
Mapping the existing body of health policy
implementation research in lower income
settings: what is covered and what are
the gaps?
E Erasmus,1,* M Orgill,2 H Schneider3 and L Gilson1,4

1Health Policy and Systems Division, School of Public Health and Family Medicine, University of Cape Town, Cape Town, South Africa
2Health Economics Unit, School of Public Health and Family Medicine, University of Cape, Cape Town, South Africa 3School of Public
Health, University of the Western Cape, Cape Town, South Africa 4Department for Global Health and Development, London School of
Hygiene and Tropical Medicine, London, UK

*Corresponding author. Health Policy and Systems Division, School of Public Health and Family Medicine, University of Cape Town,
Falmouth Annex, Medical Campus, University of Cape Town, Observatory 7925, Cape Town, South Africa.
E-mail: erminerasmus@gmail.com

3 Accepted 9 June 2014

This article uses 85 peer-reviewed articles published between 1994 and 2009 to

characterize and synthesize aspects of the health policy analysis literature focusing

on policy implementation in low- and middle-income countries (LMICs). It seeks

to contribute, first, to strengthening the field of LMIC health policy analysis by

highlighting gaps in the literature and generating ideas for a future research

agenda and, second, to thinking about the value and applicability of qualitative

synthesis approaches to the health policy analysis field. Overall, the article

considers the disciplinary perspectives from which LMIC health policy implemen-

tation is studied and the extent to which the focus is on systems or programme

issues. It then works with the more specific themes of the key thrusts of the

reviewed articles, the implementation outcomes studied, implementation im-

provement recommendations made and the theories used in the reviewed articles.

With respect to these more specific themes, the article includes explorations of

patterns within the themes themselves, the contributions of specific disciplinary

perspectives and differences between systems and programme articles. It

concludes, among other things, that the literature remains small, fragmented, of

limited depth and quite diverse, reflecting a wide spectrum of health system

dimensions studied and many different suggestions for improving policy imple-

mentation. However, a range of issues beyond traditional ‘hardware’ health system

concerns, such as funding and organizational structure, are understood to

influence policy implementation, including many ‘software’ issues such as the

understandings of policy actors and the need for better communication and actor

relationships. Looking to the future, there is a need, given the fragmentation in the

literature, to consolidate the existing body of work where possible and, given the

often broad nature of the work and its limited depth, to draw more explicitly on

theoretical frames and concepts to deepen work by sharpening and focusing

concerns and questions.
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KEY MESSAGES

� The main features of the existing body of work adopting a broad policy analysis perspective on health policy

implementation in low- and middle-income countries are: small, fragmented, of limited depth and quite diverse,

reflecting a wide spectrum of health system dimensions studied and many different suggestions for improving policy

implementation.

� Synthesis of the available literature assists in addressing fragmentation by drawing out key themes and highlighting

particular contributions.

� This literature highlights as key influences over implementation, various ‘software’ issues such as the understandings of

policy actors, communication practices and actor relationships.

� Strengthening work in this field will require further consolidation of available work under key themes, the use of theory

to deepen exploratory and explanatory analysis around focused questions and work that addresses a broader set of

theory-informed research questions.

Introduction
International health policy analysts are increasingly concerned

with policy implementation problems and the prospects for

more effective implementation to achieve intended outcomes.

However, this concern is often primarily about how better to

operationalize existing, discrete health interventions or pro-

grammatic policies. Such an approach risks overemphasizing

the notion of health systems as vehicles for delivering techno-

logical solutions, and underemphasizing the understanding that

health systems are grounded in political and social contexts and

therefore inextricably linked to power structures, interests and

interdependencies (Sheikh et al. 2011). In contrast, from a

health policy analysis perspective, theoretical and empirical

analysis of public policy implementation incorporates an expli-

citly contextual understanding of health systems, considers how

the implementation process can affect the outcomes of any

intervention, and is concerned with the influence of actors,

power and contestation over implementation. As Hill and Hupe

(2009) note in their seminal book, such implementation

research is increasingly seen as an element of the broader

terrain of governance research. It could offer important insights

for international health policy and, more specifically, for those

managing the implementation of interventions and broader

national-level processes of health system development.

This article, therefore, presents a mapping of the substantive

concerns of the literature adopting a broad policy analysis

perspective on health policy implementation in low- and

middle-income countries (LMICs). It aims both to contribute

to international debates by synthesizing the main areas of

present work in this field, and to generate ideas for a future

research agenda by highlighting gaps and limitations in the

literature. The mapping extends and updates Gilson and

Raphaely’s (2008) review of the full range of LMIC health

policy analysis literature by considering in more detail

approaches to, and understanding of, health policy implemen-

tation processes. As this literature is multi-disciplinary, the

mapping deliberately considers the contributions of different

disciplines, exploring their different and combined value for

understanding implementation. Recognizing a key distinction

in health system understandings (Travis et al. 2004), the article

also explores differences between articles addressing system-

level issues and interventions (such as health care financing,

decentralization and donor co-ordination) and articles focused

more on health programmes and interventions (such as

reproductive health, tuberculosis (TB) and HIV/AIDS).

Finally, the article contributes to a broader project considering

the value of qualitative synthesis approaches to the health

policy analysis field and seeking to apply different synthesis

approaches. For this mapping, we draw, if quite loosely, on the

approach of meta-study (Zhao 1991; Dixon-Woods et al. 2005).

In line with meta-data synthesis, we attempt to synthesize

some of the substantive information, findings and recommen-

dations in the reviewed articles, using a thematic technique. As

in meta-theory synthesis, the mapping also explores the

theoretical frameworks influencing the reported research and

how these frameworks have been used by researchers. We do

not, however, draw on a meta-method synthesis in this article,

nor do we attempt to bring together data, theory and methods

to develop mid-range theory out of the reviewed literature, as

might be done in a more comprehensive meta-study.

Nonetheless, the broad use of meta-study elements is appro-

priate to our concerns of generating ideas about the future

development of the implementation literature, and, through the

wider project, the value of synthesis work in advancing the field

of health policy analysis. As Zhao (1991, p. 379) argues: ‘Meta-

study . . . is discipline-oriented: different realms of a discipline

are examined not for conducting a particular project but for

understanding and advancing the discipline’.

The article begins by describing the mapping methods and

offering a brief characterization of the literature, followed by

more detailed exploration of: (1) the main intents or key

thrusts of the reviewed articles, (2) the implementation

outcomes identified within them (3) and the suggestions for

improved policy implementation made within them—all of

which provide an overview of the substantive concerns of this

body of work and (4) the use of theory, recognized to be

important in conducting rigorous analysis in this field (Walt

et al. 2008). The article concludes with thoughts about the

nature of the LMIC health policy analysis implementation

literature and suggestions for its strengthening.
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Mapping the literature
This mapping relied on two complementary literature searches

to identify articles for review (Figure 1). First, we identified 97

potentially relevant articles from the systematic search under-

taken by Gilson and Raphaely (2008) for the years 1994–2007.

Second, the present research team used the same search terms

and databases to update the Gilson and Raphaely search for the

period July 2007–April 2009. A further 70 possibly relevant

articles were identified from this latter period; generating a

total of 167 articles thought to be relevant.

Articles were potentially eligible for inclusion if they were

published in English and focused broadly on understanding or

explaining, with empirical evidence, how and why health policies

are implemented in particular ways in LMICs. Such articles would

cover not only the content of a policy, but also the actors,

processes and/or contexts that influence the experience (Gilson

and Raphaely 2008) as well as focus on the experience of

putting policy into practice within the health system, as distinct

from articles primarily concerned with agenda setting or the

processes (including policy formulation) between agenda

setting and policy implementation.

The full text of 167 potentially relevant articles was then

reviewed by four reviewers, simultaneously considering rele-

vance in terms of the inclusion criteria and quality, based on

the method of Wallace et al. (2006). Initially, all the reviewers

examined the same sub-sample of articles and discussed their

judgements to iron-out problems with the approach and to

calibrate their judgements. Each reviewer was then allocated

approximately a quarter of the articles for individual review,

and cross-checked difficult judgements about relevance and/or

quality with a second reviewer to reach joint decisions on

inclusion or exclusion. Finally, 86 articles were selected for the

mapping and then grouped by disciplinary perspective to allow

consideration of the influence of such perspectives on the issues

examined and on how they are examined.

Identifying disciplinary perspectives was not straightforward

as relevant journals rarely have a particular disciplinary base

and authors often do not identify their disciplinary starting

points. Judgments about each article’s disciplinary perspective

were, therefore, made using various strategies, including author

references, using the reviewers’ personal knowledge about

authors and assessing article content, e.g. the concepts and

frameworks used. The articles were categorized as: policy

analysis and political science (24), no clear disciplinary

perspective (19), anthropology and sociology (18), general

health systems (17), management (7) and history (1 article).

The category of no clear disciplinary perspective indicates the

challenges faced in this task. The single history article was

excluded from further analysis as it alone could not contribute

much to the overall consideration of the role of different

disciplines.

The more detailed syntheses presented here draw on the

following information extracted using a standard template from

Search terms: health AND policy; health AND policy AND implementation; health AND ‘policy analysis’; health AND 
politics; health AND policy AND agenda setting; health AND policy AND power; health AND policy AND interests; 
health AND policy AND discourse; health advocacy; health AND construct* AND Africa OR Asia OR Latin America 
OR Caribbean OR Pacific OR Middle East OR East Europe OR developing countries OR transitional countries NOT US 
OR America OR UK OR Australia OR Canada etc. 

Databases: Pubmed and the International Bibliography of the Social Sciences 

Search 1: 1994-July 2007

• Two-stage review of several thousand abstracts, 
providing initial set of full papers 

• Using topic and country search terms, 164 papers 
were included in full review 

• Full review papers: published in English, focused on 
any aspect of policy change within or across country 
settings, judged to be of largely acceptable 
methodology and identified as being primarily 
empirical or with clear empirical basis 

• Current authors identified 97 of these papers as 
possibly relevant to this implementation mapping 

Gilson and Raphaely (2008) 

Search 2: July 2007-April 2009 

• Review of 3065 abstracts 
• Initial selection of possibly relevant papers: 

published in English, focused on implementation 
experience within or across countries, and identified 
as being primarily empirical or with a clear 
empirical basis 

• 70 papers identified as possibly relevant to this 
implementation mapping 

167 possibly relevant papers 

4 reviewers: review of relevance and quality 
for inclusion / exclusion

86 papers included 

Figure 1 Literature search and article selection processes.
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each of 85 articles, and then summarized in brief for further

analysis:

� The article’s main thrust, intent or question;

� The outcomes of policy implementation processes considered

in the article;

� Conclusions, recommendations or suggestions around ac-

tions that could improve policy implementation; and

� Whether theory was used in the article, which theory was

used and for what purpose (to guide data analysis, to frame

the discussion, to derive conclusions/a combination of

purposes).

For each item, relevant data was extracted from any part of

the article and, for some items, complemented by reviewer

summaries or judgements to assist synthesis (e.g. summaries of

main thrusts, intents or objectives, especially when not stated

very clearly, or judgements on the purpose of theory used in the

article).

Overview of the literature
All 86 included articles were initially analysed by publication

year and disciplinary perspective, and, separately, by year and

according to whether they focused predominantly on health

systems or health programme issues.

Table 1 demonstrates the breadth of disciplinary perspectives

within the articles mapped. Notably, only around 28% (24) of

the articles were categorized as policy analysis and political

science, although this perspective is particularly relevant to

policy implementation as understood here. The small sizes of

the management and history groups also belie their potential

value in understanding health policy change and health system

development (Fulop et al. 2001). The relatively large size of the

general health systems group might result from the question-

focused, rather than discipline-bound, nature of this area of

work (Sheikh et al. 2011), allowing a breadth of topics to be

addressed within it. These range from an exploration of factors

affecting the professional development of dieticians who are

completing compulsory community service in South Africa

(Paterson et al. 2007), to community participation in Colombia

(Mosquera et al. 2001) and the context and processes of aid

co-ordination in Cambodia (Lanjouw et al. 1999). The category

of no clear disciplinary perspective also reflects the broader lack

of theoretical specification or grounding within this set of

articles. They include an investigation of progress in health

policy development and implementation in Croatia (Šogorić

et al. 2009), exploration of the experiences of nurse educators in

the rationalization of nursing education (Makhuvha et al.

2007), a study of the factors limiting the implementation of

smoking policies in hospitals (Wang et al. 2008) and a

description of the process of scaling up a reform from pilot

studies (Kaufman et al. 2006).

Table 2, meanwhile, indicates a fairly balanced focus in the

articles between systems (47 articles) and programme (39

articles) concerns. The specific topics organized under the

heading of health systems included health financing, donor

co-ordination, decentralization, community participation and

human resources, whereas focal areas such as HIV/AIDS, TB,

malaria, reproductive health and tobacco control were incorpo-

rated into health programmes.

The specific focal areas of decentralization, reproductive

health and HIV/AIDS have so far been the most enduring

concerns in the literature—in that articles on these areas are

present in, respectively, 9, 9 and 7 out of the 16 years covered

in this mapping. The disciplinary categories of no clear

disciplinary perspective (11), anthropology and sociology (9)

and general health systems (9) encompassed the most focal

areas. One of the clearest concentrations of focal areas is in the

discipline of policy analysis and political science where only two

topics (reproductive health, 7 articles; health financing, 6

articles) account for 54% of the articles reviewed. This concen-

tration can, to some extent, be explained with reference to

specific authors and a common organizational base, the London

School of Hygiene and Tropical Medicine. With regard to

reproductive health, e.g. the combination of Lush, Walt, Cleland

and Mayhew were together or separately authors on four of the

seven articles. With respect to health financing, Gilson (as first

or second author) appears on three out of the six articles.

Finally, Tables 1–2 show that the health policy implementa-

tion literature for LMICs (1994–2009) reviewed here was

characterized by peaks and troughs of growth and productivity.

The years 2006–2008 accounted for 30 (35%) of the articles

included in this mapping; 1999–2001 accounted for 26 (30%);

and 2003–2004 for 15 (17%). In contrast, the remaining 8 years

accounted for only 15 (17%) of the articles included in this

mapping. Although not easy to explain fully, the publication of

several articles together in special journal issues is one factor

contributing to these patterns. For example, in 2003, three of

the six articles included in this mapping were published in the

same edition of Reproductive Health Matters (integration of

services) and in 2004, three of the nine articles appeared in a

supplement of Tobacco Control focusing on the Asian tobacco

industry. The publication patterns also seem to be influenced by

Table 1 LMIC health policy implementation literature (1994–2009) reviewed here, by discipline

Discipline 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 Total

Policy analysis and political science 1 2 1 3 2 1 3 3 1 4 3 24

No clear disciplinary perspective 1 2 2 1 1 4 1 2 4 1 19

Anthropology and sociology 1 1 1 4 3 1 1 2 2 2 18

General health systems 4 2 2 1 2 4 2 17

Management 1 1 1 1 1 1 1 7

History 1 1

Total 2 0 2 2 3 8 10 8 3 6 9 1 7 12 11 2 86
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the productivity of individual authors or collaborations. In

2000, e.g. Seidel was the first author on 2 out of the 10 articles

and Mayhew on another two, thereby together contributing

40% of the articles published in that year.

Overall, however, and perhaps reflecting the underdeveloped

nature of the broader terrain of health policy and systems

research in LMICs (Gilson and Raphaely 2008; Sheikh et al.

2011), this initial characterization indicates that health policy

implementation research remains a small field, quite frag-

mented in its focus and drawing surprisingly little on some of

the most relevant disciplinary perspectives. It was, therefore,

not easy to discern many patterns in the way in which

disciplinary perspectives addressed issues or in comparing the

issues addressed in systems and programme papers. Relevant

insights are highlighted below.

The substantive concerns of the
literature
Main thrust, intent or question

One briefly summarized main intent, thrust or question was

distilled for each of the 85 articles analysed and then grouped

inductively to support description of this field of work. The

grouping was led by one of the authors, and adapted in

response to questions and comments from the other authors.

Where possible, judgements were based on the questions or

objectives explicitly stated in the articles, but interpretive

judgements were sometimes needed due to some articles’

breadth of focus or lack of clarity—and the act of summarizing

inevitably involves such a judgement.

Table 3 lists these categories of main thrusts, intents or

questions, including examples selected to illustrate the cate-

gories and to include examples from a variety of authors and

settings.

The categories of broad descriptive account of the policy

process, explaining implementation failure or the non-imple-

mentation of policy, and factors that enabled and/or con-

strained policy implementation represent three of the four

largest groupings and suggest these articles take a fairly broad,

perhaps descriptive, approach. In contrast, those articles which

clearly intended to explore and test theory and assumptions, as

is important when conducting analytic work (Walt et al. 2008),

was one of the smaller groupings. This might be related to

authors’ varied disciplinary backgrounds and the importance

the field as a whole attaches to informing practice. The range of

Table 3. Categories of main thrusts, intents or questions

Category of main thrust,
intent or question

No. Examples

Broad descriptive account of policy
process (framed broadly as
understanding, examining, re-
viewing, exploring, summarising,
describing, etc.)

22 Hoodfar and Assadpour 2000: Account of Iranian population policy phases, examining what led
leaders to change their views about fertility control and participate in creating a workable family
planning programme

Tolhurst et al. 2004: Exploring factors affecting the implementation and impact of China’s Maternal
and Infant Health Care Law

Relationship between context and
policy implementation

19

Influence of political and social
context

9 Hill 2000: Shows the limits of structured strategic planning processes in complex and highly
uncertain situations, with little reliable information and fast-changing environments

Atkinson et al. 2000: Explores Brazilian district health systems cases to identify aspects of local social
organization and political culture that influence reform implementation and quality of care

Role of discursive context 4 Seidel 2000: Explores, among other things, how reducing mother-to-child transmission (MTCT) in
South Africa is being debated using the language of rights, the shaping influence of competing
representations of ‘woman’ and ‘motherhood’ on MTCT responses, and the messages pregnant
women are receiving about transmission through breastfeeding

Richey 1999: Explores the discourse surrounding the Tanzanian National Population Policy.
Ambiguity in this discourse may be strategic because it enables the government to ally itself with
certain stakeholders, without alienating others

Role of micro-contexts 3 Evans and Lambert 2008: Argues, based on the experience of an Indian sex worker initiative, that
ethnographic research can illuminate the dynamics of context, practice, agency and power that are
specific to a project and shape intervention implementation in ways that may be ‘hidden’ in
conventional project reporting techniques. Presents detailed excerpts of ‘private contexts of
practice’

(continued)

Table 2. LMIC health policy implementation literature (1994–2009) reviewed here, by focus

Main issue focus: 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 Total

Health systems 2 1 2 2 5 3 6 2 4 3 1 3 6 6 1 47

Health programmes 1 1 3 7 2 1 2 6 4 6 5 1 39

Total 2 0 2 2 3 8 10 8 3 6 9 1 7 12 11 2 86
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sub-topics within the second largest category, the relationship

between context and policy implementation, may suggest a

richer consideration of contextual issues within this set of

articles. The few articles considering policy actors’ roles in

implementation is perhaps surprising given the acknowledged

role of actors in policy change (Walt and Gilson 1994). There

were no clearly significant and interesting differences in the

distribution of systems and programme articles across

categories.

Implementation outcomes

The reviewers also considered the outcomes of implementation

reflected in the articles, focusing on how authors anchored

their descriptions of policy implementation processes and their

yardsticks for judging policy implementation progress and

success or failure. As summarized in Table 4, 147 outcomes

were identified from the 85 articles. Table 4 shows both the

themes into which the outcomes were grouped and selected

examples illustrating each theme.

Table 3. Continued

Category of main thrust,
intent or question

No. Examples

Seidel et al. 2000: Reports a support group of HIV-positive mothers’ experiences and decisions around
breastfeeding. The focus of information-giving and decision-making as to breast or formula feed is
concerned with the impact on individual HIV-positive women and their babies

Role of policy in changing the
context

3 Penn-Kekana et al. 2004: Examines factors shaping midwives’ practice in South African district
hospitals during the implementation of a reform to improve financial management. The financial
management reform had the unintended consequence of causing the quality of maternal health
services to deteriorate

Crook and Ayee 2006: Examines officials in an environmental health department, where privatization
and contracting-out of sanitary services have imposed new ways of working on these officials

Factors that enabled and/or con-
strained policy implementation

9 Harrison et al. 2000: Explores primary care nurses and community members’ attitudes and beliefs
about abortion and the South African Termination of Pregnancy Act to better understand barriers
to implementation

Tendler and Freedheim 1994: Draws lessons from innovative programmes carried out by a Brazilian
state government and identifies factors central to high performance

Implementation failure / the non-
implementation of policy

8 Kamuzora 1996: Seeks to explain limited success with primary health care (PHC) implementation in
Tanzania

Jeppsson et al. 2003: Analyses the restructuring of a Ministry of Health, describes the principles
informing this restructuring, and assesses whether the expected outcome was achieved

Exploring theory or assumptions
(as influence on policy
implementation)

7 Cliff et al. 2004: It is often assumed that international health policies are imposed on developing
countries. Drawing on analytical frameworks developed to study policy transfer, this article
explores to what extent two globally promoted infectious disease policies were voluntarily or
coercively transferred in Mozambique

Atkinson 1997: Refers to certain concepts—veto points within an interaction, feedback model of the
policy process and a three-dimensional view of power—and demonstrates their relevance to case
studies of health reform in low-income countries

Uptake or scaling up of policy 6 Atun et al. 2007: Examines the introduction and diffusion of family-medicine-centred primary health
care reforms in Bosnia and Herzegovina

Kaufman et al. 2006: Covers a reform of China’s approach to implementing its family planning
programme and reviews how a small, innovative pilot project was scaled up into a national reform

Roles and perspectives of health
workers in policy implementation

4 Stein et al. 2007: Studies the views of health-care professionals, especially nurses, on the anti-
retroviral therapy roll-out in a South African province

Walker and Gilson 2004: Reports the experiences, perceptions and perspectives of nurses in primary
care health clinics around the implementation of policies introduced in South Africa. It paid
particular attention to the personal and professional consequences of policy change, factors
influencing nurses’ responses to policy change, and nurses’ perceptions of barriers to effective
policy implementation

Powers and roles of actors or
stakeholders in the implementa-
tion process

4 Alonso and Brugha 2006: Describes the process and analyses the roles of the different stakeholders in
the establishment of a government-led district health system in East Timor

Kajula et al. 2004: Assesses the dynamics flowing from the rapid change in Ugandan user-fee reforms
and the effects on service delivery for malaria control. The feasibility of user-fees in Uganda was
undermined by the absence of strong central government leadership and strategies to manage the
politics of the reforms

Impact of research or evidence on
policy implementation

2 Haaga and Maru 1996: Assesses how and under what circumstances research-based advice and pilot
project results contribute to changes in large-scale public programmes

Amin et al. 2007: Reviews the evidence used to change a recommendation for the treatment of
malaria in Kenya and the challenges facing the Kenyan government before and during policy
implementation
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Unsurprisingly, Table 4 reflects a strong overall focus on impacts

on, or of, the health system. It also incorporates a wide range of

outcomes, the complexity and multi-dimensionality of which

highlight that health systems are social systems through which a

variety of objectives are pursued. Not only do these outcomes

include traditional health system evaluation concerns such as

impact on diseases and access to care, but they also extend to

other health system processes such as furthering principles of

accountability and good governance. The range of outcomes

furthermore includes tangibles such as the availability of equip-

ment and drugs, but also intangibles, including the perceptions of

implementers and health service users that are intertwined with

and that result from policy implementation processes. The

category of match between reality and paper/intentions perhaps

arises directly from the literature’s concern with policy. As policy

is, in a certain sense, an expression of objectives and intentions, it

invites comparisons of actual implementation practices and

outcomes against stated goals and intentions.

Comparisons across systems and programme articles illustrate

some differences, perhaps reflecting a distinction between a

primary concern for service delivery within specific programme

areas compared to a focus on the horizontal processes and

concerns of relevance across programmes and services such as

planning and management issues (called here, whole system

functioning). Programme-focused articles dominated the cate-

gories of access/utilization (20/32, 63%), perceptions of imple-

menters and users (11/18, 61%), impact on how services are

delivered (8/12, 67%) and health indicators (5/7, 71%). In

contrast, systems articles’ dominated in the categories of

co-ordination and collaboration (14/20, 70%), degree of ac-

countability, responsiveness and access to rights (10/11, 91%)

and extent of diffusion or adoption (5/6, 83%).

Table 4. Categories of implementation outcomes

Implementation outcome categories No. Examples

Health system processes 44

Degree of co-ordination and collabor-
ation among, for example, sectors,
health professionals, donors and country
governments

20 Lanjouw et al. 1999: Co-ordinated analysis of problems and resource allocation to them—
effective co-ordination

Lake and Musumali 1999: Effectiveness of co-ordination

Degree of accountability, responsiveness
and access to rights

11 David and Zakus 1998: Community co-optation

Foley 2001: Lack of accountability and responsiveness and lack of responsiveness to women’s
needs

Extent of diffusion/adoption 6 Gladwin et al. 2002: Information system adoption

Atun et al. 2007: PHC uptake

Degree of decentralization 3 Birn 1999: In relation to various functions, where and how much decentralization has really
taken place

Araújo 1997: Extent to which devolution has been achieved in terms, for example, of the
power of local authorities

Miscellaneous health system processes 2 Rahman 2007: Inadequate monitoring of private facilities

Foley 2001: Conflict over resources

Miscellaneous management processes 2 Gomez 2008: Functioning of municipalities—municipal entrepreneurship

Access 35

Access/utilization 32 Foley 2007: Uptake of contraception

Paterson et al. 2007: Underutilization of services

Access/financial protection 3 Kamuzora and Gilson 2007: Enrolment in a community health fund

Plaza et al. 2001: Enrolment/coverage overall and for the poor

Match between reality and paper/
intentions

19 Harper 2006: Unintended consequences and contradictions in practice

Wang et al. 2008: Ignored the policy over the long term

Perceptions of implementers and health
service users

18 Seidel et al. 2000: Patients feeling devalued or humiliated due to health worker treatment

Penn-Kekana et al. 2004: Misunderstanding of objectives

Impact on the way services are delivered 12 Tolhurst et al. 2004: Improvements in service provision, e.g. quality improvements

Lee et al. 1998: Family planning programme strength

Health system inputs 12

Hardware (drugs, equipment, infrastruc-
ture, etc.) availability

6 Cliff et al. 2004: Shortage of drugs

Tolhurst et al. 2004: Improvements in service provision, e.g. increased equipment

Human resource availability, motivation
and development

6 Paterson et al. 2007: Dieticians’ level of professional development

Crook and Ayee 2006: Various reforms’ impact on staff motivation

Health indicators 7 Tendler and Freedheim 1994: Reduction in infant deaths

Atun and Olynik 2008: Rates of TB and HIV infection and mortality
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Implementation management
This review also explored the substance of the LMIC health

policy analysis implementation literature by examining the

articles’ ideas on how to improve implementation; extracting

214 conclusions, recommendations or suggestions on this from

the articles. We then sought to identify the underlying causal

change mechanism implied by each extracted conclusion or

recommendation and inductively developed categories orga-

nized around these mechanisms. In other words, we developed

an interpretive analysis of the articles’ underlying ideas about

how to improve implementation.

Table 5 Categories of implementation improvement strategies

Improvement strategies /
change mechanisms

No. Examples

Information, communication,
understanding

94

Change needed in current
understandings

43 Aitken 1994: Change cannot be brought about if implicit values are ignored

Kaler and Watkins 2001: Better understanding of the opportunities, constraints and concerns that
agents face can lead to better relations between those who design and oversee programmes and
those who implement them

Better communication and
information

20 McIntyre and Klugman 2003: Improve communication with health managers and workers

Plaza et al. 2001: Clear, complete regulations disseminated and explained in advance

Training/skills development 13 Schneider et al. 2008: Training professionals to better engage with and support community health
workers (CHWs)

Hurtig et al. 2002: Time for educational material to be developed and workshops to be conducted

Campaigning/advocacy 6 Usdin et al. 2000: Need for continuing advocacy

Mayhew 2000: Community-based awareness-raising

General references to understandings 4 Penn-Kekana et al. 2004: Managing meaning in implementation.

Paterson et al. 2007: System works better where there is an understanding of what a dietician
does

Learning methods 4 Khresheh and Barclay 2008: Role of action research and pilots

Ridde 2008: Related action research

Building on current understandings 3 Atun et al. 2007: Build on positive perceptions of benefit

Gladwin et al. 2002: HMIS developers should draw on existing experience and research

Transparency 1 Crook and Ayee 2006: Making contracts more transparent

Actor engagement and relationships 50

Changing relative actor status and
position

32 Hiscock 1995: Strengthening of key actors

Kabakian-Khasholian et al. 2007: Involving the diversity of players and considering their position
and power

Implementer consultation and
engagement

12 Mogensen and Ngulube 2001: Pay attention to health workers’ fears and problems

Wang et al. 2008: Design policies in consultation with employees

Reciprocal community-implementer
relations

6 Harrison et al. 2000: Community consent prior to implementation

Palmer et al. 1999: Involve beneficiaries in planning

Hardware intervention, e.g. more
funding, organizational restructuring,
create permanent post, etc.

29 Atun and Olynik 2008: Need for national TB unit

Kamuzora 1996: Remove PHC committees that duplicate other committees

Implementation flexibility and
adaptability

13 Schneider et al. 2008: Maintaining an appropriate balance between regulation of the CHWs
infrastructure and provincial and local flexibility

Philbin et al. 2008: Recognition of socio-cultural factors specific to the city

Better supervision/support 12 Stein et al. 2007: More provincial and managerial support

Gilson et al. 2001: Strengthening management

Better co-ordination 7 Atun and Olynik 2008: Need for multi-sectoral response to TB

Schneider and Stein 2001: Government should be able to harness energies available outside the
government programme

Stronger/different forms of leadership 6 Kajula et al. 2004: Political management necessary

Pavignani and Durão 1999: Ministry of Health (MOH) leadership

Additional policy 3 Duckett 2001: Effective legislation

Usdin et al. 2000: Need amendment to the law
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Table 5 lists these categories and examples of the material on

implementation improvement underpinning the categories.

Looking across these categories, it is clear that implementa-

tion improvement ideas focused on additional policies, training/

skills development or hardware interventions such as the

restructuring of programmes, the introduction of new struc-

tures or the provision of more funding, are relatively unim-

portant. Instead, the dominant focus is on the process and

practice of implementation, including how issues are commu-

nicated and understood by policy actors, how policy actors and

relationships are managed, and how policy changes are led,

supervised and co-ordinated. Finally, various authors high-

lighted the need to allow for flexibility and adaptability in the

implementation process. Although policy actors are not a

central focus of the articles’ main intents/thrusts (Table 3),

they are a clearly important focus of ideas about how to

improve the process of policy implementation.

The distinctions between programme and systems articles

that seem most clear again seem to reflect the service delivery/

whole system functioning distinction. Recommendations

about better supervision and support (8/12, 67%) and better

co-ordination (7/8, 88%) were dominated by programme

articles. Those about better communication and information

(13/20, 65%), implementation flexibility and adaptability (9/13,

69%), consultation with implementers (9/12, 75%) and hard-

ware (17/29, 59%) came predominantly from system articles.

What do different disciplines
contribute?
In considering different disciplines’ contributions to the litera-

ture, this section seeks to explore two main questions: Do

different disciplinary groupings offer different perspectives on

health policy implementation? And what is the contribution of

policy analysis and political science, as the discipline of

particular focus in this article?

It begins by reflecting on disciplinary groupings’ use of theory

and then analyses their contributions to the substantive themes

analysed above: main intents/thrust/question, policy implemen-

tation outcomes and strategies for policy implementation

improvement.

The use of theory

We sought to judge whether and what theory or concepts were

used in these articles, as well as how they were used. This

entailed identifying theories, parts of theories or theoretical

concepts and then assessing whether these were used to

organize or flesh out material in the article. We did not judge

whether a theory was used in full or whether it was explicitly

tested or not. However, as argued earlier, our reading of the

articles suggests that the latter happens very rarely.

Overall, the analysis suggests significant under-theorization in

this literature: 39% (33) of the articles were described as not

using theories or theoretical concepts to guide data analysis,

frame discussions or derive conclusions. The reviewers were in

two minds about whether theory or theoretical concepts were,

in any of the senses outlined above, being used in a further 5

(6%) of the articles. The categories of no clear disciplinary

perspective and general health systems were particularly weak

on this measure, with 68% (13) and 71% (12) of articles in

these respective categories classified as not using theory or

concepts, compared to around 20% of articles in the categories

of policy analysis and political science, and anthropology and

sociology. Fewer systems (16/47, 34%) than programme (17/39,

44%) papers were judged as not using theory or concepts.

Overall, just under a quarter (20/85, 24%) of the articles were

judged to have used theories or theoretical concepts in all three

ways: guiding data analysis, framing discussion and deriving

conclusions. Unsurprisingly, the categories of no clear discip-

linary perspective and general health systems made the smallest

contribution to this subset, with 16% (3/19) and 12% (2/17),

respectively. More system (14/47, 30%) than programme articles

(6/39, 15%) drew on theory in these ways.

Table 6, which presents examples organized by disciplinary

perspective, shows considerable diversity in the theories and

theoretical concepts applied. It distinguishes between theory

that addresses implementation processes and process issues

(much of it developed out of or closely linked to the study of

public policy processes and political phenomena), theory

addressing organizational issues, theory addressing social con-

cepts or issues and miscellaneous theories or concepts. These

distinctions were made based on our knowledge and interpret-

ation of academic literature and, in some cases, brief consid-

eration of the titles of the publications to which the concepts

trace back and the backgrounds of the authors linked to

theories or theoretical concepts. The table does not produce an

exact count of the number of times an individual theory or

theoretical concept was used.

It is not surprising that policy analysis and political science

articles drew most on theories and concepts addressing policy

implementation processes and process issues. However, these

were also used in other disciplines, e.g. anthropology and

sociology (street-level bureaucracy) and general health systems

(policy analysis triangle). Similarly, theory related to social

concepts and issues seems most closely associated with

anthropology and sociology, while organizational theory seems

most closely linked to the management discipline.

Finally, the miscellaneous category houses varied theories and

concepts, including fuzzy-set social science, a methodological

construct rather than something applicable to the substance of

policy implementation, and the notion of hope, a concept that

is available in the general vocabulary, but without strong

theoretical or academic content.

Main intent/thrust/question

Table 7 shows an analysis of main intents/thrusts/questions,

by discipline.

The small sizes of some of the categories clearly limit the

possible conclusions. Nevertheless, focusing on the columns,

the disciplines of anthropology and sociology clearly seem to

emphasize the exploration of context, with 12 (67%) of its 18

contributions located under this theme. In contrast, large

proportions of the policy analysis and political science (8/24,

33%), no clear discipline (6/19, 32%) and general health

systems (5/17, 29%) groups are concentrated in the category

of broad descriptive account of the policy process. This suggests

a fairly general approach to studying health policy
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Table 6 Examples of theories and concepts, by discipline

Disciplinary perspective Theory addressing imple-
mentation processes and
process issues

Theory addressing
organizational issues

Theory addressing social con-
cepts or issues

Miscellaneous
theory or concepts

Policy analysis and political
science

Broad implementation
theory

Top-down, bottom-up
implementation
Street-level bureaucracy
Incremental change
Requirements for successful
implementation
Teamwork, leadership

Organizational culture Epistemic communities—rights-
based frameworks

Edutainment

Institutional capacity

Actor mapping

Political mapping
Stakeholder mapping

Policy and process

Policy risk analysis
Policy characteristics analy-
sis-type concepts

Generic approach

Policy analysis triangle
State-society approach

Earlier stages of policy cycle

Agenda setting
Loops of policy transfer
Punctuated equilibrium

Power

Power
Veto points

Broad concepts

Policy activists
Advocacy
Policy elites
Policy coalitions
Political commitment
Political will
Policy networks
Public value
Public leadership
Political mediation
Policy dynamism

Other

Reference to Barret and
Fudge (importance of pro-
cess in implementation)
Broad reference to Grindle
and Thomas (process of
implementing likely to be
fraught with difficulty and
risk).

(continued)
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implementation. However, looking across the rows shows that

the discipline of policy analysis and political science makes

majority contributions to the (small) categories of exploration

of theory (5/7, 71%) and the powers and roles of actors (3/4,

75%). The latter, combined with a contribution of 2/4 (50%) to

the category of the roles and perspectives of health workers,

perhaps hints at the policy analysis concern with the role of

actors in the policy process.

Implementation outcomes

Table 8 presents a disciplinary analysis of the implementation

outcome categories.

Looking down the columns suggests each discipline group

identifies a range of outcomes. The management articles’

clearest emphases are on co-ordination and collaboration

(3/13, 23%) and accountability and responsiveness (3/13,

23%). Anthropology and sociology incorporates focal concerns

Table 6 Continued

Disciplinary perspective Theory addressing imple-
mentation processes and
process issues

Theory addressing
organizational issues

Theory addressing social con-
cepts or issues

Miscellaneous
theory or concepts

Anthropology and sociology Broad implementation
theory

Street-level bureaucracy
Models of political behaviour

Deliberative democracy
Clientelism

Implicit organizational
theories
Private contexts of
practice

Discourse

Anthropological notions of commu-
nity and gifts

Context, practice, agency, power

Master metaphor of participation

Negative and positive theories of
freedom

Culturally shaped decision making
points

Mind/body dualism

Rights talk

Gender

Social constructionism

General health systems Generic approach

Policy analysis triangle

Hope

Model of professional
development

Model for evaluation
research

Technical and alloca-
tive efficiency

Management Broad implementation
theory

Actor steering and control in
implementation

Models of political behaviour

Rational choice and rent-
seeking

Other

Research to policy process

Planning fallacies Carrying contexts of interaction

Innovation theory

Resource dependency
theory

Organization theory

Contingency theory of
power

Organization as dynamic
equilibrium

Industrial performance
and workplace trans-
formation framework

No clear disciplinary
perspective

Scaling up and diffusion
of innovations

Patient and sick roles Fuzzy-set social
science

Local public health
practice perfor-
mance matrix

Decentralization

Precede-proceed
model
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related to access/utilization (8/25, 32%), perceptions of imple-

menters and users (6/25, 24%) and the match between

intentions and reality (5/25, 20%). Similarly, general health

systems articles reflect a focus on access/utilization (12/54,

22%) and implementers and users’ perceptions (9/54, 17%), but

also, co-ordination and collaboration (9/54, 17%). The no clear

discipline grouping is spread across a wide range of categories,

with the clearest emphases on access/utilization (4/22, 18%)

and the match of intention and reality (4/22, 18%). The policy

analysis and political science group’s clearest concentrations are

in access/utilization (8/33, 24%) and co-ordination and collab-

oration (6/33, 18%).

Table 8 Implementation outcomes, by discipline

Management Anthropology
and sociology

General health
systems

No clear
discipline

Policy analysis and
political science

Health system processes

Degree of co-ordination and collaboration 3 1 9 1 6 20

Degree of accountability, responsiveness
and access to rights

3 2 3 2 1 11

Extent of diffusion/adoption 2 1 1 2 0 6

Degree of decentralization 0 0 0 3 0 3

Miscellaneous health system processes 0 1 0 0 1 2

Miscellaneous management processes 0 0 0 0 2 2

Access

Access/utilization 0 8 12 4 8 32

Access/financial protection 0 0 1 1 1 3

Perceptions of implementers and health
service users

0 6 9 2 1 18

Match between reality and paper/
intentions

2 5 4 4 4 19

Impact on the way services are delivered 1 0 6 2 3 12

Health system inputs

Hardware 0 0 3 0 3 6

Human resources (HR) availability,
motivation and development

1 0 3 0 2 6

Health indicators 1 1 3 1 1 7

13 25 54 22 33 147

Table 7 Main intents/thrusts/questions, by discipline

Management Anthropology
and sociology

General health
systems

No clear
discipline

Policy analysis and
political science

Broad descriptive account of policy process 1 2 5 6 8 22

Relationship between context and policy
implementation

1 12 1 3 2 19

Factors that enabled and/or constrained
policy implementation

1 1 2 3 2 9

Implementation failure or the non-imple-
mentation of policy

2 1 1 2 2 8

Exploring theory or assumptions 0 1 0 1 5 7

Uptake or scaling up of policy 1 1 2 2 0 6

Roles and perspectives of health workers in
policy implementation

0 0 2 0 2 4

Evaluations of policy implementation 0 0 3 1 0 4

Powers and roles of actors or stakeholders
in the implementation process

0 0 1 0 3 4

Impact of research or evidence on policy
implementation

1 0 0 1 0 2

7 18 17 19 24 85
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The data in the rows, meanwhile, emphasize the dominant

contribution of general health systems articles to all outcome

groups. It provides 54/147 (37%) of all outcome ideas and the

majority of contributions in six outcome groups (degree of

co-ordination and collaboration, access and utilization, percep-

tions of implementers and users, impact on the way services are

delivered, HR availability, motivation and development and

health indicators). Two other majority contributions are: an-

thropology and sociology’s contribution to the category match

between reality and paper/intentions and no clear discipline,

to degree of decentralization. Management, and policy analysis

and political science do not make majority contributions to any

category.

Implementation improvement

Table 9 shows the categories of implementation improvement

suggestions, by disciplinary group.

The columns show that all the disciplinary groups place a

heavy emphasis on the idea that a change in the way issues are

currently understood will lead to implementation improvement,

with 14–36% of their contributions concentrated in this

category, and all but management also focus quite heavily on

the idea that improved implementation depends on changing

relative actor status and position (12–24% of contributions in

this category). Additional areas of emphasis are the hardware

intervention focus of anthropology and sociology (5/25, 20%),

general health systems (11/60, 18%) and policy analysis and

political science (10/65, 15%), as well as the management

articles’ focus on flexibility and adaptability in implementation

(5/27, 19%).

Looking across the rows, meanwhile, highlights the compara-

tively large contributions of policy analysis and political science

(65/214, 30%) and general health systems (60/214, 28%) to the

total number of implementation improvement ideas. Policy

analysis and political science makes the majority contribution

to six categories (changing relative actor status and position,

implementer consultation and engagement, better co-ordination,

stronger and different forms of leadership, learning methods and

transparency) and general health systems, to three categories

(better support and supervision, hardware interventions and

better information and communication). Management, mean-

while, makes a majority contribution to the categories of building

on current understandings and implementation flexibility/adap-

tation; and no clear discipline, to reciprocal community-imple-

menter relationships. Anthropology and sociology does not

contribute a majority contribution to any category.

Conclusion
Building on Gilson and Raphaely’s (2008) review, this article

has sought to describe the main features of the LMIC health

policy implementation work that takes a process perspective

through synthesis of existing literature. The mapping confirms,

for implementation work specifically, the earlier review’s

conclusions that the LMIC health policy analysis field as a

whole is small, fragmented and of somewhat limited depth.

Indeed, across the dimensions used to characterize the

Table 9 Implementation improvement strategies, by discipline

Management Anthropology
and sociology

General health
systems

No clear
discipline

Policy analysis and
political science

Information, communication and understanding

Change needed in current understandings 7 9 11 5 11 43

Better communication and information 3 0 7 5 5 20

Training/skills development 1 0 5 5 2 13

General references to understandings 1 1 1 0 1 4

Learning methods 0 0 1 1 2 4

Building on current understandings 3 0 0 0 0 3

Campaigning/advocacy 2 0 0 2 2 6

Transparency 0 0 0 0 1 1

Actor engagement and relationships

Changing relative actor status and position 2 6 7 7 10 32

Implementer consultation and
engagement

2 2 2 2 4 12

Reciprocal community-implementer
relations

1 1 0 3 1 6

Hardware intervention 0 5 11 3 10 29

Implementation flexibility/adaptability 5 1 2 1 4 13

Better support/supervision 0 0 7 1 4 12

Better co-ordination 0 0 3 0 4 7

Stronger/different forms of leadership 0 0 2 1 3 6

Additional policy 0 0 1 1 1 3

27 25 60 37 65 214
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literature, the overall picture is one of diversity, as the papers

have a variety of ‘flavours’, incorporate policy implementation

outcomes reflecting a spectrum of health system dimensions,

and suggest varied ways of improving policy implementation.

The articles are spread fairly evenly between a focus on

systems and programme issues and there appear to be few

significant differences in how these two sets of articles address

implementation issues. Nonetheless, comparison across articles

seems to illuminate the more widely recognized distinction

(Travis et al. 2004) between a programmatic focus on service

delivery (given the emphases, e.g. on access/utilization as an

outcome and support and supervision as a recommendation)

and the systems focus on whole system functioning (given

attention to outcomes such as co-ordination and collaboration,

and recommendations such as communication and flexibility).

Some of the largest categories of main intent are framed quite

broadly, whilst, as noted by Gilson and Rapahely (2008), many

articles do not use theory to sharpen or deepen their analysis.

These features of this body of work may, among other things,

reflect disciplinary socialization in the field and the nature of

policy itself. To the extent that policy is understood as an

expression of objectives or intentions, the most obvious ques-

tion to ask about implementation is whether those objectives

have been met or whether intentions have been fulfilled—and

providing an account of either experience is not something that

requires particular recourse to theory, however desirable such

theory use might be.

Notwithstanding these features of the literature, this review

demonstrates the value of synthesis work by drawing attention

to some key influences over policy implementation. These go

beyond a focus on the hardware of health systems (more

funding, organizational restructuring, etc.) to encompass many

software issues (Sheikh et al. 2011)—such as the under-

standings that influence the direction of implementation, the

need for better communication and information, consulting

with implementers, building relationships between imple-

menters and the community and managing actors in the

implementation process. The synthesis of implementation

improvement suggestions, thus, points to the importance of

better understanding how to strengthen governance practices,

including actor management and relationships among actors

(Hill and Hupe 2009), to support improved implementation.

The implementation outcomes synthesis shows, moreover, the

range of objectives sought through health systems, and their

social value.

Only a few distinctive disciplinary contributions were

identified in the review, perhaps because of difficulties in

categorizing articles in this way or due to the nature of the

broader field of health policy and systems research. Hints about

the emphases and contributions of disciplinary perspectives can,

e.g., be seen in the contribution of anthropology and sociology

to the main intents around context and the outcome of the

match between reality and paper/intentions. Although only a

small group the management articles highlighted the outcomes

of degree of co-ordination and collaboration and the degree of

accountability and responsiveness, and the implementation

improvement ideas of implementation flexibility/adaptation,

building on current understandings and changes needed in

current understandings. The policy analysis and political science

articles, meanwhile, showed some distinctive emphases and

majority contributions across the main intents, implementa-

tion outcomes and implementation improvement ideas

focused broadly on the influence of actors and the need to

manage them in implementation, and on various ways of

strengthening implementation processes. This disciplinary

group also provided most of the articles explicitly seeking to

explore theory and assumptions, drawing, as noted in the

additional analysis, on a fairly wide range of theory—but only

to a fairly limited extent. Finally, the set of articles

categorized as general health systems demonstrated specific

emphases and majority contributions with respect to the main

intent of broad descriptive account of the policy process and

various aspects of implementation outcomes and improvement

recommendations.

Looking ahead, this mapping suggests three key approaches

for extending policy analysis research on implementation. First,

given fragmentation, there is a need to consolidate the existing

work where possible—and in our sister articles on implemen-

tation issues (the practice of power in implementation and the

insights of street-level bureaucracy) we use qualitative synthe-

sis approaches to review the existing literature and consider

more specific lines of future analysis in these areas.

Second, there is a need to draw more explicitly on theoretical

frames and concepts to deepen work in the field by sharpening

and focusing concerns and questions. Table 6 illustrates some

of the available theory that could be more extensively applied,

also showing the potential relevance of theory beyond policy

analysis and political science. Such theory could, in particular,

deepen analysis of some of the ways of strengthening imple-

mentation already identified in the literature. Drawing theory

into analysis of implementation is also essential to build the

rigour of the field. Theory can help researchers better to

contextualize their work in relation to other relevant bodies of

literature, as well as to be more reflexive, that is, to think more

critically about the questions they ask, the ways in which they

analyse their data and the recommendations they make (Walt

et al. 2008).

Third, policy implementation theory also points to research

questions that could be addressed in future—such as better

understanding of implementation opportunities and challenges

under different governing structures (e.g. centralized vs fed-

eral), the nature and role of actor networks in implementation,

and the influences over their functioning, to considering why

and how implementation varies across policy types (Hill and

Hupe 2009). Current work tends to focus on describing

processes of policy implementation change and, sometimes,

considering influences over those processes, but rarely starts

with a question derived from theory that is then tested in

analysis. Yet for this area of health research there is clear need

for theory-driven exploratory (Sheikh et al. 2011) and explana-

tory (Gilson and Raphaely 2008) research.
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