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Evidence briefs and deliberative dialogues: perceptions and intentions
to act on what was learnt

Kaelan A Moat,? John N Lavis,” Sarah J Clancy,© Fadi El-Jardali¢ & Tomas Pantoja® for the Knowledge Translation
Platform Evaluation study team

Objective To develop and implement a method for the evaluation of “evidence briefs”and “deliberative dialogues” that could be applied
to comparative studies of similar strategies used in the support of evidence-informed policy-making.

Methods Participants who read evidence briefs and attended deliberative dialogues in Burkina Faso, Cameroon, Ethiopia, Nigeria, Uganda
and Zambia were surveyed before the start of the dialogues — to collect their views on pre-circulated evidence briefs — and at the end of
the dialogues — to collect their views on the dialogues. The respondents’ assessments of the briefs and dialogues and the respondents’
intentions to act on what they had learned were then investigated in descriptive statistical analyses and regression models.

Findings Of the 530 individuals who read the evidence briefs and attended dialogues, 304 (57%) and 303 (57%) completed questionnaires
about the briefs and dialogues, respectively. Respondents viewed the evidence briefs and deliberative dialogues — as well as each of their
key features — very favourably, regardless of the country, issue or group involved. Overall, “not concluding with recommendations”and “not
aiming for a consensus”were identified as the least helpful features of the briefs and dialogues, respectively. Respondents generally reported
strong intentions to act on what they had learnt.

Conclusion Although some aspects of their design may need to be improved or, at least, explained and justified to policy-makers and
stakeholders, evidence briefs and deliberative dialogues appear to be highly regarded and to lead to intentions to act.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Over the last decade there has been growing interest in iden-
tifying methods to ensure that policy decisions that are aimed
at strengthening health systems in low- and middle-income
countries are guided by the best available research evidence.'™
As a result, several “knowledge translation” platforms, such
as the Evidence-informed Policy Networks supported by the
World Health Organization, have been established in countries
across Africa, the Americas, Asia and the eastern Mediterra-
nean.”” Currently, nearly all of these platforms are focusing
their efforts — at least in part — on two distinct but interrelated
strategies: the preparation of “evidence briefs for policy” and
the convening of “deliberative dialogues” that use such briefs
as their primary inputs.’

Evidence briefs are a relatively new form of research syn-
thesis. Each starts with the identification of a priority policy
issue within a particular health system. The best available
global research evidence - such as systematic reviews — and
relevant local data and studies are then synthesized to clarify
the problem or problems associated with the issue, describe
what is known about the options available for addressing the
problem or problems, and identify the key considerations in
the implementation of each of these options. Research evi-
dence generally needs to be made available in a timely way
if it is to stand a good chance of being used as an input in
policy-making.»'’ Evidence briefs can generally be prepared in
a few weeks or months and - unlike most summaries of single
reviews or studies — can place the relevant data in the context
of what they mean for a particular health system.

Evidence briefs are used as primary inputs for the delib-
erative dialogues that facilitate interactions between research-
ers, policy-makers and stakeholders - the latter defined in this
study as administrators in health districts, institutions and
nongovernmental organizations, members of professional
associations and leaders from civil society. Such interactions
are known to increase the likelihood that research evidence
will be used in policy-making.”'’ Deliberative dialogues also
provide an opportunity to consider the best available global
and local research evidence alongside the tacit knowledge of
the key health-system “actors” who are involved in the issue
being considered or likely to be affected by a decision related
to it. At the same time, allowance can be made for other
country- or region-specific influences on the policy process,
such as institutional constraints, pressure from interest groups
and economic crises.

Taken together, briefs and dialogues address the majority
of the barriers that hinder the use of research evidence - such
as the common perception that the research evidence that is
available is not particularly valuable, relevant or easy to use —
while building on the factors found to increase the likelihood
that such evidence will be used to guide policy-making.>”"
The results of formative evaluations of both strategies in
general — as well as some of their common features — have
been encouraging.' However, there have been no system-
atic attempts to determine how design and content affect the
usefulness of evidence briefs and deliberative dialogues in
supporting the use of research evidence by policy-makers and
stakeholders.'*~** There have also been few attempts to develop
a method for evaluating such briefs and dialogues that can
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be applied across a range of countries,
health system issues and groups and that
includes an appropriate and tractable
outcome measure.

To address this gap, we developed
and administered two questionnaire-
based surveys — one for evidence briefs
and one for deliberative dialogues -
across a range of issues and low- and
middle-income countries. The main
aim was to determine whether health
system policy-makers, stakeholders
and researchers in low- and middle-
income countries viewed such knowl-
edge translation strategies as helpful.
Drawing on the “theory of planned
behaviour”, we also sought to determine
the respondents’ intentions to act on
the research evidence contained in the
evidence briefs and discussed during
the deliberative dialogues and their
assessment of the factors that might
influence whether and how they would
act on that evidence.'”?* The theory
of planned behaviour was originally
developed in the context of individual
behaviour. However, this theory has
been used successfully in the context
of professional behaviour’** and has
already shown some promise in the
study of the behaviour of those involved
in policy-making.”

Methods
Study participants

We conducted surveys as part of a 5-year
project — the Knowledge Translation
Platform Evaluation study - that is
evaluating the activities, outputs and
outcomes of knowledge translation
platforms in 44 low- and middle-income
countries, using all data that have been
collected from the start of the project
in 2009 to the initiation of this analy-
sis.” For the present investigation, this
included data collected from surveys
of policy-makers, stakeholders and
researchers who were invited to attend
deliberative dialogues in Burkina Faso,
Cameroon, Ethiopia, Nigeria, Uganda
and Zambia after being sent evidence
briefs that had been prepared - by lo-
cal knowledge translation platforms
— as inputs for the dialogues.”” In each
study country in which an evidence
brief was prepared, potential dialogue
participants were identified - via a
“stakeholder-mapping” exercise - by
the team responsible for the local
knowledge translation platform. The
aim of this exercise was to identify all

those policy-makers, stakeholders and
researchers who were likely to be in-
volved in or affected by decisions made
during the policy process surrounding
the issue on which the evidence brief was
focused. Samples of the policy-makers,
stakeholders, and researchers identified
in this manner were then sent the rel-
evant evidence brief and invited to the
corresponding dialogue.

Questionnaire development and
administration

Two types of questionnaires were used
to collect information from policy-
makers, stakeholders and researchers:
an “evidence brief” questionnaire and
a “dialogue” questionnaire. Each type of
questionnaire was divided into three or
four sections. The first section investi-
gated how helpful the respondent found
each key feature of the brief or dialogue
and the second section investigated how
well the respondent felt that the brief or
dialogue achieved its intended purpose.
The dialogue questionnaire included a
third section that contained 15 items
based on “theory of planned behav-
iour” constructs.'” Questions about the
respondent’s professional experiences
formed the final section of both types
of questionnaire.

The design of each questionnaire
was based on the results of a pilot study,
a review of the relevant literature, and
feedback from a three-day workshop
attended by members of the teams run-
ning knowledge translation platforms
in eastern Africa, Kyrgyzstan and Viet
Nam. The evidence brief questionnaire
was also refined using feedback from a
workshop that brought together repre-
sentatives of all of the knowledge trans-
lation platforms in Africa.” In addition,
the portion of the same questionnaire
that related to the theory of planned
behaviour was subjected to a reliability
assessment.” Both types of question-
naires were translated into French for
use in countries in which English was
not widely spoken. Details of the survey
instruments and their development can
be accessed on line.”

All dialogue invitees from the six
countries included in this study who
were identified during the stakeholder
mapping exercise were sent a package
containing a letter of invitation to par-
ticipate in the dialogue, a copy of the evi-
dence brief, information about the study,
a copy of the evidence brief question-
naire and a pre-stamped envelope ad-
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dressed to the country team running the
local knowledge translation platform.’
Participants were asked to return the
completed evidence brief questionnaire
in the pre-stamped envelope before ar-
riving at the dialogue session. Invitees
who did not do this but who presented
at the registration desk to participate
in a dialogue were asked to complete
an evidence brief questionnaire before
the dialogue had commenced. Each
dialogue participant was handed a copy
of the dialogue questionnaire at the end
of the dialogue and asked to complete
and return it immediately - before his
or her departure. Completed question-
naires were collected by country teams
and sent to the Knowledge Translation
Platform Evaluation study team at Mc-
Master University (Hamilton, Canada).
All of the data from the questionnaires
were then transferred into an Excel
(Microsoft, Redmond, United States of
America) database so that they could
be compiled, compared and analysed.

Analysis

Two investigators independently coded
the key features of each evidence brief
and dialogue, which are listed in Table 1
and Table 2, and reconciled their coding.
Although this coding was largely based
on reviews of electronic copies of the
briefs, dialogue summaries and reports to
funders that described the dialogue pro-
cess, it was finalized for each knowledge
translation platform in discussions with
the core members of the country team re-
sponsible for the platform. We used Excel
to calculate detailed descriptive statistics
for the respondents” assessments of the
evidence briefs in general, the delibera-
tive dialogues in general and each of the
key features of the briefs and dialogues
that we investigated. The assessments of
the various types of respondents were
compared. We conducted ordinary
least-squares regressions — in version 19
of the SPSS software package (SPSS Inc.,
Chicago, USA) - to explore associations
between the respondents’ professional
characteristics and their overall assess-
ments of the briefs and dialogues as well
as their assessments of how helpful they
found each key feature.

Respondents were asked to identify
their own professional roles. Since many
respondents claimed to have multiple
roles, for the regression models it was nec-
essary to categorize each respondent’s role
as a policy-maker, stakeholder, researcher
or “other”. Respondents were coded as
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Table 1. Respondents’ views of evidence briefs, by professional role reported,® in a survey conducted in six African countries in 2009-2013

Focus of assessment Mean score (SD)
Allroles  Policy-maker  Stakeholder ~ Researcher Other No role®
(n=304) (n=149) (n=72) (n=24) (n=14) (n=45)
Evidence brief as a whole® 6.3 (0.8) 6.3(0.7) 6.2 (1.0) 6.2 (0.8) 6.5(0.5) 59(1.0)
Key features®
Described the context for the issue being addressed 64(1.1) 6.5(0.9) (1.0) 6.2(1.4) 6.4 (1.0)
Described different features of the problem, 3(1.1) 6.4 (0.9) 2 (1.1) 6.0 (1.1)
including — where possible — how it affects particular
groups
Described options for addressing the problem 6.2 (1.0) 0.9 6.1(1.1) 6.1(0.9) 1 (1.1)
Described what is known about the options — based 6.1(1.0) 9 6.1(1.2) 6.0 (1.1) 0.9)
on research evidence — and gaps in what is known
Described key implementation considerations 6.2 (1.0) 6.3 (1.0) 6.1(1.1) 6.4 ( ) 6.2 (0.8)
Employed systematic and transparent methods to 6.1(1.0) 6.0(2.9) 6.1(24) 6322 2(2.4)
identify, select and assess the research evidence
Took quality considerations into account® 6.0 (1.1) 6.0(3.1) 5929 63(238) 58(22) 6.2(1.8)
Took local applicability into account® 6.2 (1.0) 6.2 (1.0) 6.2 (1.0) 6.4 (0.8) 5.8(1.6) 6.3(0.8)
Took equity considerations into account® 6.2 (1.1) 6.1(3.0) 6.1(2.5) 6.5 (1.5) 55(.7) 6.5 (0.6)
Did not conclude with particular recommendations 55(1.6) 53(.7) 58(2.1) 59(1.8) 46(2.2) 56(1.1)
Employed a“graded entry” format' 6.3(1.1) 6.3(1.1) 6.2 (1.0) 6.6 (0.7) 6.0 (1.5) 6.4(0.7)
Included a reference list 64(1.2) 6.5 (1.0) 6.3(1.2) 6.4 (1.4) 6.1(1.7) 6.1(1.7)
Was subjected to a review by at least one policy- 6.3 (1.0) 64(3.3) 6.1(3.2) 6.6 (3.4) 64 (2.7) 6.4 (2.9)

maker, one stakeholder and one researcher

SD, standard deviation.

¢ Each respondent’s role was categorized as “policy-maker", “stakeholder’, “researcher” or “other”. Respondents were coded as policy-makers if they chose “policy-
maker"for at least one current role and as stakeholders if they reported “stakeholder”but not “policy-maker”as a current role. Those who identified themselves as
“researchers”but not “policy-makers”or “stakeholders” were coded as researchers. All other respondents who reported a role were considered to have “other”roles.

® Respondent failed to indicate a professional role.

¢ Scored for achievement of aim on a Likert scale that ranged from 1 (complete failure) to 7 (complete success).
9 Scored for helpfulness on a Likert scale that ranged from 1 (very unhelpful) to 7 (very helpful).

¢ When discussing the research evidence.

" Such as a list of key messages as well as a full report.

policy-makers if they chose “policy-
maker” for at least one of their current
roles and as stakeholders if they reported
“stakeholder” but not “policy-maker”
as one of their current roles. Those who
identified themselves as “researchers” but
not “policy-makers” or “stakeholders”
were coded as researchers. Respondents
who did not identify themselves as ei-
ther a policymaker, a stakeholder or a
researcher and who marked “other” as
their role were considered to have “other”
roles that could not be further defined. In
the regression models, “number of years
in current role” was entered as a continu-
ous variable, while “experience or training
in other roles” was entered as a binary
variable — with values of 1 and 0 indicat-
ing such experience or training and no
such experience or training, respectively.
Respondents with missing data were
omitted from the corresponding regres-
sion. We used simple ¢-tests to compare
group values for variables that could not
be included in our regression analyses
because of multicollinearity.
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Results

In total, 530 individuals from six African
countries were sent questionnaires on
the evidence briefs, which addressed
17 priority issues (Table 3). Of these
530 subjects, 304 (57%) and 303 (57%)
completed the questionnaires about the
briefs and deliberative dialogues, respec-
tively. Cameroon had the largest number
of respondents for the evidence brief
surveys (n=99), followed by Uganda
(n=66) and Zambia (n=46). Cameroon
also had the largest number of respon-
dents for the dialogue surveys (n=77),
followed by Uganda (n = 69) and Nigeria
(n=48). In all six study countries, the
category of professional role that was
most frequently self-reported in the
evidence brief survey was policy-maker
(49%), followed by stakeholder (24%),
researcher (8%) and “other” (5%). In
this survey, 45 (15%) of the respon-
dents did not provide a role category.
The category of professional role most
frequently self-reported in the dialogue
survey was also policy-maker (49%), fol-
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lowed by stakeholder (23%), researcher
(10%) and “other” (4%). In this survey,
43 (14%) of the respondents did not
provide a role category. Full details of
the data collected on professional roles
are available in Appendix A (available
at: http://www.testserver5.org/moat_
et_al._2013_BWHO_Appendix-A.pdf).
All the briefs included in this study
contained a description of the context for
the issue being addressed, a description of
the various features of the problem and a
description of the options for addressing
the problem. All the briefs also employed
a “graded-entry” format - such as one
comprising a list of key messages as well
asa full report — and included a reference
list for those who wanted to read more
about the issue involved. However, only
52% of the evidence briefs investigated
either explicitly took quality consider-
ations into account when discussing the
research evidence or were subjected to
a merit review and only 62% explicitly
took local applicability into account when
discussing the research evidence.

doi: http://dx.doi.org/10.2471/BLT.12.116806
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Table 2. Respondents’ views of deliberative dialogues, by professional role reported,’ in a survey conducted in six African countries in

2009-2013
Focus of assessment Mean score (SD)
All roles Policy-maker  Stakeholder  Researcher Other No role®
(n=303) (n=149) (n=69) (n=30) (n=12) (n=43)
Dialogue as a whole® 6.4 (0.8) 6.4 (1.5) 6.3 (2.3) 6.4(1.6) 6.5(0.7) 6.3(1.9)
Key features®
Addressed a high-priority policy issue (0.9) .5) (24) (1.6) 6.8 (0.5) 6.1 (2.0)
Provided an opportunity to discuss different features 5) 4) (1.8) 6.5 (0.5) 6.2 (1.9)
of the problem, including — where possible — how it
affects particular groups
Provided an opportunity to discuss options for 6.2(1.1) 6.3 (1.6) 6.2 (2.4) 6.3(1.8) 6.3(0.7) 6.1(1.9)
addressing the problem
Provided an opportunity to discuss key 6.3(0.9) 6.4 (1.5) 6.3(2.3) 6.6 (1.6) 6.3 (0.6) 59(1.9)
implementation considerations
Provided an opportunity to discuss who might do 6.2 (1.1) 6.3(1.5) 6.2(23) 6.2(1.8) 59(1.6) 58(1.9)
what differently
Was informed by a pre-circulated evidence brief 6.3(1.0) 6.4(1.7) 2.4) 4(1.6) 6.5(0.7) )
Was informed by discussion about the full range 6.3(1.0) 6.4(1.6) 2.4) 6.3(1.6) (13)
of factors that can inform how to approach a
problem, possible options for addressing it, and key
implementation considerations
Brought together many individuals who could be 6.4 (0.9) 6.5 (1.6) 6.4 (2.4) 6.6 (2.0) 6.3(0.8) 6.0(2.1)
involved in — or affected by — future decisions related
to the issue
Aimed for fair representation among policy-makers, 6.4 (0.9) 6.5(1.6) 6.4 (2.4) 6.4 (1.5) 6.3 (0.9) 5.9 (2.0
stakeholders and researchers
Engaged a facilitator to assist with deliberations 6.5 (1.0) 6.5 (1.0) 6.4(1.1) 6.5(1.1) 6.6 (0.5) 3(1.4)
Allowed for frank, off-the-record deliberations® 6.3(1.1) 6.3(1.2) 6.3(1.3) 6.7 (0.8) 6.9(0.3) 1(1.3)
Did not aim for consensus 59(1.4) 5.7(15) 6.1(1.3) 6.2 (1.8) 6.1(1.0) 59(1.6)

SD, standard deviation.

¢ Each respondent’s role was categorized as “policy-maker", “stakeholder’, "researcher” or ‘other”. Respondents were coded as policy-makers if they chose “policy-
maker”for at least one current role and as stakeholders if they reported “stakeholder” but not “policy-maker”as a current role. Those who identified themselves as
“researchers”but not “policy-makers”or “stakeholders” were coded as researchers. All other respondents who reported a role were considered to have “other”roles.

® Respondent failed to indicate a professional role.

¢ Scored for achievement of aim on a Likert scale that ranged from 1 (complete failure) to 7 (complete success).

9 Scored for helpfulness on a Likert scale that ranged from 1 (very unhelpful) to 7 (very helpful).

¢ Deliberations followed the “Chatham House” rule.””

All but two of the key features
listed in Table 2 were included in all of
the convened dialogues that we investi-
gated. The exceptions were “providing
an opportunity to discuss who might do
what differently” and “not aiming for a
consensus’, which were features of 50%
and 95% of the dialogues investigated,
respectively (Appendix A).

Every key feature of the evidence
briefs that we investigated was viewed
very favourably by all - or almost all
- of the respondents (Table 1). Com-
pared with the other key features of the
evidence briefs, “not concluding with
recommendations” was judged less
favourably by the respondents catego-
rized as policy-makers, stakeholders,
researchers or “other”.

Similarly, all of the key features of
the deliberative dialogues were gener-
ally viewed favourably by all groups of

respondents (Table 2). However, “not
aiming for consensus” was viewed less
favourably than any other key feature,
particularly by policy-makers.
Respondents in the “other” category
often rated key features of the briefs and
dialogues less favourably than the re-
spondents who could be assigned to a
more specific role. In general, respon-
dents reported strong intentions to use
research evidence of the type that was
discussed at the deliberative dialogues;
positive attitudes towards research
evidence of the type discussed at the
dialogues; and subjective norms in their
professional life that were conducive to
using research evidence of the type that
was discussed at the dialogues (Table 4).
Compared with the other respondents,
those who did not provide a role category
considered themselves to have relatively
limited behavioural control and so to be
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less likely to act on what they had learnt
from the briefs and dialogues.
Although we initially attempted to
include all of the respondent charac-
teristics that we investigated into our
regression models, we had to exclude
“previous experience or training” be-
cause of multicollinearity. The data
analyses only revealed two differences
between groups of respondents that
reached statistical significance. In the
regression models for the evidence
briefs — in comparisons with researchers,
the reference category - a self-reported
professional role that fell in the “other”
category was found to be a significant
predictor of giving “not concluding
with recommendations” a lower score
for helpfulness (P=0.028; Table 5). In
the analysis of the data for the delib-
erative dialogues, t-tests revealed that
respondents without past experience
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Table 3. Priority issues that were the focus of evidence briefs and deliberative dialogues
evaluated in six African countries in 2009-2013

Kaelan A Moat et al.

as a researcher gave “not aiming for
consensus” significantly lower scores
for helpfulness than respondents with
experience (P=0.015).

Country Priority issues

Burkina Faso  Implementing strate'gles for the redu@on of maternal mortality Discussion

Cameroon Scaling up community-based health insurance®
Scaling up malaria-control interventions Our evaluation has shown that evidence
Improving governance for health district development briefs and deliberative dlalogues - two
Retaining health workers in rural areas nfovel app}rloacges to §upp?rt1ng t}li'e use
Optimizing the use of antenatal clinics ot researc TIVI ence zln po 1c§-lma lfntg};
Improving the reception and management of patients in the accident and are ver?r W_e re}cfl‘},le },lregar essg he
emergency departments of national and regional hospitals lioulrl}tlrles 1 whic they}?re lilscf » the
Improving the affordability of the accident and emergency departments of ealt systen: 1ssues»t att‘ ey a }'ess or
national and regional hospitals the group of “actors” that is investigated.

Ethiopia Developing human-resource capacity for implementing malaria-elimination Respond.ents tendefi to view Fhe evt-
measures dence briefs and deliberative dialogues
Preventing postpartum haemorrhage in general - as well as each of their

Nigeria Strengthening health systems — this was addressed twice kEY featl.lres - very favou.rably. These

Uganda Task shifting to optimize the roles of health workers and improve the delivery 0 serva.tlons support previous recom-
of il 2mel dhill hesltih cae mendations that have been made about
Increasing access to skilled birth attendants the use ofthefe striitegles in the ?esear'ch
Improving palliative care literature.””~"**=*! “Not concluding with

ions” hel
Zambia Strengthening the health system for mental health recommendations” emerged as the least

helpful feature of evidence briefs from

Preventing postpartum haemorthage the perspective of all of the respondents

Retaining human resources for health

taken together, whereas “not aiming for

¢ There has not been any evaluation of the deliberative dialogue about this issue. consensus” emerged as the least helpful

Table 4. Respondents’intentions to act on what was learnt from evidence briefs and deliberative dialogues, by professional role
reported,” in a survey conducted in six African countries in 2009-2013

Focus of assessment Mean score (SD)
Policy-maker Stakeholder Researcher Other (n=12) No role®
(n=149) (n=69) (n=30) (n=43)

Future use of research evidence®

Expected 6.3 (0.6) 6.2 (0.8) 6.2(1.3) 6.1(0.5) 58(1.1)
Wanted 6.4 (0.6) 6.1(0.8) 6.2 (0.9) 6.1(0.7) 6.0 (1.4)
Intended 6.3(0.8) 6.1(0.8) 6.2 (1.0) 6.2 (1.9) 6.1 (14)
Attitude to use of research evidence® 6.6(0.7) 6.5(0.8) 6.5(0.8) 6.6 (24) 6.3(1.1)
Subjective norms® 6.2 (1.4) 6.3(1.9) 59(1.5) 6.2 (1.1) 6.3(1.9)
Perceived behavioural control 6.2(1.8) 6.1(1.8) 6.1(1.8) 6.3(1.7) 55(1.7)

SD, standard deviation.

¢ Each respondent’s role was categorized as “policy-maker”, “stakeholder’, “researcher” or “other”. Respondents were coded as policy-makers if they chose “policy-
maker”for at least one current role and as stakeholders if they reported “stakeholder” but not “policy-maker”as a current role. Those who identified themselves as a
"researcher”but not a“policy-maker” or “stakeholder”were coded as researchers. All other respondents who reported a role were considered to have ‘other”roles.

b Respondent failed to indicate a professional role.

¢ Respondents were asked to score how well they agreed with statements saying that they expected, wanted or intended to use evidence of the type discussed at the
deliberative dialogue, with each score ranging from 1 (strongly disagree) to 7 (strongly agree).

9 Respondents were asked to state their attitude in terms of how harmful, bad, unpleasant or unhelpful they considered the use of research evidence to be, with each
score ranging from 1 (for very harmful, very bad, very unpleasant or very unhelpful) to 7 (for very beneficial, very good, very pleasant or very helpful). The mean of the
four scores for each respondent was then calculated.

¢ Respondents were asked to score how well they agreed with the following statements: “Most people who are important to me in my professional life think that
I should use research evidence of the type discussed at the deliberative dialogue”; ‘It is expected of me that | use research evidence of the type discussed at the
deliberative dialogue”; and“l feel under social pressure to use research evidence of the type discussed at the deliberative dialogue” Each score ranged from 1
(strongly disagree) to 7 (strongly agree). The mean of the three scores for each respondent was then calculated.

" Respondents were asked to score how well they agreed with the following statements:“l am confident that | could use research evidence of the type discussed
at the deliberative dialogue”;“The decision to use research evidence of the type that was discussed at the deliberative dialogue is beyond my control” (which was
reverse coded to align with the other variables); and “Whether | use research evidence of the type discussed at the deliberative dialogue is entirely up to me”. Each
score ranged from 1 (strongly disagree) to 7 (strongly agree). They were also asked to score how easy it would be for them to use research evidence of the type
discussed at the deliberative dialogue, with each score ranging from 1 (very difficult) to 7 (very easy). The mean of the four scores for each respondent was then
calculated.
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Table 5. Associations between respondents’ professional role and their scoring of evidence briefs and deliberate dialogues, in a survey
conducted in six African countries in 2009-2013

Characteristic

B coefficient® for score®

Evidence briefs Deliberative dialogues
Overall “Did not conclude with Overall “Did not aim for consensus”
recommendations”

Role category©
Policy-maker +0.233 -0.602 -0.024 -0.513
Stakeholder +0.165 +0.129 -0.074 -0.059
Other +0.410 —1.255¢ +0.056 -0.374
Years in current position +0.013 +0.029 +0.006 -0.007

2 The regression coefficients related to each categorical variable (role) reflect the average difference in score between “researchers” — the reference category — and
people in each of the roles shown in the table. A positive sign indicates that those in the role shown had a higher average score than researchers; a negative sign
indicates that those in the role shown had a lower average score than researchers.

® Qverall scores were for the achievement of aim. Scores for key features —“did not conclude with recommendations”and “did not aim for consensus” - reflect
respondents’ perceptions of how helpful these features were.

¢ For the analysis of the respondents'role categories, three dummy variables — one each for policy-maker, stakeholder and “other” — were created and “researcher” was
used as the reference category. Respondents who failed to indicate a professional role were omitted from the regression.

9 Statistically significant (P=0.028).

feature of deliberative dialogues from
the perspective of policy-makers. It is
not clear whether these observations
represent a problem in the ways those
running the knowledge translation
platforms in the study are explaining the
rationale for not concluding evidence
briefs with recommendations and not
aiming for a consensus during delibera-
tive dialogues, or if they represent true
variations in preferences. The rationale
for not concluding evidence briefs with
recommendations is that any such rec-
ommendations would have to be based
on the views and values of the authors
of the brief — even though it is the views
and values of the participants in the
subsequent deliberative dialogue that
are assumed to be much more impor-
tant. The rationale for not aiming for
consensus in the dialogues is that most
dialogue participants cannot commit
their organizations to a course of action
without first building support within
their organizations.

The policy-makers, stakeholders
and researchers who had read an evi-
dence briefas an input into a deliberative
dialogue all reported strong intentions
to act on what they had learnt from this
process. However, those who did not
report a role category were relatively
unlikely to report that they intended to
act on the same information. It is pos-
sible that these respondents were aware
of factors beyond their control - such
as the political context in which they
worked - that would hamper their abil-
ity to use research evidence.

Bull World Health Organ 2014,92:20-28

The present study is an early attempt
to develop a better understanding about
how two novel strategies to support
the use of research evidence in policy-
making - evidence briefs and deliberative
dialogues - are viewed by their target
audiences in low- and middle-income
countries. It was also an attempt to see
if the same strategies encourage their
target audiences to act - or, at least, to
want to act — on research evidence. Our
evaluation covered several countries, is-
sues and categories of profession and was
designed to measure an appropriate and
tractable outcome: intention to act. This
approach could easily be applied across
more countries and issues in the future.
The intention was to make our study
sample as representative as possible, by
attempting to include data from every in-
dividual who had read an evidence brief
and attended a deliberative dialogue.

Our study has two weaknesses that
should be acknowledged. First, we only
used a first wave of data and so our re-
gression models were often constrained
by small sample sizes; response rates
were less than optimal; and data for
specific questions were sometimes miss-
ing. Second, we focused on the char-
acteristics of the respondents because
we lacked high-quality data about the
characteristics of the context — which
can vary in terms of the institutions,
interests and ideas that might influence
the policy process. Despite these limita-
tions, our observations provide useful
insights for those seeking to inform
policy-making or to evaluate evidence

doi: http://dx.doi.org/10.2471/BLT.12.116806

briefs, deliberative dialogues and similar
strategies in the future. l
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Résumé

Comptes rendus de preuves et réunions délibératoires: perceptions et intentions d’agir sur ce qui a été découvert

Objectif Développer et mettre en ceuvre une méthode pour évaluer
les «comptes rendus de preuves» et les «réunions délibératoires», qui
pourrait étre appliquée aux études comparatives de stratégies similaires
utilisées pour appuyer [élaboration de politiques basée sur des données
probantes.

Méthodes Les participants qui ont lu des comptes rendus de preuves
et qui ont assisté a des réunions délibératoires au Burkina Faso, au
Cameroun, en Ethiopie, au Nigeria, en Ouganda et en Zambie ont été
interrogés avant le début des réunions (pour recueillir leurs points de vue
surles comptes rendus de preuves déja distribués) et ala fin des réunions
(pour recueillir leurs points de vue sur leur contenu). Les évaluations
des comptes rendus de preuves et des réunions des répondants, ainsi
que les intentions des répondants d'agir sur ce quiils avaient appris ont
ensuite été étudiées dans des analyses statistiques descriptives et des
modeles de régression.

Résultats Sur les 530 personnes qui ont lu les comptes rendus de
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preuves et qui ont assisté aux réunions délibératoires, 304 (57%) et
303 (57%) des répondants ont rempli des questionnaires sur les comptes
rendus et sur les dialogues, respectivement. Les répondants ont percu
les comptes rendus de preuves et les réunions délibératoires (ainsi que
chacune de leurs principales caractéristiques) de maniére trés favorable,
quel que soit le pays, le sujet ou le groupe impliqué. Dans 'ensemble,
les caractéristiques «aucune conclusion avec des recommandations» et
«aucun objectif de consensus» ont été identifiées comme celles étant les
moins utiles dans les comptes rendus et les réunions, respectivement.
Les répondants ont généralement affirmé avoir une forte intention d'agir
sur ce quils avaient appris.

Conclusion Bien que certains aspects de leur structure aient
certainement besoin détre améliorés ou, tout du moins, expliqués et
justifiés aupres des décideurs politiques et des parties prenantes, les
comptes rendus de preuves et les réunions délibératoires semblent
étre hautement considérés, mais aussi stimuler les intentions d'agir.

doi: http://dx.doi.org/10.2471/BLT.12.116806
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Pesiome

Ceoaku d)aKTOB 1 coBelaTesibHble Ananorn: BoCcnpmnAaTue n HamepeHue coeepLlaTtb JencTBnA Ha OCHoBe

nonyyeHHon nHGpopmavum

Llenb Pa3paboTath 1 BHEAPUTb METOL OLEHKW «CBOAKM GaKToB» 1
«COBeLLATeNbHbIX AVANOroB», KOTOPbIA MOr Obl MPUMEHATLCA AnA
CPaBHUTENBHBIX UCCNEA0BAHNI CXOAHbBIX CTPATEr A, MCMOMNb3YeMbIX
B NOLLEPXKKY MOAUTUKM OENCTBUN Ha OCHOBE MMEloLWenca
nMHGopMaLIm 1 GakToB.

MeTop YuacTHVKN, O3HAKOMIIEHHbIE CO CBOAKaMM GaKToB U
NPVHABLUME yJyacTMe B COBellaTeNbHbIX AManorax B bypkuHa-
®aco, KamepyHe, dduonun, Hurepuu, Yravae n 3ambum, obinu
OnpoLleHbl A0 Havana AManoroB C LeNblo BbIACHWUTL UX B3rAbl
Ha NpefBapuTeNbHO PACMPOCTPAHEHHbIE CBOAKM (aKTOB, a Takxe
MO 3aBepLUEHMN AMANOTOB C LEMbIo BBIACHWTL WX B3MAALI HA Camu
amanorv. OLUeHKN pecnoHaeHTamy CBOAOK U AVANIOroB 1 HaMepeHNa
PECNOHAEHTOB K AENCTBMAM Ha OCHOBE MOJYUYEHHbIX 3HAHMM
MNCCNEAO0BANNCH C MOMOLLbIO ONCATeNbHO-CTATUCTUYECKOTO aHanv3a
1 PErPEeCCUOHHbBIX MOAENEN.

Pesynbratbl 113 530 L, NpoUMTaBLLVX CBOAKM GAKTOB 1 MOCETUBLUMX

ananorn, 304 (57%) n 303 (57%) 3anonHWIM ONpPOCHbIe SINCTbI O
CBOAKAX W AManorax COOTBETCTBEHHO. PecnoHaeHTbl OTHOCUNCH
K cBOAKaM GaKTOB 1 K COBELLATENbHbIM AManoram, a Takke K Kx
K/toYeBbiM 0COOEHHOCTAM Ype3BblualiHo GnaroxenaTenbHo,
He3aBMCMMO OT CTPaHbl, BONPOCa MK rpymnnbl y4acTHUKOB. B Lienom,
B KauecTBe HaumeHee LenecoobpasHblx YepT CBOAOK M AVanoroB
OTMeYan1Cb COOTBETCTBEHHO «He 3aBepLLaemble PEKOMEHAALMAMMY
N «He BeAyline K JOCTUXEHNIO 0OLero MHeHnsA». B ocHoBHOM
pPeCcnoHAeHTbl COObLLIanM O TBePAbIX HaMepeHVAX AeCTBORaTb Ha
OCHOBE MOSTyYEHHbIX 3HAHWI.

BbiBog XOTS HEKOTOpPbIE aCMeKTbl CXeMbl MOXKHO Obllo Obl
YIYULIWTB UK XOTS Obl OOOCHOBATH U Pa3bACHUTbL Pa3paboTyriKam
MOMUTVKM 1 YUYaCTHUKAM, MOXHO 3aK/oUMTh, UYTO CBOAKM (aKkToB
1 CoBeLlaTenbHble AManori bl XOPOLLO OLEHeHb! 1 CO3AaBanm
MOTVBALMIO K AENCTBUAM.

Resumen

Escritos de pruebas y didlogos deliberativos: percepciones y voluntad de actuar en base a lo aprendido

Objetivo Desarrollar e implementar un método para evaluar los
«escritos de pruebas» y los «didlogos deliberativos» que podrian aplicarse
alos estudios comparativos de estrategias similares destinadas a apoyar
las politicas basadas en pruebas.

Métodos Se encuesto a los participantes que leyeron los escritos de
pruebasy asistieron a didlogos deliberativos en Burkina Faso, Camerun,
Etiopfa, Nigeria, Uganda y Zambia antes del inicio de los didlogos a fin
de recoger sus opiniones sobre los escritos de pruebas predistribuidos
y, al término de los didlogos, recopilar sus puntos de vista sobre los
mismos. Se examinaron las evaluaciones de los escritos y los didlogos de
los encuestados, asi como la voluntad de actuar en base a lo aprendido
por parte de los encuestados en andlisis estadisticos descriptivos y
modelos de regresion.

Resultados De las 530 personas que leyeron los escritos de pruebas

y asistieron a los didlogos, 304 (57 %) y 303 (57 %) completaron
cuestionarios sobre los escritos y didlogos, respectivamente. Los
encuestados mostraron una opinién favorable sobre los escritos de
pruebas vy los didlogos deliberativos, asi como de sus caracteristicas
principales, con independencia del pais, tema o grupo involucrado.
En general, las caracteristicas menos Utiles de los escritos y didlogos
fueron «no concluye con recomendaciones» y «no aspira al consenso»,
respectivamente. Los encuestados, por lo general, sefialaron su firme
voluntad de actuar en base a lo aprendido.

Conclusion Aunque ciertos aspectos del disefio quiza deben mejorarse
0,como minimo, explicarse yjustificarse ante los responsables politicos y
las partes interesadas, los escritos de pruebas y los didlogos deliberativos
parecen gozar de gran reputacion y fomentar la voluntad de actuar.
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