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When do we know enough to recommend action? The need to be bold but not reckless

R
esearchers’ scientific training instils the need to recognise
and explicitly acknowledge the limitations of their find-
ings as the basis for policy recommendations. It is a matter

of ethics (being truthful) and our reputations as scientists.
When we present our results, we therefore take pains to state
the caveats, such as potential biases, lack of statistical
significance and uncertain generalisability, which could alter
conclusions. ‘‘On the one hand this, but on the other hand
that’’ rarely provides guidance for practical decisions, however,
and policymakers generally tune this out.

My colleagues and I were recently commissioned to make
recommendations regarding a large public programme target-
ing particular health inequalities, which were not narrowing
despite years of programme efforts. Our task was to recom-
mend whether/how the programme should change. We
reviewed literature, made site visits, and consulted programme
staff, key informants, and a community advisory board.
Although we have always tried to make our research relevant
to policy, this was a different proposition altogether. Neither
‘‘On the one hand…’’ nor ‘‘More research is needed...’’ would
be helpful to the decision-makers, yet more is unknown than
known about the causes and prevention of the health inequal-
ities of concern. It seemed clear that the largely clinical,
downstream approaches used to date were not yielding results,
but most literature on alternative interventions was methodo-
logically weak. There were biologically plausible hypotheses
with some, but not conclusive, supporting evidence, suggesting
promising but largely untested alternatives focused at least
somewhat more upstream than the existing programme model.
Lacking definitive evidence of effective interventions to reduce
the health inequalities of concern, how could we responsibly
recommend action?

Our thinking evolved while wrestling with this dilemma.
Cost was a prime consideration; acting on misguided recom-
mendations could waste scarce resources, and disparities might
even widen. At the same time, these potential costs should be
weighed against the continuing human and economic costs of
the status quo—that is, persistent large disparities in serious
health outcomes. This kind of trade-off is rarely considered.
Like others,1 2 we realised that ‘’’gold standard’’ evidence of
effectiveness from randomised controlled trials is rarely
available for upstream interventions targeting root causes
of health inequalities such as low educational attainment,
poverty and racism, and the disempowerment they foster; only

downstream approaches such as medical care methods gen-
erally have such evidence to back them.

It is reckless to recommend a direction for which there is no
scientific basis, especially if there are well-substantiated
alternatives. It is another thing entirely, however, to recom-
mend an approach that has: (1) strong biological plausibility
based on current knowledge of relevant causal pathways; (2)
some, albeit inconclusive, evidence of effectiveness for the
desired purpose, which is at least as strong as evidence
supporting existing/alternative approaches; (3) likely feasibility;
and (4) a well-documented role in improving other important
outcomes (in this case, other related health inequalities).
Acquiring solid knowledge about the effectiveness of upstream
approaches requires testing them on a large scale in diverse
populations and settings, using the most rigorous designs
possible, which calls for creativity. We need bold, but not
reckless, experiments to test the most promising, plausible, and
theoretically sound interventions to reduce health inequalities,
and this requires enlisting policymakers. Perhaps the way could
be paved by increasing policymakers’ understanding of the
limitations of the downstream approaches that have predomi-
nated for decades, with costs incommensurate with outcomes.
Others have struggled with this challenge,3–5 and hopefully many
more will wrestle with it in the future, providing guidance not
only for researchers but for those enlightened policymakers who
use research to inform their work.
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