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Introduction
In the health field there has been a call -- since the early 1980s -- to make health policy development
the responsibility of all sectors, not just the health care system’s. This echoes calls from
administrative and political science, first voiced in the 1970s, to integrate or join up policy systems.
There is a range of monikers for either, from Healthy Public Policy and Health in All Policy to Wholeof-Government and Integrated Governance. Whatever it is called, it remains what Peters has called
‘the holy grail of public administration’.
Our first feasibility study of such integrated health policy at the level of the nation-state was
published in the late 1980s and early 1990s. We found that there are many parameters, intimately
associated with the very nature of the nation-state and its governance systems, that do not bode
well for the development and sustainable implementation of policy for health (rather than policies
for, e.g., pharmaceuticals, health workforce development, practitioner accreditation, numbers of
hospital beds, etc.). The emerging practice of Healthy Cities around the world from their official
European WHO launch in 1986 turned out to be a ‘natural experiment’ (or rather multiple case study
inquiry with an N>10,000) to see whether local contexts would provide different opportunities for
evidence-based health policy.
Colloquially there have been convincing arguments that devolved governance to local systems is the
‘natural’ and more efficient thing to do. Benjamin Barber attractively argued (in his not entirely
rigorously resourced book If Mayors Ruled the World: Dysfunctional Nations, Rising Cities) that ‘local
government collects the garbage’ – and that local politics therefore would be more responsive to
community needs and might well be more agile in its (health) policy response.
Based on three decades of Healthy Cities evaluations; a typology that has been developed to
challenge the more traditional ‘knowledge translation’ paradigm (into an area of seven interlocking
nexus theories); horizontal and vertical policy transfer theories; and an eclectic use of policy network
and framing perspectives, this paper argues that although health policy making at the local level is
relatively easier, its mobilisation and use of relevant evidence sources is often more convoluted.
Rather than dealing with more abstract power and governance issues at the nation-state level, the
fact that Council collects the garbage also requires it to shepherd a more conscientious and
accountable way of generating, managing and applying the evidence to support responsive policy for
health.
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The rise of the local
A socio-political shift from nation-state to local and global
In 1989 I published the book based on my PhD research ‘Health Policy’ (de Leeuw, 1989; also, de
Leeuw & Polman, 1995). It concluded that the development of ‘Healthy Public Policy’ (cf the Ottawa
Charter for Health Promotion, 1986; nowadays known under the moniker ‘Health in All Policy’) at
the level of the nation-state is virtually impossible. The reasons given for this hinged on two strands
of scholarship.
The first deployed Cobb & Elder’s agenda setting theory (Cobb & Elder, 1971, 1983). In table 1 the
key propositions of the theory are presented (left column) with a reflection on their applicability and
relevance at local levels (right column).

Theoretical dimension

Implication for national v local policy

There is a distinction between the social (aka
‘systemic’) and the political (aka ‘institutional’)
agenda, and ‘issues’ (contentious matters)
need to penetrate the barrier between the two
to arrive at the level of political discourse.
Three models are supporting this ‘pushing
through’ idea: the outside initiative (classic
romantic democratic ideas of social activism);
the mobilisation model (certain actors launch
an issue onto the social agenda and manipulate
it toward the political agenda) and the inside
initiative model (bureaucrats and technocrats
with direct connection to policy and politics
shape political discourse)
Pushing issues from one on the other agenda
requires ‘issue expansion’ from small – often
tiny – interest groups to the public at large.
Various denotations of these ‘publics’ are
given.

At national levels operators in either agenda
can pretend to be and act separate. At the local
level it is undeniable that they have a presence
in both.
Communications operations to advance any of
these three are sometimes more easily
identified and debunked at the local level, in
particular for the mobilisation model.
(In these days of glocal virtual connectedness,
‘alternative facts’ and bots and trolls this may
not hold true any more)
At the local level, members of the various
publics are not abstract ‘actors’ or
‘stakeholders’ but real people in real
environments. At national levels, they are
‘faceless’ and/or ‘hollowmen’.
(again, the advance of social media and things
like wikileaks may have changed this)
At the local level issue expansion dimensions
are more ‘in your face’ and directly observable.

Key to ‘issue expansion’ across publics to
secure issues entering the political agenda
hinges on representations of the issue:
o It is defined and perceived
ambiguously/equivocally;
o the social relevance is perceived as high;
o the issue relates to the long term;
o it is represented as not technical or
technocratic; and has
o few historical precedents.

Table 1. Cobb & Elder agenda-setting parameters against their operations at local level

The second area of thinking unleashed on my analysis why The Netherlands government was unable
to develop, accept and implement a national Healthy Public Policy hinged on power (Dahl, Wrong)
and particular theories like the power-distance-reduction theory (Mulder, 1977) which posits, for
individuals, that:
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1. More privileged individuals tend to try to preserve or to broaden their power distance from
subordinates.
2. The larger their power distance is from a subordinate, the more the power holder would try
to increase that distance.
3. Less powerful individuals try to decrease the power distance between themselves and their
superiors.
4. The smaller the power distance, the more likely is the occurrence of less powerful
individuals trying to reduce that distance
It was found that, applied to institutional actors, the national level of policy making was a far more
stable environment than the local level where perceptions of power difference between the actors
in the policy game were more easily overcome. (as an aside, organisational psychologist Geert
Hofstede has applied this idea of ‘power distance’ to typify national - organisational – cultures and
found that this approach may work well in more egalitarian societies such as The Netherlands,
Sweden and Costa Rica, but not necessarily in authoritarian places like the Soviet Union or Chile
under Pinochet)
Sometimes it seems that the scholarly endeavour is useless, and that practice is far more advanced
in developing insight and solutions than the academy. This is, at least, how I felt at the conclusion of
my PhD studies. While concluding that HPP/HiAP at the national level might be a folly, and that the
local level was far more appropriate for such an endeavour, the World Health Organization in
Europe, followed by (networks of) cities in North America, Australia and New Zealand, was exploding
with enthusiasm for ‘Healthy Cities’, originally posited by Hancock in 1984, substantiated by Hancock
and Duhl in 1986, and boosted by Kickbusch and Tsouros into an urban social movement in the
second half of the 1980s. Several of the cities that signed up to the WHO/Hancock/Duhl gospel
which stimulated cities to pursue eleven qualities (table 2) actively endeavoured to move from
temporally and substantively limited projects into larger programmes and long-term policies for
health (de Leeuw & Simos, 2017), even when their national governments failed to do so.

A Healthy City should strive to provide:

a clean, safe, high quality physical environment (including housing quality)
an ecosystem which is stable now and sustainable in the long term
a strong, mutually supportive and non-exploitative community
a high degree of public participation in and control over the decisions affecting one’s life, health
and well-being
the meeting of basic needs (food, water, shelter, income, safety, work) for all the city’s people
access to a wide variety of experiences and resources with the possibility of multiple contacts,
interaction and communication
a diverse, vital and innovative city economy
encouragement of connectedness with the past, with the cultural and biological heritage and with
other groups and individuals
a city form that is compatible with and enhances the above parameters and behaviour
an optimum level of appropriate public health and sick care services accessible to all
high health status (both high positive health status and low disease status)
Table 2. Hancock & Duhl (1986) evidence-based recommendations for the values of a Healthy City

There is some reason to believe that Healthy Cities was the first transnational and global network of
local governments and their communities pursuing a joint goal (before the mid-1980s international
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collaboration between local governments usually took the shape of more symbolic ‘twin city’
arrangements, e.g., Jayne, Hubbard & Bell, 2011, who also note that the context for city engagement
in global affairs continues to change). Healthy Cities were followed by Sustainable Cities, a network
formed in the lead-up to the Rio Earth Summit Conference (1992) and formalised in 1994 through
commitments to an ‘Aalborg Charter’ and later a ‘Basque Declaration’ (cf Pinto et al, 2015).
These days dozens of networks of ‘Theme Cities’ have emerged, including Just Cities, Green Towns
and Cities, Transition Towns and Ecodistricts, Winter Cities, Resilient Cities, Creative Cities,
Knowledge Cities, Safe Cities and Communities, Festive Cities, Slow Cities (Davies, 2015) as well as
Happy Cities, Smart Cities, Child-friendly Cities, Age-friendly Cities, Conscious Cities and Inclusive
Cities….
Over the last ten years or so this ‘rise of the local’ has become ideologically and functionally
fashionable. Barber (2013) claims that local government leaders are much more sensible in dealing
with real-world problems; the Habitat III conference advanced the role of cities and local
government in the development and implementation of ‘new urbanism’ (whatever that means), and
in the last three years we have seen a number of declarations and statements by groups of mayors
that they are ready to change the world (e.g., the Shanghai Consensus on Healthy Cities (2016) and
the Copenhagen Consensus of Mayors (2018).

What has research for/on/with/in Healthy Cities shown?
‘Healthy Cities’ emerged in Canada (Toronto, 1984) and was adopted as a way to demonstrate the
potential of the Ottawa Charter in the European Region of WHO. There are different paradigms for
the development and evolution of Healthy City-like thinking, and this paper will draw on experiences
form the European Network of Healthy Cities and Networks of Healthy Cities which is heavily
codified – through processes of designation and accreditation in roughly five-year phases (De Leeuw
& Skovgaard, 2005). Each of these Phases – started in 1986 – had a particular research and
evaluation perspective, from ‘proof of concept’ (in the 1980s and 1990s) to ‘what works’ (1990s) to
‘how does it work’ (1990s and 2000s) and ‘does it efficiently address unique needs’ (2010s) stages.
Over the whole span of the European Network, member cities have asked, ‘Do Healthy Cities make a
difference?’ or more precisely two related questions: ‘Are we set on the right course toward the goal
of a healthy city?’ and ‘Does our membership of the European Healthy Cities Network help us along
this journey?’ Obviously policy-makers and decision-takers want answers, and they look to
evaluators to provide them. The evidence that we accumulate may be utilized to shape policy and
guide their investment decisions. To summarize, we aim for our evidence to be utility-driven.
However, a big constraint on robust evaluation is limited—human and financial—resources,
particularly acute in a period of austerity and pressure on funding agencies. The task has also
become more demanding of time and effort as the Network has developed from simple
demonstration projects in phase I through strategic planning in phases II and III to governance for
health in phases IV and V. Focused demonstration projects are more amenable to the relatively
simple quasi-experimental methods referred to earlier. Much more demanding are expansive
evaluations of the context and trajectory, a comprehensive picture of Healthy Cities, or even of their
principal components and wicked problems. City health development plans illustrate the issue. They
are emblematic of the switch in emphasis from demonstration projects to strategy. They implicitly
adopt the C → (M) → O model of realist evaluation, taking account of socioeconomic context,
specifying a set of interventions from intersectoral partners and identifying outcomes as a precursor
to predicted impact on health and health equity (Whitfield, Machaczek and Green 2013). A central
question for one of the key deliverables is ‘Are cities which explicitly adopt a city health
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development plan (CHDP) more or less likely to achieve greater health equity in and for their
populations?’
The key issue is ‘deadweight’: would the outcome and impact have happened anyway, without
adopting a CHDP? Answering this question could lead to a very elaborate set of methods. These
include a review of historical factors leading to inequities in health in a number of selected (possibly
matched) urban settings, social epidemiological data-gathering or compilation of relevant data from
existing city sources (carefully scrutinizing an appropriate use of existing indicators or the application
of standardized indicators), a review of urban policies or procedures explicitly or implicitly
addressing the equity issue (the conceptual literature would indicate that explicit policies for the
reduction of inequities in health might be as effective as general urban socio-economic policies
which would thus be addressing the problem implicitly), a selection of cities or their neighbourhoods
where an impact may be expected from these implicit or explicit policies versus settings where this
might not be expected, process evaluations of the extent to which these policies are factually
implemented (including the factors which impede or facilitate development and implementation of
these policies), assessments to review the possible influence of participation of cities in Healthy City
programmes (or similar grander schemes such as, for instance, in Britain the Health Action Zones or
in The Netherlands, the Ministry of the Interior’s Urban Policy on disadvantaged neighbourhoods),
evaluations of subjective and objective benefits of the programmes, and, ultimately, the attempt to
attribute any changes in health inequities to any of the procedures developed.
Such research is grandiose and realistically untenable, even apart from the fact that the associated
meta-theory and its logic of methods can hardly be considered central to the funding considerations
of main national and international research grant organizations. So, even though we have made a
compelling argument for appropriate research, it is at the same time likely to be unfeasible research.
Though this ‘grandiose’ method for evaluating the efficacy of CHDPs is within the methodological
paradigm of realist evaluation, its application in most cities is unrealistic. It would require an
enormous logistical effort and colossal resources. Even if an agency were found to fund such an
effort, the organization of the evaluation project and the placement of mechanisms for the
continuous monitoring of research quality (including measures of reliability and validity) would be
almost beyond comprehension.
Consequently we have turned to realist synthesis as our preferred methodology, developing
parameters for evaluation of phases III and IV and refining our methods for the evaluation of phase
V. The WHO designation requirements for phase III (WHO 1997) provided an opportunity to update
the meta-theory of change and develop a series of performance measures (de Leeuw 2009). To
ensure utility (within a 4GE approach) evaluators consulted representatives of the Network at a
series of business meetings, and advice from the WHO Healthy Cities Evaluation Advisory
Committee, led us to operationalize four components of the designation criteria into three fields of
inquiry and many questions to be asked of each city. The matrix is summarized in Table 3.
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Table 3. MARI annual reporting template (de Leeuw, 2009)

Three innovative features characterize our monitoring, assessment, reporting and impact (MARI)
protocol. First, it is a theory-based exercise in which the theory has been constituted by the
normative, causal and final relationships assumed to govern Healthy City operations and
development (cf. Milewa and de Leeuw 1995). The C → (M) → O of realist evaluation is
operationalized by the sequence (C) presence of policies, adherence to principles, and involvement
of actors, (M) processes of change and (O) results, impact, outcomes and outputs. Second, it has the
objective of assembling then synthesizing the evidence generated by city responses to gain a picture
of how they are functioning, indicating causal links between interventions and outcomes. Third an
annual reporting template (ART) allows for at least four years’ worth of information captured over
the full phase, adding to the evidence and permitting a time-series analysis of Healthy City dynamics.
This ambition was not fully realized in the evaluation of phases III and IV. Momentum was lost
because of limited funding from WHO and low response rates for ART caused by survey exhaustion
and data overload. However, phase V (2009–2013) presented a new opportunity to build on MARI
and refine our realist synthesis approach to evaluation. Discussions about the evaluation started
early in the phase and in good time to present the results after its conclusion. Reflecting the
development of earlier MARI templates, city coordinators and lead politicians wished to ensure the
utility of the evaluation by linking it to the themes and designation criteria of individual Healthy
Cities and the accreditation criteria of national Healthy Cities networks. Further methodological
development and research into feasibility was undertaken in a series of conceptual notes, aided by
the EU-funded DECiPHEr project (which involved four leading city partners from the Network,
Whitfield et al. 2013). The final model for the evaluation is summarized in Figure 1.
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Figure 1. Framework for the evaluation of phase V – WHO/EURO Healthy Cities

The programme logic for phase V implicit in the goals and requirements for membership of the
Network (WHO 2008a) is made explicit in the construction of the evaluation framework. In
discussions with Healthy City stakeholders it was important to develop a conceptual model that
distinguishes context and mechanisms in order to provide strong indications of likely outcomes. Our
dynamic model shows a pathway linking prerequisites (leadership, vision, strategy, structures,
processes and networks) through activities (policies, programmes, projects) which should ‘make a
difference’ to city status in the core areas of caring and supportive environments, healthy urban
environment and design, healthy living and health outcomes. Although the arrows in the model
suggest linear and causal relationships between the three elements of the programme, an earlier
evaluation (de Leeuw and Skovgaard 2005) shows these relationships are reciprocal and dynamic.
To be designated a healthy city in each phase, city administrations take an official position and
express commitment to various attributes of local action for health such as governance, equity,
working in partnership, assuming leadership for health, engaging stakeholders and communities to
participate, and move toward sustainable policy development (Table 3). These attributes are found
in different mixes and balances, stages of evolution and implementation; the unique context and
trajectory of each healthy city must be acknowledged. We developed an evaluative approach that
values and celebrates the distinct contribution of each city.
This is why case studies were the most important of our research instruments. Case study research
in itself is a powerful tool to generate insights with good validity and generalizability (Flyvbjerg
2006). Case material captures local stories for local conditions, uncovers continuity in corporate and
community history, showcases unique and rewarding experiences, and generates a breadth and
depth of data and information that might not otherwise be captured. A good case study for research
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purposes is not a simple story. Our template was highly structured, leading respondents through a
development process with the option of focusing on one of four core themes. Key questions were
about context, what prompted action, the rationale behind the choice of intervention, whether it
was a project, programme or policy, what happened where and over what time frame, whether
there was evidence that the intervention made a difference, and finally, how things might have been
done differently or what recommendations might be made for extending the activity to other cities.
The other key research instrument was a general evaluation questionnaire, electronically
administered through Surveymonkey. The conceptual approach again followed the logic of the
model and asked for a self-assessment of prerequisites, activities, and city status for three years:
2009 (phase V start) 2014 (phase V end) and informed guesstimates for 2019 (phase VI end),
addressing all the components in our model (Figure 1). The questionnaire was developed in
consultation with, and pre-tested by, the Healthy Cities coordination team. Questions aligned with
strategic attributes as well as the four thematic areas. Innovatively (and sometimes controversially),
city coordinators were asked to rate the situation in their city on a 10-point scale at each of these
three points. In part this was a heuristic device encouraging cities to focus on outcomes. The
approach would capture in a condensed format, progress that cities noted in the annual reporting
exercise (Table 1) developed for phase III.
The exciting and innovative next stage for the evaluation team was to synthesize the evidence from
the case studies, the questionnaire, city health profiles, designation portfolios and secondary data
sources such as Eurostat. At the heart of the operation was the ordering of case study data to
determine commonalities, linkages, patterns and trends using the NVivo software package for
labelling, coding, connecting and assessing qualitative text-based data (de Leeuw et al. 2015). It was
the responsibility of each evaluation team to triangulate this evidence with the other data sources to
provide a rounded picture of their theme and its connection to other parts of the model.
The evidence we generated through the concerted engagement and negotiation strategies with local
(Healthy Cities) coordinators and politicians (councillors and mayors) across Europe demonstrated
that Healthy Cities are making a difference. The local does matter (de Leeuw et al, 2015). However,
there is little indication that the evidence that has been generated in fact has influenced any policy,
or for that matter, and further local health research…
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There’s Healthy Cities and Healthy Cities, and measurement and
measurement…
Paradigmatic differences (and therefore irreconcilable?)
Although it would at least rhetorically be attractive to argue that all Theme Cities generate health (as
they address social, commercial, ecological and possibly even political determinants of health) I
would like to remain focused on ‘Healthy Cities’. It should be noted, however, that the maxim ‘If
you’ve seen one Healthy City, you’ve seen one Healthy City’ only applies to a limited extent. Some
Healthy Cities are more equal than others.
In particular where there are strong and sanctioned networks of Healthy Cities there is some
similarity between the approaches and paradigms that they apply to their activities (de Leeuw,
2015). The designated cities within the WHO/EURO Network have to sign up to a clearly defined set
of values, including the above Eleven Qualities, and for each ~5 year ‘Phase’ a collection of policy
priorities set in connection with WHO’s global and regional (in this case European) work plans. For
the current Seventh Phase of the European designated Healthy Cities network these priorities are
captured in the Six Ps (figure 2):

Figure 2: Current WHO/EURO Healthy City priorities (cf http://www.euro.who.int/en/health-topics/environmentand-health/urban-health/who-european-healthy-cities-network/healthy-cities-vision)

Such a systematic and comprehensive approach to making Healthy Cities work is not universal for all
>10,000 cities around the world, although currently the Eastern Mediterranean Region of WHO is
implementing a designation scheme focusing on the role of local government in Universal Health
Coverage, and the Pan American Health Organization encourages local government to achieve
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health equity through the systematic application of consultancy findings by Sir Michael Marmot
(Rodriguez et al., 2019).
It is clear, however, that different and relatively non-connected epistemic communities put their
stamps on different ‘Healthy Cities’ networks. This has in fact resulted in unproductive disconnects
and often a focus on the development of policies and interventions that cannot necessarily be
deemed the best or most appropriate ones. One of the most blatant disconnects is the one between
European Healthy Cities (and its epistemic relatives around the world) and a Bloomberg/WHO
headquarters sponsored network (see https://cities-spotlight.who.int/). The European Healthy Cities
vision (including its global spin-offs in ‘la Francophonie’, Oceania, Japan and South Korea, and
Canada) hinges more on the Eleven Qualities and is more obviously seen as a community driven,
politically astute and value-based (i.e., equity, solidarity, sustainability, participatory, etc.)
endeavour. The Bloomberg/WHO Healthy Cities Partnerships is connected to a neoliberalist and
quantitative perspective on the epidemiology of urban health, and focuses on the prevention of
disease (notably non-communicable disease) rather than processes of urbanisation and how they
impact on the determinants of health.
In the context of the premise of this paper it is important to make this point – policy transfer
(whether horizontal [from city to city] or vertical [from city to region, country and beyond]) is
conditional on prevailing socio-cultural and political paradigms and associated epistemic
communities. Sadly, there seems to be little overlap between social/political science perspectives on
health and urbanisation on the one hand, and traditional biomedical/clinical reductionist views on
urbanisation and the occurrence of disease.

What does Healthy Cities research show?
One of the most intriguing stalemates or ‘disconnects’ in the research space is the obvious
popularity of Healthy Cities thinking (although there are ebbs and tides over time and between
different global regions – but currently there is a legitimate claim that the European networks of
Healthy Cities somehow reach over 400 million Europeans) on the one hand; the recognition and
appreciation of the qualitative nature of urban health by Healthy City communities and their
(in)formal leaders; the need to demonstrate that you get ‘bang for your ‘back’ and finally, when the
bang is produced, the lack of integration of sophisticated insights into further evolving local practice.
In many ways the Healthy Cities of 2019 are at the level of the Healthy Cities of 1999…
A case in point is the discussion/discourse around the establishment of a coherent and reliable,
stable set of Healthy City indicators (Webster & Sanderson, 2013). Through an elaborate process of
consultation and testing long lists of (epidemiological) proxies, indicators and indices were
generated, including impressive statistics on access to green space, the availability of infrastructure
for health-enhancing physical activity, sustainability and ecological behaviours, etc. They have all
ended up not just on the proverbial data graveyards but at a stage before it – in the morgue where
the esoterically intrigued can inspect the corpus of this massive toolbox (de Leeuw & Webster,
2018). There is not a single Healthy City or local government that has comprehensively adopted this
highly sophisticated set of evidence generation instruments to support its policy and practice
development. Of course the ‘easy’ criticism is that these toolboxes haven’t been developed in
context and liaison with political realities (O’Neill & Simard, 2006)… But the real question seems to
be whether ‘scientists’ can and should speak ‘truth to power’ when it comes to evidence generation
through number crunching. It is a rhetorical question – the ‘scientists’ (the Big Data lovers et al)
should rather reflect on what they are able to deliver to the political discourse, rather than seen to
be negotiating with reality…
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Translating knowledge or moving it through the system?
An engaged and dynamic system rather than an industrial conveyor belt
Public health scholars have embraced the mantra of evidence-based policy and practice. The same
seems to be true, at least in rhetoric, in circles of practice and policy. But all too often solid evidence
does not find its way from research into practice, or practice is not adequately reflected in the
scientific endeavour. This remains a frustration for the public health community. This gap between
effectiveness on evidence, policy development, and practical intervention design and fidelity
(implementing what was designed) has achieved increasing systematic attention since Sir Archibald
Cochrane wrote 'Effectiveness And Efficiency: Random Reflections on Health Services' in 1972. One
result was the international Cochrane Collaboration, a global endeavour to systematically review
and analyse what works in health.
However, accumulation of ‘evidence’ did not equate with advances in the development and
implementation of evidence-based policy. In the health field, the common analysis was that the
nature of the evidence knowledge that was created was not attuned to the needs of policy-makers
and practitioners, and that therefore this knowledge needs to be ‘translated’ into a shape or process
that would align better with policy and practice realities. The idea of ‘Knowledge Translation’ (KT)
has become a major industry in the health field. Critics of the concept view it as a bad metaphor
(Greenhalgh & Wieringa, 2011) that may have done the field more bad than good.
‘Translation’ as a metaphor would either relate to linguistics, or to mathematics – but not to the
social and political science perspective we have demonstrated above as necessary to be applied to
policy and practice development. Translation as a linguistic metaphor would imply that health
researchers speak a different language from those that develop policy and/or implement it – this is
also referred to as the ‘two communities hypothesis’, an idea that has been rejected as mechanistic
and stagnant (Lin & Gibson, 2003). It also might imply that one language is not just different, but
superior to the other – a notion that aligns well with patterns of professionalisation in the clinical
community.
There are also conceptual and substantive problems with the KT suite of approaches (defined as a
“dynamic and iterative process that includes synthesis, dissemination, exchange and ethically-sound
application of knowledge to improve health” (Strauss, Tetroe & Graham, 2009, p. 165). First, it is
grounded in a presumed value-free Cartesian worldview where facts are facts, and only facts matter.
We have shown in the above that facts, particularly in policy development and politics, are always
subject to framing, morphing and negotiation. Facts are thoughts, thoughts are perceptions,
perceptions are emotions, and we do not tend to think of emotions as facts. Second, the problem of
the failure of evidence leading to appropriate policy and interventions is not unique to the health
field – it is a challenge found in virtually every field of human endeavour, including agriculture,
engineering, education, development assistance and humanitarian aid. Oddly, none of these fields
uses the KT concept or translation metaphor. One might assume that something could be learned
from non-health domain efforts to close the gap between research, policy and practice.
We have called the areas of overlaps and gaps between policy, research and practice the nexus.
What happens at the nexus, and connects or separates the three domains of policy, research and
practice can and should be studied. Understanding processes and structures that determine overlaps
and gaps would enable us to generate better ways of generating knowledge for practice and policy.
This is a key focus of the work of VicHealth. The Victoria Health Promotion Foundation (VicHealth)
has a strong and formal commitment to evidence-based health promotion in sports, community and
arts sectors. VicHealth funds applied health promotion research and contributes to the systemic
12

accumulation of practice and policy relevant health evidence of effectiveness. In the early 2000s, the
Board of VicHealth was interested in confirming ‘best practice’ in acting at the nexus between their
research, policy impact, and instrumental health development endeavours. A systematic review was
to elicit two things about this interest (de Leeuw et al., 2007; de Leeuw et al., 2008): (a) what triedand-tested theoretical and conceptual models for work at the research-policy-practice nexus have
been reported in the international peer-reviewed scholarly literature, and (b) are there organisations
or groups that have a reputation for success in acting at the nexus, and do they follow the processes
and parameters identified theoretically and conceptually?
Nearly thirty different theoretical frameworks specifically dealing with actions at the nexus emerged.
For analytical purposes we grouped them into seven categories, which could then be put into three
groups:
Label

Focus

Institutional Re-Design

➞

Blurring the Boundaries

➞
theories about the structural interaction of actors and
how the nature of evidence plays a role in this interaction

Utilitarian Evidence

theories about changing the rules of the game

Conduits
Alternative Evidence
Narratives

➞

theories about ways to communicate at the nexus

Resonance
Table 4. Seven categories of theories and conceptual frameworks that explain what happens between research,
policy and practice for health

The Institutional Re-Design category of theories recognise that stakeholders in the policy-researchpractice ‘game’ work in their own areas, and in their interactions, in a web of implicit and explicit
rules. The operations of that web are governed by sets of rules, known sociologically as 'institutions'.
As Ahrendt (1970) has said, an institution is a body of people and thought that endeavours to make
good on common expressions of human purpose. Klijn and Koppenjan (2006) are two policy network
theorists, and they show that those ‘rules’ can be changed: actors in the network can try to change
rules or set new rules. Actors engaged in policy networking may at times want to change the rules
that formally or informally apply to the network, thus influencing their policy outcomes. They may
attempt to influence the shape of the network (by changing or consolidating actor relations, adding
or changing procedures for access, or shifting external determinants of actor positions through, for
instance, regulation), network outcomes (by changing performance indicators), and network
interactions (by laying down instructions on conflict regulation, or the governance of interaction).
Nutley, Walter and Bland (2002) follow these propositions that good systems for working at the
nexus can be designed. They posit eight conditions for the use of evidence: (a) the nexus should be
open to evidence and argument; (b) in a climate of reasoned exchange; (c) is not connected to
emotive responses or popular or official passion; (d) is facilitated when policymakers are specialist
experts in their field rather than political operators; (e) is connected to a vibrant social science
community that continues to feed the policy process; (f) while there are agencies that have the
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capacity to have their feet across the nexus; (g) exchange opportunities exist between analysts and
policy agents; and (h) there are reputable organisations that compile and communicate evidence.

Figure 3. Seven ‘nexus’ models

The Blurring the Boundaries model claims that it is possible to work towards evidence use in
harmonious rather than conflictual ways, through trust, understanding and confidence between
researchers, along with enhancing opportunities for research uptake. This model rejects the idea
that there is a separation between scholars, practitioners, and policy developers. Ideally,
understanding 'the other' facilitates the development of shared understandings between these
communities.
For example, the Boundary Management framework (van Buuren & Edelenbos, 2004) promotes
interaction from the outset of a research project. This framework shows that co-owning research
and policy priorities from the start is important (Hanney 2004; IDRC 2004); and that expressed
respect for each other’s position must be a starting point. (Kogan & Henkel, 1983). "Collaboration
should ideally start from a joint recognition of a problematic issue, and not from an ideology that
dictates partnerships" (de Leeuw, 2006, p. 334). This view of shared ownership also creates a
situation where actors feel they jointly own the knowledge that has been generated. This, then,
leads to the development of a joint language and vocabulary (Nahapiet & Ghoshal, 1998), which
makes joint policy action easier.
Huberman (1990) gives another example in what is called ‘Sustained Interactivity’. This showed that
joint action contributes to better understanding and insight in each others’ activities. Expectations of
policy and research outcomes then become more realistic (Hanney, 2004). Including practitioner
views in research reporting also creates greater receptiveness among practitioners of the evidence
(Hargreaves, 1996).
The Utilitarian Evidence model states that research should be 'useful' (have utility) in order to be
applied in policy and practice. This model describes how principles for the utility of research are
different between researchers, practitioners, and policy makers. It is important to frame the
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research in such a way that it has usefulness to all stakeholders. As in the Blurring the Boundaries
model, the interaction of researchers with policy-makers and practitioners can provide researchers
with insight into how to most effectively direct new knowledge at policy-makers and practitioners.
For instance, Utility-Driven Evidence (de Leeuw & Skovgaard, 2005) explains that research from the
outset should aim to be useful across stakeholder groups. Other theoretical approaches say that the
processes leading to utility happen relatively autonomously. One of them is the 'Multiple Streams'
idea where a policy entrepreneur tries to connect perceptions about policies, problems and politics.
Another, the Percolation idea, describes how new evidence slowly seeps into daily lives of politicians
and practitioners (Overseas Development Institute, n.d.).
Fourth is the Conduit model. The 'conduit' informs different communities - policy communities,
practice communities, the 'general' community - of research developments and outcomes. A
'conduit' works to disseminate new knowledge in a format that is accessible and acceptable across
groups (e.g., using more common, every-day terms, using graphs, avoiding jargon). The 'conduit'
agent facilitates collaboration between the communities for the ongoing engagement of all partners
in research (Bernier et al., 2006). The 'conduit' is an advocate and provides a platform for
communities to express their concerns, in particular those who have fewer material and symbolic
(e.g., skills and resilience) resources. Also, in disseminating new knowledge in an accessible manner,
'conduits' are at the ready to feed knowledge into fertile ground.
Sometimes research outcomes are not at all consistent with current political agendas or
organisational practice. Alternative Evidence say that if research does counter current political
agendas/paradigms, its immediate impact will be muted. However, there may come a time where
the volume of counter evidence can no longer be ignored - or at least not without creating
organisational and political upsets or outrage (Hanney et al., 2003). In any event, researchers should
also keep in mind that "at the end of the day, policies…are constantly framed and reframed in
response to changing contexts" (Choi et al., 2005).
Alternative Evidence finds that impact of research outcomes on policy and practice communities
conforms to the Enlightenment function of research (Weiss, 1977). It can contribute toward a more
gradual paradigm shift. This contrasts with other models that claim that research can have a
relatively immediate impact, depending on how appropriately research is 'pitched' at policy-makers
and practitioners. In the case of 'alternative evidence', the usage of research as political ammunition
has integration value if evidence is consequently part of the standard repertoire of members of
policy and practice communities.
Research Narratives aim to create a human dimension to research by including personal stories.
Through personal stories, they inject 'common man' experiences into research outcomes (Sutton,
1999). The narratives humanise the research, but can also bring a sense of immediacy to the
research topic that a 'dry' presentation of results might otherwise lack. Given policy-makers' wish to
include experience and common sense (over esoteric science) in their 'selection' of evidence (Booth,
1988), the inclusion of narratives in the overall presentation of research would be appropriate. The
narratives support the research, and they highlight practitioner experiences.
Also, they can illustrate research findings and simplify complicated findings. Connecting Research
Narratives with the first four models - where actors try to blur boundaries, demonstrate usefulness,
act as conduits, or generate alternate evidence – enhances the integration of research, policy and
practice.
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The Resonance model works on the idea that researchers or conduits should have their 'finger on
the pulse' of belief systems. In doing so, they can link their research outcomes with popular or
emergent belief systems (eg. 'social inclusion', a 'safe environment for all individuals'). When
research resonates with what people believe, they find it easier to accept evidence.
An example of resonance is found in the work of the Australian Research Centre in Sex, Health and
Society (ARCSHS) to attract organisational and public interest in health issues affecting homosexual
adolescents. Through crafting a publicity campaign that related the health issues to the theme of
individual safety, they increased the receptivity of communities to their health issues compared to
their previous campaign which had focused on the more contentious issue of 'morality'.
Discourses around ‘moral’ issues such as HIV/AIDS, birth control, or euthanasia, have often been
framed from a religious starting point. It would not be helpful to argue that moral foundations are
'wrong', as they are strongly connected to people's life worlds. However, trying to make the
evidence resonate with other belief systems could advance the application of new knowledge.
The Research Resonance model argues, for instance, that connecting the HIV/AIDS discourse to
issues of 'safety', and the euthanasia discourse to 'dignity', rather than to 'morality', is helpful in
integrating research, policy and practice. Issues of safety and dignity are issues that any individual,
irrespective of their belief system, can identify with. The Research Resonance model demonstrates
how the 'spin' which promotes research can influence the level of public and organisational interest
in the research.

So: the Healthy Cities nexus (s.) or nexus (pl.)…
There is more than one nexus here, it appears. In our Healthy Cities Research efforts in Phase III
(documented in part in de Leeuw, 1999, Capello, 2000, Berkeley & Humphreys, 1998 and Berkeley &
Springett, 2006), for instance, we wanted to explore the existence and operations of the – required
by the WHO designation protocol – Intersectoral Steering Groups (ISGs). We organised site visits and
asked Healthy City administrators to organise gatherings where we would be able to engage with the
members of these ISGs. On more than one occasion (and notably in Liège and Padova) it turned out
that we had unwittingly engaged in Participatory Action Research – the evaluation team visiting
prompted key stakeholders to come up with ‘the goods’ and for the first time bring together a vast
and diverse collection of interest groups and key individuals who – often surprising themselves –
realised they had something to do with the (social) determinants of health.
The nexus between research, policy and practice is much more multi-dimensional, we learned in our
site visits and engagements with real people with real problems, than ‘just’ between research, policy
and practice. Each of these manifests itself at layer upon layer of governance arrangements,
historical context and repertoire, and – added by WHO meddling – a powerful international
dimension. This confirms the profound complexity of moving ‘evidence’ across the nexus as outlined
above, but also made us aware of the fact that there is no simple script for moving any evidence
across any nexus…
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Policy transfer: scaling up and scaling wide
Policy discovery, mimicking or copying?
Above I discussed a particular view of agenda-setting for (health) policy development. A different
perspective on how policies come about is provided by the policy transfer perspective. The suite of
policy transfer theories and conceptual frameworks is still gaining sophistication. The first
comprehensive theory was proposed by Dolowitz and Marsh (1996). They argued that policy transfer
occurs as ‘a result of strategic decisions taken by actors inside and outside of government' (1996:
343). They saw that diffusion theory, policy-learning and adaptation were all part of a bigger policy
transfer process. Their most widely cited definition of policy transfer is:
… a process in which knowledge about policies, administrative arrangements, institutions
etc. in one time and/or place is used in the development of policies, administrative
arrangements and institutions in another time and/or place (Dolowitz and Marsh 1996: 344).
Such policy transfer may happen ‘voluntarily’ or ‘coercively’ (terms by Dolowitz and Marsh – we
might think of a slightly different casting, e.g., ‘internally’ vs ‘externally motivated’). The coercive
model happens where a government or supranational agency forces another government to adopt a
particular policy that is in their interests, explicitly highlighting the importance of agency (or lack
thereof) in their framework.
Putting the distinction between voluntary and coercive transfer at the centre of this question,
Dolowitz and Marsh (1996; 2000) argue that voluntary transfer is the result of some form of
dissatisfaction or problem with the status quo. Perceived policy ‘failure’ creates incentives to
identify new policies that can be borrowed from elsewhere. Coercive transfer, while rarer, comes
about through supranational mechanisms such as international treaties, trade and investment
agreements, or the actions of international organisations such as the World Bank or International
Monetary Fund (IMF). In the context of European Healthy Cities we can highlight the strict
designation and accreditation processes as factors in ‘externally motivated’ policy development.
Transnational corporations are also able to exert coercive pressure for policy change, through their
ability to threaten to ‘take their business elsewhere’. Interestingly, WHO maintains its position as an
international collaborative member organisation and at best might facilitate coercion – except in
cases where strong Treaty powers have been established (such as, for instance, the International
Health Regulations, and less coercively, the FCTC). Indirect coercive transfer can be forced upon
governments through other externalities, such as environmental damage, or through technological
progress or economic integration, which compel governments to work together to solve
supranational problems.
The literature identifies nine categories of transfer actors, some directly involved in the transfer
process, and some who are external ‘influencers’: elected officials; political parties; bureaucrats /
civil servants; pressure groups; policy entrepreneurs and experts; transnational corporations; think
tanks; and supranational governmental and non-governmental institutions and consultants. This
final group seems to have gained a particular power in recent years.
A key question is what precisely is being transferred. Exploring this question depends on our view of
the nature of policy and the policy process. Dolowitz and Marsh (1996; 2000) seek to move away
from narrow conceptualisations of policy and policy transfer (focus only on policy goals and
instruments) and instead seek to incorporate broader macro objects of transfer such as ideology,
ideas, and negative lessons. This seems to be a pertinent point to our Healthy Cities perspectives.
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’Transfer’ assumes a source and a destination. Although the destination may well be clearly
identified (e.g., a particular level of government with clear governance arrangements), the source
may be more diffuse. It is argued that policy actors can turn to different levels of governance – the
international, national and local – to draw inspiration, which provides opportunities for both
horizontal transfer (between nations, geographical areas or sectors) and vertical transfer (through
different levels of governance).
This more diffuse image of the policy transfer endeavour also offers a spectrum of policy transfer
modalities, from ‘copying’ at one end of the scale to ‘inspiration’ at the other, where policy makers
do not adopt all aspects of a policy or seek to achieve identical outcomes.
Dolowitz and Marsh (1996; 2000) emphasise that policies are not imported into a vacuum, and the
contextual, institutional and political arrangements of the borrowing jurisdiction and the specific
motivations and objectives of decision makers influence the success or failure of introducing policy,
and its implementation. Closely related to this issue, three elements of the transfer process have
been identified that are critical for ‘successful’ transfer outcomes: information deficit, ‘cherrypicking’ and contextual factors. If a borrowing jurisdiction does not have full information about the
policy itself and the institutional arrangement within which it sits, this leads to ‘uninformed’
transfers. Where a policy, and the institutional aspects that make it a success, are not transferred in
their entirety, then there is the risk of ‘incomplete’ transfer. Finally, the differences between the
original and borrowing jurisdiction can result in ‘inappropriate’ transfer. From our earlier research in
Healthy Cities it appears that the mere requirement of European cities to be active members of a
national and the international WHO network was influential for its success and survival (Capello,
2000): the more they networked, the better they seemed able to deliver on Healthy City qualities.
The Dolowitz and Marsh model faced criticism of its status as a mere heuristic device rather than an
explanatory theory of policy change (James and Lodge 2003; Evans and Davies 1999). Evans and
Davies (1999) sought to address these weaknesses by incorporating five different approaches to
policy change into a single theoretical model addressing both structural and agency-related aspects
of policy transfer:
1.
2.
3.
4.
5.

international structure and agency;
domestic structure and agency;
policy network analysis;
policy transfer analysis; and
epistemic community approaches

Of these, in Healthy Cities evaluation work that I have led and carried out, we adopted (1), (3) and
(5). In addition, Evans and Davies focus on the ‘spatial’ dimension of policy transfer within and
between different levels of governance. They identify 25 transfer pathways, working horizontally
and vertically between the five different levels of governance (the transnational, regional,
international, national, and local levels). They argue that economic, technological, ideological and
institutional structures of the ‘borrowing’ and ‘lending’ jurisdictions must be analysed in order to
establish how they facilitate policy transfer, and the impact on the transfer process.
They end up with a model of twelve stages, which break down the transfer process into discrete
actions:
•

Recognition: whereby a decision-making elite, politician or bureaucrat (known as the ‘client’)
identifies a policy problem;
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•

Search: which is undertaken if an obvious acceptable policy response is not available;

•

Contact: whereby a policy transfer ‘agent’ (for example an epistemic community within an
international organisation) is identified;

•

Emergence of an information feeder network: whereby the ‘client’ is provided with an
increase in volume and detail of information regarding the potential for transfer;

•

Cognition, reception and the emergence of a transfer network: whereby the client evaluates
the information provided by the information feeder network, with cognition and reception
depending on a common value system existing between the client and the network;

•

Elite and cognitive mobilisation: whereby the transfer agent’s information and networks are
tested, as they are expected to provide robust information on programmes or policies that
address similar problems to those experienced by the client at the ‘recognition’ stage;

•

Interaction: whereby the transfer agent organises forums for the exchange of ideas between
the client and knowledge elites with policy-relevant knowledge;

•

Evaluation: whereby the client evaluates the intelligence gathered by the agent relating to
the object of transfer (e.g. policy goals, content, instruments, institutions, ideology), the
degree of transfer (e.g. copying, hybridisation or inspiration) and the prerequisites of
transfer (e.g. political feasibility and institutional conditions);

•

Decision: whereby the chosen policy is tested against other competing ideas arising in the
borrowing jurisdiction, within what Kingdon (1984) describes as the ‘policy primeval soup’;

•

Implementation: whereby the policy is adopted by the client country, often by implementers
who are different people to those who formulated the policy.

Framing and entrepreneurship for network and systems change
Boundary spanning for evidence insertion
In a theoretical and methodological ‘proof of concept’ paper (De Leeuw, Browne & Gleeson, 2018)
we attempted to demonstrate and map some of the cognitive-informational and network
dimensions of these twelve stages. We wrote that actor networks and frame network could (or
should) be interleaved to identify opportunities for boundary spanning and policy transfer
entrepreneurship.
Jenny Lewis (2011) writes about policy networks: “Policy certainly arises from interactions between
actors in networks, but the structure of these networks matters a great deal since they shape who
interacts with whom.” With this assertion, she seems to resolve a persistent debate in the policy
(governance) network literature (cf Börzel 1998), trying to determine whether the emerging field
deals with networks either as tools of governance, a metaphor for the shape of governance, or
simply maps of the connections of policy actors and actants.
As outlined above, the network map or configuration does not necessarily indicate which dynamics
of the policy process will create new opportunities for policy development or voluntary transfer.
Evidence-informed (or based) policy change does not just depend on network structure, but also on
actions to shape the dimensions of the network. That is, the processes of negotiation and
cooperation which result in the identification and pursuit of new ambitions to resolve social issues
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must also be examined (cf Leftwich 1994). In other words: what do individuals and organisations do
to change the network configuration to their (policy preference) advantage?
This is not the place to systematically review the body of literature around policy change actions,
and we will necessarily remain brief and eclectic. Laumann & Knoke (1987) mapped the energy and
health public policy domains in the United States, and found that actors that deploy more personnel
to scan and anticipate organisational behaviour and particular policy process interventions of the
other network elements are better able to realise their ambitions – they anticipate, pre-empt, and
counter policy process change. John Kingdon (2003) famously identified ‘policy entrepreneurs’ who
engage in processes of ‘alternative specification’ to connect actors and events in the eponymous
Multiple Streams. Those individuals, who well may be functions of social and political
entrepreneurial institutions, are variously described (e.g., Skok, 1995) as ‘issue initiator’, ‘policy
broker’, ‘strategist’ or ‘caretaker’ in addition to ‘boundary worker’, and ‘issue manager’ – they
connect, disconnect and reconnect the players in the network around particular versions of the
same reality (Knight & Lyall, 2013). These different versions or ‘truths’ may attempt to resonate with
certain value systems, with social groups or constituents, with potential (images of) incentives and
sanctions, etc.
Common to this dimension of policy agency is the capacity to use language. This, again, is not a new
theoretical proposition in the evidence-policy-practice discourse. Stone (1997) dwells extensively on
the power of the word, rhetoric and symbolism in policy processes; Khayatzadeh-Mahani et al.
(2017) recently showed that words can act as ‘collaboration magnets’, and the novel behavioural
economics units springing up around the world to nudge the citizenry to adopt preferred
government action (Frain & Tame, 2017) use language – rather than monetary incentive or other
‘hard’ instrumental policy instruments - as their most prominent change tool. In fact, the particular
framing of (perceived) reality is a key technique for individuals, groups, communities and political
systems to make sense of the world (Entman, 1993). The art of mastering discourse, framing and
storytelling may well be key to successfully bridging the nexus between whatever is construed as
‘the evidence’ and the negotiated endeavour to resolve social problems (i.e. ‘policy’) as Davidson
(2017) astutely demonstrates. He quotes a tweet by Advocate Thuli Madonsela, former Public
Protector of South Africa (4 July 2017): “For people who want the truth adequate evidence is enough
but for those who don’t want the truth overwhelming evidence is inadequate” which echoes an
almost proverbial insight by famed economist John Maynard Keynes: "There is nothing a
Government hates more than to be well-informed; for it makes the process of arriving at decisions
much more complicated and difficult" (Keynes & Moggridge, 1982).
So – two things are important when moving the generation and ‘knowing’ of evidence (in whatever
form or shape – it may just be episteme ‘the facts’, but also sophia ‘wisdom’, phronesis ‘political
astuteness’, techne ‘skill’ or even parrhesia ‘speaking truth to power’ and combinations thereof, cf.
Sharpe, 2007) into the policy process:
•
•

We are dealing with complex, dynamic, interdependent and interrelated groups of
actors driving or affected by the policy process;
Among the many tools in the process of shaping policy processes the understanding of
the discourse and the mobilisation and resonance of language and symbols is key
(Pearce, Wesselink & Colebatch, 2014).

The literature in the policy studies and political science domain is rife with analyses of both – since
the year 2000 about 2200 “policy network analyses” have been recorded by Google Scholar, and
about 10,000 scholarly publications claim to have analysed “policy frames”. We believe, however,
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that it is at the interface or overlay between network mapping on the one hand and discourse/frame
analyses where we can start to make a difference for evidence-informed policy. To be clear – we do
not reinvent two wheels (policy network approaches, and frame/discourse analysis). What we
describe is how these connect.
Drawing on a symbolic interactionist perspective, we posit that cliques or clusters identifiable
through policy network analyses also share worldviews constructed in language, symbols and
frames. For instance, in the policy network that would describe public choice around particular
diagnostics in internal medicine, the clusters might comprise radiographers, gastroenterologists,
hospital administrators, laboratory personnel, and health economists. They each have their views of
what creates ‘evidence’. In the context of the discussion above of five dimensions of policy transfer,
theorists like Haas (1992) would call them an epistemic community; Laumann & Knoke (1987) would
simply frame them as a policy sub-domain. Each group have their particular training, disciplinary
grounding, professional affiliations and accreditation mechanisms, and views of what constitutes
‘truth’. The feasibility of a policy development process to yield tangible policy outcomes (a shared
programme that pursues agreed-upon goals and the mechanisms and resources to attain them, e.g.,
the implementation of echography tools for particular classes of patients) would be greatly
enhanced if significant chunks of language/symbols/frames are shared across the structure of the
network.
We speculated in the conceptualisation of the empirical work described below that it would be
possible to develop a multiplex network analysis in which the actor composition policy network
could be overlaid with a frame network analysis. These analyses stem from different perspectives on
policy process studies, but their hybridisation should be feasible.
It appears that the boundary spanners and policy entrepreneurs identified above have the capability
to see both the structure (network configuration) as well as engage with the discourse (the set of
frames pertinent to the policy network domain) of a policy development environment: if the unique
language representations of each clique would not share any commonality there would be no reason
or opportunity to meaningfully engage in any policy discourse. But in terms of the enhancement of
the policy process (and in support of those that would wish to bridge the apparent gap between
policy cliques and the evidence foundations they work from) it would be preferable to have
analytical tools that assist in interfacing the structural and agentic dimensions of this idea. In short,
we would be interested in both the boundaries as well as the spanning parameters of what only
seems to be a messy enterprise (Rütten et al., 2017).
The extant literature on boundary spanning tends to focus on complex issues of public service
provision, in the words of Williams (2011, p. 27) involving “people and organizations working
together to manage and tackle common issues, to promote better co-ordination and integration of
public services, to reduce duplication, to make the best use of scarce resources and to meet gaps in
service provision and to satisfy unmet needs.” Boundary spanners – in service provision or policy
engagement – occupy interconnected roles of reticulist, entrepreneur, interpreter/communicator
and organizer (Williams, 2002). Almost instinctively they seem to sense the boundaries that need to
be spanned, and avail of the social and communicative tools to do the actual spanning. Williams
(2011) however claims that what seem to be the personal communication capacities of the
successful boundary spanner (or policy entrepreneur) can actually be taught, developed and
nurtured.
Our applied research, based on a single health policy case study, demonstrated the feasibility of
integrating the analysis of network structure and one form of network agency (Browne et al, 2017).
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We would encourage other researchers who are interested in the interface between evidence and
policy to build on and/or refine our conceptual-methodological approach. Such studies could
hybridise network analysis with other relevant policy process theories. For example, network
structure could be overlaid with actors’ activity in the “problem”, “policy” and “politics” streams of
the Multiple Streams framework (Kingdon 2003) or with the “deep core beliefs”, “policy core
beliefs” and “secondary aspects” of advocacy coalitions’ belief systems (Sabatier 1998). A number of
technological tools are now available to assist with such analyses. We used Gephi and NVivo due to
their accessibility; however other software packages are available for analysing network structure
(e.g. UCINET, NodeXL) and mapping qualitative data (e.g. Leximancer, Atlas.ti). It is the integration of
these technologies that will be key to understanding both the structure of and behaviours in policy
networks.
An important area for future research is the role of the boundary spanners/policy
entrepreneurs/policy brokers, identified using these network approaches. Based on our analysis, we
hypothesised that the points at which frames overlap represent opportunities for boundary
spanners to shift the policy discourse and, in turn, reconfigure the network. Now that we have
demonstrated that dual analysis of the structure and agency of policy networks is feasible, the
potential for boundary spanners to bridge the policy-evidence nexus needs to be tested empirically.
Such research would be valuable for advancing policy network theory and may assist grassroots
organisations engaging in advocacy to more effectively influence the policy agenda and to integrate
evidence into policy making.
The terrain of moving ‘evidence’ into ‘policy’ is not a one-dimensional map that can be navigated
with traditional scientific insight alone, as the core of the Knowledge Translation perspective claims.
Its landscape is multidimensional and can only be fully appreciated when its ever-changing nature is
taken into account. Our efforts of overlaying the network structures and agencies of the policy
narrative topography add a potentially important compass to the toolkit of the boundary spanner
and policy entrepreneur.

What have Healthy Cities shown us?
In my 30+ years of work with Healthy Cities, and trying to support local communities and
institutional stakeholders with evidence generation and suggestions for different (and hopefully
better) policy and practice there is maybe one key thing that I have learned. John Kingdon would call
it the art of ‘alternative specification’ – tell the same story differently to different actors (and create
different actants cf ANT insights e.g., Greenhalgh & Stones, 2010) in order to shape and move the
policy landscape – indeed as Heritage & Green (2013) demonstrated as part of an elite epistemic
community. It can be extremely rewarding to put your feet in the dirt and get your hands into the
mess that is local policy-making – and Barber (2013) is right – the local matters, and is much more
interesting and operationally attractive for policy work than possibly any other level of
engagement…
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Discussion: how to support local governments?
….
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