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Emergency conditions can reveal existing hidden organizational deficits or relationship difficulties. Di Ruggiero (2018) [1] invited scholars to discuss on the elements that influence the public health decision making process. Thereby, our aim is to propose a reflection on the potential mechanisms that favor or hamper knowledge translation for improving evidence-informed decision-making in public health, reflecting on the critical points that can hinder effective collaboration.
HEALTH POLICIES, ACTORS AND PROCESSES
The inability to build effective relationships among administrative/political leaders, who are tasked with making final decisions; scientific researchers in public health, who are charged with producing evidence-based knowledge; and health professionals working in the field, who are in constant contact with the population, has been reported to be one of the main causes of predictable, often foreseen errors that can impact the health of a community [2–5] and complaints are reciprocal [6].
Public health researchers and health professionals complain that the political choices influencing community health are seldom based on scientific evidence [6]. They also often complain of widespread political myopia, with politicians seeming to focus on investments that have only short-term effects, especially during election seasons. This approach does not encourage the collaboration needed to develop strategies with long-term goals [7]. On the other hand, health professionals and public health researchers rarely endeavor to communicate with politicians, which makes them poorly placed to find out when health-related political decisions are being made and reduces their ability to provide relevant information [4]. Therefore, politicians tend to avoid debates with public health researchers, out of a fear that, due to the inherent distance between their fields, the discussion would not give rise to useful practical proposals [6, 8].
The aforementioned recriminations demonstrate that politicians, public health researchers, and health professionals each occupy, in the ecological sense of the term, a “niche” that operates within its own paradigm, using its own idioms and internal codes of practice. These professional niches have developed despite the fact that the work cycles of these fields follow the same logical steps: problem identification, problem analysis, selection of suitable approaches to face the problem, program implementation, and evaluation of program impact. However, these work cycles do not necessarily evolve linearly, concluding each step before moving forward and avoiding backwards shifts [4, 6]. Those who conduct analyses repeatedly move back and forth helicoidally among the cycle steps in search of a higher level of agreement. Unfortunately, throughout this iterative evolution, each cycle step is embedded in the respective niche’s paradigm, and the differing idioms and practices complicate understanding among politicians, researchers, and health professionals, thus stifling collaborations. Moreover, difficulties arise because the criteria that need to be fulfilled to proceed to the next step of the work cycle are often acknowledged and implicitly already accepted within each of the three “niches” by cultural affinity, producing disconnections among them [6].
THE WORKING CYCLES
In the political work cycle, the first step, problem identification, centers on the process through which a problem or theme becomes part of the political agenda. This first step is absolutely crucial and highly unpredictable; it is the result of a process of adjustment between how an idea is designed by the political elite, usually done through an ideological lens, and how the same idea is perceived by the general public. In both cases, politicians must deal with the role played by the media and social media in “shaping” the problem and presenting hypothetical solutions [9]. In this situation, researchers and health professionals cannot easily influence what is in the political agenda. Unfortunately, the three fields have their own, separate agendas. Once the issue becomes part of the political agenda, suitable solutions are generally the result of a lobbying process among stakeholders engaged in the political cycle. Therefore, the final political decision is necessarily the result of negotiation [6].
In the work cycle of health professionals, problems are shaped and agendas set to fulfill users’ needs. These problems are often identified by listening to requests that are directly brought by citizens and framed through health professionals’ knowledge and perceptions of what is desirable and achievable. Feasibility and immediacy tend to prevail both in the theoretical study of the problem and in the search for evidence of efficacy. Health professionals tend to embrace familiar solutions that come from their own experiences and studies, or solutions that have been previously employed. However, these solutions are often replicated without determining whether they will be effective in a context that is different from the original one. Moreover, solutions and programs are commonly developed without discussion with local political authorities and little attention to political legitimization, which can impact the feasibility of these programs. Political authorities or local administrators are only contacted once decisions have already been made by health professionals, without sharing the process that led to the decisions, and usually only when economic or organizational difficulties arise in implementing the decided actions. Impact evaluation is often decided at the end of the implementation process and mainly centers on satisfaction surveys administered to a few representatives of the affected community. Therefore, the real impact of these programs on the community health remains unmonitored, and this reducing both health professionals’ and politicians’ ability to defend their choices.
To collect evidence, public health researchers favor the use of specific experimental design approaches and meta-analytical syntheses to disseminate intervention guidelines. On the contrary, health professionals know first-hand that social change is the result of a complex interaction among environmental, organizational, cultural, and other factors that cannot be completely reduced to an experimental design. They also know that simply distributing scientific guidelines does not have the power to "transform the society", as such guidelines are rarely welcomed or immediately applied in the political and community arena [8].
THE UPSTREAM ENGAGEMENT: THE ROLE OF THE CIVIL SOCIETY
According to Coveney (2010) [5], health professionals should better develop their “political acumen” to increase their likelihood of having a positive impact on community health as they not only are the link between the other social actors as we focus on here, but also because there are the main and the strongest link to the civil society, real drivers of the so called upstream engagement. Besides, recent studies have shown that non-expert judgment about risks has progressively gained value similarly as those of the experts. Indeed, shifting the decision-making process from the expert to the civil society assumes an important ethical value and provides more legitimacy of decisions [10, 11]. Only an improved relationship across health professionals and the civil society can help to pave the way for better monitoring of the impact of health policies, with a focus on accountability: namely on the process of explaining and justifying choices that are made [6].
AUTHOR CONTRIBUTIONS
Both authors conceived of the presented idea, equally contributed to the work and approved it for publication.
REFERENCES
 1. Di Ruggiero, E. The relaunch of IJPH’s knowledge synthesis, translation, and exchange section. Int J Public Health (2018). 63:309–10. doi:10.1007/s00038-018-1089-3 
 2. Collins, T. Health policy analysis: a simple tool for policy makers. Public health (2005). 119:192–6. doi:10.1016/j.puhe.2004.03.006 
 3. Ollila, E. Health in all policies: from rhetoric to action. Scand J Public Health (2011). 39:11–8. doi:10.1177/1403494810379895 
 4. Nutbeam, D, and Boxall, A-M. What influences the transfer of research into health policy and practice? observations from england and Australia. Public health (2008). 122:747–53. doi:10.1016/j.puhe.2008.04.020 
 5. Coveney, J. Analyzing public health policy: three approaches. Health Promot Pract (2010). 11:515–21. doi:10.1177/1524839908318831 
 6. Jansen, MWJ, Van Oers, HAM, Kok, G, and De Vries, NK. Public health: disconnections between policy, practice and research. Health Res Pol Syst (2010). 8:37. doi:10.1186/1478-4505-8-37
 7. Bacigalupe, A, Esnaola, S, Martín, U, and Zuazagoitia, J. Learning lessons from past mistakes: how can health in all policies fulfil its promises?J Epidemiol Community Health (2010). 64:504–5. doi:10.1136/jech.2010.110437 
 8. Macintyre, S. Evidence in the development of health policy. Public health (2012). 126:217–9. doi:10.1016/j.puhe.2012.01.026 
 9. Weishaar, H, Dorfman, L, Freudenberg, N, Hawkins, B, Smith, K, Razum, O, et al. Why media representations of corporations matter for public health policy: a scoping review. BMC public health (2016). 16:899. doi:10.1186/s12889-016-3594-8 
 10. Papaioannou, T. From consultation to deliberation? A qualitative case study of governing science and technology projects for the public good. Crit Public Health (2012). 22:235–51. doi:10.1080/09581596.2011.630979
 11. Di Ruggiero, E, Papadopoulos, A, Steinberg, M, Blais, R, Frandsen, N, Valcour, J, et al. Strengthening collaborations at the public health system-academic interface: a call to action. Can J Public Health (2020). 111:921–5. doi:10.17269/s41997-020-00436-w 
Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.
Copyright © 2021 Borraccino and Lemma. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.




OPS/images/crossmark.jpg
©

2

i

|





OPS/xhtml/nav.xhtml
Contents

		Cover

		The Time has Come: Building an Effective Preventive Alliance Beyond Community Health Crisis		Health Policies, Actors and Processes

		The Working Cycles

		The Upstream Engagement: The Role of the Civil Society

		Author Contributions

		References









OPS/images/cover.jpg
ERROR:: COVER LOGO is not defined!!

Commentary: The Time has
Come: Building an Effective
Preventive Alliance Beyond
Community Health Crisis





OPS/images/logo.jpg
, frontiers
in Materials





