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Abstract
Carey and Friel suggest that we turn to knowledge developed in the field of public administration, especially new 
public governance, to better understand the process of implementing health in all policies (HiAP). In this commentary, 
I claim that theories from the policy studies bring a broader view of the policy process, complementary to that of 
new public governance. Drawing on the policy studies, I argue that time and ideas matter to HiAP implementation, 
alongside with interests and institutions. Implementing HiAP is a complex process considering that it requires the 
involvement and coordination of several policy sectors, each with their own interests, institutions and ideas about 
the policy. Understanding who are the actors involved from the various policy sectors concerned, what context they 
evolve in, but also how they own and frame the policy problem (ideas), and how this has changed over time, is crucial 
for those involved in HiAP implementation so that they can relate to and work together with actors from other policy 
sectors.
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How can we better understand the process of 
implementing health in all policies (HiAP), whereby 
different policy sectors seek to take into account 

the health impacts of their policies through coordinated 
action? From the Ottawa Charter for Health Promotion 
and its conceptualisation of healthy public policies, to the 
more systematic HiAP, public health research has refined its 
conceptual understanding of what it means to coordinate 
different sector policies—like health, transportation, education, 
or agriculture—to take into account the effect of what they 
do on the health of populations. However, formulating and 
agreeing on HiAP is all but the end of the process. A growing 
body of research now focuses on the specific challenges of 
implementing HiAP.1-4

What Carey and Friel5 propose in their paper is to draw on 
theories from public administration research and, to some 
extent, on studies of the policy process, so as to propose 
theoretical insights into how we think about the implementation 
of HiAP. Their argument rests on two premises: (1) Public 
administrations are at the core of the implementation process 
given that they are responsible for carrying out policy decisions. 
Public administrations do not act alone as they are part of a 
policy process that encompasses a whole range of political, 
public, private, and community actors. (2) In order to gain 
a better understanding of how public administrations work 
together on the social determinants of health across policy 
sectors, public health researchers need to turn to the conceptual 
tools of public administration research and the policy process, 
in particular to those of new public governance research. 
I agree with Carey and Friel on both their premises, with a 

slight twist. Implementation studies have shown that carrying 
out a policy leads to re-interpretations of the decision for 
reasons that range from the ambiguity of the decision and the 
high number of actors involved,6 to the discretionary power 
of actors responsible for policy implementation7 or the lack 
of participation from the policy’s intended publics.8 For these 
reasons, understanding policy implementation requires that 
we focus on the interactions between the whole range of actors 
involved, rather than primarily on public administrations. 
Theories of the policy process developed in the field of 
the policy studies are especially appropriate to think those 
interactions between the political, administrative, private, 
community and expert actors that make up public policies.9,10 

My twist, therefore, is to rely more strongly on theories of the 
policy process to understand HiAP implementation.
Such an approach inevitably draws the focus on the 
reconciliation of the (usually) diverging interests of each of 
the policy sectors that can influence the social determinants 
of health and health inequities. Carey and Friel suggest that 
we broaden the focus beyond the reconciliation of interests to 
include a ‘better understanding of the policy actors and contexts 
across the diverse policy domains.’5 In this commentary, I will 
draw on literature from the policy studies so as to insist on and 
develop this argument: implementing HiAP is not just about 
interests, time and ideas matter too! 
Shaping the intersection between public health policies and 
other public policies requires the creation of ‘administrative 
architectures and governance arrangements that support 
communication, accountability and sustainable services’.5 

As the authors explain, this involves more than the clever 
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mechanical arrangements of procedures to form partnerships 
or joined-up committees. Ideas—whether they are evidence, 
deeply held values or policy paradigms—are central to this 
process.11 Participants in such committees each hold very 
specific beliefs about the problem or policy that concerns 
them all, bring distinct professional knowledge and look at the 
problem from the perspective of the mission of their own policy 
sector. Reaching a shared understanding of the policy is always 
going to be tough. Public health actors in joined-up committees 
should not assume that evidence speaks for itself, but should 
work towards framing evidence in ways that resonate with 
participants from other policy sectors. Carey and Friel suggest 
that one way forward is to develop the ‘soft skills’ of people 
working at the interface between the organizations involved. 
I would add that these soft skills should go beyond finding a 
common point of interest between the participants: they should 
include the ability to frame ideas (evidence, visions, values).12 

Framing ideas is about adopting a new understanding of the 
problem or policy. Actors working at the interface between 
policy sectors within partnerships or joined-up committees 
are instrumental in tailoring new ways of framing the policy 
objectives so that they contribute to the social determinants of 
health and to the other sector’s main mission.
The policy studies have developed a complex understanding of 
the intricate roles of three key variables of the policy process: 
ideas, institutions and interests.13,14 Although this is not always 
acknowledged explicitly in the theories of the policy process, 
time plays a great role in making sense of how each variable 
exerts its influence. Ideas, institutions and interests change 
according to different time scales.14 Interests—what each 
policy sector stands to gain or to lose in the cooperation—are 
understood in the short term. Institutions tend to stand in the 
way of policy change and, therefore, policy actors will seek ways 
of subverting their inertia by introducing incremental changes. 
This is a medium term process. Ideas change over the long 
term: understanding how a problem has been construed over 
time will help understand why some actors and institutions 
have taken responsibility for that problem, and why others 
have been excluded from the policy. For instance, obesity 
has been framed in different ways over the past century, each 
frame offering different possibilities for action for public health 
practitioners.15 In the early 20th century, weight and obesity 
were construed as a problem of aesthetics, which yielded little 
possibility for action on the part of social or health authorities. 
Then, starting from the 1950s, medical practitioners reframed 
obesity as a medical problem that could be cured through 
surgery and medically supervised diets. Simultaneously, public 
health actors reframed the problem when they highlighted 
the correlation between obesity and social deprivation, 
consequently creating an opportunity for themselves to own 
the problem and act upon it.15 

Implementing HiAP is a complex process. Policy implementation 
itself is complex because policies are subject to multiple re-
interpretations throughout implementation. In the case of 
HiAP, specific challenges arise from the involvement and 
coordination of several policy sectors, each with their own 
interests, institutions and ideas. This is why, drawing on the 
policy studies, I argued that time and ideas matter to HiAP 
implementation, alongside with interests and institutions. 
Granted, changing how a policy problem is construed so that 
action about this problem may be favourable to population 

health and equity is a strategy that may facilitate policy 
implementation in the longer term, rather than in the short 
term. Nevertheless, those involved in the implementation of 
HiAP would benefit from insights into each sector’s interests, 
institutions and ideas in the short term too. Understanding 
who are the actors involved from the various policy sectors 
concerned, what context they evolve in, but also how they own 
and frame the policy problem, and how this has changed over 
time, is crucial for those involved in HiAP implementation so 
that they can relate to and work together with actors from other 
policy sectors.
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