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Abstract

Background: In Nigeria, interest in the evidence-to-policy process is gaining momentum among policymakers
involved in maternal, newborn and child health (MNCH). However, numerous gaps exist among policymakers on use
of research evidence in policymaking. The objective of this study was to assess the perception of MNCH policymakers
regarding their needs and the barriers and facilitators to use of research evidence in policymaking in Nigeria.

Methods: The study design was a cross-sectional assessment of perceptions undertaken during a national MNCH
stakeholders’ engagement event convened in Abuja, Nigeria. A questionnaire designed to assess participants’
perceptions was administered in person. Group consultations were also held, which centred on policymakers’
evidence-to-policy needs to enhance the use of evidence in policymaking.

Results: A total of 40 participants completed the questionnaire and participated in the group consultations. According
to the respondents, the main barriers to evidence use in MNCH policymaking include inadequate capacity of
organisations to conduct policy-relevant research; inadequate budgetary allocation for policy-relevant research;
policymakers’ indifference to research evidence; poor dissemination of research evidence to policymakers; and lack of
interaction fora between researchers and policymakers. The main facilitators of use of research evidence for
policymaking in MNCH, as perceived by the respondents, include capacity building for policymakers on use of research
evidence in policy formulation; appropriate dissemination of research findings to relevant stakeholders; involving
policymakers in research design and execution; and allowing policymakers’ needs to drive research. The main ways
identified to promote policymakers’ use of evidence for policymaking included improving policymakers’ skills in
information and communication technology, data use, analysis, communication and advocacy.

Conclusion: To improve the use of research evidence in policymaking in Nigeria, there is a need to establish
mechanisms that will facilitate the movement from evidence to policy and address the needs identified by policymakers.
It is also imperative to improve organisational initiatives that facilitate use of research evidence for policymaking.
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Background
Within the last decade, there has been unprecedented
global interest in the promotion of the use of research
evidence to inform policymaking in the health sector.
This interest was triggered by the 2005 World Health
Assembly Resolution, which strongly encouraged mem-
ber states to harness health research more effectively to
achieve the United Nations Millennium Development
Goals (MDGs), and especially in low- and middle-
income countries (LMICs) [1].
The use of research evidence in policymaking is no

longer limited to high-income countries, and evidence-
informed policy is growing in importance among policy-
makers in LMICs [2–5]. A previous report quoted the
Director of the Tanzanian Council for Science and Tech-
nology as saying, “if you are poor, actually you need
more evidence before you invest, rather than if you are
rich” [6]. International meetings in Mexico City in 2004
and later in Bamako, Mali, in 2008, also emphasised the
importance of promoting the conduct and use of essen-
tial health systems research, securing public confidence
in research and bridging the gap between knowledge
and action in developing countries [7, 8].
Despite the worldwide recognition of the dire need for

health policy to be informed by research evidence, sev-
eral reports have unequivocally proven that health pol-
icies, especially in most LMICs, are not well-informed
by research evidence [9, 10]. For Holmes et al. [11], the
gap between the evidence generated through research
and that which is applied in healthcare is becoming too
large to ignore. Oxman et al. [12] have argued that
poorly-informed decision-making is one of the reasons
why services sometimes fail to reach those most in need,
why health indicators became off-track, and why many
LMICs were unable to meet the health MDGs.
Nigeria is among the LMICs that were unable to attain

the health MDGs. With a current population of over 160
million, WHO ranked the country’s health systems at
187th out of 191 member states in 2000 [13]. Since then,
health outcomes, especially those related to MNCH,
have remained suboptimal. Available reports indicate
that Nigeria has more than 10% of all under-five and
maternal deaths – more than one million newborn, in-
fant and child deaths, and more than 50,000 maternal
deaths every year [14–16].
Nonetheless, there has been some improvement within

the last decade in MNCH outcomes in Nigeria. The na-
tional maternal mortality ratio has reportedly reduced
from 800/100,000 in 2005 [16, 17] to 576/100,000 in
2013 [18]. Further, the under-five mortality rate in
Nigeria reduced from 201 per 1000 live births in 2003
[19, 20] to 117 per 1000 live births in 2013 [21]. This
improvement in MNCH outcomes in Nigeria may be in
part attributed to the increasing awareness of the

importance of evidence-informed policymaking among
decision-makers [22–24], and the implementation of
various MNCH policies, some of which are clearly based
on research evidence [25–28]. Other factors, such as im-
provement in health systems, health sector leadership/
governance and increased health financing, have contrib-
uted to the reduction in the national maternal mortality
ratio within the last decade [18].
The process of getting research evidence into policy

and practice, i.e. bridging the know-do-gap, is not a simple
venture and, in Nigeria, the process is well recognised as a
complex one [22, 29]. This is because the process of
evidence-informed policymaking is characterised by mul-
tiple barriers and facilitators that are country and context
specific. Commonly identified barriers include lack of
policy relevant research, lack of political support, weak
administrative structure for policymaking, lack of
trained policymakers in accessing and using evidence,
as well as low demand for scientific evidence by policy-
makers [30–32]. Among the main facilitators are im-
proved funding for policy-relevant research, easy access
to policy relevant research findings, communication and
networking between policymakers and researchers, wide
dissemination of research, and enhancing policymakers’
skills for evidence-informed policymaking [30, 32]. Several
previous reports have clearly indicated that the successful
implementation of strategies to address the know-do-gap
is highly dependent on the identification of the barriers
and facilitators of uptake of research into policy in each
specific setting [33–35].
There is an urgent need for the design and execution

of specific intervention strategies and programmes that
will address the evidence-to-policy barriers in the Nigerian
context. According to WHO [36], to ensure implementa-
tion of an evidence–response mechanism that is targeted
and effective, a thorough assessment of needs is required,
and such an assessment should consider the evidence
needs and relative priorities of stakeholders within and
across countries as well as a systematic assessment of the
evidence gaps around maternal and child health in the
region.
Although the awareness and interest in evidence-

informed policymaking has gained momentum in Nigeria,
meeting points, such as policymakers’ engagement events
to consider issues around the research–policy interface re-
lated to MNCH, are essentially lacking. It is pertinent to
state that, in addition to research, evidence for policy-
making can be derived from knowledge and information,
ideas and interest, and the wider political and economic en-
vironment [37]. Bowen and Zwi [38] have noted that evi-
dence encompasses research, and may include opinions
and views of individuals or groups, results of consultative
processes, and published reports and documents. However,
evidence from scientific research has been consistently
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shown to be among the most reliable categories of evidence
in the development and implementation of health policy
capable of producing better health outcomes [39, 40]. Our
focus in this study was on the use of research evidence in
policymaking. The objective of this study was to assess the
perception of MNCH policymakers regarding their needs
and the barriers and facilitators to use of research evidence
in policymaking in Nigeria. This was as part of the effort to
promote evidence-to-policy-to-practice processes for the
improvement of MNCH outcomes in Nigeria.

Methods
Study design and participants
The study design is a cross-sectional assessment of the
perception of policymakers and other key stakeholders
regarding their needs and the barriers and facilitators to
use of research evidence in policymaking in Nigeria. The
study was conducted among 40 participants at a one-day
national MNCH stakeholders’ engagement event con-
vened under the auspices of the West African Health
Organisation (WAHO) and the Nigerian Federal Minis-
try of Health (FMOH), in October 2015 in Abuja,
Nigeria. The participants were senior staff of various or-
ganisations involved in the policymaking process and in-
cluded the FMOH Abuja and its associated ministries,
departments and agencies, the state ministries of health,
development partners, civil society organisations, non-
governmental organisations and universities/research in-
stitutes. The purpose of the meeting was to promote the
use of research evidence in policymaking and practice
regarding MNCH. We were not funded to do formal re-
search, as the funding obtained from WAHO was to
convene a national stakeholder dialogue. We therefore
designed the event to explore whether and how informa-
tion could be obtained that could be considered quality
evidence to inform future capacity building efforts. This
represents an example of applying learning-by-doing
strategies and using available processes to more system-
atically identify priorities and issues.

Data collection tool and technique
Self-assessment questionnaire
The use of a self-assessment questionnaire was
employed in this study, and the questionnaire is pro-
vided in Additional file 1. The questionnaire was given
to the 40 participants during the meeting, all of whom
completed and returned it. In the development of the
questionnaire, we drew insights from the self-assessment
tool produced by the Canadian Health Services Research
Foundation [41]. This self-assessment tool was consulted
based on available reports that indicated its usefulness in
the assessment of individual and organisational capacity
in the use of research evidence in the design and deliv-
ery of services [24–28]. The questionnaire was designed

as an open-ended instrument that centred on the follow-
ing within each participant’s organisation: (1) existing
mechanisms, processes, tools, strategies and platforms
for research evidence use in policymaking; (2) existing
monitoring, evaluation and performance assessment
mechanisms for research evidence use in policymaking;
(3) factors limiting research evidence use in policy-
making; and (4) possible strategies to address the limit-
ing factors for research evidence use in policymaking.

Group consultation and group presentations
Group consultations were held in which the participants
were grouped according to their organisation type. The
group consultation was centred on policymakers’
evidence-to-policy needs to enhance the use of evidence
in policymaking and lasted up to 70 minutes.
A total of five organisational group consultations were

conducted as follows:

Group 1: Participants from the FMOH.
Group 2: Participants from ministries, departments and
agencies.
Group 3: Participants from state ministries of health.
Group 4: Participants from development partners, non-
governmental organisations, civil society organisations.
Group 5: Participants from professional associations
and research institutions.

Each group had between 7 and 12 participants, and
each was led by a participant who was a senior staff of
their organisation selected by other participants in the
group based on their previous experience leading such
discussions. The leader of each group was provided with
a guideline they used to facilitate the consultation. The
group consultations were not recorded, but each group
appointed a participant to take notes on the key issues
identified. Eight key topical issues related to capacity for
evidence use in policymaking were discussed by each
group and comments and resolutions were documented.
The topical issues were categorised as individual capacity
or organisational capacity. Each group was requested to
articulate and summarise the key issues identified and
discussed into bullet points and short phases. A repre-
sentative from each group made a presentation on the
outcome of group consultations during plenary. The list
of questions used is as follows:

Individual capacity
1. Aptitudes: To strengthen your aptitudes towards the

use of research evidence, what are the interventions
that are important to you?

2. Skills: What types of skills do you need to better use
research evidence and research findings?
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3. Sources of evidence: Which sources of evidence or
research results would you like to access to improve
your use of research evidence and research findings?

4. Formats of evidence: In what formats would you like
to receive research evidence and research findings to
help you use them?

Organisational capacity
1. Institutional environment: What types of improvements

(laws, regulations, service organisation, support,
motivation, etc.) do you think are important in your
workplace that can help you to better use research
evidence and research findings?

2. Platforms or mechanisms:
a) What types of platforms or mechanisms do you

think are important to put in place or reinforce in
your workplace to facilitate your access to
research evidence and research findings?

b) What types of platforms or mechanisms do you
think are important to put in place or reinforce in
your workplace to facilitate your everyday use of
research evidence and research findings?

3. Opportunity of use of evidence: What activities in
your daily work are opportunities for you to engage
in permanent use of research evidence and research
findings?

4. Needs support: What types of support would you
like to receive when you decide to use research
evidence and research findings?

Another round of general deliberation was undertaken
and the key comments were articulated together. The
plenary lasted up to 45 minutes.

Analysis of participants’ response
The written responses from the questionnaires and the
notes from the group consultations were analysed using
Giorgi’s Phenomenological Approach [42], which was
further elaborated by Albert et al. [43]. The analysis was
conducted by (1) going over all the textual information;
(2) identifying all comments that appeared significant;
(3) abstracting the meaning units, (4) categorising and
summarising abstractions; and (5) returning to the ex-
tracted text to ensure a good fit.

Results
Biodata and official designation attributes
Of the 92 participants, 71 (77.2%) were from organisa-
tions involved in policymaking processes in Nigeria (i.e.
FMOH, ministries, departments and agencies, state
ministries of health, development partners, non-
governmental organisations). Of the 71 participants
from these organisations, 40 (56.3%) signed the informed
consent form and completed the policymakers’ question-
naire and participated in the group consultation. The

profile of the 40 participants is presented in Table 1. A
total of 24 (60.0%) of the respondents were female, and up
to 64% of the respondents were more than 44 years old.
The FMOH and its associated ministries, departments
and agencies had the largest proportion of representatives
(45%). Most of the respondents (59%) were either direc-
tors or chairpersons in their organisations. Most of the re-
spondents had either spent 3–5 years (45%) or less than 3
years (37.5%) in their present designation. A total of 59%
of the respondents reported that they have direct influ-
ence on policymaking processes. The results from the
questionnaire and the group consultations were

Table 1 Profile of participants who completed the
questionnaire and took part in the focus group discussions at
the stakeholders’ engagement event

Parameter assessed Outcomes (%)

Sex

Male 16 (40.0)

Female 24 (60.0)

Total 40

Age category, years

25–34 4 (11.1)

35–44 9 (25.0)

>44 23 (63.9)

Total 36

Type of organisation

Federal Ministry of Health/ministries, departments
and agencies

18 (45.0)

State ministries of health 10 (25.0)

Non-governmental/civil society organisations 5 (12.5)

Development partners 3 (7.5)

Others 4 (10.0)

Total 40

Designation

Director 23 (59.0)

Manager/head of department 5 (12.8)

Programme/project officer 11 (28.2)

Total 39

Duration in designation, years

<3 15 (37.5)

3–5 18 (45.0)

6–10 5 (12.5)

>10 2 (5.0)

Total 40

Influence on policymaking process

Direct 23 (59.0)

Indirect 16 (41.0)

Total 39
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combined. Our decision to combine the results was in-
formed by the fact that most of the participants’ responses
were very similar. This suggested that, with respect to the
evidence-to-policy process, individual and organisational
capacity constraints are similar irrespective of organisa-
tional affiliation. Using Giorgi’s Phenomenological Ap-
proach [38], we focused more on the textual information
and comments that appeared significant with regards to
MNCH and the evidence-to-policy process.
Below are some of the key findings, organised by top-

ical issue

Individual capacity for use of research evidence
Aptitudes
In terms of strengthening aptitudes for use of evidence
and the interventions that are important, the various
groups emphasised the use of capacity building, creating
enabling environments to support evidence, and provision
of incentives/reward to encourage stakeholders to pro-
mote use of evidence (Table 2).

Skills required
Participants emphasised their need for information and
communication technology (ICT) skills, skills in research
methodology and scientific writing, skills in data gather-
ing, use, analysis and management, and skills in commu-
nication and advocacy (Table 2).

Sources of evidence
The need for availability and accessibility of publications,
including peer-reviewed journals and other articles both
in hard copy and electronically, was emphasised by par-
ticipants. They also noted the need for the development
of local databases of research and evidence, and dissem-
ination forums for research findings (Table 2).

Forms of evidence
Participants acknowledged their need for forms of evi-
dence to include policy briefs, media reports, newsletters,
videos, success stories, testimonials, knowledge sharing
and feedback mechanisms (Table 2).

Organisational capacity for use of research evidence
Institutional environment to enhance use of evidence
Participants generally agreed that there was a need for
ethical/regulatory committees/guidelines for research.
Also highlighted was the need for proper documentation
of research, which includes data inventory, improved
monitoring and evaluation, establishment of a well-man-
aged library with focal staff who circulate research/re-
ports, and enacting laws and regulating on the utilisation
of research as well as political commitment (Table 3).

Platforms or mechanisms to facilitate use of evidence
Participants noted the need for the establishment of
mechanisms for permanent networking and collabor-
ation between the researchers and policymakers. Also
identified as needs were a functional health management
information system (HMIS)/database, internet connect-
ivity and an online library (Table 3).

Opportunity of use of evidence
The key areas of opportunity to use research evidence
for policy change identified by participants included re-
port writing, proposal writing, planning of programmes,
decision-making, policy development, implementation of
activities, and monitoring and evaluation of activities
(Table 3).

Support needs to use of evidence
Participants identified the financial resources to carry
out research, human resources (including technical sup-
port, statistical skills), ICT, effective communication
plan/strategy to disseminate research/evidence, political
commitment, networking and collaboration, a physical
infrastructure that will create conducive working envir-
onment, and opportunities to attend conferences, as the
key areas of support they needed in order to use re-
search evidence (Table 3).

Organisational initiatives relevant to evidence-informed
policymaking
The responses of the stakeholders regarding organisational
initiatives (mechanisms, processes, tools, strategies and
platforms) relevant to evidence-informed policymaking are
presented in Table 4. The stakeholders’ responses showed
that the main mechanisms for use of evidence involve stra-
tegic knowledge management, operation of the department
of planning, research and statistics, institutional review
board, and external stakeholders/review feedback mecha-
nisms. The main processes of evidence use included engage-
ment of relevant stakeholders, involvement of key players in
some cases, identification of problems, formation of research
intervention, dissemination results, and regular tracking of
programme indicators. The main tools of evidence use in-
cluded forms for use in data collection routine data, research
data, workers’ guidelines, HMIS, research and evaluation
briefs, and score cards. The main strategies for evidence
use included evaluation of results of data submitted,
meeting with stakeholders, capacity building, consultative
meetings, and evidence-based advocacy. The main plat-
forms included research division of strategic knowledge
management department, use of task force committee,
stakeholders’ forum, e-learning platform for research
skills, data repositories, research utilisation department,
and internal archival systems (best practice gateway and
share point programme/management meeting) (Table 4).
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Key barriers to evidence use
According to the respondents, the key barriers to evi-
dence use in policymaking related to MNCH included
no systematic way/mechanism for use of research in
MNCH intervention, inadequate capacity of the organ-
isation to conduct research that may lead to use, limited
or inadequate budgetary allocation for research, no writ-
ten policy that mandates staff to base their work on evi-
dence, policymakers not interested in evidence-based
facts even when research results are available, research is
subject to donor rules, research priorities are donor-
driven, poor dissemination of documented research re-
sults and evidence, and no interaction forum between
the researchers and policymakers (Table 5).

Key facilitators of evidence use
The key facilitators of use of research evidence for pol-
icymaking in MNCH identified included capacity build-
ing on use of research in policy formulation, policies to
ensure appropriate budget allocations for research, pol-
icies to ensure that any newly introduced policy must be
accompanied with evidence, appropriate dissemination
of research findings to relevant stakeholders, use of pol-
icy briefs involving policymakers in research, allowing
policymakers to determine areas of research based on
needs, and establishment of an annual forum for presen-
tation and consideration of research work/results for
possible adoption and incorporation into policymaking
process (Table 5).

Discussion
This study has identified the perceived needs of policy-
makers and other stakeholders involved in MNCH

policymaking in Nigeria as well as the barriers and facili-
tators to evidence-informed policymaking. To the best
of our knowledge, this was the first time national MNCH
policymakers, researchers and other stakeholders were
brought together in Nigeria to consider issues around the
research-to-policy interface and to identify areas of prior-
ity needs to support the use of research evidence in policy-
making. In a 2009 report, Lavis et al. [44] noted that there
is growing interest in the identification of mechanisms
that enhance interactive knowledge sharing that enable
research evidence to be brought together with the views,
experiences and tacit knowledge of those who will be in-
volved in, or affected by, future decisions about high-
priority issues. They cited two reports by Lavis [45] and
Lomas [46], which indicated that interest in identifying
interactive knowledge-sharing mechanisms has been
fuelled by the recognition of the need for locally contex-
tualised ‘decision support’ for policymakers and other
stakeholders to enhance the evidence-to-policy process.
Vital areas of evidence-to-policy needs of MNCH pol-

icymakers in Nigeria have been identified by this study,
and this information will aid in the development of strat-
egies to address these needs. Findings from previous
studies have clearly showed that the optimal use of re-
search evidence is not possible without taking into con-
sideration the needs, concerns, and degree of receptivity
of the potential users of this knowledge [47, 48]. In this
study, participants emphasised the use of capacity build-
ing to enhance their skills for evidence-informed policy-
making, creating enabling environments to support
evidence, and incentives/reward to encourage stake-
holders to promote use of evidence. It is well established
that skills in using evidence may be improved through

Table 5 Summary of participants’ response on the barriers and facilitators of use of research evidence in policymaking related to
maternal, newborn and child health (MNCH)

Key barriers to use of research evidence Key facilitators of use of research evidence

- No systematic way/mechanism of use of research in MNCH
intervention
- Inadequate capacity of the organisation to conduct research that
may lead to use
- Limited or inadequate funding/budgetary allocation for research
- Some output of research may not be of much use in programmes
as they may not answer the specific questions we have
- No written policy that mandates staff to base memo, proposal, etc.
on evidence
- Inadequate facilities for implementation
- Inadequate capacity of the policymakers
- Corruption and political interference
- Poor political will
- Weak linkages with researcher and policymaker
- Lack of capacity building of policymaker on importance of research
- Poor dissemination of documented research results and evidence
- Non-involvement of policymakers from the beginning of research
- Non-communication of research outcomes to policymaker
- No interaction forum between the researchers and policymakers
- Research is subject to donor rules
- Research priorities are donor-driven

- Capacity building of policymakers on use of research in policy formulation
- Making a policy that will make a provision of budget for research
- Making a policy that will make the use of evidence in policymaking
mandatory
- Affiliation with an academic institution in area of generation of evidence, its
interpretation and utilisation
- More training/stakeholder meetings involving policymakers
- Incorporate policymakers when planning and developing research
- Appropriate dissemination of the research findings to relevant stakeholders
- Policy should be instituted to ensure every implementation of government
projects must be evidence based
- Strengthening of the departments of Health Planning, Research and
Strategies to play effective role in promoting research work and use
- Institution of an annual forum for presentation and consideration of
research work/results for possible adoption and incorporation into
policymaking process
- Creating a forum between the academics and policymakers
- Allowing the policymakers needs to drive research projects
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training and development programmes for policymakers
and other policy agents. Most of the policymakers in this
study identified the lack of training as their major cap-
acity constraint.
Evidence-based skills training is very important and

educating administrative officials who can then intro-
duce new decision-making approaches to their agency is
an important way to effect systemic change [49]. The
importance of capacity development among policy-
makers and other stakeholders in the Nigerian health
sector cannot therefore be overstated. This is a major
factor that has the potential to boost the interest in the
transfer and uptake of research evidence into policy and
practice. This will positively influence governance and
leadership, resources (human, material and financial),
communication and quality of research [22, 23, 29, 50].
It is already a well-established fact that skills training
could help policymakers and their aides not only identify
research evidence that has policy relevance, but also dis-
tinguish research of high and low methodological quality
[51–53].
Among the most important skills needed by the partic-

ipants to enhance their use of research evidence for pol-
icymaking are skills in ICT, research methodology,
scientific writing and data analysis. Findings from previ-
ous investigations have shown that a relationship exists
between effective job performance of a health sector
stakeholder (policymaker or service provider) and ICT
use [54–56]. Dzenowagis [55] observed that ICTs have
greatly improved access to health information and re-
search, thereby supporting the health research enterprise
and enabling comprehensive, evidence-based policymaking.
Several studies in Nigeria have shown that policymakers’
lack of adequate capacity for ICT use constitutes a major
impediment to the uptake of research evidence into the
policymaking process [57–59]. Peizer [60] strongly recom-
mended that significant time and resource commitments
should be invested in training to enhance ICT competence
of those involved in making health policy. This is because
ICT competency will enhance the capacity for scientific
writing, data analysis/management and identification of re-
search evidence.
Participants in this study noted that the evidence-to-

policy process can be given a boost in Nigeria by estab-
lishing mechanisms for permanent networking and col-
laboration between researchers and policymakers. Such
a partnership between researchers and policymakers has
been described as a crucial element for promoting the
use of health research for policy development in other
contexts [61, 62]. This partnership requires greater at-
tention and consideration in developing countries, in-
cluding Nigeria, where its potential utility has not been
fully evaluated. Hyder et al. [63] observed that the
process of translating research outcomes into policies is

a critical and yet under-studied process in most develop-
ing countries. They further noted that both informal and
formal mechanisms used for such translation, and the
types of people involved, especially in entities like health
policy units, all merit consideration [63].
In a previous study conducted in Nigeria [29], policy-

makers noted that, to promote the evidence-to-policy
process, policymakers should be involved in the planning
and execution of health research and researchers should
be involved in the planning and execution of health pro-
grammes. In addition, dialogue between researchers and
policymakers should be promoted, especially using a
common fora or meetings, and methodologies applicable
to health research should be simplified for easy under-
standing of policymakers.
A very important area of need the participants

highlighted was the format and mechanism of communi-
cation and dissemination of research evidence, which
they noted must be tailored to suit the needs of policy-
makers. Reference was made to the possible use of policy
briefs as an example of knowledge sharing tools that can
encourage policymakers to receive research evidence
and use it. In a recent study on information-packaging
efforts to support evidence-informed policymaking in
LMICs, Adam et al. [2] observed that the importance of
developing concise materials and tools to communicate
various types of information to policymakers is increas-
ingly gaining recognition. According to them, it is this
recognition that has led to the development of a pleth-
ora of information-packaging efforts, which aim to sup-
port evidence-to-policy-to-practice processes based on
the messages informed by research findings [5, 64, 65].
Lavis et al. [44] have indicated that policy briefs are
among the most ideal type of policy information packaging
tool and a new approach to improving the policymaking
process by supporting evidence-informed policymaking.
Some recent reports from Nigeria have shown that the use
of policy briefs to promote evidence-informed policy-
making is well received by policymakers [24, 66], and this
is because it makes it easier for them and other stake-
holders to determine whether and how the available re-
search evidence accords with their own beliefs, values,
interests or political goals and strategies [44].
It is noteworthy that the participants emphasised their

need for political commitment from the government and
financial resources to support evidence-to-policy pro-
cesses as well as physical infrastructure and conducive
working environments. These needs are supported by
several reports, which clearly showed that there is a con-
nection between political interest, funding and infra-
structure to promote the uptake of research into policy
[31, 67, 68]. According to Deans and Ademokun [67],
apart from capacity to use research to achieve evidence-
informed policymaking, many other factors, including
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political will and funding constraints, affect the likeli-
hood of policy being informed by evidence. In a study
that explored barriers to research utilisation in policy
formulation in Egypt [30], the availability of funds to
support the implementation of the findings (90.7%) and
political interests (81.3%) ranked as the most important
factors affecting the policymaking process. Furthermore,
El-Jardali et al. [31] noted that 79.2% of their study re-
spondents reported that limited public funding for the
health sector and the values of the governing parties
(53.9%) exerted a strong influence on the policymaking
process. Evidence from previous studies has demonstrated
that improving research infrastructure, political com-
mitment and financial resources towards the evidence-
to-policy process can provide an enabling environment
for the use of research evidence for policymaking and
practice [61, 69].
Another noteworthy observation by the participants is

the need for researchers to spend their sabbatical leave
in government ministries, departments and agencies to
increase interaction between policymakers and researchers.
Conversely, policymakers should be encouraged to spend
some time in research institutions. This type of staff ex-
change strategy, or secondment programme, has the po-
tential to enhance better interaction between policymakers
and researchers.
Secondments have been shown to offer the opportunity

to enhance personal development and working practices
for front-line staff through valuable first-hand encounters,
whereby the secondee will experience new concepts,
values and cultures that can test their ability to succeed in
a different environment [6]. Secondments can therefore
provide a positive way of motivating people and increasing
work satisfaction, whilst enhancing best practice, collab-
orative working partnerships, knowledge and skills [70].
Although the practice of secondment is generally known
as a strategy for skills development for mutual organisa-
tional and individual benefit, there is, however, a gap in
the literature regarding practical implementation consid-
erations and critical success factors related to the use of
secondment as a global strategy to promote evidence-
informed health policy development and implementation
strategy [71]. This merits further consideration in future
studies.
It is interesting to note that the respondents acknowl-

edged the existence of some organisational initiatives, in-
cluding mechanisms, processes, tools, strategies and
platforms, which have the potential to enhance the use
of research evidence in policymaking. Some previous re-
ports have portrayed the existence of similar organisa-
tional initiatives designed to promote the use of research
evidence in policymaking [32, 48, 72]. An important ex-
ample is the Nigeria Evidence-Based Health System Ini-
tiative, which was established with the aim of building a

responsive evidence-based health system, with emphasis
on primary healthcare, to improve MNCH outcomes
[73–76]. The FMOH and all the 36 state ministries of
health in Nigeria have two important units known as the
Department of Planning, Research and Statistics and the
HMIS division. The policymakers in this study admitted
that these units are among the main initiatives designed
to promote evidence-informed policymaking because the
units are involved in the (1) identification of problems
and formation of research intervention; (2) dissemination
of results and regular tracking of programme indicators;
(3) data repositories and internal archival systems; (4) stra-
tegic knowledge management and research utilisation; and
(5) programme monitoring/evaluation and performance
assessment.
However, it is pertinent to state that the existence of

these organisational initiatives, which may be regarded
as incentives or motivations to use research, does not
guarantee their effective engagement and utilisation by
policymakers. A major factor that may be responsible
for inadequate engagement of these organisational initia-
tives could be the lack of basic research capacity and
competence among policymakers. This is an important
factor identified as a major barrier to the use of research
evidence in policymaking in this study, and which ap-
pears to be a common denominator across many LMICs
[9, 10, 22, 32]. An earlier study observed that the demand
for research evidence is not only influenced by policy-
makers’ incentives or motivations to use research, but
more importantly by their capacity to access, understand
and use research [77].
In addition to inadequate research capacity, other key

barriers to the use of research evidence in policymaking
identified by the participants in this study are consistent
with the report of several other studies that assessed
policymakers’ perceived barriers to use of evidence in
policymaking [32, 62, 78–80]. Undoubtedly, the barriers
identified in this study may be playing a major contribu-
tory role in the failure to develop effective evidence-
informed health policy related to MNCH in Nigeria. They
could also be responsible for the lack of adequate engage-
ment and utilisation of numerous organisational initiatives
instituted to promote the use of research evidence in the
policymaking process in Nigeria. According to Davis and
Davis [81], and Ellen et al. [82], these barriers are not eas-
ily overcome, but learning opportunities and their assess-
ment are potential mechanisms that could be useful steps
towards developing opportunities to address them.
Interestingly, all the main facilitators of use of research

evidence in policymaking identified by policymakers in
this study are consistent with the reports from numer-
ous previous studies [32, 62, 80]. The policymakers
were emphatic about the need for capacity building on
use of research in policy formulation, appropriate
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dissemination of the research findings to relevant stake-
holders, and involvement of policymakers in research.
Policymakers in several studies have consistently suggested
that implementation of these facilitators can enhance the
uptake of research evidence into the policymaking
process [78–81].

Study limitations
This study had limitations. First, the self-assessment
method we used is known to be subject to self-esteem
bias, may be unreliable and is difficult to validate [83].
Highlighting the weakness of this technique, Deans and
Ademokun [67] noted that being able to critically recog-
nise and understand one’s own gaps in skills and know-
ledge is a difficult process that takes guided thought. The
second limitation was our inability to employ interactional
content analysis of the group consultation outcome. This
is advocated in future studies. It is acknowledged that
these limitations may have reduced the amount and depth
of valuable information that could have been generated
from this study; however, we believe that the quality of
data was not adversely affected. The findings can serve as
reliable first step towards the development of effective
interventional strategy to improve the MNCH evidence-
to-policy process in Nigeria.

Conclusion
The information provided by the respondents in this
study has revealed the areas of needs as well as the bar-
riers and facilitators to use of research evidence in pol-
icymaking in Nigeria. This information is highly valuable
in the development of specific intervention strategies at
individual and organisational levels that will facilitate the
evidence-to-policy process. To enhance the evidence-
informed policymaking process, it is important to im-
prove organisational initiatives that promote the use of
research evidence, for example, research commissioning
by policymaking organisations. It is also important to
improve research infrastructure, funding and training of
policymakers, and to establish sustainable platforms for
policymakers and researchers’ interaction. Both individual
and institutional strengthening interventions have the po-
tential to promote evidence-informed policymaking, al-
though studies assessing the impact of these on evidence-
to-policy processes are essentially lacking. Future studies
assessing the impact of interventions designed to address
the barriers associated with evidence uptake in the policy-
making process are advocated.
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