
Introduction

Many believe that bridges should be built between research
and policy. Such beliefs are visible in terms like ‘informed
choice’, ‘rational policy’, and ‘considered decision’. But
knowledge is often lacking about where bridges should be
built, how, or by whom. In fact, many efforts to build bridges
between research and policy have suffered from unrealistic
predictions of traffic volume, poor or misleading traffic signs
and signals, and ignorance of drivers’ motivations and
decision-making processes. The problems are known (see, for
example, Stocking 1995; Weiss 1979, 1980). Researchers are
often unprepared or unwilling to communicate their results to
the public or to decision-makers; they expect that publication
of results in scientific journals is sufficient to bring them into
eventual use. Policy-makers, on the other hand, sometimes
need unequivocal and rapid research, or want final answers
(or cover for their decisions), not predictable conclusions that
‘more research is needed’.

Though the problems are known, their solutions are not so
clear. In fact, a review of literature on the use of research in
health policy offers a few surprises. First, much of the best

work on research and policy has been undertaken in the edu-
cation sector, with a few notable exceptions (e.g. Walt 1994;
Davis and Howden-Chapman 1996). Second, few studies
describe how researchers and policy-makers themselves talk
about their (actual or potential) relationship. Finally,
developing countries have produced few descriptive studies
of research–policy links. One review even concluded that
‘. . . systematic research on the use of technical information
by policy makers in developing countries has yet to be under-
taken’ (Porter 1995: 3).

This lack of data is critical considering the resources now
being invested in building ‘essential national health research’
capacities (Commission 1993) to assist developing countries
to find appropriate solutions to their health problems. Even
policy researchers in industrialized countries have called for
additional descriptive studies and less typologizing (Bulmer
1987: 20), and for more careful analyses of policy processes
(Walt 1994a, 1994b; Walt and Gilson 1994). Unfortunately,
however, while in the United States and Western Europe the
points of entry for research into the policy process are rela-
tively clear, or at least well-researched, we do not have an
equivalent understanding for those who seek to increase the
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use of research to guide policy-making in developing coun-
tries. Can full advantage be taken of applied research if the
process of applying research results itself is not understood?
How relevant to developing countries are European and
North American models of the relationship between research
and health policy?

To address these issues we undertook a descriptive study of
the relationship between health research (and researchers)
and health policies (and policy-makers) in four vertical health
programmes (AIDS, cholera, family planning, immunization)
in Mexico. The principal objectives of the study were to
reconstruct the processes through which research was used to
make decisions and policies; to characterize these processes;
and to identify the elements that enable or impede the trans-
fer of research results. This article summarizes the main find-
ings of the research; detailed reports will be available in a
Spanish-language book.

Background

Many attempts to apply research to policy have suffered from
unrealistic expectations, unclear definitions, and a lack of com-
prehension of the policy-making process. Studies reporting
low rates of utilization of research have been criticized for
using narrow definitions of utilization, and for paying too little
attention to actual decision-making processes (Patton et al.,
1977: 144). Policy-making is commonly understood as a series
of decisions made by an identifiable person or set of ‘decision-
makers’, who are charged with this responsibility. Yet studies
of decision-makers show that most do not feel they make
decisions at all; their work processes are filled with compro-
mise and referral more often than rational choice based on evi-
dence (see Weiss 1980: 395–7). Studies also show that there is
rarely a single decision-maker who is charged with making a
specific decision (Lindblom 1986: 353; Lynn 1978: 15–16). In
our study, for example, a Mexican decision-maker referred to
policy influences outside of government: ‘The decisions made
in our Program are not solely the decisions of government;
there are other levels of decision-making.’

We define research as a structured process of collecting, ana-
lyzing, synthesizing, and interpreting (explaining or describ-
ing) data to answer theoretical questions not visible in the
data themselves. Research is also a structured form of com-
munication to share knowledge, which is the combination of
data and theory. Research can be distinguished from moni-
toring, the collection of data to indicate the state of some
underlying process. Monitoring produces information but not
knowledge. We define policies as governmental or organiz-
ational guidelines about allocations of resources and prin-
ciples of desired behaviour. Many individuals who might be
called ‘policy-makers’ prefer to view themselves as ‘decision-
makers’, actors in a decision-making process. Because we are
most interested in this paper in the use of research for policy-
making, we will continue to use the term policy when we want
to refer to decisions with governmental or institutional weight
behind them.

The decision-making process is misunderstood by researchers
and by research analysts in part because policy is affected by

multiple forces other than research. Achieving agreement
about guidelines and principles is by definition a political
activity, because it requires finding a balance among compet-
ing forces. (For this reason, a Mexican policy-maker in our
study defined policies as ‘the re-channeling of existing rivers’.)
Empirical data from researchers are only one small force
among many, and therefore do not and cannot have the weight
outsiders – especially researchers – might want them to have.
For example, a recent article on public health policy stated: ‘In
the absence of scientists’ involvement in the policy-making
process, policymakers are likely to rely more heavily on vested
interests (e.g., the tobacco industry), which may not have the
public’s health as their primary motivation’ (Brownson et al.,
1997: 738). By implying that scientists are not ‘vested interests’,
and by claiming the moral high ground for science, this per-
spective can hinder the participation of researchers in policy-
making. Claims of special status for science create rapid
protest from other interest groups.

Many research results DO influence decisions, but this influ-
ence is sometimes unpredictable, and often broad or diffuse.
In fact, the notion of influence itself needs to be better con-
ceptualized. Weiss, for example, a researcher in evaluation
and in educational policy, proposes that evaluation research
makes a difference when it warns about problems, guides
actors toward better and worse choices, reconceptualizes
familiar problems in innovative ways, or mobilizes support
for proposals (1988: 15–17). As a government health official
in Mexico put it to us in an interview: ‘Research is, for purists,
the generation of new knowledge, but what is needed for
decision-making is the organization of knowledge in such a
fashion that its very ordering allows us to see options.’

Weiss has described seven general models of how research is
used to formulate policies or guide decision-making (Weiss
1979). These can be summarized within three basic
approaches. The rational approach includes what Weiss calls
‘knowledge-driven’ and ‘problem-solving’ models. This
approach represents the conventional thinking of researchers
(and many others): the policy process is inherently rational;
participants in the process will use research if it exists; and
they will commission research if a decision requires it. Two
other models proposed by Weiss (the ‘political’ and the ‘tac-
tical’) can be grouped into a strategic approach to making
policy. This approach conceives research as ammunition to
support predetermined positions or to delay decisions. The
other three models proposed by Weiss (‘interactive’,
‘enlightenment’, and ‘intellectual pursuit’) can be grouped
into an enlightenment or diffusion approach which empha-
sizes that both research and policy-making take place along-
side other social processes. Research is sought from, and
emerges from, many sources, and plays a role in sensitizing
policy-makers to the presence of problems as well as an
informative role in presenting solutions.

These models are useful in highlighting the range of uses of
research in policy. They tell us little, however, about the
policy-making process, and are too abstract to facilitate close
comparisons among sites or policies. For this we need to refer
to analytic categories suggested by Gill Walt and Lucy Gilson
(1994: 354), who wrote that ‘much health policy wrongly
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focuses attention on the content of reform, and neglects the
actors involved in policy reform . . . , the processes contingent
on developing and implementing change and the context
within which policy is developed’ [emphasis in the original].
These categories of content, actors, process, and context are
also relevant to understanding the specific contributions of
research to the formulation of policies, and we will present
our findings within these categories.

Figures 1 and 2 represent these analytic dimensions. Actors
and context are emphasized in Figure 1, which maps some of
the influences on research and policy-making. The largest
circles represent the State and civil society, areas that partially
overlap. Various interest groups, represented by the smaller
circles, act to influence policies, and researchers are only one
among these many groups. Interest groups and decision-
makers exert mutual influences. The public policies that are
the focus of this research study are under the control of public
decision-makers, located in the overlapping space between the
State and civil society. (But note that other policies not exam-
ined by this research, such as private hospital medication pur-
chase policies, or insurance company decisions to reduce the
cost of coverage for non-smokers, would be located exclusively
in the domain of civil society.) Some interest groups like the
church or private industry belong exclusively to civil society.
Some, like Health Ministry personnel or legislators, belong to
the State, while others, like researchers in State-sponsored
research institutes, belong to both.

Figure 2 emphasizes the dynamic relationship between pro-
cesses of research and policy formation. These two processes
usually take place independently, but they can meet at
various moments, symbolized by the small circles. These
possible contacts between the two processes are moments of
opportunity for the participants in each process to learn from
or contribute to the other. The main challenge in applying
research to policy consists of learning to create or recognize
these moments of opportunity, and then acting efficiently to
take advantage of them.

Starting at the left side of Figure 2 and continuing counter-
clockwise, the research process includes phases of idea gener-
ation, design, data collection (here labelled research),
analysis, and application. Because research results create new
ideas and new research projects, one pathway in the Figure
returns to these prior stages while another moves to research
application. Research application also yields new research
ideas and designs.

The policy process is represented in similar fashion, starting
at the left side of Figure 2 in a clockwise direction. When
needs or problems arise that might be resolved through poli-
cies, information about those needs and problems is collected
or presented from different sources. Interest groups exert
pressure at various stages: they influence what types of needs
are recognized and which are ignored; they influence what
types of decisions are made, and what types of policies
emerge. As in the research process, some pathways return to
information gathering before policies are made. Some
decisions cause a search for additional information and new
negotiations, while other decisions yield policies. New poli-
cies ultimately create new interest groups and new policy
challenges.

These figures oversimplify the complex relationships and
multiple actors influencing research and policy. We provide
them nonetheless to illustrate the differences between maps
of actors and context on one hand, and diagrams of processes
on the other.

Methods

In mid-1994, we selected four priority health topics (family
planning, AIDS, immunization, and cholera) where we knew
there was at least some interaction between researchers and
decision-makers. These four were also vertical programmes
in the Mexican Ministry of Health. As part of the negotia-
tions over the pending North American Free Trade Agree-
ment, the Mexican legislature passed a ‘Ley de Metrología y
Normalización’ in July 1992. That 1992 law required that all
existing government regulatory norms expire by the end of
1993, but allowed new ‘Normas Oficiales Mexicanas’
(NOMs) to be produced that would describe the types of
administrative and technical procedures that State agencies
should follow. (We translate Normas roughly here as
‘norms’, though they have more political force than the
English word suggests.) These norms were to be completed
by the end of 1993, and were to be adapted to the regulations
of the other NAFTA cosigners, Canada and the United
States.
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Figure 2. A diagram of the research and policy processes

Figure 1. A map of actors and context surrounding research and
policy
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The 1992 law also established rules governing how the new
norms were to be designed, reviewed, and disseminated. Any
government unit designing a new norm had to include all the
other government units that might be influenced by that
norm, as well as relevant organizations from civil society and
the academic community. Once consensus was reached about
the content of the new norm, it was published in provisional
form and 90 days were allotted for comments, critiques, and
additions. In the case of the Normas Oficiales for Family Plan-
ning and AIDS, substantial changes were made to the pro-
visional norms during the 90-day comment period. The new
version was then published in the ‘Diario Oficial del Gobierno
de México’ as a new NOM.

This provided us with an excellent chance to focus our study
on concrete interaction, because of the required explicit
consultation with members of the academic community and
social organizations, and because the norms were available as
published documents. We also looked at examples of edu-
cational or behaviour change outreach campaigns each min-
istry programme undertook. While examining the norm was
likely to let us look at the use of biomedical and health ser-
vices research, the campaigns were more likely to have used
results from social research.

Some differences among the programmes made them especi-
ally attractive: a) family planning and immunization were
relatively old programmes, while AIDS and cholera were
more recent; b) immunization and cholera programmes were
socially accepted and supported by many groups, while family
planning and AIDS programmes were more controversial
and factionalized; and c) AIDS and cholera programmes
were based on emergency responses to new or re-emerging
infections, while family planning and immunization pro-
grammes were based on new technological responses to old
and familiar concerns.

Our sample of existing government programmes does not
represent a complete range of areas where Mexican health
policy is formed or where health research might make a
difference in decision-making. The very existence of these
vertical programmes implies some level of consensus that
they merit attention by both researchers and decision-
makers. One of our informants argued that ‘Communication
between researchers and decisions-makers began in this area
22 years ago, when the family planning programme was
approved. When the government said, ‘This is going to be
done.’ That was the important decision made.’ Thus this study
of four vertical programmes in Mexico represents relatively
optimal conditions for seeing interaction between research
and decision-making, and its findings must be taken as a kind
of ‘best case scenario’ for Mexico.

Our methods of in-depth interviewing allowed us to recon-
struct processes and depict nuances of each case. Between
November 1994 and June 1995, local experts in each topical
area interviewed a total of 67 researchers from different insti-
tutions and officials from different levels and hierarchies.
They reviewed the norms, did extensive documentary
research, and produced the four case studies summarized
here. Following completion of the case studies, the results

were reviewed with additional researchers and government
officials. Interviewers used a common set of interview guide-
lines. All but two interviews were taped and transcribed.
Where interviewees refused to be taped, careful notes from
the interviews were used instead.

The following sections first summarize some of the common
factors across the programmes that promoted and impeded
the use of research results. Then they describe some of the
differences among the programmes, and finally present some
applied ramifications of this type of research in Mexico. Our
findings are based primarily on the comments of individuals.
They therefore represent perceptions and opinions more
than they report external evaluations.

Common responses across programmes

As mentioned, the four programmes were chosen to vary
along dimensions of duration, level of controversy, and
urgency of response. It was therefore somewhat surprising to
see the extent of agreement among interviewees in all four
programmes about the types of factors enabling or promoting
and impeding research/policy interactions in Mexico.

1. Content

We use the category ‘research and policy content’ to refer not
just to the content of the topic covered, but also to a variety
of attributes related to the topic. Some examples of research
content mentioned in prior studies include level of innovation
of the research, its complexity, replicability, intelligibility,
perceived or attributed significance, quality, and urgency.
With the exception of replicability, these variables are also
relevant to policy content; other policy content variables
could include cost, benefit, beneficiaries, technical require-
ments for implementation, and level of popular participation
required for implementation.

1.1 Promoting factors

Quality was an influential factor both researchers and
decision-makers cited as promoting use of research in policy.
However, unlike what one might expect in large scientific
communities, quality of research was not measured through
its publication and peer review. Instead, the quality of a par-
ticular study was largely determined by the identity and
fame of the researcher who generated the results, the repu-
tation of journal or book in which the results were published,
and, when he or she had training in research, the judgment
of the decision-maker. Among these elements, scientific
publications were not the most important factor, and, especi-
ally for local or national researchers, were not usually the
route through which research influenced decision-making.
A cholera researcher illustrated the issue: ‘if there isn’t a
good relationship between a researcher and a decision-
maker . . . it is difficult for research results to be taken into
account. It doesn’t matter whether it [the trouble] comes
from one side or the other, if there isn’t a good relationship
I don’t see how research results will be noticed. There is a lot
of individual and institutional jealousy, and even if we like
a set of research results, if we don’t get along well with
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those who generated them then we won’t pay attention to
them.’

Second, as expected, researchers and decision-makers agreed
that they paid more attention to biomedical research results
than to social science research. In some vertical programmes,
social research has recently been added as an important
source of information for programme operation. Examples
included the rapid surveys of coverage and of lost oppor-
tunities for immunization, which were important sources of
data to design and modify strategies for the Consolidated
Vaccination Program. But even in the Vaccination Program,
social research had a restricted meaning. As one researcher
put it, ‘some of those responsible for immunization programs
– the same ones who considered basic and applied research as
important components of the program – have mistaken ideas
about what the materials for a campaign must be like. They
just expect them to be visually pretty and they are less con-
cerned about their basis in research results that validate them
as the most appropriate media or messages.’

The third content factor commonly mentioned as a promoter
of research–decision interaction concerns the specificity, con-
creteness, and cost-effectiveness of research recommen-
dations. Interviewees said that research projects are more
likely to be useful in decision-making when they target
specific issues and offer short-term, concrete and applicable
results. At the same time, if research recommendations are
low cost and provide high benefits, respondents said they are
especially likely to be used.

1.2 Content impediments

There was general agreement about a series of content-
related factors that impeded links between research and
decision-making. Many remarked (as previous studies have
also documented) that the vocabulary of researchers and
decision-makers was markedly different, and that this
impeded the ability of each to understand the other. But some
of our informants also mentioned differences in expression
among different types of research. For example, one AIDS
researcher said:

‘It is a problem of language because the language of the
researcher is very ramified: a basic researcher is one
thing and a clinical researcher is another, and some-
times there is an impressive divorce between these
branches, and in their language, too. This makes it more
difficult for the decision-makers to understand the
importance of what you are saying.’

Vocabulary is not the only factor impeding exchanges between
researchers and decision-makers. The perceived utility of each
group’s knowledge is also open to question. Some decision-
makers do not think knowledge of research is necessary for
policy and programme development, while some researchers
think that decision-makers will not recognize their work or will
not be able to put the recommendations derived from research
into practice. This phenomenon is referred to as a type of
‘mutual intellectual disdain’ and can be observed when both
researchers and decision-makers want to be recognized as the

greatest contributor to the control or solution of the problem.
In essence, this seemed to apply to a desire from each party to
‘own’ the process and to obtain social premiums for it. For
example, a cholera researcher reported that: ‘Behind this also
appears something related to authorship credit. A [knowledge
or intervention] campaign is property, for example. It signifies
resources, credit for doing things very well and for justifying
the process. The skills [of the campaign designers] justified the
credit, but at the end this was transformed into outright feuds.’

Many of the content factors mentioned by our respondents
have also been mentioned in other studies from industrialized
countries. One peculiarity of the Mexico cases seems to be that
they present diverse, and divergent, criteria for measuring
research quality. Decision-makers in particular, but also many
researchers, attributed quality more often to the identity of the
researcher than to the study design or content of the data
themselves. Other aspects of content (specificity, concreteness,
cost-effectiveness, and language) mentioned by our respon-
dents have also been found to be important in other studies.
The struggle for recognition and credit seems endemic within
both policy-making and research communities.

2. Actors

Individuals and groups act to create and obstruct policies.
They must be studied both with respect to their identities
(who is or might be involved in formulating policy) and their
qualities (what is their level of motivation, leadership
capacity, training, access to power, prestige). Multiple actors
are involved in preventing illness, promoting health, and pro-
viding curative services, including consumers and providers,
financiers, legislators, researchers, mayors and municipal
councils, national and international industries, religious
groups, local mass media, and others. To understand how
each of these individual or group actors could be influenced
one might also need to know which information sources they
consider reliable, what information interests them, how they
evaluate that information, what motivates them to make par-
ticular types of decisions, and with whom they interact,
compete, or ally themselves.

2.1 Promoting factors

Our informants mentioned three promoting factors that we
categorize under ‘actors’: first, groups of researchers and
decision-makers who have identified priority problems. For
example, groups in Mexico like The Epidemiology Advisory
Board (Consejo Asesor en Epidemiología, CAE), and the
Commission on Health Research (Comisión de Investigación
en Salud, COMISA) help to establish which public health
problems require most urgent action, and, thus, which merit
additional research. This links research and decision-making
to a national research agenda that, in turn, has its priorities
influenced by organizations such as the World Health
Organization.

International support for research was also mentioned by
various informants as a second important contributor to
interaction between researchers and decision-makers.
Nonetheless, some informants specified that the normative
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force exerted by a group like the World Health Organization
was more important than its financial support. Some inter-
national organizations do provide important financial
support to researchers’ projects. However, their contribution
to most research projects in Mexico is far less than that of the
federal government (which finances infrastructure and
researchers’ salaries) and is not important to day-to-day pro-
gramme operation. When crediting the normative force of the
WHO, one informant in the AIDS programme said, ‘there
was enormous resistance to thinking and convincing the
people that it was a problem that really did exist. How good
it was that an organization with the weight of the WHO was
making declarations, publications, and meetings with Minis-
ters of Health. This was definitely an invaluable help for us.’

Third, our informants spoke of the critical role played in
Mexico by official research organizations in the health sector,
such as the National Institutes of Health, research depart-
ments in general directorates (for example, the various
research groups within IMSS [the Social Security Institute]),
and National Councils such as CONASIDA (the National
Council on AIDS) or CONAVA (the National Council on
Immunization). Such organizations provide environments in
which the personal connections important in establishing
credibility and influence can be created and strengthened. As
one family planning researcher in such an organization put it,
about his work with decision-makers, ‘they see you everyday,
they ask how things are going, they are waiting for your
results. . .’

Some informants emphasized differences between research
undertaken in the public sector and research undertaken in
academic institutions outside government, even if public. For
example, a family planning researcher told this story:

A decision-maker asks: ‘How many IUDs did we put in
and what happened? Where are they? What do the
women say?’ Or: ‘Why aren’t as many men accepting
vasectomies as we thought, given we have made this
much of an investment?’ So they form a group of
researchers from the public sector and they begin to
look for answers of an operational nature. In contrast,
if an academic asks these questions, it is to develop
another, much more theoretical, approach. The
researchers in the public sector may ask basic questions,
but they are not going to develop them: there isn’t time.
It isn’t going to happen that one of them comes and says
to his boss: ‘You know what? I’m going to have to do a
research project, and then I’m going to go to the field
and do a survey, and then the analysis. . .’ and the boss
says: ‘Good, go do it. Here are the resources. When will
you go bring me the results?’ and the researcher
answers: ‘well, in eight or nine months. . .’ Because the
response of the boss will be: ‘Thanks, but I need an
answer within one month at the most.’

2.2 Actor impediments

Our informants mentioned three major types of impediments
relevant to actors: lack of technical background of both
decision-makers and the mass media; a pervasive sense that

decision-makers tended to value experience more than they
did information; and the particular agendas brought to bear
by non-academic interest groups like private industry or
specific social constituencies.

Lack of technical background among Mexican decision-
makers was one important impediment to communicating
with them. For example, an AIDS researcher said, ‘There is
an abyss between researchers and decision-makers. Usually
decision-makers aren’t in direct contact with researchers.
Results are reported in scientific articles, not in a format more
accessible to decision-makers. They do not have sufficient
knowledge to understand statistics and they do not have the
time to read research reports. . .’ Similar complaints were
sometimes voiced about the technical preparation of the mass
media, with one decision-maker (a former researcher) saying
that many journalists could not interpret what was sent to
them. ‘They can’t even understand rates,’ she complained.

A second impediment to successful interaction between
researchers and decision-makers was part of what our inform-
ants called ‘political culture’. Both researchers and decision-
makers described an attitude among officials in which
decision-making was based on experience and immediate
pressures, instead of taking into account information gener-
ated by research, which they did not perceive as a useful tool.
A researcher in a State-supported cholera research unit
explained this by saying: ‘It’s a cultural problem. Our direc-
tors belong to a generation that didn’t live with research as a
part of their formation. They aren’t accustomed to consider-
ing research as a support for decision-making; decisions are
made fundamentally on experience. They don’t have the tra-
dition of asking that research be done on a problem they need
to address. Most decision-makers belong to a generation that
wasn’t educated about science.’ Similarly, an immunization
researcher said ‘All of these contributions of clinical research
haven’t been properly exploited in practice, and their use has
depended more on personal relationships with certain groups
of doctors than on a policy that establishes the ties between
laboratory scientists and decision-makers.’

A third impediment mentioned by various informants was the
actions of interest groups, especially financial. The cholera
programme ran into trouble from laboratories and private
physicians, on whom the Ministry’s norms were not imposed.
In the AIDS field, there were disputes between the govern-
ment and private laboratories. Interest group pressure pro-
duced fear among decision-makers that research data
themselves would represent a potential conflict with other
groups. The case of AIDS is the clearest example of this:
decision-makers feared that research results would cause
opposition from conservative sectors, which led them to deny
support to, or ignore, controversial results, especially those
related to sexuality. As a decision-maker in an AIDS pro-
gramme put it, ‘Our system responds to bombardments and
yellow journalism. It is a policy of reactions, with a lot of
attention paid to public image. We lose the sense that our
work is programmed and directed.’

This fear of interest group pressure was acknowledged
to limit the State’s role in research. In fact, one decision-maker
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championed the role of non-governmental organizations in
research in AIDS specifically because of this, saying, ‘. . .
NGOs must do the research that the State does not because it
is compromising.’

In summary, Mexico presents a number of unique categories
of actors promoting the use of research in policy-making.
Unlike many other countries, Mexico has functioning groups
that set priorities for health research at the national level.
International donors’ financial support is less important in
Mexico than their role in establishing norms and external
standards. Finally, Mexico’s investments in State-supported
health research units are seen as important contributors to
integrating research into decision-making.

Some of the impediments to this integration seem more gen-
eralizable beyond Mexico. Complaints about insufficient
technical background, favouring experience over research,
and worries about outside interest group pressure are all com-
monly articulated impediments to research–policy connec-
tions.

3. Process

The research/policy process comprises actions and outcomes
over time. Process variables describe what actors do, and why.
Some examples of process variables would include what types
of communication channels exist and how they are used, how
research results move within and across organizations, what
opportunities arise to make use of research, and what types of
unexpected events intervene to promote or impede the use of
research in policy.

3.1 Promoting factors

Many interviewees remarked that informal communication
was a critical channel between research and decision-making.
In AIDS, they described researchers personally approaching
decision-makers to raise consciousness about the seriousness
of a problem or the importance of research results. For
example, a decision-maker said that personal ties were impor-
tant in alerting him to the presence of HIV-contaminated
blood:

‘It was circumstantial: I knew this person because he
had worked in my hospital. He’s a chemist and he had
been trained in the hospital. He said, ‘I don’t know what
to do with this problem [slang boleto] [referring to the
finding on the part of his company that a dispropor-
tionately high seroprevalence was found in the com-
mercial products from some private blood banks], I
leave it in your hands, to see what you do with it.’ It isn’t
easy for a company’s medical director, or someone who
works in the pharmaceutical industry, to get in contact
with a subsecretary in the Ministry, it isn’t easy. . . .’

In cholera, research and decision-making interests seemed to
coincide more often, but informal channels of exchange were
nonetheless seen as critical. One researcher in a State
organization explained that: ‘More than a defined and formal
strategy, what was most influential was our involvement and

good relationship with the Minister of Health. It was the per-
sonal effort of [Dr X, a researcher] that brought us together
to have a good relationship with the Minister. The existence
of a group that was behind him was also influential. These
three elements greatly influenced our ability to introduce
these new ideas.’ These quotes illustrate many others: phrases
like ‘people know me’, or ‘we had a good relationship’ were
common components of interviewees’ stories explaining why
and how they came to bring research and decision-making
together.

A second set of facilitating process factors identified by our
interviewees could be called a search for ‘interest group equi-
librium’. This refers to a balance among the demands of
various interest groups involved in a decision. Use of research
results is more probable if they include solutions that do not
conflict with programme operation and feasibility, or if
decision-makers do not perceive researchers as actively inter-
posing themselves in the decision-making process. Use is also
more likely when a decision or policy does not pose a conflict
to other governmental sectors or private industry. Our AIDS
case study reported, ‘Some researchers complained that
decision-makers are excessively cautious, and this brings
them in some circumstances to minimize or even in some cir-
cumstances to throw out those data that come from
researchers whom they identify as conflictive.’

A third process that facilitated exchange was the develop-
ment and use of formal communication channels, e.g.
monthly bulletins that circulated among both researchers and
decision-makers. For example, AIDS researchers in Mexico
produce a ‘Monthly AIDS Bulletin’ which informs decision-
makers about AIDS issues and describes the most recent
research results. Formal documents like these sensitize
decision-makers about the importance of research, and
provide a context for assessing the relative novelty and
impact of specific research findings. But these types of formal
documents did not seem to be as important as informal
exchanges in bringing particular research findings to the
attention of decision-makers.

3.2 Process impediments

Various processes impeded the use of research by health
decision-makers in Mexico. Though language has already
been discussed under ‘Content’ factors above, we referred
there only to the words used to describe substantive research
findings or policies. We can also refer to the words researchers
customarily use to communicate or convey their research and
bring it to the attention of decision-makers.

Researchers attributed some of their communication trouble
to a difficulty in ‘selling’ their questions and results to policy-
makers or the general public. An AIDS researcher reported:
‘If anyone is guilty it is both sides (researchers and decision-
makers), to the same extent. On one side the researcher who
limits his communication to habitual pathways, in an inter-
national journal if the work is very good or in a national
medical journal if it isn’t, and the functionaries in Health who
don’t take the time to read a scientific article.’ But some of the
communication problems could also be attributed to lack of
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desire. One AIDS researcher who did not see a need to com-
municate with decision-makers inadvertently revealed his
prejudices: ‘I don’t see the need to make them [decision-
makers] dizzy with statistics. Just like I don’t see the need for
them to bore me with norms, I won’t bother them with statis-
tics.’

In summary, our informants reported that informal ties, bal-
anced interests, and formal communication channels pro-
moted the use of research in policy-making, while narrow
professional interests were an impediment. Many of these are
themselves a product of the Mexican scientific and policy
context explored below.

4. Context

The context of the research/policy process includes a large
and complex array of forces. At the level of the State, some
examples of relevant context variables could include political
and economic stability, level of centralization, roles of the
executive and legislative branches, the role and status of
health services in the government, and levels of research
support. At the level of civil society, context variables could
include the power and prestige of the scientific community,
levels of popular participation in politics, and public know-
ledge about, and engagement in, scientific debates.

4.1 Promoting factors

Decisions about health policy in Mexico are made largely by
the State, though the private sector’s influence and power are
increasing. The more than 70-year rule of the PRI, or Insti-
tutional Revolutionary Party, has given rise to a policy context
in which there has been relatively little conflict between the
legislative and executive branches. As a result, the Mexican
Ministry of Health, and the large State providers of care such
as the IMSS (Mexican Social Security Institute) or ISSSTE
(Social Security Institute for State Workers), play critical roles
in establishing national health policy, while the influence of the
legislative branch has to date been relatively minor.

The stability of the PRI has also increased the ability of
researchers to rotate into and out of government. In fact,
Mexico’s successes at integrating research into decision-
making are often attributed to that rotation between pos-
itions as researchers and as decision-makers. As one
decision-maker (and former researcher) put it, ‘. . . I would
say that the most rapid and efficient mechanism [for applying
research in policy] is to incorporate researchers in decision-
making. Mexico’s case is illustrative. . . .’ This phenomenon
has intensified since the early 1980s, when it became increas-
ingly common for individuals trained as researchers to take
on decision-making positions while maintaining their infor-
mal contacts with other researchers. For example, the Minis-
ters of Health for the past three presidential terms have been
drawn from the research community. The same protagonists
alternate between academic and political/administrative pos-
itions, and therefore share similar training and interests. As
one policy-maker and former researcher put it, ‘There are no
recipes, the rapid way would be to play a game of musical
chairs where one could change positions. A decision-maker,

a classic politician is not going to be converted into a
researcher because he doesn’t have the training. A researcher
does not have many of the elements of the professional politi-
cian, but if I had to make a guess, I would say that incorpo-
rating researchers into the political process is easier than the
reverse and much more desirable.’

Research–policy links are also promoted when researchers
and decision-makers are members of the same elite. While
this is partly attributable to the long life of the PRI, it is also
because there are relatively few Mexican health researchers.
The Mexican national research system, a government-
supported strategy of monetary supplements for active
researchers, includes a total of only 2051 health-related
researchers among 6350 researchers in the system. The rela-
tively small size of this scientific community increases the
likelihood that any single researcher has a chance to become
a policy-maker, and that researchers and policy-makers will
know one another.

Our informants also mentioned a very different type of con-
textual factor, namely the urgency of a health problem, as
promoting the use of research in policy-making. For example,
cholera arrived in Mexico just when the negotiations for the
North American Free Trade Agreement (NAFTA) were
underway:

‘In June, 1991, cholera arrived. In August, the first
Iberoamerican meeting of heads of State was held in
Guadalajara. All attention was focused on Mexico, the
negotiations for the Free Trade Agreement, and com-
mercial openings. Cholera arrived and wasn’t hidden.
This is why it received so much money, and directly
from the President of the Republic. This was due to the
abilities of the Minister of Health, who knew how to
negotiate at the right moment.’

A second decision-maker talked about the need in cholera ‘to
put the fire out first; then we began to get into more details’.
Similar urgency was expressed by those with early concerns
about the AIDS epidemic in Mexico. Here the relevance of
research to problem-solving became a critical component of
its importance in policy-making. One decision-maker spoke
of the usefulness of research at that point in the epidemic: ‘I
think that there was an exercise almost of humility in the par-
ticular case of AIDS, being so new a disease, about which we
really knew nothing. I think that then there was much more
interest in looking for information. At that time research
wasn’t being undertaken in the country, but yes we did try to
look for information in publications of research studies that
were taking place elsewhere, and to be really up to date in
that sense.’

Another aspect of cholera’s urgency was not so much that it
could kill so many so quickly, but also that its control was seen
as a measure of national accomplishment. A researcher
attributed the importance of cholera to the fact that ‘diar-
rhoea diseases have represented a field of special attention
for government policies. They have come to measure the
success or failure of national health policies, and to illustrate
the level of a country’s development.’

110 James Trostle et al.

02 Trostle (jl/d)  22/4/99 5:12 pm  Page 110



4.2 Context impediments

Other aspects of the Mexican context were said to impede
links between research and decision-making. For example,
centralization of power and information is a common com-
plaint. As one AIDS researcher put it, ‘The apparatus of the
State is like a black box where on one side the researchers and
activists propose, organize, and invite decision-makers, but
finally one doesn’t see results in the short term.’ A cholera
decision-maker in one of the States outside Mexico City com-
plained that:

‘A researcher at INDRE [the main federal reference
laboratory] developed an agglutination technique that
produced a good diagnosis in eight hours. Unfortu-
nately, those techniques were implemented only at the
central level and not in the states. In this sense there was
a divorce between the central laboratory and ourselves.’

Centralization also facilitates the hierarchical management of
information. This sometimes means that research results do
not arrive at operational levels, where they could have
greater impact and usefulness. For example, epidemiological
information is not available for decision-making at the local
level. Similarly, researchers sense they are at the very bottom
of a hierarchy of power. An AIDS researcher said, ‘We
explained why they [the authorities] had to change the types
of [AIDS] notifications and they didn’t pay us any attention.
They make decisions from above, but they didn’t take into
account we people below.’

Mexican political life has progressed in six-year increments,
the length of presidential terms. Despite the continuity of the
PRI, the arrival of new authorities within the executive branch
has historically involved a sweeping change of personnel
within the top levels of the health system. This constant change
of administrations can impede links between researchers and
decision-makers, because of the potential discontinuity in pri-
orities between administrations and the fragility of personal
relationships. (On the other hand, such change can also facili-
tate links, if obstructionist decision-makers depart and are
replaced by others more sympathetic with research.)

Another important impediment to research-policy links con-
sisted of restrictions on economic resources. Restricted
resources impede most policy changes, and serve as a barrier
to change more generally. Nonetheless, serious analysis of the
financial implications of research recommendations is not
common in Mexico. Concern for economic resources is mani-
fested at a broader level, as a source of political pressure upon
decision-makers. One decision-maker put it in these terms:
‘There are various flashpoints in the formal economy and in
the informal economy of marginalized populations. The
problem there would be very different from whether research
is or is not incorporated into decisions. It would be whether
you are given time to make decisions, of any kind.’

In summary, some contextual factors promoting the use of
research in policy-making in Mexico included the long life and
stability of the PRI, the rotation of researchers into policy-
making positions, the small size and relative homogeneity of

the research community, and the urgency of a particular health
problem. Our informants mentioned some impediments
common to all programmes: excessive State centralization,
hierarchical management of information, changes in top-level
management of the health system with each sexennial change
of government, and restricted economic resources.

Differences across programmes

Despite the many commonalities across the four programmes
illustrated above, some distinct differences also emerged. For
example, formal communication channels, a process factor
we discussed above, were mentioned as important in both the
AIDS and the cholera programmes, while they were not
noted as important in the family planning and immunization
programmes. This may reflect the relative urgency of these
first two programmes, and the resulting kinds of informa-
tional needs highlighted above.

A second difference across the programmes concerned the
role of the mass media, particularly the press. Because of their
portrayal of the value of cholera and immunization pro-
grammes to the nation as a whole, their coverage of these two
programmes was thought to build social consensus that action
was appropriate and needed. In contrast, media portrayal of
the AIDS and family planning programmes was thought to
portray and create discord.

Levels of interest group polarization and social conflict were
a third difference across the programmes. Polarization and
conflict were high in the AIDS and the family planning pro-
grammes, because topics like homosexuality, prostitution,
contraception, and sexual behaviour in general engage the
strong and divergent opinions of many different social
groups. In contrast, the cholera and immunization pro-
grammes presented relatively little conflict, because all
people were equally at risk; the risk behaviours comprised
innocuous tasks like eating, drinking, and breathing; and the
outcome was often deadly. In fact these latter two pro-
grammes appeared to have had mutually reinforcing effects.
Speaking about the success of the cholera campaign, one
researcher said, ‘Another element that played in favour of
cholera was that the immunization programme had already
sensitized the population to prevent and control diarrhoeal
diseases. In the case of cholera it had to be said that here it
was important to act not because you might get sick, but to
prevent the patient from dying.’

A fourth difference across the programmes concerned the
perceived role of foreign donors in supporting local research
and policy initiatives. Most informants characterized foreign
donors as having little role in research to policy initiatives.
Their influence, however, was acknowledged to be high in
demographic surveillance, and in bringing demographic data
to bear on national decision-making. In the other pro-
grammes, however, financial support from foreign donors
was thought to complement strong local support.

A final difference across the programmes could be seen in the
types of research they support and use. AIDS was the primary
programme in which social research played a significant role.
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Biomedical or clinical research was thought to be a critical
resource for decision-making in each of the four programmes,
while epidemiological research was thought to be particularly
important in immunization and in cholera. Social research
was important for AIDS, and was seen as a lost opportunity
for follow-up by immunization researchers. A researcher in
the family planning programme mentioned that different
research approaches are important at and to particular times
and events: ‘Each of the different types of research . . . has
begun to exert influence on decision-making in different
times. In the case of family planning, operations research was
done before clinical research, and this last was done in a more
direct way than biomedical research. The importance of
demographic research has varied at different moments. Thus,
the research developed by each of these relevant approaches
has had its own peculiar trajectory of engagement in decision-
making.’

Conclusions

How do these results compare to other studies about this
topic? Ideal parameters for comparison do not exist, because
this study is one of very few which provide empirical infor-
mation about health policies in a developing country.
Nonetheless, some policy research experts have developed
dimensions of comparison of studies in different sites. For
example, Weiss (1989: 4) refers to three essential topics for
international comparisons, which appear systematically in the
four topics touched upon in our study:

• State centralization, which in Mexico represents a barrier to
linking research and decision-making at the local and oper-
ative level;

• Professional training of officials which, in our study,
appears to be essential for creating both interest and ability
to establish links with researchers;

• State structure and, specifically, the relationship between
the executive and legislative branches. This point is particu-
larly relevant in Mexico, where decision-making power is
concentrated in the executive branch, with a weak legis-
lative branch. Additionally, advisory commissions in the
Mexican congress (the health commission, in this case) play
a secondary role in decision-making.

A passive approach toward research in many developing
country governments is attributed by Weiss to a lack of infor-
mation and analysis systems. In Mexico, however, acceptable
information does now exist about health quality and access to
services, especially in relation to the topics analyzed here. In
fact, Mexican officials with training as researchers have
invested a great deal of effort in the last two decades to mod-
ernize and improve information systems.

A comparative international study about educational
research and policies in industrialized countries (Husén and
Kogan 1984) identified other essential factors, most of which
were also found to be important in our study. These included
decision-makers’ willingness to consider research results as
input for decision-making, and political stability, which in
Mexico has promoted links between research and decision-
making. Other factors they mention, which we have discussed

above, include state centralization, and the existence of
research networks or commissions which provide a
favourable arena for interaction between research and
decision-making.

Our study in Mexico showed other elements that may also be
important in other developing country contexts. Some of these
are characteristic of countries in which the research and
decision-making communities are small. These include alter-
nation of the same individuals between both functions, belong-
ing to the same elite social group, and presence of informal
communication routes. Other elements seem to be more
closely linked to culture and custom than size. Some examples
of these would be the emphasis on personal ties, the valuation
of experience over information, and the reduced significance
attached to publications as an index of research quality.

Our results allow us to characterize the process of linking
health research and decision-making in Mexico. They also
permit us to identify certain important deficiencies in this
process. Thus, explicit and well-defined communication
channels between research and decision-making do not seem
to exist in all of these vertical programmes. Such channels, for
example, could allow legislators or members of the executive
branch to receive advice about specific problems that they
face.

It is remarkable that few of the interviewees mentioned the
public. The public’s role was highlighted only as a part of
interest group pressures in the AIDS and family planning
programmes, and in the formation of specific immunization
policies. Though the public should have a clear role in the
decision-making process in Mexico, it often does not even
receive information that would allow opinions to be formed.
Few traditions or organizations exist for disseminating results
to a general audience. Simultaneously, the public’s oppor-
tunities to influence decision-making are practically nonexis-
tent given the deficiencies of the Mexican democratic system.
Recent changes in electoral processes may give the public a
stronger voice in decision-making.

Can recommendations about how to strengthen links
between research and decision-making in health be derived
from this study? This question tempts us to rephrase as
recommendations those factors identified as facilitators, and
to imagine concrete ways to overcome those which appear to
be impediments. It may be possible to improve communi-
cation between researchers and decision-makers. But it is
more complex to increase the probability that scientific
research results will be used to develop and apply policies.

In the first category – improving communication – some
recommendations can be suggested. These could include
training of both parties: assisting researchers to communicate
their findings to decision-makers in an understandable and
stimulating way, or sensitizing decision-makers about the use-
fulness of research results as an input for decision-making.
They could also include establishing formal and stable forums
for encounters between researchers and decision-makers,
and carrying out periodic exercises to bring research and
action agendas closer.
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Some of these recommendations have already been put into
practice in Mexico (see, for example, Frenk 1992), although
generally without sufficient continuity or careful evaluation
of their impact. Many others remain to be tried. To progress
in this area it will be necessary to reach a deeper understand-
ing of the role of the protagonists in the processes involved in
linking research and decision-making. These participants
include professionals (researchers and decision-makers) and
consumers, funders (governmental and private, national and
international), the private sector, legislators and members of
the executive branch, religious organizations and the media.
The design of pertinent interventions will be important, as
will evaluating their impact.

Proposing recommendations to increase use of research
results in the development and implementation of policies
and programmes is a much more difficult task. In the first
place, we have emphasized that research is only one input
among many other equally legitimate elements to be con-
sidered by decision-makers. This fact limits consensus about
the possibility and obligation of politicians and programmers
to take research results into account when making decisions.
In the second place, even the most attractive results of high
quality research should be evaluated in terms of their cost and
effectiveness before they can be considered as the basis for a
policy or programme. This type of evaluation is still under-
developed internationally. Assuming an interest group called
‘researchers’ is influential in a specific issue, and that research
recommendations are relevant and cost-effective, it should be
possible to identify or construct moments of opportunity for
exchange. Ultimately, however, the possibility of increasing
use of research results in policy development depends on
changes at the ‘macro’ level, which cannot be influenced by
specific recommendations that emerge from a partial per-
spective. Additional democratic progress in Mexico might
help to establish mass media interested in and prepared to
provide scientific coverage and discussions about policies and
programmes. It would also provide the public with the ability
to support their opinions, express their points of view, and
demand to be heard.
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