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The Network Narrative

It is widely proclaimed we now live in a networked society, in which
the proliferation of information communication technologies has
made possible new and diverse forms of inter-connected social, cul-
tural and economic activity (Castells 2011). Although the network
concept is often invoked with reference to new social media and rap-
idly changing modes of social organisation, it also stems from a long-
standing stream of sociological and anthropological thinking about
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the inter-connected and patterned features of everyday social life,
such as kinship, occupational or community networks (Scott 2002).
And yet, the network concept simultaneously encourages a distinct
level of social science enquiry that attends, less to people or places as
categorical units of social organisation, and more to the relationships
between them as mediated by different interactions and technologies
(Scott 2002).

The network narrative has become a ubiquitous feature of contem-
porary public policy (Hajer et al. 2003; Kickert et al. 1997). In broad
terms, it is widely believed that the social, economic and political chal-
lenges facing society today require the diverse resources and capabilities
of different specialists and stakeholders to participate in more inclu-
sive policy making and to implement more coordinated solutions. The
network narrative tends to follow a familiar logic (Bevir 2013). That
is, traditional modes of public administration were dominated by the
centralised, top-down authority of the State, with policy decisions
implemented through bureaucratic planning and delegation. This sup-
posedly stifled innovation and reinforced siloed working to the detri-
ment of responsive and efficient public services. The neoliberal reforms
of the 1980s and beyond saw the introduction of more business-like
New Public Management (NPM) whereby a multitude of decentred
policy actors became responsible for making and implementing policy
decisions, typically on the basis of individual self-interest with mar-
ket-like relations. This was seen as fragmenting public services to the
extent that public service organisations could not collaborate around
the complex problems facing society. The network narrative emerged
as a response to the limits of both bureaucracy and markets by advo-
cating for a model a public governance in which multiple policy actors
share resources, make more joined-up decisions, and provide more coor-
dinated services. For many advocates, New Public Governance (NPG)
represents a more progressive, inclusive and democratic approach that
is associated with qualities such as trust, mutuality and commitment,
collaboration and co-design; rather than contractual obligation or
delegated rule.

Within the public policy and management literature, the term ‘policy
networks’ has been defined as ‘(more or less) stable patterns of relations
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between independent actors, which take shape around policy problems and/
or policy programmes’ (Kickert et al. 1997). Advocates put forward a
number of potential benefits. First, networks offer more inclusive and
democratic decision-making through enabling multiple stakeholders to
shape policies and services (Ansell and Gash 2008). Second, networks
provide flexibility to help local actors work together to address ‘wicked’
policy problems whose solution is beyond the scope of a single organ-
isation (Ferlie etal. 2013). Third networks bring together the skills
and resources of divergent actors thereby enabling more dynamic and
innovative responses to policy problems (Klijn and Koppenjan 2000).
Fourth, networks promote open, trusting, reciprocal and coopera-
tive relationships between organisations and individuals (Kickert et al.
1997), leading to more efhicient ways of working and promoting knowl-
edge sharing and innovation.

Arguably, the network narrative illustrates the influence of particu-
lar social science ideas on public policy and management. Klijn and
Koppenjan (2012) describe how three distinct underpinning perspec-
tives inform contemporary thinking on ‘network governance’. The
first draws from political science, where policy networks are associ-
ated with more inclusive and deliberative decision-making (Ansell and
Gash 2008). The second stems from the field of economic sociology
and later organisational studies where it is shown that inter-organi-
sational networks promote innovation through facilitating resource
sharing (Burt 2009; Granovetter 1973). The third, and most rele-
vant here, is found within the field of public policy and management
where networks are seen as an alternative model of service organisation
and delivery that offers more coordinated and integrated responses to
cotemporary policy problems (Ferlie et al. 2013). Through the conver-
gence of these different traditions a, seemingly, dominant policy narra-
tive has emerged.

And yet, in some ways the network narrative is in arguably ide-
alised. It might be suggested, for example, that the idea of epoch-like
shifts between bureaucratic public administration, NPM and NPG are
over-stated with public governance characterised by more complex,
layered or hybrid governance arrangements (Pollitt 2009). Although
some have talked of a ‘Hollow State’ or ‘polycentric’ public services,
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we also know that centralised state regulations continue to influence
how local policy actors operate both within markets and networks
(Lowndes and Skelcher 1998). It also the case that policy actors are
expected to simultaneously compete on some issues, whilst collabo-
rating on others (Bevir and Waring 2017). Further still, changing pro-
fessional institutions, boundaries and status hierarchies continue to
complicate all varieties of public policy and management (Waring and
Currie 2009).

In other ways, the network narrative adopted by policy makers has
the potential to reify social relationships rendering them as concrete and
amenable to planning and management. By this we mean, that networks
are often presented as tangible or discrete entities based upon the forma-
tion of new working relationships between disconnected groups (Waring
etal. 2017). As such, if the network is appropriately designed with the
necessary agents, and appropriate directives and incentives are pro-
vided, it will result in the sharing of resources and service improvement.
This can be seen, for example, with the extensive literature on ‘man-
dated’ or ‘managed networks’ and the corresponding upsurge of inter-
ests in ‘network management’ and ‘network orchestration’ which speak
to the idea that managers need identify and recruit specific network
actors, build network relationships and leveraging collective benefits
(Klijn etal. 2010; McGuire 2006). And yet, the realities of ‘network
management’ is far from straight forward because of the narrow ways
network relations, much like cultures, are seen as amenable to man-
agement intervention (McGuire and Agranoff 2011; Waring and
Crompton 2019).

Turning to the wider social science literature, ‘social networks” might
be understood, more broadly, as the relatively stable patterns of inter-
action common to practically all aspects of social life, which become
institutionalised around certain activities or tasks in the form of a com-
munity or network (Crossley 2010). Early anthropological interest in
social networks is often credited to Barnes (1954) who claimed that “the
whole of social life” could be seen as a “set of points some of which are
joined by lines” to form a total network of relations (1954: 43). Based
on the conception of society as formed through an interconnecting web
of relations, social scientist began systematically to denote patterns of
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existing relationships seeing social structure as a collection of points
(representing individuals, groups or organisations) and various types
and strengths of links between them. These networks are not designed,
manufactured or created, but emerge overtime through social interac-
tion, and become institutionalised through social conventions and cus-
toms, and eventually social rules (Owen-Smith and Powell 2008). These
networks provide the social infrastructure through which meanings, val-
ues and identities are shared and reinforced; through which actors social
position and influence can be understood; and through which social
activities are organised. In this sense, networks are not, and cannot eas-
ily, be created or managed. (Crossley 2010).

Networks and Networking in Healthcare

It is probably fair to say that the English health and care system has
often been at the very forefront of broader transitions and trends in
public policy and governance (Ferlie etal. 2013). Its creation in the
immediate post-war period, and subsequent reforms in the 1960s and
1970s, very much illustrate the ideals of a centralised state-run pub-
lic service bureaucracy. Management reforms of the 1980s and market
reforms of the 1990s exemplified the rise and maturation of NPM as a
template for more responsive, efficient and competitive public service
delivery (Strong and Robinson 1990). Similarly, from the late 1990s
onwards, the mantra of collaboration, partnerships and networks has
come to redefine health policies and service organisation (Ferlie et al.
2013). The network narrative has re-shaped almost all aspects of the
health care system from high-level policy decision-making where gov-
ernment departments coordinate activities around policy problems,
to regional care planning through networks of health and social care
agencies, through to inter-professional networking in frontline service
delivery (Waring et al. 2017).

In their review of inter-organisational networks in healthcare, Sheaff
and Schofield (2016) distinguish between six different types of net-
works, including (i) ‘care networks™ involved in the coordination of
care services; (ii) ‘professional networks for the coordination and
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representation of occupational interests; (iii) ‘project networks  that
form around a specific initiative; (iv) ‘programme networks™ designed
to implement a given policy or reform programme; (v) ‘experience net-
works’ that bring together patients or publics with shared experiences
and interests; and (vi) ‘interest networks’ that mobilise around particu-
lar agendas. This typology reveals how networks in health care can vary
according to purpose and intent, form and structure, and interest and
ideology. Moreover, it shows how some are seemingly the object of pol-
icy or management, in so much that they are a tool or technique of gov-
ernance; whereas other are more emergent and potential in opposition
to policy, in so much that they advance divergent interests.

In the contemporary context, three prominent initiatives give a clear
sense of the way the network narrative continues to guide health and
care reforms; each of which is the subject of research presented in this
collection. The first can be seen with the renewed emphasis on regional
strategic networks as a platform for prioritising, planning and delivering
a more coordinated care services, as set out in the NHS Five Year Forward
View (NHS England 2015). The broad goal of policy is to change way
multiple health and care agencies work together within a regional foot-
print in order to optimise the allocation of scarce resources, deliver more
integrated services and improve population health. Prominent examples
of this can be seen with the introduction of, what have been variously
termed, Sustainability and Transformation Plans (later Partnerships),
Accountable Care Organisations, and Integrated Care Systems. Other
attempts to change ‘system architecture’ including the recent introduction
of Primary Care Networks. In many ways, this particular policy agenda
is shaped by the longstanding view that complex care needs require the
involvement of multiple specialists working across the health and social
care boundaries. At the same time, the promotion of regional networks
stems from the necessity of dealing with resource constraints created by
austerity measures and the removal of more formal administrative or
bureaucratic strata within the NHS following the Health and Social Care
Act of 2010, specifically Strategic Health Authorities.

The second example can be seen in the continued re-organisation of
services through regional or locality service delivery networks (Fulop
et al. 2015). Traditionally, acute and specialist NHS services have been
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organised and delivered through local or ‘district’ hospitals, but typically
with limited horizontal integration with other care providers. The shift
towards a network model is guided, in part, by mounting research evi-
dence that suggests the distribution of specialist services across multi-
ple care providers often results in sub-standard and variable outcomes,
especially where smaller district hospitals have limited expertise in
complex cases. It follows, therefore, that concentrating the provision of
specialist services within fewer regional centres, and encouraging these
services to work in more coordinated or networked ways will result in
benefits for workforce development from greater exposure to complex
case, increased resource optimisation from reducing unnecessary dupli-
cation, and improved patient outcomes from better specialised care. In
other ways, this includes creating better links between specialist centres
to promote care standards, share ‘best practice’ and reduce variations.
Prominent examples include the introduction regional networks for
cancer, stroke, and major trauma care.

The third example addresses the well-document ‘translation gap’
between the production of evidence-based innovations, on the one
hand, and the implementation and adoption of these breakthroughs
in everyday care delivery, on the other. It is said, for example, that it
can take as much as 15 years for new therapies or technologies to make
a routine impact on patient care, and whilst some time is needed to
ensure safety and effectiveness, excessive delay represents potentially
wasted resources and unnecessary human suffering (Cooksey 2006). For
over a decade, policies have sought to address this problem through sup-
porting more collaborative partnerships and networks between research
‘producers’ and ‘users’. This often centres on encouraging NHS care
providers to work more collaboratively with university-based research-
ers and industry in the form of research networks (Kislov et al. 2018).
Prominent examples include Academic Health Science Networks
(AHNS), Collaborations for Leadership in Applied Health Research
and Care (CLARHC:), Applied Research Collaborations (ARCs), and
other disease-specific research networks. Of relevance to the decentred
approached developed in this collection, the formation of these net-
works is often shaped by the local traditions of university-healthcare
collaboration (Rycroft-Malone et al. 2013), as well as the dilemmas of
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regional geo-politics between competing university and NHS partners
(Waring et al. 2020).

These three prominent examples show how networks, or more pre-
cisely the network narrative, continues to shape the modernisation and
transformation of health and care services. The chapters in this collec-
tion examine directly the manifestation of networks and networking in
these and other areas of health and care reform. Unlike the much of
the existing research on networks, this collection seeks to a develop a
more enquiring, critical and decentred understanding of networks as an
idealised or prescriptive model of health care governance.

Decentred Theory

Modernist social science typically seeks mid-level or general theories
by which to explain the particulars of social life, including the adop-
tion, operation, and effects of a policy. They prefer formal and abstract
explanations, as opposed to historical or context-specific, precisely
because they conceive that explanations must be synchronic accounts
that persist across multiple cases from which to build a mid-level or
general theory (Brady and David 2004; King etal. 1994). Decentred
theory contrasts sharply with this modernist approach. Decentred the-
ory is overtly historicist in its emphasis on agency, contingency, and
context (Bevir 2003a; Bevir 2013). It rejects the hubris of mid-level or
comprehensive explanations that claim to unpack the essential proper-
ties and underlying logics of social and political life. So, for example, it
suggests that neither the intrinsic rationality of markets, nor the path
dependency of institutions, properly determines whether policies are
adopted, how they coalesce into patterns of governance, or what effects
they have. Rather, decentred theory conceives of public policies as con-
tingent constructions of actors, inspired by competing beliefs that are
rooted in different traditions and which evolve in the face of changing
situations or dilemmas. That is, decentred theory examines the ways
in which patterns of rule, including both institutions and policies, are
created, sustained, and modified by individuals through their meaning-
ful social practices that arise from the beliefs individuals adopt against
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the background of traditions and in response to dilemmas. It suggests
that policies arise as conflicting beliefs, competing traditions, and varied
dilemmas generate, sustain, and transform diverse practices. It focuses
attention on the diverse ways in which situated agents make and remake
policies as contested practices. Decentred theory therefore suggests that
social scientists focus on a particular set of empirical topics, in this case
health care networks as an example of contemporary governance.

Too many social scientists adopt forms of explanation that reduce
actors’ beliefs to formal axioms of rationality or to synchronic patterns
associated with institutions, systems, or other social facts. Decentred
theory begins instead with the idea that actions should be explained
with reference to the reasons and meanings that actors have for those
actions. Crucially, decentred theory suggests, first, that social scientists
explain these reasons by locating them in the agents’ webs of belief, and
second, that social scientists explain these webs of belief by locating
them in a historical context of traditions and dilemmas. If we reject pos-
itivism, and the idea of understanding human behaviour by reference to
objective social facts, we must explore the beliefs and meanings through
which actors themselves construct their world, including the ways they
understand all their position, the norms affecting them, and their inter-
ests. Because people cannot have pure experiences, their beliefs are inex-
tricably enmeshed with theories and traditions.

Two sets of concepts therefore provide the basis for thinking about
the meaningful actions of actors. The first set includes concepts such as
tradition, structure, and paradigm (Bevir 2013; Kuhn 2012: 43-51).
These concepts explore the social context in which individuals think
and act. They vary in how much weight they suggest should be given
to the social context in explanations of thought and action. We define
a ‘tradition’ as a set of understandings an actor receives during socializa-
tion. Although tradition is unavoidable, it is only ever a starting point,
not something that governs later performances. We should be cau-
tious, therefore, of representing tradition as an unavoidable presence in
everything people do as this risks leaving too slight a role for agency.
In particular, we should not imply that tradition is constitutive of the
beliefs people later come to hold or the actions they then perform.
Instead, we should see tradition mainly as a backdrop or underlying
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influence on people. Just because individuals start out from an inherited
tradition does not imply that they cannot adjust it. On the contrary, the
ability to develop traditions is an essential part of people’s being in the
world. People constantly confront, at least slightly, novel circumstances
that require them to apply inherited traditions anew, and a tradition
cannot fix the nature of its application. When people confront the unfa-
miliar, they have to extend or change their heritage to encompass it, and
as they do so, they develop that heritage. Every time they try to apply
a tradition, they reflect on it, whether consciously or not, to bring it
to bear on their circumstances, and by reflecting on it, they open it to
innovation. Thus, human agency can produce change even when people
think they are sticking fast to a tradition they regard as sacrosanct.

The second set includes concepts such as dilemma, anomaly, and
agency (Bevir 2003b; Kuhn 2012: 52-65). The concept of ‘dilemma’
provides one way of thinking about the role of individual agency in
changing such traditions. People’s capacity for agency implies that
change originates in the responses or decisions of individuals. Whenever
someone adopts a new belief and associated action, they have to adjust
their existing beliefs and practices to make way for the newcomer. To
accept a new belief is thus to pose a dilemma that asks questions of one’s
existing beliefs. A dilemma arises for an individual or institution when
a new idea stands in opposition to existing beliefs or practices and so
forces a reconsideration of these existing beliefs and associated tradition.
Traditions change as individuals make a series of variations to them in
response to any number of specific dilemmas. A related point to make is
that dilemmas do not have given, nor correct, solutions. Because no set
of beliefs can fix its own criteria of application, when people adopt new
ideas they change traditions creatively. It might look as if a tradition can
tell people how to act; how to respond to dilemmas. At most, however,
the tradition provides a guide to what they might do. It does not pro-
vide rules fixing what they must do.

It is important to recognize that social scientists cannot straight-
forwardly identify dilemmas with allegedly objective pressures in the
world. People vary their beliefs or actions in response to new ideas
or perceived situations. They do so irrespective of whether that new
idea reflects real pressures, or, to be precise, irrespective of whether it
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corresponds to a pressure perceived real by social scientists. In explain-
ing change, there is no reason to privilege academic accounts of the
world. What matters is the subjective and intersubjective understand-
ings of local actors, not scholarly accounts of real pressures in the world.
The task of the social scientist is to recover the shared intersubjective
dilemmas of the relevant actors.

A decentred approach highlights contests among diverse and con-
tingent meanings rooted in different traditions and the dilemmas faced
by actors in particular contexts. As a result, it privileges specific new
empirical topics with a particular focus on the context-specific prac-
tices enacted by actors and the meanings that inform them. In looking
at the interplay between traditional, dilemma and meanings in action,
a decentred approach focuses on narratives, rationalities, and resistance
(Bevir 2010). ‘Narratives' convey complex sets of meanings, rooted in
historical circumstances, and providing a shared framework for mean-
ing making and social practices. Narratives assist actors in sense-making
and confronting novel situations and dilemmas, and in turn narratives
are made and re-made through social practice. Narratives are inherently
political or ideological, conveying not only meanings, but also moral
imperatives. A decentred theory suggests that social scientists should
pay more attention to the traditions against which elites construct their
worldviews, including their views of their own interests. Moreover, the
central elite need not be a uniform group, all the members of which
see their interests in the same way, share a common culture, or speak
a shared discourse. Our decentred approach suggests that social scien-
tists should ask whether different sections of the elite draw on different
traditions to construct different narratives about the world, their place
within it, and their interests and values.

Relating these ideas to the study of networks and networking in
healthcare, it encourages analysis to move beyond the reified notion
of networks as technical instruments of top-down government within
which different actors and agencies see their worlds reconfigured,
Rather we need to see networks as sites of multiple, shared and con-
tested meaning, where diverse actors engage in network-related activities
based upon their prevailing traditions or systems of belief. This means
that the practices of networking for one group can be radically different
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from another, and from the prescribed vision of policy or social science
theory. Furthermore, the introduction or imposition of networks as a
policy instrument might be seen as creating the types of disruptions
and changes that create the dilemmas for social actors. In these situa-
tions, actors and groups of actors draw upon their prevailing meanings,
such as what networking means to them, and at the same time develop
new meanings in the face of contradictions. Through enacting tradi-
tions and dealing with dilemmas, actors create the social reality of net-
works and networking that can depart from and resist the narratives of
policy-makers. In short, networks and networking is made real through
the situated and meaningful practices of health and care actors as they
enact or resist a networked model of care.

The Contributions to This Collection

In different ways, the chapters in this collection develop a critical and
decentred analysis of the ways networks and networking have re-shaped,
or at least tried to re-shape, the organisation and governance of health
and care services. They each focus on a particular examples of net-
working in contemporary health and care reform, such as integrated
health and social care models (Bishop), research collaborations (Ledger,
Vickers), inter-organisational mergers and buddying (Millar), regional
stroke networks (Baeza), and networks for stakeholder or patient
involvement (Williams); as well as focusing on different dynamics of
networking, such as the role of technology-mediated networks (Pope),
the role of stories and storying-telling (Turner), and the motivation of
actors to engage in networking (Hyde). In different ways, they show
how policy narratives often present an idealised or reified understanding
of networks that downplays both the underlying ideology or rational-
ity of policy, and neglects the ways networks and networking is enacted
through the situated and meaningful practices of actors; and how the
situated practices of networking often divergent from or resist the intent
or assumptions of policy.

Furthermore, the collection offers extensions to the application of
decentres theory in the study of health and public policies. Given their
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focus on networks and networking, it is perhaps unsurprising that
many chapters bring to light the inter-active and relational dynam-
ics of networks, especially the idea of inter-subjective meaning located
in shared webs of belief (Bishop, Hyde, Turner), but also the potential
for new relationships to form around dilemmas (Baeza, Hyde, Millar).
The chapter also show how dilemmas might not simply arise in the
context of new or changing circumstances, but how they can be cul-
tivated and used to advance certain agendas (Baeza, Bishop). In other
ways, the chapters give closer attention the spatial, affective, and moti-
vational dimensions of traditions and meaningful action (Bishop, Hyde,
Vickers). That is, meaningful action is always located in a space to
which different traditions ascribe meaning, and where new policies seek
to create new meanings around which dilemmas emerge (Bishop). They
also show how the emotional consequences of networking can shape
how actors make sense of and seek to act in the context of reforms
(Turner), especially in terms of how this shapes the motivations and
intents of actors (Hyde). More broadly, the chapters reveal how juxta-
position between local traditions of networking and policy narratives for
networking can create dilemmas but also opportunities for resistance or
creative mediation of interests (Ledger, Turner, Vickers).

In other ways, the chapters draw on additional theoretical perspec-
tives to enrich or critique the decentred approach. This includes, for
example, concepts and ideas derived from Actor Network Theory
to understand how intended or expected modes of organising work
become thwarted and resisted in the everyday practices human and
non-human networks (Pope). Theories of inter-subjective storytell-
ing and meaning making complement the decentred interest in narra-
tives to rethink the processes of learning and innovation in the context
of dilemma (Turner). In addition, the ideas of Foucault are invoked
to thinking about the relational dynamics of power and governance in
healthcare networks, especially the role of pastoral power in the imple-
mentation of evidence-based care (McGivern). And as outlined above,
theories of space and place also offer additional ways of thinking about
tradition and dilemma (Bishop).
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