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a b s t r a c t

This paper explores how commissioners working in an English local government authority (LA) viewed a
health economic decision tool for planning services in relation to diabetes. We conducted 15 interviews
and 2 focus groups between July 2015 and February 2016, with commissioners (including public health
managers, data analysts and council members). Two overlapping themes were identified explaining the
obstacles and enablers of using such a tool in commissioning: a) evidence cultures, and b) system
interdependency. The former highlighted the diverse evidence cultures present in the LA with politicians
influenced by the 'soft' social care agendas affecting their local population and treating local opinion as
evidence, whilst public health managers prioritised the scientific view of evidence informed by research.
System interdependency further complicated the decision making process by recognizing interlinking
with departments and other disease groups. To achieve legitimacy within the commissioning arena
health economic modelling needs to function effectively in a highly politicised environment where
decisions are made not only on the basis of research evidence, but on grounds of 'soft' data, personal
opinion and intelligence. In this context decisions become politicised, with multiple opinions seeking a
voice. The way that such decisions are negotiated and which ones establish authority is of importance.
We analyse the data using Larson's (1990) discursive field concept to show how the tool becomes an
object of research push and pull likely to be used instrumentally by stakeholders to advance specific
agendas, not a means of informing complex decisions. In conclusion, LA decision making is underpinned
by a transactional business ethic which is a further potential 'pull' mechanism for the incorporation of
health economic modelling in local commissioning.

Crown Copyright © 2017 Published by Elsevier Ltd. All rights reserved.

1. Introduction

Evidence based practice (EBP) is a key plank of international
health policy, initially espoused by proponents of clinical epide-
miology (Sackett et al., 1996, 2000; Pope, 2002). Previous studies,
however, point to increasing uncertainty about how evidence
might effectively integrate into routine clinical work (Grimshaw
et al., 2006). The move of public health to local authorities in En-
gland in 2013 has led to debate about how and under which cir-
cumstances EBP should inform decision making about health
service priorities (Exworthy et al., 2006). Evidence based tools such

as economic models have become one potential solution to the
question of how EBP could be used for public health decision
making (Gough et al., 2013; Moat et al., 2013, 2014; Welch et al.,
2012). Increasingly, however, focus has shifted to an evidence
informed policy (EIP) approach for decision making in recognition
of the reality that evidence is only one among many influences on
policy and perhaps not always the decisive one. EIP has extended its
reach to the local authority commissioning arena with the expec-
tation that it should be used tomake decisions around public health
services. This paper explores how EIP in the guise of a health eco-
nomic modelling tool was perceived by commissioners and elected
council members working in an English local government authority
(LA) and explores the key barriers and drivers to its adoption. It also
illustrates the complexity, contingencies and contextual influences
on evidence informed policy. The findings have implications for
health authorities beyond England in highlighting the barriers and
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enablers of health economic modelling tools to inform commis-
sioning decisions. Although our study is based in a public funded
English health system, the relevance of the findings for interna-
tional privately funded or public-private funded systems is evident
and likely to be of significance.

Previous research shows that the introduction or 'push' of evi-
dence in the guise of clinical guidelines, from academia to health-
care settings has not been entirely straightforward (Katikireddi
et al., 2015; Klein et al., 1996). Clinical decision making is
informed as much by experiential knowledge and skill as system-
atic research evidence (Kaltoft et al., 2014; Elwyn and Miron-Shatz,
2010; Daniels and Sabin, 1998; Habermas, 1987). However, it seems
that we have turned full circle on this debate, with restricted health
budgets in the UK and globally, and a set of circumstances that
move the argument for greater (not less) use of ‘science’ in
healthcare. In England public health was located within the Na-
tional Health Service, with a strong focus on using research evi-
dence to inform commissioning for improved outcomes. In 2013,
public health moved into local government, where arguably the
emphasis of the commissioning process altered towards broader
public health concerns and where research evidence is used
alongside other forms of intelligence to guide decisions about
public services and population health. This introduced a new dy-
namic where public health managers and elected council officials
(politicians) make decisions about the health of residents and local
services. However, these types of relationships also occur in
healthcare systems outside of the UK, in which decisions are
negotiated between stakeholders from very different professional
backgrounds, and who may hold conflicting or varied views about
what counts as evidence to inform spending choices around public
services.

2. Evidence use in local authority commissioning

Implementation models in healthcare have used the dichotomy
of 'push' and 'pull' (Tetroe et al., 2008) with 'push' being the
dissemination of evidence into practice by evidence producers, and
'pull' being practitioners' desire to apply evidence to inform prac-
tice (Davies et al., 2008; Kerner, 2006). Evidence may not be used
'instrumentally' but rather in a subtle and indirect way with evo-
lution of impact rather than outright revolution (Marks et al., 2015;
Weiss, 1979; Innvaer et al., 2002; Ward et al., 2009). Recently the
pendulum has swung in favour of recognizing evidence ‘pull’ to
consider those factors which make a new innovation appealing and
relevant to stakeholders as a means of increasing evidence uptake
(Damschroder et al., 2009). The linearmodel of implementation has
been replaced by a 'softer' pragmatic implementation paradigm of
tacit knowledge mobilisation focused on evidence 'pull', previously
described as the collectively constructed 'mindlines' of practi-
tioners (Gabbay and Le May, 2004). Evidence pull draws attention
to mechanisms which cannot be easily measured (tacit knowledge)
in the same way as explicit evidence push mechanisms (eg. clinical
guidelines). Nevertheless, recognition of the multiple layers of
implementation described by Damschroder et al. (2009) seems
critical.

A number of studies have investigated evidence ‘pull’ in
healthcare but only a few in the local authority commissioning
arena. These studies allude to the political context of LA commis-
sioning, sometimes standing in contrast with, what might be
referred to as, the apparently more objective (a-political) context of
the NHS commissioning landscape (Hunter, 2015). For example,
evidence derived from research may have a different status in a
local authority than in a healthcare organisation, requiring a critical
‘political science’ perspective that recognises the complexity of
local policy processes (Hunter et al., 2016; Clarke et al., 2013; Lorenc

et al., 2014; Marks et al., 2015). This is not to imply that commis-
sioning within healthcare organisations is 'apolitical' and objective,
only that the way evidence is negotiated may take on a different
form to the local authority context. Clarke et al. (2013) suggested
that different status groups may approach evidence differently.
Lorenc et al. (2014) refer to the widespread existence of diverse
‘evidence cultures’ whereas Hunter et al. (2016) propose different
'streams' in which LA policy making takes place; problem, policy
and politics. These may be characterised as potential key ‘enablers’
for change that describe the multi-layered context of local au-
thorities in which evidence utilisation should be understood.

3. Theoretical perspective

We use the example of local authority commissioning to show
how the push of one intervention influenced its potential adoption
by commissioners.We concludewith an analysis of push and pull in
relation to Larson's (1990) discursive field concept to highlight the
sociological implications of the findings, which can be related to
other similar UK and international contexts. A discursive field is an
arena for the interplay of power relations between different status
groups, or sometimes between individuals with similar authority
(see Entwistle et al., 2005 on the concept of ‘dual elites’). The
concept is helpful in explaining how different groups use evidence
for their own ends, forging relationships characterised by power
dynamics. In the local authority 'field' politically elected members
(politicians) may hold different priorities to technically orientated
commissioners whose agendas may be more concerned with eco-
nomic goals related to resource use. This could potentially create
conditions for the interplay of power relationships that define the
way evidence is used to inform policy making. We view 'commis-
sioning' processes as involving diverse groups and activities, and
for the purposes of this analysis we use examples of two stake-
holders to show the different ways that 'evidence' is utilised in a LA.

4. Methods

4.1. Study aim and design

We conducted an in depth qualitative study of the acceptability
and potential adoption of a health economic modelling tool for
public health commissioners working in a local government au-
thority. The tool is a spreadsheet that uses statistical modelling to
make predictions about different cost and health outcomes based
on particular interventions (scenarios). A statistical model was
developed by a team at the same University department as the
current authors, that has not previously been used in cost-
effectiveness modelling to capture correlations in multiple risk
factor trajectories. The tool was used to analyse a range of diabetes
prevention interventions. These analyses have had substantial
impact in evaluating new diabetes prevention interventions and
identifying efficient allocation of resources between interventions.
Numerous tools and epidemiological datasets are available to
public health commissioners for informing decisions about
health improvement (https://www.gov.uk/guidance/phe-data-
and-analysis-tools-accessed 24/04/2017). One major example is
the Public Health England's data and knowledge gateway, with
resources produced by public health observatories and the Health
Protection Agency. The resources include datasets and toolkits,
though none include the type of statistical modelling software
used here in the current study. Consequently, the decision to
explore the implementation of our specific tool for use by local
authority commissioners is based on the novelty of the interven-
tion, particularly its ability to predict different health economic
outcomes longitudinally. As such it is a new addition to the PHEs
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