; with evidence of gradual move towards restrictive smoking policies from the 20th century to the 21st century .Bans on the sale of tobacco to teenager and younger which was introduced in 1908 and extended to 1933; in 1958 withdrawal clinic services commenced; 1965 ban on television adverting of cigarette products; health warnings on the packs was introduced in 1971 with the consent of the the tobacco industry. since then on in the united kingdom smoking was phased out in public transport and cinemas and people working outdoors.(Taylor. 1984) this shows the possible change that occurs when evidence is accepted inspite of previous struggle from Government failure to accept epidemiological evidence or the unwillingness to risk the electoral fallout of legislation.  The public health stance was eventually successful in changing demand for tobacco and attitudes towards policy. The constant production of evidence on illness, the demands of ASH, and the introduction of MP bills were used by government as leverage in negotiations with the industry. Ash’s lack of formal contact also contrasted with its work behind the scenes with the Treasury(Cairney.P 2007).

There is also demonstration of low response to evidence even with policy implementation.
“The alternative 'dominance' narrative characterizes UK tobacco policy as a series of minimal responses to public health pressure. From 1956 to 1959, the Ministry of Health spent less than £5,000 (£70,000 in 2006 terms) on anti-smoking messages compared to the £27 million (£376 million) spent on tobacco advertising.(Taylor.P. 1984)The demands from government on the industry were light, with the use of filter tips in cigarettes and funding to the Medical Research Council (£250,000, or £3.5 million in 2006) being the most significant “(Cairney.P 2007).

There are other instances where evidence is not accepted with it’s associated effect.

Prof David Nutt was sacked as the government's chief drug adviser after presenting evidence that alcohol and tobacco were more harmful than many illegal drugs, including LSD, ecstasy and cannabis.
“Professor David Nutt, chairman of the government's advisory committee on the misuse of drugs, criticised politicians for "distorting" and "devaluing" the research evidence in the debate over illicit drugs. Alcohol ranks as the fifth most harmful drug after heroin, cocaine, barbiturates and methadone. Tobacco is ranked ninth. Cannabis, LSD and ecstasy, while harmful, are ranked lower at 11, 14 and 18 respectively," said Nutt in the paper from the centre for crime and justice studies at King's College, London” (Travis 29 October 2009).

Professor Nutt, evidence was contrasting to the pre existing evidence in lieu of the political externalities his evidence could not hold, even after showing clearly the need to reclassify drugs based on a comprehensive research he did with his colleagues.

(J.M 2001)

This data above shows the use of evidence and how evidence were carefully selected based on the interest of the news agencies in some particular drugs. This had influenced the report which is different from the official death associated with the listed drugs above. The use of evidence is not a single factor that determines the how the policy process will go.

Politicises cannot be underestimated in face of evidence in policy making. Understanding this will support a smooth gapping between the scientist and the policy makers.

On prof Nutt report he described that In 2008 the ACMD presented its third cannabis report in recent years to government and recommended that cannabis should remain a class C drug. The Home Secretary went on to discuss the report in parliament:
‘In reaching my decision, I have also taken into account the views of others, particularly those responsible for enforcing the law, and the public … I have given the council’s report careful consideration. Of its 21 recommendations, I accept all bar those relating to classification …’ (Nutt.D 2009)

So why was that? The former Home Secretary continued:
‘My decision takes into account issues such as public perception and the needs and consequences for policing priorities. There is a compelling case for us to act now rather than risk the future health of young people. Where there is a clear and serious problem, but doubt about the potential harm that will be caused, we must err on the side of caution and protect the public. I make no apology for that. I am not prepared to wait and see.(Nutt.D 2009)

This is a capture of how decisions are made at the face of evidence on a large scale because of other influence outside the evidence itself. Evidence could only be one of the instruments used for policy making but it is not absolute in driving the process.

The figure below reflects the complex network of influence in drug policy in the United Kingdom.(Nutt.D 2009)

In recent time the view of the public now plays a major role in decision making .it has been support greatly by the media. other actors around do contribute like the lobby’s group, international organizations and lot more than it used to be.

(Nutt.D 2009)
CLOSING THE GAP
This ideology displaced in creation of research question, the generation of evidence and application of the evidence available has been attributed to assumption of a ‘GAP’ between the Health researcher and the government officially. This has been described in several ways by different people:
‘Know how’ Gap
“2 Worlds “approach.
“Two communities” model (Buse.k 2005)

The above models or approach is simply the distinctive difference between the politicians/Government officials and the health scientists. This gap needed to be narrow in order to effective structuring of policy.

There are several factors that shape each world from their nature of work, to the attitude to research accountability, priorities careers/reward training and knowledge base, time constraints, values orientation and so on.

There had been struggles in many countries to narrow this gave for instance in India where the health sector reform was assisted by world bank buy strength health financing and setup of economical evaluation in 1993.however,this was unsuccessful because most people involved had little knowledge about the complexity of the health system in Indian. more importantly did not review literature for decision appropriate collaboration with scientist was not made.
“Considering a programme for containment of malaria in India, it is important ensure adequate inter-dispensary research has been carried out to have the optimal solution of the problem. The question of financing comes after the problem of optimisation of the system is attended to. there is, indeed, a likelihood that the current approach adopted for malaria is not cost-effective”(Banerji 1993) .

Involvement of the health policy maker from the beginning of a research would be recommended in bridging of this ‘GAP’. Communication is important in policy life cycle.

Production of user-friendly policy summaries, newsletters, briefing sessions and research reviews in simple, clear and self explaining format would easy the closure of the gap. This would help in the proper application of research for the policy .this would best be achieved if it occurs in phases along the research or policy cycle.

Timing has been identified as key issue with policy makers/ government officials. Government officials are often given too short a timeframe to allow for research before decisions are made. Researchers could be more aware of emerging policy debate and undertake research that is likely to be useful for future policy. They could also produce temporary reports to engage with policy-makers at an earlier stage. Thorough scrutiny of evidence would most time give a likelihood of better result.
NETWORKS AND EVIDENCE
Identifying the role of different actors, networks use of evidence and resource to influence in policy-making can be elicited by Advocacy coalition frame work.

Sabatier and Jenkins-Smith’s Advocacy Coalition Framework (ACF) focuses on identifiable belief systems held by policy makers and actors. ACF suggests that coalitions evolve over a period of time.

Furthermore, suggest that “policy subsystems” operate at all levels and are involved in all aspects of the policy-making process including problem definition, agenda setting, policy formation, and implementation. Even could be observed at the evaluation phase.

According to the ACF framework, all of these important actors tend to align themselves according to belief systems which are both explanatory and normative. These systems describe how the world operates, how it should operate, what policy problems should be focused on, and how these problems should be perceived, defined and dealt with. Finally, ACF posits that while core beliefs are relatively stable among coalition members, sometimes secondary beliefs can be altered in a process that Sabatier and Jenkins-Smith call ‘policy learning’.

This is often facilitated when policy experts bring technical evidence to the debate. (Sabatier and Jenkins-Smith 1999) These are clearly fostered by ideas and evidences available to the “policy subsystem” networks in other to push for the policy

For instance in the Switzerland drug policy case study, the Abstinence Coalition, fundamentally believe that socio cultural norms such as abstinence from illegal drugs should be respected by all. Therefore at a policy-level they believe that abstinence should be enforced through policing and by ensuring drug users were kept miserable as an inducement to change their ways.

They lost influence to the Harm Reduction lobby as the evidence emerged that drug use and petty crime were rising in spite of strict prevention policies. However they later found an unlikely friend in the Neighbourhood Quality of Life Coalition, a group whose core values of material self-interest were offended by the visible drug scene and local crime. Despite differences in core beliefs, the two groups came together to lobby against the harm-reduction facilities, and used the courts and Switzerland’s grassroots democratic system with considerable success to gain back lost ground in drugs policy. (Kluber .D 1999).
CONCLUSION
Health policy been a complex arena should be viewed critically not only in the content of the policy but the ideas and interest of actors involved. The importance of ideas individuals and networks or groups cannot not be underestimated because this as shown above drives the use of evidence for or against a policy process..

The need to bridge the gap between policy makers and researchers is highly recommended in any health policy setting. In order to smooth the proper usage of evidence, a better policy process, in all a practicable and effective policy implementation based on “true” evidence.

Hence, the best of evidence can remain in the archive unless effort are made to effectively scrutiny and disseminate findings widely, to influence the key decision-makers at every opportunity. Ideologies, Values and beliefs are more influential in policy decisions than evidence and they take a long time to change by enlightenment alone. Combination of strategies would yield better that just the use “evidence”.

