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Abstract 

 

In response to the COVID-19 pandemic, many countries in the EU / European Economic Area have established 
applied behavioural and social science, or ‘Behavioural Insights’ (BI), units or networks to make 
recommendations to decision-makers on actionable policy and communications. On the basis of key-informant 
interviews in four EU Member States with different administrative systems – Spain, Italy, Portugal and 
Slovenia – this report (1) explores good practices in establishing and maintaining effective national BI 
units/networks and activities; (2) identifies barriers to and facilitators of the implementation of BI research 
findings; and (3) explores how to support efforts to retain and institutionalise BI expertise developed in the 
wake of the COVID-19 pandemic. The qualitative assessment concludes that BI units in the public health area 
are still in the early stages of development in the countries participating in this study. Key informants in our 
case study feel that decision-makers’ support still depends on individual people and BI is not yet fully 
embedded in the decision process. Efforts by BI units and larger organisations may be needed to facilitate an 
increased speed at which the institutionalisation of BI can be achieved. Based on the interview findings, the 
authors make some recommendations to support this process.  
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Executive summary 

The BI4EU project aimed to identify and explore good practices in establishing and maintaining effective 
national behavioural insights (BI) units or networks and activities in the EU / European Economic Area (EEA). 
The research included key-informant interviews in four EU Member States with different administrative 
systems (Spain, Italy, Portugal and Slovenia) and entailed a qualitative assessment of the barriers to and 
facilitators of effective implementation of the findings from social and behavioural research conducted 
primarily, but not exclusively, over the course of the COVID-19 pandemic. 

Policy context 

The COVID-19 pandemic made it clear that public health efforts are more likely to succeed if they actively 
consider social, cultural and behavioural contexts. Many countries in the EU/EEA have therefore established BI 
units or networks (‘infrastructures’) that apply behavioural and social science methods to make 
recommendations to decision-makers on actionable policy and the planning of actions, policies and 
communications. 
 
However, many BI infrastructures have faced challenges across the EU/EEA. Different countries have prioritised 
working with BI to different extents, and capacity is not evenly distributed across countries. Even in countries in 
which working with BI is prioritised more, BI infrastructures have faced difficulties in effectively disseminating 
their insights to the appropriate people. Furthermore, there is evidence that some of the BI infrastructures that 
were established during the pandemic are currently being removed or downgraded. Thus, there is a risk of 
losing the expertise and organisational capacity that have been gained and would be valuable in the event of 
any future infectious disease outbreaks’. In addition, Member States risk losing the ability to extend this 
expertise to other public health priority areas, such as cancer prevention and the digital healthcare 
transformation. 
 
By synthesising findings from key informants working in the area of BI for public health in four Member States, 
the BI4EU project explores challenges and opportunities in the development and maintenance of BI 
infrastructures at the national level. The project complements a post-COVID after-action review conducted in 
four Member States with well-established BI structures (Finland, Ireland, the Netherlands and the United 
Kingdom) (De Vries et al., 2023). This study provides an additional assessment of a selection of Member States 
that had not yet been included in similar studies, and where efforts were made to include behavioural science 
support during the COVID-19 emergency (Spain, Italy, Portugal and Slovenia). 

Key conclusions 

BI teams that the 11 key informants were aware of in their respective countries were perceived to be in the 
early stages of development, in either the ‘initiation’ or the ‘early adoption’ phase. 

Good practices in establishing and maintaining BI units included consistent collaboration between external 
academic institutions and public health institutes to solve long-term capacity issues at public health institutes. 
Other good practices included sustained advocacy by BI champions to motivate political support for the 
behavioural science approach during meetings, a broadening of the scope of BI units beyond public health, 
and the support of international institutions through international meetings and recognition. 

A lack of available in-service training opportunities and well-trained BI experts was noted as a challenge. 
Behavioural scientists do not have easy access to the public health field, given recruitment and hiring 
practices aimed at hiring predominantly professionals in epidemiology. The limited budget that is generally 
allocated to public health hinders further integration of new perspectives in the public health system. There is 
a need for better integration and recognition of applied health psychology (or equivalent behavioural science) 
in university curricula to train new generations of behavioural scientists. Although once they have been 
introduced to behavioural sciences many decision-makers seem to support its use in this field, initiatives are 
often dependent on the commitment and effectiveness of individual people rather than BI expertise being 
systematically embedded in decision-making processes. 

Participants identified an important role for EU organisations in furthering the development of BI units. EU 
organisations can connect experts and stakeholders for the exchange of knowledge and experience, develop 
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EU-wide knowledge platforms or communities of practice, and advocate and support the development of 
global resolutions on behavioural change expertise. 

The overall recommendation emerging from the findings in these four countries is the urgent need to ensure 
that behavioural expertise (including its social science elements) becomes an integral discipline in public 
health institutes and policymaking.  

Based on the findings, a list of recommendations was compiled by the authors of this report. 

Three recommendations have a high estimated impact and high feasibility: 

— explore alternative, more dispersed organisational methods of incorporating BI expertise in contexts 
where separate BI units are not feasible or desired, for example a group of BI experts that collaborates in 
a network across regions or departments; 

— support the development and implementation of basic BI in-service training on knowledge and methods 
as a core competence for public health professionals, including advocacy and communication skills, and 
evidence-based policymaking; 

— strengthen cooperation between public health institutes and designated external academic centres with 
BI expertise, for example by supporting internships, graduate work and grants for short-term 
engagements with behavioural science experts. 

Six recommendations that have a medium estimated impact but high feasibility include: 

— identify BI champions and support their outreach and advocacy efforts; 

— explore the feasibility, institutional place and implications of a BI unit that is integrated across different 
sectors; 

— in countries with a decentralised governance structure, explore a collaborative model where different 
regional BI units collaborate on different projects; 

— organise regular meetings for knowledge exchange and networking, including smaller satellite meetings 
with country experts; 

— further strengthen international initiatives to foster exchange on BI for public health; 

— advocate, support and implement global resolutions on behavioural change expertise. 

Finally, five recommendations have a high estimated impact and medium feasibility: 

— prearrange rapid scalability of BI units in the cold phase, for example by assessing bureaucratic burdens 
and developing pre-agreed protocols. 

— promote (pre-service) behavioural science curricula across learning institutions. 

— advocate new professional standards for public health that include behavioural expertise.  

— raise awareness of the cost savings connected to prevention research and increase advocacy for public 
health.  

— facilitate policies that enhance flexible recruitment profiles, which are needed to better include 
behavioural science in this field. 

Methodology 

Key informants were identified by the research team. These informants were either experts working in or 
affiliated to regional or national public health institutes, or academic professionals working to support public 
health institutes through their own external behavioural science teams or units.  

After the JRC identified and provided contact details for key informants and set up meetings with them, the 
responsibility for conducting the interviews and managing any resulting information fell to the contractors. 

In total 11 key informants participated in this study. The interviews were conducted in English by video 
conferencing and lasted between 60 and 90 minutes. Interviews were conducted in a semi-structured way, 
allowing the interviewer to follow up on topics that emerged during the interview. The interviews included 
open-ended questions, probes and prompts to encourage the key informant to provide detailed and insightful 
responses. 
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Main findings 

BI has not yet reached a level of steady, sustainable existence (i.e. stage 5 in Annex 3) in the studied 
countries, and BI units are not yet fully institutionalised. Institutionalisation of BI units refers to the process of 
allocating (sustained) funding, formally including BI expertise in an organisational structure and assembling a 
team of staff members engaged specifically in BI activities, all within the framework of an official mandate. 
As a result of few in-house behavioural science capacity in public health institutions, much of the work is 
carried out externally through project work by BI units located within academic institutions, also referred to as 
a ‘hub and spoke model’ (COSSI CDC Working Group, 2023). Advocacy for BI is done by both the outside 
academic partners and BI champions within public health institutes. The small number of experts within public 
health institutes slows down the required dialogue with the collaborative partners.  

A lack of available in-service training opportunities for people working in BI was identified, and, across all four 
participating countries, a relatively low number of well-trained BI experts in the public health field was noted 
as a challenge. Behavioural scientists are not common in the field of public health, which has traditionally 
been an area of expertise for people coming from disciplines such as medicine, nursing, epidemiology, 
virology, pharmacy and veterinary sciences. Behavioural scientists do not have easy access to the public 
health field, given recruitment and hiring practices that cater predominantly for professionals in epidemiology. 
The limited budget that is generally allocated to public health hinders further integration of new perspectives 
in the public health system. There is a need for better integration and recognition of applied behavioural 
sciences, such as health psychology, in university curricula to train new generations of behavioural scientists. 

Many decision-makers who are introduced to behavioural sciences seem to support the use of BI in the field 
of public health. However, key informants in our case studies feel that decision-makers’ support still depends 
on individual people and is not yet systematically embedded. Thus, it is important for large international 
organisations to facilitate an increased speed at which the institutionalisation of BI can be achieved at various 
levels. This is particularly the case for countries with less formal institutionalisation of BI or countries with a 
decentralised governance system where many smaller BI units may emerge that are not well connected. 
Promoting training and the creation of networks of professionals for the exchange of experiences and good 
practices can facilitate greater implementation of behavioural sciences in the public health sector. 

The contributions that EU organisations can make to further encourage a further institutionalisation of BI 
units and activities include connecting experts and stakeholders, developing communities of practice, 
advocating and supporting global resolutions, financing pilot projects and supporting translation of knowledge 
into different EU languages. BI units can themselves facilitate advocacy for the relevance of behavioural and 
social sciences. They can also serve as gatekeepers and feedback channels to academic collaborators, 
address the lack of training opportunities both before and in service, and help change recruitment and hiring 
practices from within the governance system. 
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1. Introduction: the BI4EU project 

Behavioural sciences – including disciplines such as psychology, sociology, anthropology, communication 
science and behavioural economics – are increasingly being used to inform a wide range of policy areas within 
and outside the EU (1). Applied behavioural sciences, also referred to as ‘applied behavioural and social 
sciences’ or ‘behavioural insights’ (BI), investigate the cognitive, social and environmental drivers and barriers 
influencing behaviours. Applied behavioural science evidence can contribute to and complement other public 
health efforts through aiding the design of policies and programmes, communications, and products and 
services. The idea that behavioural evidence is crucial for advancing the goal of good health for all has been 
gaining traction in recent decades and became abundantly clear during the COVID-19 pandemic (e.g. Byrne-
Davis et al., 2022; Ruggeri et al., 2023). Recognising the central importance of behavioural sciences, many 
countries in the EU / European Economic Area (EEA) have established BI units or have conducted BI research 
activities. The World Health Organization (WHO) established a permanent BI unit (2) and a Technical Advisory 
Group on Behavioural and Cultural Insights for Health (3) during the pandemic. Based on the experience of 
setting up a behavioural science unit in Romania, in 2022 WHO Europe published a number of points for 
consideration when setting up BI units for improved health outcomes (WHO Europe, 2022). 
 
However, these initiatives have faced challenges (e.g. Jones et al., 2021; McDavid and Henderson, 2021; 
Chadborn et al., 2023). Different countries have prioritised working with BI to different extents, and capacity is 
therefore not evenly distributed across countries. BI units and networks, which we refer to here together as ‘BI 
infrastructures’, have also faced difficulties in effectively disseminating their insights to the appropriate people 
as indicated by a survey conducted by the European Centre for Disease Prevention and Control (ECDC) in 2021. 
Furthermore, there is anecdotal evidence that some of the BI infrastructures that were established during the 
pandemic are being removed or downgraded in post-COVID-19 times (De Vries et al. 2023). Several (post-
)COVID-19 studies on the role of BI in providing advice regarding COVID-19 policies showed that, while 
scientific advice was used to inform communication and implement policy, important behavioural science 
insights were still not picked up sufficiently, or in good time (Boin et al., 2020; Altieri et al., 2021; Cairney, 
2021; Brusselaers et al., 2022; Byrne-Davis et al., 2022; Tasker and Irvine, 2022; De Vries et al., 2023). 
Behavioural scientists experienced resistance to including perspectives other than the medical/epidemiological 
approach and were included in the pandemic response to only a limited extent, with few opportunities to 
engage in dialogue with policymakers or explain advice at the table where decisions were made. In addition, 
as a result of sharply declining funding now that the acute stage of the pandemic has passed, there is an 
urgent need to safeguard the knowledge and structures generated during the crisis period. 
 
One solution that has been proposed is the funding of sustainable independent behavioural science units that 
can scale up quickly in times of a pandemic or crisis. But what is the best way to go about this? The BI4EU 
project aimed to: 

— explore good practices in establishing and maintaining effective national BI units and activities; 

— identify barriers to and facilitators of implementing social and behavioural research findings within the 
administrative system of specific countries; 

— explore ways of providing support to retain and institutionalise BI expertise4 in EU Member States that 
was established before or during the COVID-19 pandemic crisis. 

 
The research entails a qualitative assessment of these aspects through key-informant interviews in four 
Member States with different administrative systems (Spain, Italy, Portugal and Slovenia). 
 

 

 

(1) See, for example, initiatives at the European Commission (https://knowledge4policy.ec.europa.eu/behavioural-insights_en), World 
Health Organization (WHO) (https://www.who.int/initiatives/behavioural-sciences/tag-on-behavioural-insights-and-sciences-for-
health) and European Centre for Disease Prevention and Control (https://www.ecdc.europa.eu/en/publications-data/behavioural-
insights-research-support-response-covid-19). 

(2) https://www.who.int/initiatives/behavioural-sciences. 
(3) https://www.who.int/europe/groups/technical-advisory-group-on-behavioural-and-cultural-insights-for-health-tag-bci. 
(4) Institutionalising refers to the process of allocating (sustained) funding, formally including BI expertise in an organisational structure 

and assembling a team of staff members engaged specifically in BI activities, all within the framework of an official mandate. 

https://knowledge4policy.ec.europa.eu/behavioural-insights_en
https://www.who.int/initiatives/behavioural-sciences/tag-on-behavioural-insights-and-sciences-for-health
https://www.who.int/initiatives/behavioural-sciences/tag-on-behavioural-insights-and-sciences-for-health
https://www.ecdc.europa.eu/en/publications-data/behavioural-insights-research-support-response-covid-19
https://www.ecdc.europa.eu/en/publications-data/behavioural-insights-research-support-response-covid-19
https://www.who.int/initiatives/behavioural-sciences
https://www.who.int/europe/groups/technical-advisory-group-on-behavioural-and-cultural-insights-for-health-tag-bci
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This project is distinct from but complementary to work by the ECDC, which in May 2024 launched a framework 
for the prevention of communicable diseases, with a specific focus on social and behavioural sciences. While 
the ECDC is establishing a networking and training activity, BI4EU provides an understanding of the factors that 
support the effective development and maintenance of BI units and activities at the national level. This also 
complements the work of the WHO Regional Office for Europe, which has published a set of points for 
consideration when starting up BI units and activities. By exploring practical and real-world challenges, the 
BI4EU project provides pointers on how EU organisations can support the establishment of BI units at the 
national level, supporting the implementation of public health policies and promoting collaboration between 
countries in the event of an emergency. 
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2. Methodology 

This project is based on a qualitative investigation, which included a set of key-informant interviews with 
behavioural science experts from four Member States: Spain, Italy, Slovenia and Portugal. Key-informant 
interviews are a qualitative research methodology that involves obtaining insights from individuals who have 
specific knowledge or experience relevant to the research question or topic (Tremblay, 1957) – in this case 
good practices in establishing and maintaining effective national BI units and activities. The purpose of key-
informant interviews is to gather in-depth information and perspectives and insights that may not be easily 
obtained using other research methods. 
 
A first draft of the interview guidelines, including questions and probes, was developed by experts from the 
Joint Research Centre (JRC) Competence Centre on Behavioural Insights in Brussels, Dr Marianna Baggio and 
Dr Hannah Nohlen (project leads), together with a team of senior experts in behavioural sciences, including 
Professor Marijn de Bruin (Department of Behaviour and Health, National Institute for Public Health and the 
Environment (RIVM), Netherlands), Dr John Kinsman (Expert, Social and Behaviour Change, ECDC, Sweden) and 
Dr Jonas Sivelä (Cultural, Behavioural and Media Insights Centre, Finnish Institute for Health and Welfare, 
Finland). Two external academic experts were then contracted by the JRC to carry out the interviews for this 
study, analyse the results and lead the writing of the report: Dr Danny de Vries (Department of Anthropology, 
University of Amsterdam, Netherlands) and Dr Marijn Stok (Department of Interdisciplinary Sciences, 
University of Utrecht, Netherlands). The contracted experts established a system for storing and organising 
the collected data, including backup and confidentiality measures, and ensured that the study was carried out 
in an ethical manner, including obtaining informed consent from participants, protecting participant 
confidentiality and addressing any potential ethical concerns arising from or during the interviews. The 
informed consent form is presented in Annex 1. 

Discussions were held with the entire team to select countries and identify key informants with knowledge 
and relevant experience of the topic. These individuals were either experts working at or affiliated to regional 
or national public health institutes, or academic professionals working to support public health institutes 
through their own external behavioural science teams or units. The JRC initially identified key informants for 
the selected Member States from networks involved in past events and collaborations. The first key 
informants identified then suggested colleagues or collaborators to expand the initial selection. The JRC 
provided the contact details for the key informants to the experts and arranged meetings with the key 
informants on behalf of the contractors. After the JRC identified the key informants, provided their contact 
details and set up meetings with them, the responsibility for conducting the interviews and managing the 
resulting information fell to the contractors. The specific responsibilities of the external experts in this regard 
are detailed in this document. 

In total, 11 key informants participated in this study. The list of participants, by professional title and country, 
is shown in Table 1. In the decentralised countries of Spain and Italy, the participants represented regional 
health systems. All key-informant interviews were conducted in English by means of video conferencing using 
Microsoft Teams. Interviews were conducted in a semi-structured way, allowing the interviewer to follow up 
on topics that emerged during the interview. The interviews included open-ended questions, probes and 
prompts to encourage the key informant to provide detailed and insightful responses. The full interview 
scheme is shown in Annex 2. All interviews were recorded and lasted 60 or 90 minutes. Most interviews lasted 
1 hour, with the exception of the group interview in Slovenia, which was attended by multiple people who had 
similar roles and shared similar responsibilities at the same institution. That interview lasted 90 minutes. 

Data analysis was conducted manually. All interview recordings were transcribed. The data were then 
categorised based on emerging themes and predetermined, theoretically driven topics. Both experts were 
involved in collating the results into a master document. The results were then summarised and submitted to 
the research team for initial reaction and review. After this, a draft document with results was written and 
shared among the interview participants and then the wider research team for further comment. 

 
Table 1. Key informants who participated in the interviews, by country and title 

Country Professional title 

Spain Coordinator, Behavioural science research centre 
Spain Public health researcher, Catalonia Public Health Institute 
Italy Public health researcher, Tuscany Regional Health Agency 
Italy Public health researcher, Tuscany Regional Health Agency 
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Portugal Behavioural science researcher, Public health centre 
Slovenia Head of a Department, National Institute of Public Health 

Slovenia 
Slovenia Head of a Department, National Institute of Public Health 

Slovenia 
Slovenia Public health researcher, National Institute of Public Health 

Slovenia 
Slovenia Public health researcher, National Institute of Public Health 

Slovenia 
Slovenia Public health researcher, National Institute of Public Health 

Slovenia 
Slovenia Public health researcher, National Institute of Public Health 

Slovenia 
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3. Findings 

Findings are described by first reviewing what participants noted to be the value of BI to address public health 
challenges and review their assessment of the level of development of BI infrastructures in their country. 
Then the challenges and barriers to further institutionalisation are described (organised by organisational 
challenges and capacity issues), followed by factors that contributed to encouraging institutionalisation. 
Finally, contributions that EU organisations can make to further encourage institutionalising BI infrastructures 
is commented upon.  

Note that all these findings reflect the observations of interview participants in the selected countries alone. 

3.1. How behavioural insights can help address public health challenges 

Participants were asked about the impact of BI on both policy and public health interventions, what 
opportunities they see for BI in the area of public health, and how they think BI could contribute to addressing 
public health challenges. 

Generally, participants defined behavioural science as a multidisciplinary field of science focusing on 
behavioural change or how to influence human behaviour. They typically mentioned the central roles of health 
psychology, communication science and behavioural economics, complemented by broader health sciences 
and some social sciences, such as anthropology. For participants, the pandemic was a unique opportunity to 
work together across disciplines. For example, in Spain, an interdisciplinary project was launched that focused 
on the reasons why people use face masks, and in Italy an international project investigated the barriers to 
and facilitators of COVID-19 vaccination uptake among health professionals. Particularly in countries with a 
more decentralised governance structure, such as Spain and Italy, many behavioural scientists supported 
regional and local authorities in developing communication material. In fact, such multidisciplinary inquiries 
predated COVID-19, with a long history in the field of HIV/AIDS (human immunodeficiency virus / acquired 
immunodeficiency syndrome) prevention in particular. Box 1 shows some examples of other projects that 
were identified by participants in the study. Since the COVID-19 emergency, behavioural scientists have 
increasingly been asked, for example by hospitals, to address specific problems, which provides opportunities 
to include BI in a ‘bottom-up’ approach and showcase its relevance more broadly.  

Box 1. Examples of BI projects 

Examples of BI projects identified by study participants: 

— identifying reasons why people use face masks; 

— investigating barriers to and facilitators of COVID-19 vaccination uptake among health professionals; 

— exploring ways to reduce antibiotics prescriptions by health professionals; 

— addressing the gap between available mobile health technologies and the use of these technologies; 

— conducting focus groups to assess reasons for vaccine hesitation among young people and find out 
what kind of messages could be useful for increasing vaccination uptake; 

— experimenting with online interventions to motivate people to stop smoking as an alternative to typical 
face-to-face efforts; 

— increasing influenza vaccination uptake among health operators in nursing homes. 

Impacts on policy were harder to formulate for participants. Some felt that they were still some distance 
away from reaching this goal. Others mentioned that, while results were often used for communication 
purposes, they were used less in the policy realm. One participant commented: ‘For sure it was one of our 
frustrations, because we expected maybe more.’ 

3.2. Existing behavioural insights functions at institutions and stage of 

development 

Participants were asked what kind of BI function existed at their institution (‘How large is the BI team/function 
in your country, either specific to public health or in general?’) and, using the reference model ‘Stages of 
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development of BI units’ (Fig. A1) that was sent to participants in anticipation of the interview, what stage of 
development they felt that their unit was at (see Annex 3 for details): 

— stage 1 – initiation 

— stage 2 – early adoption 

— stage 3 – institutionalisation 

— stage 4 – scaling and integration 

— stage 5 – continuous improvement. 

There was a common perception among the key informants that the BI teams or units in their country, 
whether within a public health institute or academic institution, are all in the early stages of development – 
either the initiation phase (stage 1) or the early adoption phase (stage 2). Across the different public health 
institutes that participants in the four countries spoke about, a formal BI ‘unit’ exists only in Portugal. Before 
the pandemic this unit existed as a ‘health literacy’ unit; during the pandemic its scope was extended to 
become a broader BI unit. What motivated this move was the observation that the temporary COVID-19 BI 
Task Force, which was organised through the prime minister’s office during the pandemic, needed a more 
politically independent and sustainable organisational location, less dependent on who was in office. The 
temporary COVID-19 BI Task Force wrote a policy brief pitching this idea, and this led to changing the health 
literacy office to a BI unit, ‘because I think they realised that this was much needed’, as a participant put it. 

At the regional public health institutes in Spain (Catalonia) and Italy (Tuscany), no formal BI units exist, and 
participants noted that they believed the picture is similar in other regions and at the national level. At the 
Slovenian national public health institute, behavioural expertise is not organised in the form of a clearly 
distinguishable ‘unit’. Rather, working groups use BI when exploring specific topics, with informal support from 
the institute director. Staff join from different departments, usually from inside the institute but also 
sometimes from other institutions or the Ministry of Health. 

This does not mean that BI is not seen as important in Spain, Italy or Slovenia. In Tuscany, for example, 
efforts have been made to ‘put a bit of behaviour in all projects’. BI is explicitly included in the formal 
research plans that are presented to the regional government, and there is a specific administrative code 
assigned to behavioural science, so that BI projects can be identified and classified as such in financial and 
other administration. Much of the actual work, however, is carried out externally through project work by BI 

units located within academic institutions. In most cases, the reason for this is a lack of staff at the 

public health institute as well as the desire to be able to provide independent, evidence-based support. Even 
the more formal BI unit in Portugal is so small (with only three staff members) that the work largely depends 
on collaboration with academic institutions. This can include internships or graduate work at the regional 
public health institutes and short-term engagements with behavioural science experts. One important area of 
collaboration that was highlighted by participants is BI support in the mathematical modelling and 
surveillance of COVID-19. 

At public health institutes, advocating BI is done by outside academic partners and champions – 

specific individuals who have picked up on the significance and relevance of behavioural sciences. In Spain, 
Behavioural Design Lab staff engage in a lot of advocacy at regional and national meetings to explain what 
BI can do. In Italy, the small team at the Tuscany Regional Health Agency’ organises an annual day focused on 
the use of behavioural science in health in Tuscany, to make the movement grow and connect the people 
working in this field. One participant commented: ‘Attention for this “nudge day” is growing every year.’ 

3.3. Challenges of and barriers to institutionalisation 

Participants were asked about the challenges of and barriers to institutionalising BI expertise in providing 
advice related to public health in their country. Institutionalising refers to the process of allocating (sustained) 
funding, formally including BI expertise in an organisational structure and assembling a team of staff 
members engaged specifically in BI activities, all within the framework of an official mandate. This section 
summarises the answers provided in two main categories mentioned by participants: organisational 
challenges and a lack of capacity and resources. 
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3.3.1. Organisational challenges 

When reflecting on the idea of establishing a BI unit, which not all participants viewed as self-evidently a 
goal, institutional histories and structures challenge decisions about what the best organisational location for 
a BI unit may be. In the more centralised Slovenian governance structure, BI experts are distributed across 
various centres working on, for example, health analysis. One participant said: 

And it’s a million-dollar question of how to organise an institute [such] as ours, because you either go 
with the different health topics, disease groups, behaviours, public health approaches, etc. So we 
could have a behavioural insight unit, but then we would also probably need to reorganise the other 
centre units in the institute. And we’ve never done that. We’re sticking with what we currently have. 

This issue was also mentioned by a Spanish participant. Should there be a BI unit within each specific 
government department (e.g. Social Affairs, Health, Education) and, if so, how should they be coordinated? 
One model that was noted was the BI unit in the United Kingdom, which is housed within the Cabinet Office 
and works in different fields. A Spanish participant noted that this issue is even more complicated in 
decentralised countries such as Spain or Italy. A collaborative model where different regional BI units 
collaborate on different projects was suggested as a solution. 

Related to this, participants emphasised the importance of BI units having the ability to set their own research 
agenda. In Slovenia for example, the National Institute of Public Health works with annual working plans, 
rather than 3- or 5-year plans. Key informants felt that, because the institute is closely linked to the policy 
cycle, their working plans can change more or less overnight whenever ministers change. A participant 
commented: 

There are a lot of things that are happening in the government part that affect what happens within 
the technical parts [independent public health institutions], and we know it shouldn’t be like that. But 
that’s kind of the reality. And I think that’s one of the main barriers that they [public health 
institutions] have, is that they have a lot of different pressures of things that they kind of need to do 
because someone decides there [at the ministry] that is relevant, while this may not necessarily be 
the case. 

At a more processual level, another organisational challenge commented upon by participants in a university 
setting was the extent to which bureaucratic procedures slow down BI initiatives or demotivate the 

people involved. Obviously, this is specific to each country’s governance system. In the academic sector in 

Portugal, it was noted that even getting someone to help with small tasks, such as procuring materials, 
organising events or getting a space to work in turned out to be very complicated. A participant commented: 
‘Certain things can be authorised within the institute. Other things must go to the higher level at [the] 
university, so even capacity in terms of, you know, space organising things, being more dynamic, everything 
[i.e. capacity] is low and it’s very slow.’ In a situation where BI involvement is rapidly needed owing to an 
outbreak event or other crisis, bureaucratic procedures can reduce people’s capacity to contribute to a project. 

Finally, a further organisational challenge that was noted is the linguistic and conceptual difficulty of 
translating and describing behaviour insights accurately. For example, in Slovenia there is no uniform 

translation for ‘we are working with behavioural insights’. Although people in the professional environment 
engage in practices related to BI, these activities are often not recognised as such. This also relates to the 
extent to which the label ‘behavioural insights’ refers to the same thing as ‘behavioural sciences’, or the 
extent to which social sciences are seen to be included (or not) under this label. Generally, participants saw BI 
as a more inclusive label than ‘behavioural sciences’ (5). 

3.3.2. Lack of capacity and resources 

Across the four countries, the lack of well-trained BI experts was noted as a challenge. The increased 
recognition of BI over the course of the pandemic saw BI teams and centres flooded with proposals for 
projects from, for example, hospitals and public administration bodies. An academic participant said: ‘I am the 

only one in my team, [but] I have now a colleague. I have only doctoral students and a few master’s degree 

students [to assist me].’ As already noted, this is also a problem at understaffed public health institutes, 
 

 

(5) Generally, participants saw ‘behavioural insights’ as a label that refers to evidence-based practices that have less methodological 
rigour than ‘behavioural science’. In addition, for both BI and behavioural science, participants tended to see psychology, 
communication sciences and behavioural economics as the core disciplines, with less emphasis on social sciences.  
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which turn to academic partners to do much of the work. Speaking about the BI unit at Portugal’s public 
health institute, a participant noted that ‘all the specific projects are in collaboration with different groups and 
teams because there isn’t an in-house resource’. In Slovenia, this was expressed as a choice: ‘It is a situation 
where we have to decide between having less projects that are a bit more advanced in terms of methodology 
or serving more topics but with more basic approaches. The latter is the one we have gone with up till now.’ 
When working on different topics and contributing to international and national projects, dedicating enough 
time to BI topics is challenging. 

In addition, participants identified a lack of available in-service training opportunities for people 

working in BI. An Italian participant said: ‘I try to read a lot and we connect with the different experts from the 
universities … but if I had the time and resources, I would take an academic course on behaviour. … If we 
could receive extra training that would make our knowledge base more solid, that would be helpful.’ It was 
proposed that basic BI knowledge and methods should be a core competence in training for public health 
professionals. Participants suggested that there are gaps in training on generative artificial intelligence, 
advocacy and communication skills (i.e. the ability to explain why the inclusion of BI is important) and gaps in 
knowledge of how best to inform policymakers’. 

Moreover, with respect to pre-service training, even in the field of behavioural science itself, several academic 
participants argued for better integration and recognition of applied health psychology in university 

curricula to train new generations of behavioural scientists. One participant said: 

We don’t teach about that in our undergraduate courses or in even in the master’s degree courses. In 
our university, we need to create a specific master’s degree about behavioural science in this way. 
Apply it to solve the challenges that we face … this gap between the applied behavioural science and 
the theoretical behavioural science is very difficult to overcome. 

It was also argued that the problem is linked to a lack of general awareness among behavioural scientists 
that public health is a relevant area of work, just as clinical psychologists are employed in the field of mental 
health. One participant said: ‘The idea of health for many behavioural scientists is probably quite limited until 
now.’ This bias was also reflected in the presumptions of policymakers, who early on in the pandemic invited 
the Portuguese Psychologists Association to help with mental health. In contrast, using behavioural science to 
help with broader public health issues got to the political table only through advocacy by external academics 
unsatisfied with the biomedical approach. 

Involving external academics to solve the capacity problem also brings challenges, as the small number of 
people in public health authorities with knowledge of or expertise in BI slows down the required dialogue with 
collaborative partners. In Spain, it was noted: 

... if we are specialists in behavioural design and science, and you don’t find anyone on the other side, it 
will be difficult to connect … . The first step is to help them to arrive to this ontology and communicational 
level. The communication could be impossible because they don’t understand what you are talking about. 

In all countries, behavioural scientists are not common in the field of public health, which has 

traditionally been an area of expertise for people coming from disciplines such as medicine, nursing, 

epidemiology, virology, pharmacy and veterinary sciences. Behavioural scientists have not been given easy 

professional access to the field of public health. Some of the participants who noted that they served as 

advocates and gatekeepers to bring in outside academical expertise in BI also noted that they themselves 

were not trained in behavioural sciences. The general lack of knowledge about BI within the field of public 

health is a barrier to the effective integration of BI because traditional stereotypes about the limited 

application and scope of behavioural sciences continue to dominate. An example was given by one participant 

who mentioned that, when it comes to communication, the idea that communication equals political 

marketing persists: 

Explaining to citizens that our government is wonderful and cares for people’s health and whatever to 

some extent is just political advertisement, or propaganda. It is not well understood that helping people 

to have access to vaccination activities or explaining [to] people how to wear a face mask to protect 

them from an infectious disease is a different area. 

A key reason for these challenges is the small budget that is generally allocated to public health. In Catalonia 
in Spain, for example, the money devoted to public health amounts to about 2 % of the health budget and is 
mostly earmarked for financing vaccination programmes. If the public health sector is underfunded, it is then 
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difficult to integrate new professional jobs. In Slovenia, the small budget allocated by the Ministry of Health 
was also commented upon. Salaries are also relatively lower in the academic sector of the countries studied 
compared to salaries received in companies. This means that a lot of BI experts are being recruited by 
companies that provide better career prospects. As a Portuguese participant noted: ‘So I think that that is 
really a huge challenge that we have, especially when we want to attract international people.’ An additional 
challenge is that many people in the academic system are funded on temporary contracts. This means that, 
when the project ends and there is no additional funding, the person and their experience are lost. 

3.4. Factors contributing to institutionalisation 

Participants were asked about the key factors that they believe can contribute to the success of 
institutionalising BI expertise in public health policymaking. The answers they provided were closely related to 
the barriers noted in the previous section. For this reason, some issues are discussed in less detail here. The 
focus is on how participants framed and prioritised the contributing factors. 

The most commonly noted factor was improved collaboration. For example, in Spain, an opportunity exists 

for improved collaboration between behavioural scientists and communication professionals and journalists, 
to show them the benefits of a behavioural science approach. Participants from Italy and Portugal expressed 
a need for more formal partnerships with universities to encourage more regular collaboration with the 

same people. One participant said: ‘If you have groups that you work [with] regularly…, then it’s easier than if 
you just go and hire or contact different groups all the time.’ Without such formal partnerships, small BI public 
health teams would most likely not be able to work efficiently with academic partners. This is important, 
because it was noted that investing in relationships with universities means that public health institutes can 
utilise research and science to back up their work. 

To facilitate such collaboration, it is necessary to have a BI expert interlocutor available at the public 

health institute who can facilitate integration, according to participants. As an academic partner noted: 

For me, the dream is somebody there [at the public health institute] who understands behavioural 
science and comes and can help to establish a common ontology. An interlocutor. Someone with 
[whom] I can talk about behavioural design, behaviour in a theoretical way, not only about general 
questions. 

Similarly, for academic partners it would also be very beneficial to receive feedback from the public 

health institute about why certain decisions were made and/or what is being prioritised internally. 

For outside partners it can be difficult to understand why certain recommendations are not taken up, or why 
certain decisions are made. Often, such explanations are seen to have been made for political or bureaucratic 
reasons. COVID-19 was an important lesson, as it showed the importance of feedback from public health 
institutes regarding what they are working on and how external collaborators can contribute in these areas. A 
study participant commented: 

And I think that’s the only way we can actually, you know, inform more knowledge translation and do 
research that is more applied is if we have this kind of collaboration, because otherwise, you know, it 
is just us guessing what they need and what is needed. And sometimes it’s not the reality. 

For academic partners, another beneficial factor noted was the involvement of international networks in 

establishing the political position of BI units at universities. Connecting with international groups and networks 
provides prestige within the academic world and also benefits exchange of knowledge and scaling-up of what 
is developed in different contexts. An example is WHO collaborating centres (6). Within this context, explicit 
mandates or top-down support were also mentioned as being really important for increasing the visibility and 
recognition of BI activities. 

With respect to human resources, in academic BI units in particular, if they were less dependent on project 
work and thus had more continuity of staffing it would facilitate building the expertise and knowledge that 

support gradual institutionalisation. It was noted that practices for recruiting and hiring professionals in 

public health need to be addressed, with a focus on including disciplines other than biomedical sciences 

 

 

(6) WHO collaborating centres are institutions such as research institutes, parts of universities or academies that are designated by the 
Director-General to carry out activities in support of the organisation's programmes. Currently, there are over 800 WHO collaborating 
centres in over 80 UN member states working with WHO in areas such as nursing, occupational health, communicable diseases, 
nutrition, mental health, chronic diseases and health technologies (https://www.who.int/about/collaboration/collaborating-centres). 

https://www.who.int/about/collaboration/collaborating-centres
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such as epidemiology and microbiology. While there is a lot of interest in widening recruitment to ensure a 
more multidisciplinary approach, this has not yet translated into expanding job profiles to include other 
disciplines. Removing legal barriers to recruiting non-biomedical staff and assessing opportunities for task 
shifting would help behavioural scientists become part of the public health field and work in any region of 
their country. 

Finally, a possible beneficial factor that was noted was a broadening of the scope of BI beyond public 

health. Many BI activities, even those that were carried out prior to the pandemic, are in the field of public 

health. Wider implementation to include other fields, such as environmental hazards, would be beneficial to 
show the broader potential of the field of behavioural science and hence attract more sustainable financing. 

Interestingly, in all countries political support was not mentioned as an issue of concern; rather, it was 

noted as a facilitating factor. Key informants noted that, after decision-makers are introduced to BI work, they 
often wholeheartedly support further initiatives, with a common response being ‘we need to talk and to touch 
base, and to stay in touch’. Since the start of the COVID-19 pandemic, as already noted, BI experts have seen 
a large increase in demand for their expertise. One participant noted that this also includes demand from 
other – typically more biomedical – disciplines: 

And I also think that from people working from other disciplines we are becoming more, more and more 
popular. I mean there is an interest in behavioural sciences or in their role … . That physicians and other 
traditional public health workers tend to consider potentially useful the collaboration of other professional 
profiles or other disciplines. Even though there is a risk of overestimation of our capabilities, but then the 
trend is probably good. 

That said, owing to the historical lack of recognition of the relevance of behavioural science in policy and 
practice, integration still occurs ad hoc, depending on individual people who champion its relevance, 

rather than on systems that are built to provide BI expertise on an ongoing basis. While some decision-makers 
say they really want to invest in integrating BI, others take the opposite position, arguing that it is not a 
priority. In Spain, participants said they actively reach out at meetings with different regional public health 
institutes and explain what behavioural science can provide for them. One participant said: ‘And I try always to 
participate, speaking about behavioural design, behavioural science. And after these meetings, there is a 
connection between us. They ask me about questions, they invite me to other conference[s]. I think that is a 
very hard path, but we are working all together.’ 

3.5. The role of the EU in institutionalising behavioural insights 

Participants were also asked about the role of EU organisations in supporting the institutionalisation of BI 
expertise in public health policymaking and what support EU organisations can provide. 

Most frequently mentioned was the ability of the EU to connect experts and stakeholders to exchange 

knowledge and experience. Several participants mentioned the benefits of past meetings organised by the 

European Commission. The following are some examples. 

— I was in a meeting last year about vaccination in Brussels and they put together the heads of public 
health and behavioural designers in a shared house in Brussels. When we come back to our home country, 
we continue these relationships. Putting people in touch or helping them, for example. 

— It will be really important for us to learn from experiences and knowledge from other countries. In the 
workshop [on] Friday [referring to a meeting with behavioural scientists from various countries on the 
organisation, role and impact of behavioural science during the COVID-19 pandemic], I had a lot of ideas 
about what we could do and small steps and changes [we could make]. These kinds of meetings are 
crucial. During the pandemic the WHO organised monthly meetings for countries to discuss, and for us it 
is very beneficial to be in such a broader group of experts sharing their experiences and knowledge. 

— But I felt like also in bringing us together, I think that would be already a very good first step. There’s so 
much interesting work happening in different countries, and, I mean, we get access to that because we 
know people and we reach out to them. But you know, the more this grows, the more there will be people 
that I don’t know that are working on it. So it will grow beyond my contact list. 

Similarly, smaller satellite meetings with country experts were mentioned as beneficial for sharing best 

practices and disseminating findings. This also includes the benefits of knowing who is working on what and 
where, and being able to quickly pick up the phone to them. 
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Participants emphasised the importance of large international organisations in promoting networking 

events for BI experts in public health to accelerate institutionalisation of BI at various levels. This is 
particularly the case for countries with smaller public health budgets, less formal institutionalisation of BI or a 
decentralised governance system where many smaller BI units may emerge that are not well connected. 
These organisations could also provide small grants for networking so that potential partners not yet on the 
radar can also gain access to events. 

At a more structural level, participants argued for the creation of an EU-wide behavioural sciences 

competence centre or knowledge platform with representation from all countries in Europe. This centre 

could organise and facilitate meetings for improved collaboration, facilitate and archive publications, provide 
access to lessons learned, organise in-service training, and advocate and lobby for recognition of the 
importance of behavioural science to national governments, for example through memoranda of 
understanding. 

At a more political level, a key role of the EU that was mentioned was advocating and supporting the 

development of behavioural change expertise. An example of this is the first WHO global resolution on 

behavioural sciences for health, adopted at the 76th World Health Assembly on 29 May 2023 (7). For the 
southern European countries of our participants, such symbolic steps are very important for strengthening 
local efforts to further institutionalise BI units. A participant commented: ‘We are very tiny with little voices, 
but if we can say that the EU is giving value to this topic, people would listen to us more purposefully and 
trust more what we do and give more value to our activities.’ One participant suggested that this kind of 
symbolic capital was particularly important for smaller Member States: 

It is a way of also helping countries within the European Union that have less national support to do 
this kind of things and, you know, honestly, it’s us, the small countries, that benefit more from the 
support. I don’t know how it is in other countries, but here it is a bit like if the EU says we do it in a 
certain way, we do it in this way. I’m exaggerating, but I think you understand. 

A participant from Spain noted: ‘I think that that the EU has a potential influence on our national policies.’ An 
example provided was the new United Nations 2.0 framework in which behavioural science was included as 
one subarea in the ‘Quintet of Change’ (8). 

Finally, a further issue mentioned was the challenge of translation of results and best practices across 

countries. Because in many countries public health officials and policymakers often speak only the national 

language, sharing of training materials and best practices between countries is limited, and this was noted as 
a key issue that the EU could assist with. 

3.6. Visions for the future 

When participants were asked what visions they have for the future of BI in public health policymaking, a 
common response was the idea of a collaborative network of satellite BI units at the regional level 

linked to a central BI unit at the federal level. One participant from a public health institute noted that it 

is important to situate the BI unit within the public health administration, because people from outside the 
administration often have insufficient understanding of what is going on. They commented: ‘Sometimes it’s 
very difficult to listen to all the people that are outside the institution.’ In complicated decentralised situations, 
it was noted that the way to achieve this vision could be investing in pilot BI units in some regions (e.g. 

Tuscany) and fostering close relationships with the European Commission and international networks. Key 
informants believe that other regions would quickly want to follow the same model, and lessons learned can 
then be used in these other regions to develop momentum. Similarly, successful models could also be 
exported internationally. 

Participants also observed that BI expertise will become crucial in assisting public health institutes 

and clinics to deal with the lack of clinical professionals worldwide, through task shifting. In 

Catalonia, the Minister for Health decided in late 2021 to start incorporating other professionals into the 

 

 

(7) WHO, ‘New global resolution calls for establishment of behavioural science units or teams’ 
(https://www.who.int/europe/news/item/20-06-2023-new-global-resolution-calls-for-establishment-of-behavioural-science-units-
or-teams). 

(8) UN, ‘Forward-thinking culture and cutting-edge skills for better United Nations system impact’ 
(https://www.un.org/sites/un2.un.org/files/2021/09/un_2.0_-_quintet_of_change.pdf). 

https://www.who.int/europe/news/item/20-06-2023-new-global-resolution-calls-for-establishment-of-behavioural-science-units-or-teams
https://www.who.int/europe/news/item/20-06-2023-new-global-resolution-calls-for-establishment-of-behavioural-science-units-or-teams
https://www.un.org/sites/un2.un.org/files/2021/09/un_2.0_-_quintet_of_change.pdf
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primary healthcare system. This has included psychologists who do not have official accreditation to work as 
clinical psychologists but have specific training in health psychology – also called ‘general health 
psychologists’. The expectation is that these professionals will be increasingly involved in community health, 
and particularly in the promotion of mental welfare. As a result, more and more primary healthcare centres in 
Catalonia will have behavioural scientists on their staff. This example shows that the effective 
institutionalisation of this disciplinary expertise is urgently needed, including the required legal adjustments to 
public health recruitment profiles. 
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4. Discussion, recommendations and conclusions 

4.1. Discussion 

The findings in this report need to be interpreted with caution. This qualitative study was based on a small 
sample size and cannot claim to be generalisable to other settings in the EU, or beyond the immediate context 
of the participants. By its very nature, the study relies on input from professionals working in academia and in 
national or subnational public health agencies. Many public health policies or policies with a potential impact 
on public health are implemented by health services, municipalities, non-governmental organisations or other 
sectors such as education, urban planning or transport. Some of these other stakeholders also promote 
actions aimed at changing health-related behaviours that may be informed by evidence provided by 
behavioural science and that may not have been addressed in this study. 

However, the discussions with behavioural scientists and stakeholders in Spain, Italy, Portugal and Slovenia 
were rich, and their experience provided several key points and lessons learned that are useful for the future 
agenda on the institutionalisation of BI units and are in line with previous studies on the topic (ECDC, 2021; 
De Vries, 2023). In the study by Lecouturier et al. (2023) of 28 BI units, it was similarly found that most 
government BI units are partnered with academic institutions and that there is a strong need for self-
promotion, with many missed opportunities. Similarly to our findings, BI unit coordinators indicated that they 
spend a lot of time explaining what BI is, including issues of labelling and language, and devising schemes to 
train and embed experts. BI units that have developed successful relationships have achieved this through 
word of mouth from policy partners championing their work. 

Our findings also confirm some earlier critical observations that the attention given to BI units may be 
counterproductive in relation to the overall need to mainstream applied behavioural science into all standard 
processes (Byrne-Davis et al., 2022; Hallsworth, 2023). As an upsurge in the number of behavioural scientists 
working in the arena of public health is expected – driven by the success of the BI approach – it is not clear if 
‘centres’ or ‘units’ are the best approach in the long term when mainstreaming in all areas is needed. The 
example of Slovenia serves to illustrate how different BI experts are recruited from various places and work 
together in teams on specific topics; this may serve as a more efficient model in some governance structures 
once behavioural scientists are truly present and integrated. As Hallsworth notes: ‘We should place greater 
focus on the institutional conditions and connections that support the direct and indirect ways that 
behavioural science can infuse organizations’ (2023, p. 312). In addition to that, the present study also 
pointed out that, in a decentralised governance structure, the question arises of what aggregated level a 
‘central’ unit should be located at and what mandate this unit may have. 

On the other hand, the fact that there is still a stark shortage of qualified behavioural scientists employed at 
both academic institutions and public health institutes does seem to suggest that, for now, the development 
of dedicated BI units may be a necessary step to facilitate further integration, where feasible. This includes 
ongoing and more formal collaborations with academic institutions, which are critical to supporting the 
surging demand for BI expertise. BI units can facilitate advocacy of the relevance of behavioural sciences, 
serve as gatekeepers and feedback channels to academic collaborators, address the lack of training 
opportunities both before and in service, and help change recruitment and hiring practices from within the 
governance system. Considering the increasing demand for this type of expertise post COVID-19, it looks as if 
there is a window of opportunity for further institutionalisation. 

4.2. Recommendations 

Annex 4 shows a comprehensive list of concrete suggestions for action based on the research findings, 
including their estimated impact and feasibility as well as possible limitations to their implementation. The list 
was compiled by the authors of this report. Only the recommendations with the highest estimated impact and 
feasibility are presented here.  

Three recommendations have a high estimated impact and high feasibility: 

— explore alternative, more dispersed organisational methods of incorporating BI expertise in contexts 
where separate BI units are not feasible or desired, for example a group of BI experts that collaborates in 
a network across regions or departments; 
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— support the development and implementation of basic BI in-service training on knowledge and methods 
as a core competence for public health professionals, including advocacy and communication skills, and 
evidence-based policymaking; 

— strengthen cooperation between public health institutes and designated external academic centres with 
BI expertise, for example by supporting internships, graduate work and short-term engagements with 
behavioural science experts. 

Six recommendations have a medium estimated impact but high feasibility: 

— identify BI champions and support their outreach and advocacy efforts; 

— explore the feasibility, institutional place and implications of a BI unit that is integrated across different 
sectors; 

— in countries with a decentralised governance structure, explore a collaborative model where different 
regional BI units collaborate on different projects; 

— organise regular meetings for knowledge exchange and networking, including smaller satellite meetings 
with country experts; 

— further strengthen international initiatives to foster exchange on BI for public health; 

— advocate, support and implement global resolutions on behavioural change expertise. 

Finally, five recommendations have a high estimated impact and medium feasibility: 

— prearrange rapid scalability of BI units in the cold phase, for example by assessing bureaucratic burdens 
and developing pre-agreed protocols. 

— promote (pre-service) behavioural science curricula across learning institutions. 

— advocate new professional standards for public health that include behavioural expertise.  

— raise awareness of the cost savings connected to prevention research and increase advocacy for public 
health.  

— facilitate policies that enhance flexible recruitment profiles, which are needed to better include 
behavioural science in this field. 

4.3. Conclusions 

In conclusion, these qualitative findings show that BI has not yet reached a level of steady, sustainable 
existence (i.e. stage 5 in Annex 3) in the EU countries participating in this study, and that BI units are not yet 
fully institutionalised. As a result of a low in-house behavioural science capacity in public health institutions, 
much of the work is carried out externally through project work by BI units located in academic institutions 
(the hub and spoke approach). An advantage is that academic institutions are seen to provide analysis 
independent from the policy cycle. A disadvantage of this approach is that advocacy is also largely in the 
hands of external partners, and initiatives and implementation become dependent on behavioural science 
champions within public health authorities. Additionally, projects and methodology are then also partly 
determined by the academic partners and their expertise in a particular topic or approach. Even among 
academic partners, a lack of available personnel and limited capacity means that projects with more basic 
approaches may be implemented at the expense of ones with more complicated methodologies. 

Two challenges that were noted across countries are the lack of available in-service training opportunities and 
the lack of well-trained BI experts in the public health field. Behavioural scientists are not common in the field 
of public health, which has traditionally been an area of expertise for people coming from disciplines such as 
medicine, nursing, epidemiology, virology, pharmacy and veterinary sciences. Behavioural scientists have little 
professional access to this field as a result of rigid recruitment and hiring practices that cater mostly for 
biomedical specialists such as epidemiologists. The limited budget that is generally allocated to public health 
hinders further integration of new perspectives in the public health system. There is a need for better 
integration and recognition of applied behavioural sciences, such as health psychology, in university curricula 
to train new generations of behavioural scientists. 

Although, once introduced to it, many decision-makers seem to support the application of behavioural 
sciences in this field, continuous support still depends on individual people. The importance of large 
international organisations in advocating and promoting networking, thereby accelerating the process of 
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institutionalisation of BI, is particularly important for countries where public health is less well financed and 
countries with less formal institutionalisation of BI or with a decentralised governance structure, where many 
smaller, isolated BI units may emerge that are not well connected. 

That said, many health service providers employ health professionals such as doctors, pharmacists and 
nurses who are close to retirement age. The lengthy training process for professionals in these disciplines will 
lead to challenges in meeting the increasing demand for staff to replace them. With a reimagining of the 
health system (e.g. orienting it towards disease prevention) and attention turning to task shifting, this trend 
may facilitate access to the public health field for professionals trained in behavioural sciences in the near 
future, or even demand it. Many of these changes involve a fundamental reappraisal of who does what within 
the health system and lead to the questions ‘What is the optimal skills and staff mix?’ and ‘Who should be 
doing what, in what circumstances and context?’ (European Commission, 2019). Promoting training and 
creating networks of professionals for the exchange of experience and good practices can facilitate greater 
implementation of behavioural science in the public health sector. 

BI has not yet reached a level of steady, sustainable existence and continuous improvement (i.e. stage 5 in 
Annex 3) in the studied countries and behavioural science has not yet been truly integrated in the public 
health system. The contributions that EU organisations can make to further encourage this process are clear: 
connecting experts and stakeholders, facilitating communities of practice, advocating and supporting global 
resolutions, financing pilot projects and supporting translation of knowledge into different EU languages. 
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Annexes 

Annex 1. Informed consent form (EN) 

Title of study: BI4EU 

Researchers: Marianna Baggio (Joint Research Centre) – Marijn de Bruin (Department Behaviour & Health, 

RIVM) – John Kinsman (ECDC) – Hannah Nohlen (Joint Research Centre) – Jonas Sivelä (Finnish Institute for 
Health and Welfare). 

Purpose of study: The purpose of this study is to gather information about (1) good practices in establishing 

and maintaining effective national BI units and activities and (2) the nature and extent of support required in 
retaining and institutionalising BI expertise in MS that was created during COVID-19 pandemic crisis 

Procedures: You will be asked to participate in a key-informant interview. The interview will last 

approximately between 45–60 minutes, and will be audio recorded for transcription purposes. The interview 
will be conducted by Dr. Danny de Vries (University of Amsterdam, NL) & Dr. Marijn Stok (University of Utrecht 
& RIVM, NL). The questions will be related to the topic of the study, and you will be asked to share your 
thoughts and experiences related to the topic. 

Confidentiality: All information collected during the study will be kept confidential. Your identity will not be 

disclosed in any publication or presentation of the results, unless you specifically request the researchers to 
do so. The audio recordings will be stored securely on a password-protected device and will be deleted at the 
end of the study. 

Voluntary participation: Your participation in this study is voluntary. You may choose not to participate, or 

you may withdraw from the study at any time without penalty or consequence. 

Risks and benefits: There are no known risks associated with participating in this study. The benefits of 

participating include contributing to the understanding of how behavioural insights can be further 
institutionalised across organisations in the EU, for the benefit of improving public health policies and 
practice. 

Contact information: If you have any questions about the study or your rights as a participant, please 

contact Marianna Baggio at marianna.baggio@ec.europa.eu. If you have any concerns about the conduct of 
the study, please contact jrc-reb@ec.europa.eu, the Joint Research Centre Research Ethics Board. 

Consent: I have read and understand the information above. I voluntarily agree to participate in this study 

and provide my informed consent. 

 

Name (printed): ________________________ 

Signature: _____________________________ 

Date: ________________________________ 

 

Annex 2. Interview guidelines 

Introduction 

Behavioural insights is a rapidly growing field that has gained increasing attention in public policy. By 
providing an understanding of how people perceive and behave in response to different interventions and 
policies, behavioural insights can be leveraged to design more effective and efficient public policy programs. 
Incorporating an understanding of people’s perceptions regarding health allows us to tailor these interventions 
and policies in a way that resonates with individuals and increases their likelihood of engagement and 
participation. Ultimately, this can lead to more impactful and sustainable outcomes in the realm of public 
health. 

With this as background, it is clear that there is a need to assess the stage of development of 

behavioural insights units or functions in different countries and contexts, as well as to identify the 

best practices for institutionalising behavioural insights expertise across EU Member States. This 

is especially the case after the boost in behavioural insights application during the COVID-19 pandemic. To 
this end, the following interview guidelines aim to gain insights into (1) good practices in establishing and 

mailto:jrc-reb@ec.europa.eu
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maintaining effective, national BI units and activities and (2) providing support in retaining and 

institutionalising BI expertise in MS [Member States] that was created during the COVID-19 pandemic crisis. 

Participant information and consent 

The interviewer should read the following statement to the interviewee(s): 

‘Before we begin the interview, I would like to thank you for taking the time to speak with us today. This study 
is funded by the Joint Research Centre of the European Commission. The purpose of this interview is to gather 
your knowledge and experiences regarding three objectives: 

— What are barriers and facilitators to the implementation of social and behavioural research findings 
within the administrative system in your country, 

— What are good practices in establishing and maintaining effective national BI units and activities, and 

— How to retain and institutionalise BI expertise in your country gained before or during the COVID-19 
pandemic crisis. This may be BI expertise gained with regard to the pandemic response or unrelated BI 
expertise. 

The information you provide will be used to inform policy and practice related to behavioural insights. The 
interview is expected to last between 60 and 90 minutes, and you may ask any questions you have at any 
time during the interview. Please note that your name will not be mentioned in the report unless you explicitly 
request it. We will guarantee complete anonymity. We will record the interview to ensure accurate 
documentation, and the recording will be kept confidential. If at any time you feel uncomfortable or wish to 
withdraw from the interview, please let me know. 

Again, thank you for your participation and for sharing your valuable insights with us . I will now ask you to 
read and sign the informed consent form. Please take your time.’ 

The interviewer should then obtain informed consent from participants (informed consent form in English 
attached in Annex I). 

Background and expertise of interviewee(s) 

(The following set of questions explore the expert’s background and expertise in / related to behavioural 
insights for public policy / public health.) 

We would like to start with your background and expertise. 

1. Can you tell us about your background, job, and expertise? How would you assess your own level of 
expertise in behavioural insights for public policy / public health specifically? 

2. What opportunities do you see for behavioural insights in the area of public health? How do you think 
behavioural insights could contribute to addressing public health challenges? 

3. What kind of BI functions do you have at your institution? How large is the BI team/function in your 
country, either specific to public health or in general? 

Background on the application of behavioural insights in your country, to the best of the key 

informants’ knowledge 

We will continue with some questions on how behavioural insights have been applied in your country. 

4. In advance, we have sent you a reference model on ‘BI Units Stages of Development’. It contains the 
following stages: 
o Stage 1 – Initiation 
o Stage 2 – Early Adoption 
o Stage 3 – Institutionalisation 
o Stage 4 – Scaling and Integration 
o Stage 5 – Continuous Improvement. 
At what stage of development do you think the behavioural insights activities are in 
[country/context](exchange with country name)? 

a. How has the unit reached its current level of development? 
b. Are there specific events, initiatives, or leadership efforts that have shaped its progress? 
c. Are there any plans or strategies in place to expand the application of behavioural insights in 

policymaking in [country/context] / to take the next step in the model? 
5. What specific BI skills have been developed or enhanced during the COVID-19 pandemic crisis? 
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6. Can you describe the extent of collaboration of your BI team/function with academic institutions, 
authorities and international agencies implementing and advancing BI initiatives during the 
pandemic? Can you provide any specific examples (partnerships, collaborative projects)? 

7. Can you share any examples of how behavioural insights have been applied in public health 
interventions, either in relation to the COVID-19 response or to another health threat, in (‘this 
country/context’ exchange with country name)? Was this application of behavioural insights 
instigated by your team? 

8. Can you share any examples of how behavioural insights have been applied in public health policies 
in (‘this country/context’ exchange with country name)? What role did your BI team play in this 
process? 

Establishing and maintaining effective BI Units and activities 

The following set of questions explores the barriers and challenges in institutionalising BI units in your 
country, and the potential good practices you think need to be promoted. 

9. In your opinion and experience, what are the key challenges or barriers to institutionalising 
behavioural insights expertise in policy making related to public health in your country? By 
institutionalising, we refer to the process of allocating funding, formally including BI expertise in the 
organisational structure and assembling a team of staff members specifically engaged in BI 
activities, all within the framework of an official mandate. 

10. What are the key factors that you think can contribute to the success of institutionalising behavioural 
insights expertise in public health policy making? Can you provide any examples, if not from your 
own, also from other countries? 

11. Are there any notable skills gaps or areas where additional training or expertise is needed to 
effectively institutionalise BI practices in the country? 

12. How do you envisage the future of behavioural insights in public health policy making in (‘this 
country/context’ exchange with country name)? 

13. How do you see the role of the European Union in supporting the institutionalisation of behavioural 
insights expertise in public health policy making, if any? What support can the EU provide to 
institutionalising behavioural insights expertise? 

14. What are your recommendations for how to institutionalise behavioural insights expertise in public 
health policy making in (‘this country/context’ exchange with country name)? 

Internal political support 

15. What is the level of political support within your country for BI initiatives particularly in the context of 
the public health policies? For example, have any policy decisions or official statements been made 
that demonstrate support for BI and its potential in addressing crises like the pandemic? 
Alternatively, in some countries, support may be more behind the scenes rather than through public 
statements or policies. If this is the case in your context, could you also provide insights on any 
potential behind-the-scenes support for BI in your country? 

Awareness and potential in official circles 

16. How would you assess the general awareness of the importance and potential of BI among officials 
and decision-makers in the country? 

17. Following the previous question, have any efforts been made to raise awareness or promote 
understanding of BI concepts and applications among officials and decision-makers? 

Concluding question 

Are there any other points you would like to add regarding good practices, or anything you would like to stress 

regarding facilitators and barriers in establishing and maintaining effective, national BI units and activities? 

Thank you for your time and insights! 
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Annex 3. Stages of development of behavioural insights units 

In this brief document, we provide a descriptive model that outlines the stages of development of behavioural 
insights (BI) units, comprising five steps (9). It is important to note that, while these steps provide a structured 
framework, not all units need to progress through every stage. The pace of progress can vary, and some units 
may find their optimal position at different points along the continuum. This model serves as a practical 
guide, enabling organisations to navigate their journey towards establishing and advancing their BI units, 
ensuring a systematic and well-informed approach. Each stage of development is briefly described, shedding 
light on the key characteristics, milestones and considerations. 

 

 

Figure A1. Stages of development of BI units 

 

Stage 1 – initiation: 

— the initial stage involves the establishment of the BI unit/function within an organisation; 

— it may begin with a small team or individual championing the integration of BI into decision-making 
processes; 

— at this stage, there is often a focus on raising awareness about the value and potential of BI. 

Stage 2 – early adoption: 

— in this stage, the organisation starts actively incorporating BI into select projects or initiatives; 

— initial successes and positive outcomes help generate enthusiasm and buy-in from key stakeholders; 

— the unit/function may expand its team and resources to accommodate growing demand and demonstrate 
the impact of BI. 

Stage 3 – institutionalisation: 

 

 

(9) Multiple studies have delved into the life cycles of organisational development, often centring on a widely recognised five-step model 
(e.g. Adizes, 1989; Greiner, 1972). We applied this classic organisation and tailored it to suit the context of BI units. 
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— at this stage, the integration of BI becomes more widespread and embedded within the organisation’s 
practices; 

— the unit/function gains recognition and support from top leadership, leading to the development of formal 
processes and structures; 

— dedicated budget allocations, training programmes and collaborations with other departments are 
established to further advance BI. 

Stage 4 – scaling and integration: 

— this stage involves expanding the reach and impact of BI across the organisation; 

— the unit/function collaborates with various departments and stakeholders to mainstream BI into decision-
making at all levels; 

— emphasis is placed on building internal capacity, fostering a culture of evidence-based decision-making 
and continuously learning from behavioural interventions. 

Stage 5 – continuous improvement: 

— in this final stage, the unit/function focuses on refining and advancing its practices; 

— it actively seeks feedback, evaluates the effectiveness of behavioural interventions and iterates them 
based on insights gained; 

— the unit/function becomes a centre of expertise, sharing knowledge and best practices both internally and 
externally, and contributing to the broader field of behavioural science. 
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Annex 4. Recommendations derived from findings, with added impact and feasibility estimates 

Study findings were classified, and initial recommendations were developed by the core study team, taking into account suggestions from the study participants. After this, 
two online consultative sessions and written review rounds were used to refine the recommendations based on the expert opinions of the broader study team. The broader 
study team included behavioural and social science experts with first-hand experience of setting up a BI unit (Netherlands, Finland) and conducting studies on the integration 
of BI in policymaking, and with European-level experience in supporting the integration of BI during the COVID-19 pandemic. 

Section of report Study finding Recommendation Impact Feasibility Limitations or constraints 

Existing BI functions at 
institutions and stages of 
development 

The impacts of BI on policy 
were hard for participants to 
formulate. 

Develop mechanisms to 
measure the impact on 
policymaking. 

Medium Low Measuring impacts on policy 
is challenging scientifically 
because of the indirect 
impact of advice. In general, 
there is no easy 
methodology for assessing 
the impact of most 
behavioural interventions in 
real-world settings.  

Existing BI functions at 
institutions and stages of 
development 

All BI units from the 
participating countries are 
perceived to be in the early 
stages of development, 
either the ‘initiation’ phase 
(stage 1) or the ‘early 
adoption’ phase (stage 2).  

Support institutionalisation of 
BI units (stage 3 and beyond). 

High Low Not all countries have 
passed earlier stages yet 
(e.g. stage 1 ‘initiation’, 
stage 2 ‘early adoption’), and 
countries have developed BI 
units at different 
administrative levels and 
places (e.g. academic versus 
within public health). 

Existing BI functions at 
institutions and stages of 
development 

In one participating country, 
behavioural expertise is not 
organised in the form of a 
clearly distinguishable ‘unit’. 
Rather, working groups use 
BI when exploring specific 
topics, with informal support 
from the institute director. 

Explore alternative, more 
dispersed organisational 
methods as a possible model 
for further mainstreaming of 
BI. 

High High This becomes more 
important in contexts where 
integration is more 
advanced, and streamlined 
across all levels and sectors, 
possibly making the concept 
of a ‘unit’ counterproductive.  

Existing BI functions at 
institutions and stages of 
development 

Academic partners explicitly 
include behavioural science 
in formal research plans that 
are presented to the regional 

Ensure that behavioural 
science contributions are 
made explicit and separate 
from biomedical work to 

Low Medium Administrative adjustments 
may encounter some 
resistance because they 
entail revisioning the 
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Section of report Study finding Recommendation Impact Feasibility Limitations or constraints 

authorities, and there is a 
specific administrative code 
assigned to behavioural 
science by the regional 
authorities to facilitate this.  

make it more visible. For 
example, use a special 
administrative code to 
indicate contracts that include 
behavioural science. 

importance of certain types 
of expertise, possibly at the 
expense of other competing 
disciplines. 

Existing BI functions at 
institutions and stages of 
development 

Much of the actual research 
work is carried out externally 
through project work by BI 
units located within 
academic institutions. 

Strengthen cooperation 
between public health 
institutes and designated 
external academic centres 
with BI expertise, for example 
by supporting internships, 
graduate work and grants for 
short-term contracts with 
behavioural science experts. 

High High This does not help to build BI 
capacity inside the public 
health institutions, but 
rather supports the wheel 
and spoke option.  

Existing BI functions at 
institutions and stages of 
development 

Advocating BI is done by 
both the outside academic 
partners and the BI 
champions. 

Identify BI champions and 
support their outreach and 
advocacy efforts. 

Medium High This remains reliant on 
individuals, who without 
broader networking will 
remain isolated.  

Organisational challenges It is difficult to set up a 
special BI unit, because BI 
needs mainstreaming within 
many specific government 
departments (e.g. social 
affairs, health, education).  

Explore the feasibility, 
institutional place and 
implications of a BI unit that 
is integrated across different 
sectors. 

Medium High This will require intersectoral 
coordination. 

Organisational challenges In decentralised countries, 
regions often want to 
maintain control over their 
own decisions, which means 
many BI units are needed. 

In decentralised countries, 
explore a collaborative model 
whereby different regional BI 
units collaborate on different 
projects.  

Medium High This requires a clear 
definition of BI units at 
different levels in order to 
conduct a broad inventory of 
their locations and 
collaborative capacity. 

Organisational challenges It is important that BI units 
are politically independent.  

Explore combinations of 
different BI advisory 
infrastructures that best 
facilitate political connection 
while maintaining scientific 
independence. This needs to 

Medium Low There is an inherent tension 
between the need for BI 
advisors to be politically 
engaged and scientifically 
independent. This is also 
entrenched in long-standing 
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Section of report Study finding Recommendation Impact Feasibility Limitations or constraints 

be addressed to maintain 
public trust in advisory 
infrastructures. 

political governance cultures, 
which may not be amenable 
to change. A combination of 
various BI advisory 
infrastructures requires 
additional coordination. 

Organisational challenges In a situation when BI 
involvement is rapidly 
needed because of an 
outbreak event or other 
crisis, bureaucratic 
procedures can block 
efficient project work. 

Prearrange rapid scalability of 
BI units before a crisis starts, 
for example by assessing 
bureaucratic burdens and 
developing pre-agreed 
protocols. 

High Medium Preparedness planning has 
been underprioritised and 
underfunded, because as 
soon as an emergency is 
over people tend to forget. 
Moreover, changing existing 
emergency processes or 
introducing new processes 
may run into resistance 
because it changes the 
ownership of responsibilities. 

Organisational challenges An organisational challenge 
noted is the difficulty of 
accurately translating and 
describing what BI can do 
and how it works. 

Support translation of 
knowledge and concepts. 

Medium Medium This may require an EU-wide 
knowledge management 
platform which will require 
considerable staff support 
from the EU for facilitation.  

Lack of capacity and 
resources 

Across countries, the lack of 
well-trained BI experts was 
noted as a problem.  

Promote (pre-service) 
behavioural science curricula 
across learning institutions. 

High Medium This requires learning 
institutions to adjust their 
curricula.  

Lack of capacity and 
resources 

A lack of available in-service 
training opportunities for 
people working in BI was 
identified.  

Develop basic BI in-service 
training on knowledge and 
methods as a core 
competence for public health 
professionals. Include 
generative artificial 
intelligence, advocacy and 
communication skills, and 
evidence-based policymaking.  

High High This requires integration in 
established in-service 
training programmes. 
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Section of report Study finding Recommendation Impact Feasibility Limitations or constraints 

Lack of capacity and 
resources 

There needs to be better 
integration and recognition 
of applied behavioural 
sciences, such as health 
psychology, in university 
curricula to train new 
generations of behavioural 
scientists. 

Promote applied behavioural 
(including social) sciences 
within academic curricula 

Medium Medium This requires learning 
institutions to adjust their 
curricula.  

Lack of capacity and 
resources 

The small number of experts 
in public health authorities 
and among policymakers 
slows down the required 
dialogue with collaborative 
partners.  

Ensure that BI experts are 
installed in public health 
institutes to liaise with and 
facilitate work with external 
partners.  

Medium Medium This requires sustained 
advocacy at higher levels to 
change hiring practices. 

Lack of capacity and 
resources 

Behavioural scientists are 
not common in the field of 
public health, which has 
traditionally been an area of 
expertise for people coming 
from disciplines such as 
medicine, nursing, 
epidemiology, virology 
pharmacy and veterinary 
sciences.  

Advocate new professional 
standards for public health 
that include behavioural 
expertise.  

High Medium This requires sustained 
advocacy at higher levels to 
change hiring practices. 

Lack of capacity and 
resources 

A small budget is generally 
allocated to public health. 

Raise awareness of the cost 
savings connected to 
prevention research and 
increase advocacy for public 
health.  

High Medium Government departments 
compete for spending, and 
this varies by country.  

Factors contributing to 
institutionalisation 

It is very beneficial to 
receive feedback from the 
public health institute about 
why certain decisions were 
made and/or what is being 
prioritised internally.  

Promote transparency in 
decision-making among 
external partners, including 
behavioural scientists. 

Medium Medium These practices may be 
entrenched in long-standing 
political governance cultures 
that may not be amenable 
to change. However, with the 
right person, right place, 
right time and proof of 
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concept, established things 
can change. 

Factors contributing to 
institutionalisation 

Recognition of BI work by 
external partners (e.g. a 
university partner) is 
important for establishing 
the political position of the 
BI unit at the university, 
particularly in countries with 
fewer resources. 

Provide continued 
international recognition of 
the value of behavioural 
science by recognising 
centres of excellence, etc.  

Low High Symbolic endorsements are 
not always aligned with 
financial support. 

Factors contributing to 
institutionalisation 

There is a need to improve 
practices for recruiting and 
hiring in the public health 
sector, to include non-
biomedical professionals and 
remove legal barriers. 

Facilitate policies that 
enhance flexible recruitment 
profiles, which are needed to 
better include behavioural 
science in this field. 

High Medium This requires sustained 
advocacy at higher levels to 
change hiring practices. 

Factors contributing to 
institutionalisation 

Integration into decision-
making and general buy-in 
still depends on individuals 
(champions) promoting the 
relevance of BI, rather than 
on systems.  

Recruit more behavioural 
experts within public health 
institutes and provide training 
to decision-makers on the 
relevance of BI to public 
health. 

Medium Low There are limitations to the 
recruitment of BI experts 
and the availability of 
decision-makers for training.  

Role of the EU in 
institutionalising BI 

Experts and stakeholders 
should be connected for 
exchange of knowledge and 
experience. 

Organise regular meetings for 
knowledge exchange and 
networking, including smaller 
satellite meetings with 
country experts.  

Medium High This needs further follow-up 
development of 
communities of practice 
across countries.  
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Role of the EU in 
institutionalising BI 

Large international 
organisations are important 
in promoting networking 
events to speed up 
institutionalisation of BI at 
various levels. This is the 
case in countries where 
public health receives limited 
financing, countries that 
have little formal 
institutionalisation of BI and 
countries with a 
decentralised governance 
system where many smaller 
BI units may emerge that 
are not well connected.  

Provide additional support for 
underfunded public health 
systems and/or countries with 
a more complex decentralised 
governance system, for 
example through the 
development of communities 
of practice.  

Medium Medium This requires coordinated 
efforts and funding at the 
international level.  

Role of the EU in 
institutionalising BI 

Create an EU-wide 
behavioural sciences 
competence centre or 
knowledge platform with 
representation from all 
countries in Europe. 

Further strengthen initiatives 
such as those initiated by the 
EU Policy Lab: Foresight, 
Design and Behavioural 
Insights (EC JRC) and the 
ECDC’s communities of 
practice on prevention.  

Medium High There are many such 
initiatives across the EU, and 
more coordination may be 
needed.  

Role of the EU in 
institutionalising BI 

The EU needs to advocate, 
and support the 
development of, global 
resolutions on behavioural 
change expertise. 

Advocate, support and 
implement the development 
of global resolutions on 
behavioural change expertise. 

Medium High This requires continued 
agenda setting and 
advocacy, and particular 
attention to implementation.  



 

 

 

  

GETTING IN TOUCH WITH THE EU 

In person 

All over the European Union there are hundreds of Europe Direct centres. You can find the address of the 
centre nearest you online (european-union.europa.eu/contact-eu/meet-us_en). 

On the phone or in writing 

Europe Direct is a service that answers your questions about the European Union. You can contact this 
service: 

— by freephone: 00 800 6 7 8 9 10 11 (certain operators may charge for these calls), 

— at the following standard number: +32 22999696, 

— via the following form: european-union.europa.eu/contact-eu/write-us_en. 

 

FINDING INFORMATION ABOUT THE EU 

Online 

Information about the European Union in all the official languages of the EU is available on the Europa 
website (europa.eu). 

EU publications 

You can view or order EU publications at op.europa.eu/en/publications. Multiple copies of free publications 
can be obtained by contacting Europe Direct or your local documentation centre (european-
union.europa.eu/contact-eu/meet-us_en). 

EU law and related documents 

For access to legal information from the EU, including all EU law since 1951 in all the official language 
versions, go to EUR-Lex (eur-lex.europa.eu). 

Open data from the EU 

The portal data.europa.eu provides access to open datasets from the EU institutions, bodies and agencies. 
These can be downloaded and reused for free, for both commercial and non-commercial purposes. The 
portal also provides access to a wealth of datasets from European countries. 

 

https://european-union.europa.eu/contact-eu/meet-us_en
https://european-union.europa.eu/contact-eu/write-us_en
https://european-union.europa.eu/index_en
https://op.europa.eu/en/publications
https://european-union.europa.eu/contact-eu/meet-us_en
https://european-union.europa.eu/contact-eu/meet-us_en
https://eur-lex.europa.eu/
https://data.europa.eu/en
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