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Abstract 

Background  Knowledge translation (KT) is regarded as important for supporting evidence-informed health policy-
making. While KT models have moved beyond linear understandings of the evidence–policy relationship, they 
continue to underplay the politics that shape how evidence is produced, framed, interpreted, negotiated and used 
during policy-making. As a result, KT strategies are often designed for policy processes that bear little resemblance 
to real-life policy-making.

Methods  This study argues for a reframing of KT for policy as an embedded and politically situated process. To inform 
this reframing, we examined how KT happens during health policy-making in Kenya. We examined who engages 
in KT, how they do it, in which spaces and the outcomes of these practices. Data were collected through in-depth 
interviews with a range of policy actors (n = 35), nonparticipant observations (52 h) and document reviews (n = 34). 
Data analysis was informed by the study’s conceptual framework.

Results  The findings show that KT was enacted by a range of actors, including policy-makers themselves. These 
actors practised both so-called structured and fluid forms of KT and mobilized evidence to inform, advocate, justify 
or contest policy positions. In addition, KT happened in both formal and informal spaces. Strategic framing of evi-
dence and other relational activities were central to mobilizing evidence. The outcomes of these practices were often 
relational and incremental. Importantly, context constituted KT by shaping what counts as evidence, whose voices 
were influential, and where action was possible.

Conclusions  This study offers a practise-based understanding of KT by reframing it as a contextually-constituted, 
situated practice that requires adaptive system-oriented approaches.
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Background
Over the past two decades, knowledge translation (KT) 
has become dominant for addressing the gap between 
research, policy and practice. Often touted as a solu-
tion to this gap, KT has been widely adopted to support 
health systems strengthening and has become central to 
evidence-informed policy agendas globally [1–4].

However, KT frameworks, particularly those designed 
to guide practice, have often approached the relation-
ship between evidence and policy in largely technical 
terms. Much of the practice remains focused on efforts 
to improve the communication and dissemination of 
evidence without interrogating the highly politicized 
context of policy-making characterized by negotiation, 
contestation and the pursuit of multiple and often-con-
flicting goals [5, 6]. Even more recent KT approaches 
that emphasize nonlinear processes and advocate for 
participatory approaches, such as integrated KT (iKT), 
tend to focus on engagement and coproducing research 
to improve relevance, without addressing the underlying 
assumptions about how evidence travels in policy spaces 
[7–9]. This dominant framing of KT has generated a host 
of conceptual models, toolkits and strategies to guide KT 
practice (many of which are now embedded in institu-
tional practices [10]). While such efforts have increased 
attention to the importance of engagement between the 
research and policy communities, they also overlook the 
institutional politics, power dynamics and interests that 
shape how evidence is (or is not) used in policy contexts. 
In doing so, KT literature has inadvertently reinforced a 
technocratic view of policy-making that underestimates 
the role of power, values, institutional structures and 
epistemic hierarchies [11].

Policy-making is recognized as taking place within 
contested spaces in which multiple actors, values, insti-
tutional norms and political interests interact and 
where evidence claims and legitimacy are contested 
[12, 13]. This has been well documented in fields such 
as policy studies, science and technology studies (STS) 
and research on evidence use in policy-making. Several 
scholars have drawn from these fields to expand our 
understanding of KT in policy settings [5, 14–18]. Their 
work provide insights into the inherently political and 
situated nature of evidence and policy-making, suggest-
ing that KT is a deeply social and political process of 
negotiation, meaning-making and interests alignment. 
However, while this scholarship has made significant 
theoretical contribution to the field of KT, uptake in KT 
practice remain limited. If KT is to meaningfully support 
evidence-informed policy-making, then it is important 
to better understand how KT actually happens in prac-
tice including who engages in it, which and how evidence 
is mobilized, how it is used and under what conditions 

[19]. This is especially important in low–middle income 
countries (LMICs), where policy systems are often char-
acterized by the influence of global agendas [20–23]. 
This study responds to this gap by examining the KT for 
health policy-making landscape in Kenya to contribute to 
a more grounded and context-sensitive understanding of 
KT processes.

By situating KT within its real-world political, insti-
tutional and social contexts, this study contributes to 
KT scholarship by suggesting an empirically grounded 
reframing of KT as a diffuse, situated, political and social 
practice that is constituted through context. This pro-
vides a practice-based understanding for the design of 
more policy-making attuned KT strategies.

Methods
Conceptual framework
We developed a conceptual framework informed by the 
field of policy studies, STS and evidence-use literature. 
We drew pragmatically from these fields to expand the 
scope of KT. For example, we incorporated ideas such as 
actor coalitions, power, political interests, institutional 
logics and policy-change dynamics from the field of 
policy studies [24–26]. We used concepts from STS that 
highlight evidence as socially constructed, including con-
cepts from coproduction and boundary work to under-
stand the socially constructed nature of evidence and 
how credibility, authority and legitimacy are produced 
and negotiated [27–31]. Lastly, we drew insights on how 
evidence is filtered and used or ignored within policy 
settings borrowing from evidence-use models [32]. The 
resulting framework aimed at moving beyond the tech-
nical and instrumental conceptualization of KT by high-
lighting the political and situated nature of KT (Table 1).

This framework informed the study’s design and analy-
sis. It was used to develop interview guides and observa-
tional protocols, ensuring attention to these constructs 
during data collection. For analysis, the constructs served 
as guiding concepts during coding, theme development 
and interpretation (Table 2).

Study context and design
We used a cross-sectional qualitative research design 
to examine how KT is practised within Kenyan health 
policy-making. This study was conducted at the national 
and subnational levels in Kenya. Following adoption of 
the 2010 Constitution, Kenya underwent a major decen-
tralization reform that created 47 semi-autonomous 
county governments with responsibilities for health ser-
vice delivery [33]. The national government, through the 
Ministry of Health (MoH), retained control over policy 
formulation, training and regulation. Policy-making 
occurs through a multilevel governance structure, with 
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Table 1  Theoretical constructs

Construct Conceptualization

Actor Heterogeneous, relational and agentic. Policy theories (for example, advocacy coalition framework, policy network theory) show 
that actors operate as members of coalitions and networks; STS extends this by showing that actor authority, credibility and legitimacy 
is actively produced through boundary work and through enrolment in socio-technical networks (actor network theory). Analytically, this 
directs attention to coalition alignment, boundary maintenance and the material supports that enable or constrain actor voices. Actors 
practice KT by producing, mobilizing and using evidence in ways that align with their interests, roles and capacities

Evidence Defined broadly to include both explicit (for example, research, reports etc.) and tacit knowledge (for example, experiential evidence). 
Policy theories emphasize that ideas shape what is considered evidence; STS suggests that evidence is materially and socially enacted 
and coproduced through instruments (for example, policy briefs), infrastructures and practices. Thus, evidence is both epistemic content 
and a product of material-social work (that is, how it is generated, represented and mobilized matters for its policy use)

Context The institutional, political, social and epistemic conditions under which KT occurs. It is treated as constitutive rather than merely moderat-
ing (coproduction). STS proposes that context is produced in conjunction with knowledge: material infrastructures (data systems, models, 
guidelines), meeting routines and boundary objects create and reproduce the contextual conditions that render evidence intelligible 
and actionable. Context, for example, institutional arrangements, structures the resources, norms and expectations that shape actors’ 
capacities to engage with evidence. In turn, actors reconfigure context through their everyday practices for example, mobilizing networks, 
framing problems and so on (actor-centred institutionalism)

Processes Activities/strategies/interventions through which evidence is mobilized: framing and narrative construction (multiple streams framework, 
narrative policy framework), coalition-building and long-term advocacy (advocacy coalition framework), institutional navigation (actor-
centred institutionalism, 3-Is (interests, ideas and institutions) and the STS forms of translation (enrolment, boundary work and coproduc-
tion of problems and solutions). These processes are not neutral activities; they are political acts that reconfigure who counts, what counts 
and how issues are prioritized. KT processes mediate between evidence, actors and context

Outcomes Plural and temporal. Building on Caplan and Weiss, the framework differentiates instrumental, conceptual and symbolic uses and also rec-
ognizes material and institutional outcomes (new procedures, platforms, routines). Crucially, outcomes must be evaluated against time: 
conceptual influence accumulates; symbolic use can legitimate pre-existing choices; instrumental uptake is frequently contingent on win-
dows of opportunity (Punctuated Equilibrium Theory/Multiple Streams Framework) and coalition power (Advocacy Coalition Framework). 
The outcomes of KT, whether instrumental, conceptual or symbolic, feed back into contexts, reshape actor roles and recalibrate what 
counts as evidence

Table 2  Operationalizing the framework (non-exhaustive)

Construct Subconstructs Example analytical questions

Evidence Framing and definition of evidence How is evidence defined, and framed and by whom?

Source and credibility What sources are considered legitimate or authoritative? Why?

Role What role does evidence play (to justify, persuade, delay)?

Actors Actor roles and identities (shifting or fixed) Who are the key actors? How do they understand their roles? How 
do institutions shape these actor roles?

Relationships (networks/coalitions) What types of relationships exist? How are they formed and sus-
tained? How do they influence KT?

Power (expertise, positional authority, relational capital); interests What forms of power do actors draw on in the KT-policy process 
and how do they exercise them? Where is power exercised? What 
is its effect?

Context Institutional structures, mandates, rules, cultures, capacity What institutional arrangements, cultures and norms shape KT? 
How?

Normative and ideational environment What structures, norms and ideas shape what counts as evidence?

Policy context What political dynamics shape KT? How? How does the policy issue 
affect KT?

KT processes Problematization (framing issues and agenda setting) How are problems framed, and what practices are used to get them 
onto the agenda?

Boundary work (boundary spanning, boundary objects) What boundaries are being drawn, and who manages them? How 
are boundaries crossed?

Selection, framing, interpretation, legitimation, packaging and cir-
culation of evidence

How is knowledge moved, framed and negotiated across actors 
and settings?

Negotiation and brokerage How do actors align and gain buy-in?

KT outcomes Conceptual shifts (changes in how problems/solutions are 
understood)

What types of outcomes can be observed beyond policy change?

Relational effects How does KT reshape relationships, trust, credibility and actor 
configurations?

Instrumental effects (policy or programmatic change) How do actors use KT to signal legitimacy or build credibility?

Symbolic use (to signal alignment or legitimacy) How, why and when is evidence used symbolically?
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both national and county governments playing roles in 
health policy [33]. This restructuring has introduced 
county governments as new spaces and actors for health 
policy-making [34]. Kenya presents an interesting set-
ting for studying KT for two main reasons. First, Ken-
ya’s health sector has been marked by recent and active 
reforms which were politically motivated and embedded 
in electoral campaigns. This includes roll-out of univer-
sal health coverage (UHC), health insurance reforms and 
efforts to strengthen primary health care (PHC) [35]. 
These reforms are driven by a mix of political priorities, 
donor influence and global health agendas [36]. Impor-
tantly, they also serve as key sites of evidence produc-
tion, policy experimentation and actor negotiation. For 
example, UHC pilots created space for policy experi-
mentation where the learnings of these pilots were used 
to shape national scale-up plans while also revealing the 
tensions between national and county governments over 
roles and authority [36–38]. Second is its parallel efforts 
to institutionalize evidence use for health policy-making. 
Kenya has a vibrant ecosystem of research institutions 
and technical and development partners that routinely 
engage with policy-makers [39]. Within the MoH, there 
are KT structures, such as a unit mandated with support-
ing KT, intended to institutionalize evidence use. In addi-
tion, several county governments have also established 
research units within the department of health. However, 
the impact of these are yet to be evaluated.

Case selection
We adopted a breadth-oriented approach to selecting 
KT policy-making cases to study. The initial scope of the 
study focused on broad health system reforms over the 
past 3–5 years that were relevant to both national and 
subnational contexts (for example, UHC, PHC). As the 
study progressed, the scope of focus evolved to include 
policies that participants themselves referenced as par-
ticularly salient to the study questions. These included 
autonomy reforms at the county level, reproductive 
health and disease-specific policies such as malaria 
control policies. While this broad approach mean that 
we could not study each case in depth, it enabled us to 
explore the complexity and context-dependent features 
of KT in policy processes.

Study population and participant selection
The study population included participants working at 
both national and county levels. Three counties were 
selected purposively to reflect institutional diversity and 
varying relationships with research and evidence use. 
County A has a longstanding institutional partnership 
with a major health research institution and is recognized 
as a national learning site for health systems research. It 

has formal structures that explicitly incorporate research 
into decision-making, making it a useful site for under-
standing institutionalized KT practices. County B dem-
onstrates an openness to collaboration with researchers 
and development partners and has implemented major 
reforms, including universal health coverage (UHC) ini-
tiatives, with notable levels of public participation. This 
county provided insights into how technical expertise 
and external partnerships shape KT processes. County C 
is more geographically remote and recently legislated and 
implemented a key autonomy reform. While it receives 
substantial support from development partners, it lacks 
visible or institutionalized mechanisms for engaging with 
evidence. Its inclusion allowed the study to explore how 
KT unfolds in less structured environments and to con-
trast with more research-active counties.

The study participants included the policy-makers 
from the MoH and county department of health (CDoH), 
researchers/academics, intermediaries, development 
partners and other key actors (Table  3). The study 
focused on actors engaged in the practices through which 
evidence is produced, circulated and used. While politi-
cians and political leaders shape the political direction of 
policy, they are less directly involved in these processes. 
To capture the parliamentary interface with evidence, we 
included the parliamentary research office that supports 
the Parliamentary Health committee.

We employed a purposive and snowballing approach 
to identifying and selecting participants. Purposive sam-
pling allowed us to include participants who had direct 
experience with KT and policy-making. To complement 
this approach, we used snowballing to identify additional 
participants that we may have overlooked in our initial 
sampling.

Data collection
Data were collected between January 2024 and Febru-
ary 2025 through three qualitative methods: in-depth 

Table 3  List of participants interviewed

Study participants Number
Category

Policy-makers (MoH and CDoH) 17

Policy advisor 1

Semi-autonomous government agencies 1

Researchers/academics 8

Intermediaries/knowledge brokers 3

Development/implementation partners 4

Advocacy 1

Total 35
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semi-structured interviews, nonparticipant observations 
and document reviews. These methods were selected 
to enable a rich and triangulated understanding of how 
knowledge translation (KT) happens in practice across 
different spaces and actors.

A total of 34 interviews were conducted. Interview 
guides were developed using the study’s conceptual 
framework, ensuring coverage of key domains such as 
how evidence is understood and mobilized, actor roles 
and relationships, contextual constraints and KT prac-
tices and outcomes (Additional file  1: Supplementary 
Table 1). The guides were piloted and revised where nec-
essary. During the interviews, we remained flexible to 
allow participants to define concepts such as evidence 
and KT in their own terms. Interviews lasted 30–60 min 
and were audio-recorded, transcribed verbatim and con-
ducted at times face-to-face or virtually.

In addition to interviews, 52 h of nonparticipant obser-
vations were carried out across a range of KT policy-rele-
vant events including technical working group meetings, 
stakeholder consultations and evidence-sharing forums. 
Detailed field notes captured not only content but also 
interactional and relational dynamics, enabling insights 
into informal forms of KT, framing and actor negotiation 
(Additional file  1: Supplementary Table  2). Document 
reviews (n = 34) included policy guidelines, strategy doc-
uments, meeting minutes and internal memos relevant 
to the KT processes under study. These materials were 
selected to complement interview and observational data 
and to help trace the institutional narratives and evidence 
use practices over time. Documents were selected on the 
basis of their relevance to the observed processes and 
actors interviewed. All data collection was iterative, with 
emerging insights informing subsequent interviews and 
observations (Additional file 1: Supplementary Table 3).

Data analysis
Data analysis was done following a framework analysis 
using NVivo software (FHG and JN). We combined both 
deductive and inductive coding, guided by the study’s 
conceptual framework. First, we familiarized ourselves 
with all the data, during which we wrote initial memos to 
capture early impressions about the data. Then, we used 
inductive coding to generate initial codes in an open and 
exploratory manner. This was followed by deductive cod-
ing drawing from the conceptual framework to refine and 
expand our coding structure. Combining inductive and 
deductive coding at this point allowed us to pay attention 
to both analytical dimensions (for example, institutional 
structures) in the framework and new insights not cov-
ered in the framework (for example, embedded practice). 
Next, we collated the codes into broader themes to cap-
ture patterns across the data. For example, codes related 

to informal consultations, technical working groups and 
dissemination forums were grouped under the theme 
called KT spaces. Thereafter, we reviewed the themes 
against the full data set and reinterpreted them using the-
oretical lenses including coproduction, boundary work 
and so on. This iterative approach led to refining and col-
lapsing overlapping themes to ensure that each theme 
was analytically coherent and well supported across the 
entire dataset. We then defined and named themes on 
the basis of their contribution to understanding how KT 
unfolds in practice.

Results
Who is doing KT and why? Actors and their motivations
Across Kenya’s health policy landscape, KT is enacted 
by a heterogeneous set of actors situated within institu-
tional, professional and epistemic communities. These 
actors constitute overlapping networks that converge 
around specific policy problems, funding opportunities, 
or reform initiatives (Table 4).

Researchers often enacted KT as a discrete, project-
bounded activity that was planned for. In this framing, 
KT was structured, episodic, temporally sequenced and 
often tied to tangible outputs like policy briefs, dissemi-
nation events and so on (so-called structured KT). How-
ever, several researchers, particularly those who had 
sustained engagement in policy processes or who occu-
pied hybrid roles (both policy and research roles), prac-
tised KT in more embedded and relational ways.

“I was particularly involved in the thinking process 
to fine-tune it and so forth and think through the ele-
ments that goes on into it [community health strat-
egy].” Researcher 008

The forms of KT were shaped by the incentives and 
motivations of these actors. Researchers operating under 
the logic of accountability within the research-funding 
system, employed structured KT to share their research, 
demonstrate the relevance of their findings and fulfil 
obligations to translate research into policy:

“Part of that [coproducing evidence with policy-
makers] was also driven by [Funder], I guess, you 
know, like, they had forced you to say how you’re 
working with government. So, sometimes it comes 
from also the funder, because of this global push 
to ensure there’s integration with policy makers.” 
Researcher 008

Conversely, other actors, such as policy-makers and 
development and implementation partners, enact KT as 
part of ongoing, embedded problem-solving. Their KT 
practices were integrated into their everyday work (what 
we will henceforth refer to as fluid KT). This form of KT 
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was often pragmatic, tacit, immediate and not explicitly 
labelled as “KT” even though they involved the synthe-
sis, exchange and application of evidence. Evidence was 
sought as needed, often from trusted sources rather than 
formal studies, and used to support negotiation, persua-
sion or justification:

“For the facility improvement fund (FIF) [bill], you 
present your budget [to the county assembly]. Funds 
allocated versus how funds are consumed. You bring 
out the approved budget and annual work plans 
and you are able to pick up obvious gaps in terms 
of funding. You also show patterns of availability 
of essential drugs and how that has affected service 
delivery. You also present case studies including par-
ticular cases…. All that is evidence that provides 
justification and push the case [for FIF].” County 
Policy-maker 001

Furthermore, we found that development/implementa-
tion partners, who often spanned multiple institutional 
roles, engaged in both structured and fluid KT. For exam-
ple, they practised fluid KT by embedding technical advi-
sors in the MoH, coproducing data with policy-makers 
and supporting real-time decision-making. Here, KT was 
described as part of maintaining policy momentum and 
responsiveness. At the same time, they also engaged in 
structured KT by producing and disseminating knowl-
edge products such as policy briefs, technical reports, 
hosting high-level briefings and so on. These practices 
were often aimed at advocacy, agenda setting or steering 
policy direction:

“When we are advocating for a county to, for exam-
ple, come up with a budget line that has not been 
there, we will be presenting evidence of what has 
worked in other contexts [saying] ‘this is the impact 
of this budget line’.” Advocacy partner 007

These findings suggests that KT practice is diffuse and 
distributed amongst actors and organized around institu-
tional logics and roles. Finally, the varied purposes reveal 
how KT often extends beyond informing policies and 
instead supports multiple actor interests and functions 
across policy-making. A more detailed account of the 
role and influence of actors in shaping KT policy process 
is published elsewhere [19].

Where is KT happening? Spaces and structures
KT actors’ approach and motivation for doing KT in 
turn shaped where KT happened. Formal spaces, often 
utilized when practising structured KT, included struc-
tured settings such as policy advisory groups, dissemina-
tion meetings and stakeholder meetings where evidence 
was shared or debated. These were typically initiated 

through official channels and involved scheduled, time-
bound engagements. While such settings offered impor-
tant opportunities for engagement, we observed that 
access to them was highly regulated and limited to actors 
with institutional legitimacy and authority, funding rela-
tionships and relationships with the conveners of these 
spaces.

However, KT also happened in informal spaces, such 
as corridors, personal phone calls or WhatsApp discus-
sions, especially where strong interpersonal relationships 
between actors already existed. These informal spaces 
were critical for problem-solving, clarifying evidence 
needs or aligning perspectives outside the constraints of 
formal procedures:

“We’ll often meet the decision-makers…on the side, 
you know, for tea, coffee, phone calls to also really 
understand what different people’s agendas are so 
that you know, when we’re all together there in the 
big boardroom, you have a better understanding of 
who wants what”. Development partner 008

We also observed that, in practice, actors often moved 
between formal and informal spaces, and the same space 
could serve different purposes depending on the actors’ 
goals for KT.

These distributed spaces for KT highlight the limita-
tions of assumptions of demarcated or structured points/
spaces for evidence exchange. It also indicates that KT 
spaces are produced through institutional and relational 
structures of the policy ecosystem which mediates access 
to these spaces. This highlights the importance of exam-
ining not only the practices of KT but also the spaces 
where KT is practised and how they influence access and 
openness to deliberation.

How is KT done?
Across the cases, KT practices included generating and 
synthesizing evidence, framing it for relevance, engaging 
in exchange, mobilizing champions and institutionalizing 
routines for evidence use. Fluid and adaptive practices 
were embedded in everyday policy-making work (fluid 
KT). These practices involved iterative exchanges, sense-
making and negotiation (for example, evidence framing, 
coalition building, informal advice and so on). Evidence 
was mobilized opportunistically or responsively during 
meetings or through personal relationships. Importantly, 
both structured and fluid KT were enacted in tandem 
(although not always equal in measure or visibility).

Actors employed some specific practices that shaped 
how evidence was interpreted and made actionable. This 
included framing of evidence and coalition-building. For 
example, one participant working on developing a qual-
ity-of-care rating system for health facilities in Kenya 
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described how initial engagement with policy-makers led 
to disagreements on how to rate facilities. However, upon 
conducting a pilot study and reframing the evidence, they 
were able to facilitate agreement and move the decision-
making process forward:

“..when we presented these results [on quality in 
facilities], we basically told them that if you take the 
all-or-none [rating scale], where you give somebody 
zero even if they are missing a thermometer, then 
you’ll have to close nearly 90% of all health facili-
ties in Kenya. That helped them [regulators] make 
a decision very fast. They actually said the political 
backlash from that would be too high.” Researcher/
national policy-maker 005.

This kind of adaptive response involves determining 
what kind of evidence is needed in the moment, pro-
ducing it (if necessary) and shaping it to fit the decision 
space. It reflects KT practice that is attentive to political 
and practical constraints. Such KT practices were more 
commonly practised by actors engaged in fluid KT, where 
KT was not a distinct activity but part of the everyday 
work of navigating uncertainties, relationships and pol-
icy-making. They often required proximity to the policy 
process, responsiveness and strategic flexibility (condi-
tions that structured KT alone may not provide).

What emerges from these findings is a view of KT as 
a strategic set of practices oriented toward making evi-
dence usable and persuasive, involving both technical 
skills and relational judgement and often requiring adapt-
ability and proximity to policy.

What evidence is used and how?
Evidence types and their role in policy‑making
Participants consistently engaged with different types of 
evidence during the policy process (Table 5).

These types of evidence played different roles and were 
often used in combination, depending on the policy 
question and the policy stage. For example, scientific evi-
dence, including findings from randomized control trials 
(RCTs), were most valued when policy-makers needed to 
address highly technical issues (for example, vaccine roll-
out) or to measure effectiveness of interventions during 
policy formulation. By contrast, for issues such as man-
aging human resources for health (HRH), policy-makers 
relied more on experiential knowledge, particularly from 
individuals managing HRH systems. This type of evi-
dence was valued for its practical relevance and specific-
ity to health worker needs:

“When it comes to HRH management also there 
are experiences. You’ll tap on the experiences more 
and reports more than a quantitative database, you 
know? The senior level managers. The people who 
are managing people because that is HR.” National 
policy-maker 001

Another widely reported type of evidence was what 
policy-makers referred to as “benchmarking”, where they 
drew ideas and lessons from other settings (both domes-
tic and international) to inform their policy-making. 
Benchmarking enabled access to richer, more practi-
cal forms of evidence that were often perceived as more 
immediately applicable. For examples, counties that 
wished to develop facility autonomy reforms travelled 
to counties that had implemented these reforms to learn 
from their experiences.

Consistent in these findings (at both levels of govern-
ment) is the primacy of practical and problem-solving 
evidence, suggesting that the value of evidence is in its 
utility:

“Policy-makers just need something that is pointing 
towards providing a solution to the question they 

Table 5  Types of evidence used by Kenyan health policy-makers

Evidence type Example source(s) Role (non-exhaustive) Perceptions

Routine national and county health 
data

KHDS, MoH reports Monitoring trends, planning 
and prioritization

Timely, locally owned, widely acces-
sible

Research evidence Peer-reviewed journals, dissemina-
tion by researchers

informing interventions, legitimiz-
ing choices

Perceived as credible, rigorous 
but less timely and not always 
relevant and accessible

Global guidelines and evidence WHO, World Bank, other interna-
tional organizations

Agenda-setting, justifying interven-
tions, framing priorities

Seen as authoritative

Expert opinion Technical advisors, experienced 
peers

Interpreting evidence, guiding 
choices

Rapid, context-sensitive, trusted

Evaluation reports Program evaluations, program 
reports

Learning from past efforts, justifying 
scale-up

Practical insights, problem-solving

Operational data Facility-level records, budgets, HRH 
data, supply chain systems

Managing service delivery, adapting 
programs, informing policy tweaks

Real-time, context-specific, supports 
practical decision-making
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have.” National policy-maker 007

Such pragmatism in selecting evidence types helps 
explain why operational data, for example, HR data or 
facility level records, often generated by the MoH and 
counties themselves, were the most frequently mentioned 
types of evidence used. These types of evidence were 
more timely, accessible and relevant to policy-makers.

How is evidence used?
We observed that evidence was routinely used by pol-
icy-makers during policy deliberations, agenda-setting, 
problem-solving and negotiation processes. How this evi-
dence was used varied depending on the actors involved, 
their motivations and the policy need.

For example, to inform prioritization and planning, 
evidence was used instrumentally, helping policy-makers 
identify where to focus policy attention and resources:

“We did a health labour market analysis which we 
are able to show where we are at, where we want 
to go, what it will entail to be able to do that. And 
looking at the magnitude of what we want to do, it 
cannot be achieved without having a policy in place.” 
National policy-maker 001

Such instrumental use was enabled by institutional 
alignment for example, the data fit within existing plan-
ning and budgeting frameworks. The mechanisms here 
were practical and procedural, that is, evidence was usa-
ble instrumentally when it addressed defined administra-
tive needs and could be translated into concrete actions.

Symbolic use, where evidence served to defend or 
rationalize decisions that had already been made or to 
provide a credible basis for particular positions (legiti-
mation and justification), was also observed/reported. In 
such instances, research was especially valued because of 
its perceived objectivity and rigour, lending legitimacy to 
decisions in the eyes of other actors. This points to the 
symbolic function of research evidence where it was not 
always about guiding choices but about demonstrating 
that decisions were informed, reasonable and defensible:

“Now that’s where it becomes scientific. Because 
it has to be evidence-based. You can’t be in some-
thing, and you do not have anything to support it. 
So, unless you provide evidence towards that…. 
that’s how you may be able to tackle that [interests].” 
National policy-maker 003

Evidence was also used symbolically for persuasion 
and advocacy, particularly when policy-makers needed 
to build coalitions or convince others to support a given 
policy direction. This highlights how evidence plays a role 
in navigating political landscapes and aligning interests:

“And also, for the level of the executive, using facts to 
advocate to them so that our needs can be on their 
agenda” County policy-maker 002

Symbolic use thus functioned as a type of “boundary” 
practice: it linked bureaucratic decisions to the normative 
authority of science, even when the connection was more 
rhetorical than substantive. The mechanism here was one 
of legitimation by invoking evidence as a performative 
signal of rationality and accountability in a system where 
such signals carried political value.

These findings indicate that the types of evidence used 
and how they are used is shaped by actors’ goals, insti-
tutional logics, politics and the nature of the policy issue 
itself. Evidence was used not simply to inform, but to 
position, justify and persuade. The use and non-use of 
evidence were themselves key practices through which 
actors navigated power, responsibility and legitimacy in 
the policy process.

Context as constitutive of KT
Institutional context
The institutional context here refers to the formal and 
informal rules, norms, logics and mandates that shape 
actor roles, incentives and expectations. Across inter-
views and observations, we found that KT took on dif-
ferent meanings, practices and forms on the basis of 
what was institutionally possible, legitimate or incen-
tivized. For example, researchers operate within insti-
tutions where the dominant logic is that of producing 
evidence through time-bound, funder driven projects. 
As described earlier in the findings, KT in these settings 
was often structured, technical and bounded to research 
projects (structured KT). This reflected the institutions’ 
framing of what researchers are responsible for. By con-
trast, multilateral institutions spanned multiple logics, 
for example, technical, programmatic and so on, which 
enabled them to participate closely throughout the policy 
process. This institutional position and access to funding 
allowed for fluid KT and conferred these actors with both 
formal authority and informal influence.

Politico‑economic context
The politico-economic context determined the types of 
evidence that were seen as legitimate, actionable or even 
relevant in policy-making. Three illustrative examples 
demonstrate this. First, Kenya’s decentralized govern-
ance structure shaped divergent evidence needs. At the 
national level, where decisions were made for the entire 
country, policy-makers often relied more on large-scale 
data (for example, national surveys) to support policy 
formulation. By contrast, county level policy-makers 
whose main responsibility was service delivery, relied on 
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operational data to inform policy decisions. This reflects 
the distinct roles each level plays in the devolved health 
system:

“So, decision-making at that [service delivery] level 
is informed by evidence of staff deployment, ration-
alisations, it is also informed by evidence of how big 
the health facility is, how many service delivery sites 
it has, size of the workload, the catchment area one 
is serving, the morbidity pattern of that region…” 
County policy-maker 002

Second, for politically charged issues, the selection and 
use of evidence was often strategic. Evidence that aligned 
with political interests was favoured while evidence that 
conflicted with these interests was ignored:

“They [legislators] don’t take the options you have 
given them, and they have a different option that 
is not based on evidence but based on their party 
inclination which is not … their option doesn’t have 
a rationale except the fact that it is what the party 
requires.” Researcher 006

Third, in a context of limited fiscal space, even robust 
evidence was unlikely to be considered if its application 
was perceived as financially or operationally unfeasible. 
Policy-makers often described economic constraints as a 
filter which narrowed the evidentiary landscape to only 
what could be realistically acted upon:

“You know you can have a lot of evidence but there 
are just simply no finances to translate that to 
action.” National policy-maker 004

Political and economic dynamics thus operated as 
causal mechanisms that activated or constrained KT 
by determining when evidence could be mobilized, by 
whom and for what purposes.

Structural–operational context
The structural–operational context actively produced the 
spaces, opportunities and constraints through which KT 
was practised. First, the devolved governance structure 
expanded the landscape for KT creating a new layer of 
actors, decisions and introduced new the spaces where 
actors could choose to engage:

“In fact, we’ve pivoted a lot of our work and support 
to working with counties [from national govern-
ment] because when you have the right county, the 
right leadership, you can change so much in a very 
short time” Development partner 008

Second, efforts to institutionalize evidence use in 
policy-making led to establishment of KT and research 
units at the MoH and the development of national 

evidence-informed policy-making guidelines. These 
institutional arrangements formalized KT roles and 
processes offering spaces for coordination and routine 
engagement:

“Yes, since we developed the [research] unit, now 
we have identified our areas of research, needs of 
research we have identified we have done analysis 
and identified them.” County Policy-maker 005

All together, these findings demonstrate how context 
coproduces KT by structuring who has influence, what 
counts as evidence and where and how KT happens. In 
this sense, KT both reflects and coproduces the political 
and institutional realities of the health policy system.

What are the outcomes of KT?
The KT outcomes observed in this study were incre-
mental and relational in nature. However, there were 
instances where evidence directly influenced a decision 
such as budgeting, identifying priority interventions or 
adjusting existing plans. These cases often involved rela-
tively technical/planning decisions where the evidence 
was seen as actionable and timely:

“Across all these four counties, in less than 2 years, 
budget execution has improved to between 90% and 
100% in all four counties [after KT intervention].” 
Development partner 008

KT outcomes also included shaping opinions and 
building consensus among stakeholders. For example, 
actors used benchmarking studies or implementation 
experiences from other settings to persuade sceptics 
or soften opposition. These KT efforts aimed to align 
diverse interests around a shared narrative or policy goal:

“We took very many counties to [county x] who are 
trying to implement these facility autonomy reforms 
for them to actually see how things could work or 
how things are working in other counties.” Develop-
ment partner 008

In several cases, participants described institutional 
shifts, including the integration of evidence-informed 
practices into standard operating procedures. A good 
example of this is the institutionalization of health tech-
nology assessments when designing the national health 
benefits package.

Participants also described strengthened relationships 
between actors, particularly where engagement was sus-
tained. In many cases, these relationships opened doors 
for future evidence contributions, which participants 
framed as a key enabler for policy influence:

“I think successes in that we’ve managed to main-
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tain, I like to think reasonably good working rela-
tionships for 25 years through very many rounds of 
changes in the Ministry of Health” Researcher 001

Discussion
Our findings show how KT is constituted through con-
text and shaped by the interaction of actors, the forms of 
KT they practice and the types of evidence they use. Ulti-
mately, what KT for policy looks like is a product of the 
political, institutional and structural conditions in which 
it happens.

Our study informs the reframing of KT-policy in two 
main ways. First, it reconceptualizes context as a con-
stitutive force that produces the design, form and pos-
sibilities of KT. We show that actors’ motivations for 
doing KT, how they did it and where, are all embedded 
in specific institutional, political and social contexts that 
define what is possible and actionable. These findings 
support arguments that emphasize context as dynamic 
and coproductive of KT and goes further by illustrating 
empirically how context produces what is considered 
legitimate knowledge, who gets to participate in KT and 
to what ends [30, 40, 41].

Second, it reframes KT practice from a technocratic 
one to a diffuse and situated practice. While in much 
of KT literature, KT is conceptualized as dynamic and 
context-specific, it is still approached as a technical pro-
cess, defined by discrete steps which are often formalized 
through strategies, interventions or toolkits [42–45]. This 
scholarship accommodates complexity but still treats KT 
as something that can be planned, managed and deliv-
ered. In contrast, this study finds that KT is also practised 
as a fluid, embedded and situated practice that is shaped 
by actors’ positionalities, institutional logics and political 
dynamics. This aligns with literature that emphasizes the 
relational, situated, iterative and political nature of KT 
[17, 46, 47]. In particular, Evans and Scarbrough (2014) 
described KT processes in healthcare organizations as 
ranging from discrete, episodic ‘bridging’ to embedded, 
relational ‘blurring’ – a distinction that resonates with 
this study’s finding of structured and fluid KT forms 
[48]. Furthermore, the idea of KT processes existing 
on a spectrum between more structured, instrumental 
practices and more embedded, relational forms reso-
nates with the K* spectrum/concept which captures the 
diversity of KT related practices across research–policy 
interfaces [49]. Similarly, we show that KT is embedded 
in social relationships and networks. For example, the 
fluid forms of KT practice which several actors enact 
and the informal spaces where they sometimes happened 
relied on informal relationships, trust-based exchanges 
and repeated interaction. These social structures enabled 

more adaptive forms of KT in our setting. This is consist-
ent with the work by Contandriopoulos et al. (2010) and 
others, which have shown that trust, credibility and posi-
tionality shape whose evidence is heard and acted upon 
[17, 19, 31, 50–52].

These shifts in KT framing pose significant implica-
tions for both KT theory and practice. For theory, they 
call for a shift toward practice-based and relational mod-
els of KT. Such a move means that attention needs to be 
paid to the everyday negotiations, institutional routines 
and policy work through which evidence is mobilized. 
Similarly, viewing context as constitutive of KT means 
that KT theory would need to address how actors’ power, 
position and institutional structures produce KT and 
its outcomes. For practice, this reframing highlights the 
importance of building relationships, navigating institu-
tional logics and working reflexively within the evidence-
policy system. For KT practitioners, this requires an 
ongoing, adaptive engagement with the policy environ-
ment and with the actors who shape it. Importantly, these 
insights also signal that capacity-building efforts must go 
beyond training in technical skills to support relational, 
strategic and systems-level competencies.

Strengths and limitations
The conceptual framework offers a way of examining how 
KT is constituted within policy processes across differ-
ent institutional settings. While the specific dynamics 
observed here are grounded in the Kenyan health system, 
the framework provides a conceptual lens that may be 
useful for analysing KT in other policy environments. In 
addition, by drawing on rich, context-sensitive qualitative 
data across multiple actors, data sources and institutional 
settings, the study was able to generate nuanced insights 
into the realities of KT in health policy contexts. By 
focusing on health policies in general, the study captured 
cross-cutting patterns in KT. This allowed us to highlight 
the systemic conditions that produce or inhibit KT rather 
than the idiosyncrasies of a single policy process. This 
approach lent itself to our aim of conceptual reframing 
because it revealed patterns that transcend specific policy 
issues.

However, the absence of focused tracer policies limited 
our ability to examine how KT happens over time in rela-
tion to specific decisions. In addition, given the closed 
and hierarchical nature of policy-making, access to sev-
eral key spaces and actors was restricted.

Conclusions
Together, these findings reframe KT as a diffuse, situ-
ated and political practice that is produced by context. 
Engaging more critically with this reframing offers 
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the potential to practice KT that is more meaningful, 
responsive and sustainable in policy settings.
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