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Abstract 

Background  The challenges of evidence-informed decision-making in a public health emergency have never been 
so notable as during the COVID-19 pandemic. Questions about the decision-making process, including what forms 
of evidence were used, and how evidence informed—or did not inform—policy have been debated.

Methods  We examined decision-makers’ observations on evidence-use in early COVID-19 policy-making in British 
Columbia (BC), Canada through a qualitative case study. From July 2021- January 2022, we conducted 18 semi-struc-
tured key informant interviews with BC elected officials, provincial and regional-level health officials, and civil society 
actors involved in the public health response. The questions focused on: (1) the use of evidence in policy-making; (2) 
the interface between researchers and policy-makers; and (3) key challenges perceived by respondents as barriers 
to applying evidence to COVID-19 policy decisions. Data were analyzed thematically, using a constant comparative 
method. Framework analysis was also employed to generate analytic insights across stakeholder perspectives.

Results  Overall, while many actors’ impressions were that BC’s early COVID-19 policy response was evidence-
informed, an overarching theme was a lack of clarity and uncertainty as to what evidence was used and how it flowed 
into decision-making processes. Perspectives diverged on the relationship between ’government’ and public health 
expertise, and whether or not public health actors had an independent voice in articulating evidence to inform 
pandemic governance. Respondents perceived a lack of coordination and continuity across data sources, and a lack 
of explicit guidelines on evidence-use in the decision-making process, which resulted in a sense of fragmentation. The 
tension between the processes involved in research and the need for rapid decision-making was perceived as a bar-
rier to using evidence to inform policy.

Conclusions  Areas to be considered in planning for future emergencies include: information flow between policy-
makers and researchers, coordination of data collection and use, and transparency as to how decisions are made—all 
of which reflect a need to improve communication. Based on our findings, clear mechanisms and processes for chan-
neling varied forms of evidence into decision-making need to be identified, and doing so will strengthen prepared-
ness for future public health crises.

*Correspondence:
Laura Jane Brubacher
ljbrubacher@uwaterloo.ca
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12961-024-01146-2&domain=pdf
http://orcid.org/0000-0003-2806-9539


Page 2 of 9Brubacher et al. Health Research Policy and Systems           (2024) 22:66 

Keywords  Decision-making, Evidence, COVID-19, Public health, Policy-making, Canada, Qualitative

Background
The challenges of evidence-informed decision-making1 
in a public health emergency have never been so salient 
as during the COVID-19 pandemic, given its unprec-
edented scale, rapidly evolving virology, and multitude 
of global information systems to gather, synthesize, and 
disseminate evidence on the SARS-CoV-2 virus and asso-
ciated public health and social measures [1–3]. Early in 
the COVID-19 pandemic, rapid decision-making became 
central for governments globally as they grappled with 
crucial decisions for which there was limited evidence. 
Critical questions exist, in looking retrospectively at these 
decision-making processes and with an eye to strength-
ening future preparedness: Were decisions informed by 
’evidence’? What forms of evidence were used, and how, 
by decision-makers? [4–6].

Scientific evidence, including primary research, epi-
demiologic research, and knowledge synthesis, is one 
among multiple competing influences that inform deci-
sion-making processes in an outbreak such as COVID-
19 [7]. Indeed, the use of multiple forms of evidence 
has been particularly notable as it applies to COVID-19 
policy-making. Emerging research has also documented 
the important influence of ‘non-scientific’ evidence 
such as specialized expertise and experience, contextual 
information, and level of available resources [8–10]. The 
COVID-19 pandemic has underscored the politics of evi-
dence-use in policy-making [11]; what evidence is used 
and how can be unclear, and shaped by political bias [4, 
5]. Moreover, while many governments have established 
scientific advisory boards, the perspectives of these advi-
sors were reportedly largely absent from COVID-19 pol-
icy processes [6]. How evidence and public health policy 
interface—and intersect—is a complex question, particu-
larly in the dynamic context of a public health emergency. 

Within Canada, a hallmark of the public health sys-
tem and endorsed by government is evidence-informed 
decision-making [12]. In British Columbia (BC), Canada, 
during the early phases of COVID-19 (March—June 
2020), provincial public health communication focused 
primarily on voluntary compliance with recommended 
public health and social measures, and on supporting 
those most affected by the pandemic. Later, the response 

shifted from voluntary compliance to mandatory 
enforceable government orders [13]. Like many other 
jurisdictions, the government’s public messaging in BC 
asserted that the province took an approach to managing 
the COVID-19 pandemic and developing related policy 
that was based on scientific evidence, specifically. For 
example, in March 2021, in announcing changes to vac-
cination plans, Dr. Bonnie Henry, the Provincial Health 
Officer, stated, "This is science in action" [14]. As a public 
health expert with scientific voice, the Provincial Health 
Officer has been empowered to speak on behalf of the BC 
government across the COVID-19 pandemic progres-
sion. While this suggests BC is a jurisdiction which has 
institutionalized scientifically-informed decision-making 
as a core tenet of effective public health crisis response, it 
remains unclear as to whether BC’s COVID-19 response 
could, in fact, be considered evidence-informed—par-
ticularly from the perspectives of those involved in 
pandemic decision-making and action. Moreover, if evi-
dence-informed, what types of evidence were utilized 
and through what mechanisms, how did this evidence 
shape decision-making, and what challenges existed in 
moving evidence to policy and praxis in BC’s COVID-19 
response?

The objectives of this study were: (1) to explore and 
characterize the perspectives of BC actors involved in 
the COVID-19 response with respect to evidence-use in 
COVID-19 decision-making; and (2) to identify oppor-
tunities for and barriers to evidence-informed decision-
making in BC’s COVID-19 response, and more broadly. 
This inquiry may contribute to identifying opportunities 
for further strengthening the synthesis and application 
of evidence (considered broadly) to public health policy 
and decision-making, particularly in the context of future 
public health emergencies, both in British Columbia and 
other jurisdictions.

Methods
Study context
This qualitative study was conducted in the province of 
British Columbia (BC), Canada, a jurisdiction with a pop-
ulation of approximately five million people [15]. Within 
BC’s health sector, key actors involved in the policy 
response to COVID-19 included: elected officials, the BC 
Government’s Ministry of Health (MOH), the Provincial 

1  The terms ’evidence-informed’ and ’evidence-based’ decision-making 
are used throughout this paper, though are distinct. The term ’evidence-
informed’ suggests that evidence is used and considered, though not neces-
sarily solely determinative in decision-making [38].



Page 3 of 9Brubacher et al. Health Research Policy and Systems           (2024) 22:66 	

Health Services Authority (PHSA),2 the Office of the Pro-
vincial Health Officer (PHO),3 the BC Centre for Disease 
Control (BCCDC),4 and Medical Health Officers (MHOs) 
and Chief MHOs at regional and local levels.

Health research infrastructure within the province 
includes Michael Smith Health Research BC [16] and 
multiple post-secondary research and education institu-
tions (e.g., The University of British Columbia). Unlike 
other provincial (e.g., Ontario) and international (e.g., 
UK) jurisdictions, BC did not establish an independent, 
formal scientific advisory panel or separate organiza-
tional structure for public health intelligence in COVID-
19. That said, a Strategic Research Advisory Council was 
established, reporting to the MOH and PHO, to iden-
tify COVID-19 research gaps and commission needed 
research for use within the COVID-19 response [17].

This research was part of a multidisciplinary UBC case 
study investigating the upstream determinants of the 
COVID-19 response in British Columbia, particularly 
related to institutions, politics, and organizations and 
how these interfaced with, and affected, pandemic gov-
ernance [18]. Ethics approval for this study was provided 
by the University of British Columbia  (UBC)’s Institu-
tional Research Ethics Board (Certificate #: H20-02136).

Data collection
From July 2021 to January 2022, 18 semi-structured key 
informant interviews were conducted with BC elected 
officials, provincial and regional-level health officials, 
and civil society actors (e.g., within non-profit research 
organizations, unions) (Table  1). Initially, respondents 
were purposively sampled, based on their involvement in 
the COVID-19 response and their positioning within the 
health system organizational structure. Snowball sam-
pling was used to identify additional respondents, with 
the intent of representing a range of organizational roles 
and actor perspectives. Participants were recruited via 
email invitation and provided written informed consent 
to participate.

Interviews were conducted virtually using Zoom® 
videoconferencing, with the exception of one hybrid 

in-person/Zoom® interview. Each interview was approxi-
mately one hour in duration. One to two research team 
members led each interview. The full interview proto-
col focused on actors’ descriptions of decision-making 
processes across the COVID-19 pandemic progression, 
from January 2020 to the date of the interviews, and they 
were asked to identify key decision points (e.g., emer-
gency declaration, business closures) [see Additional File 
1 for the full semi-structured interview guide]. For this 
study, we used a subset of interview questions focused 
on evidence-use in the decision-making process, and the 
organizational structures or actors involved, in BC’s early 
COVID-19 pandemic response (March–August 2020). 
Questions were adapted to be relevant to a respondent’s 
expertise and particular involvement in the response. 
‘Evidence’ was left undefined and considered broadly by 
the research team (i.e., both ‘scientific’/research-based 
and ‘non-scientific’ inputs) within interview questions, 
and therefore at the discretion of the participant as to 
what inputs they perceived and described as ‘evidence’ 
that informed or did not inform pandemic decision-mak-
ing. Interviews were audio-recorded over Zoom® with 
permission and transcribed using NVivo Release 1.5© 
software. Each transcript was then manually verified for 
accuracy by 1–2 members of the research team.

Data analysis
An inductive thematic analysis was conducted, using a 
constant comparative method, to explore points of diver-
gence and convergence across interviews and stakeholder 
perspectives [19]. Transcripts were inductively coded in 
NVivo Release 1.5© software, which was used to further 
organize and consolidate codes, generate a parsimonious 
codebook to fit the data, and retrieve interview excerpts 
[20]. Framework analysis was also employed as an addi-
tional method for generating analytic insights across 
stakeholder perspectives and contributed to refining the 
overall coding [21]. Triangulation across respondents and 
analytic methods, as well as team collaboration in review-
ing and refining the codebook, contributed to validity of 
the analysis [22].

Table 1  Number of actors who were interviewed, by 
organizational role or position in the pandemic response

*Former role (retired)

Role/Position Participant ID

1. Provincial-level health officials (n = 11) IDI1, IDI2, IDI3, IDI4, IDI5, IDI7, 
IDI8*, IDI9, IDI12, IDI13*, IDI16

2. Regional-level health officials (n = 2) IDI6, IDI10

3. Elected officials (n = 1) IDI15

4. Civil society actors (n = 4) IDI11, IDI14, IDI17, IDI18

2  The Provincial Health Services Authority (PHSA) works with the Ministry 
of Health (MOH) and regional health authorities to oversee the coordina-
tion and delivery of programs.
3  The Office of the Provincial Health Officer (PHO) has binding legal 
authority in the case of an emergency, and responsibility to monitor the 
health of BC’s population and provide independent advice to Ministers and 
public offices on public health issues.

4  The British Columbia Centre for Disease Control (BCCDC) is a program 
of the PHSA and provides provincial and national disease surveillance, 
detection, treatment, prevention, and consultation.
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Results
How did evidence inform early COVID‑19 policy‑making 
in BC?
Decision-makers described their perceptions on the 
use of evidence in policy-making; the interface between 
researchers and policy-makers; and specific barriers to 
evidence-use in policy-making within BC’s COVID-19 
response. In discussing the use of evidence, respondents 
focused on ‘scientific’ evidence; however, they noted a 
lack of clarity as to how and what evidence flowed into 
decision-making. They also acknowledged that ‘scientific’ 
evidence was one of multiple factors influencing deci-
sions. The themes described below reflect the narrative 
underlying their perspectives.

Perceptions of evidence‑use
Multiple provincial actors generally expressed confi-
dence or had an overall impression that decisions were 
evidence-based (IDI5,9), stating definitively that, "I don’t 
think there was a decision we made that wasn’t evidence-
informed" (IDI9) and that "the science became a driver 
of decisions that were made" (IDI5). However, at the 
regional health authority level, one actor voiced skepti-
cism that policy decisions were consistently informed 
by scientific evidence specifically, stating, "a lot of deci-
sions [the PHO] made were in contrast to science and then 
shifted to be by the science" (IDI6). The evolving nature of 
the available evidence and scientific understanding of the 
virus throughout the pandemic was acknowledged. For 
instance, one actor stated that, "I’ll say the response has 
been driven by the science; the science has been changing…
from what I’ve seen, [it] has been a very science-based 
response" (IDI3).

Some actors narrowed in on certain policy decisions 
they believed were or were not evidence-informed. Pol-
icy decisions in 2020 that actors believed were directly 
informed by scientific data included the early decision to 
restrict informal, household gatherings; to keep schools 
open for in-person learning; to implement a business 
safety plan requirement across the province; and to delay 
the second vaccine dose for maximum efficacy. One 
provincial public health actor noted that an early 2020 
decision made, within local jurisdictions, to close play-
grounds was not based on scientific evidence. Further, 
the decision prompted public health decision-makers to 
centralize some decision-making to the provincial level, 
to address decisions being made ’on the ground’ that 
were not based on scientific evidence (IDI16). Similarly, 
they added that the policy decision to require masking in 
schools was not based on scientific evidence; rather, "it’s 
policy informed by the noise of your community." As par-
ents and other groups within the community pushed for 

masking, this was "a policy decision to help schools stay 
open."

Early in the pandemic response, case data in local 
jurisdictions were reportedly used for monitoring and 
planning. These "numerator data" (IDI1), for instance 
case or hospitalization counts, were identified as being 
the primary mode of evidence used to inform decisions 
related to the implementation or easing of public health 
and social measures. The ability to generate epidemio-
logical count data early in the pandemic due to efficient 
scaling up of PCR testing for COVID-19 was noted as a 
key advantage (IDI16). As the pandemic evolved in 2020, 
however, perspectives diverged in relation to the type of 
data that decision-makers relied on. For example, it was 
noted that BCCDC administered an online, voluntary 
survey to monitor unintended consequences of public 
health and social measures and inform targeted inter-
ventions. Opinions varied on whether this evidence was 
successfully applied in decision-making. One respondent 
emphasized this lack of application of evidence and per-
ceived that public health orders were not informed by the 
level and type of evidence available, beyond case counts: 
"[In] a communicable disease crisis like a pandemic, the 
collateral impact slash damage is important and if you’re 
going to be a public health institute, you actually have to 
bring those to the front, not just count cases" (IDI1).

There also existed some uncertainty and a perceived 
lack of transparency or clarity as to how or whether data 
analytic ‘entities’, such as BCCDC or research institu-
tions, fed directly into decision-making. As a research 
actor shared, "I’m not sure that I know quite what all 
those channels really look like…I’m sure that there’s 
a lot of improvement that could be driven in terms of 
how we bring strong evidence to actual policy and prac-
tice" (IDI14). Another actor explicitly named the way 
information flowed into decision-making in the prov-
ince as "organic" (IDI7). They also noted the lack of a 
formal, independent science advisory panel for BC’s 
COVID-19 response, which existed in other provincial 
and international jurisdictions. Relatedly, one regional 
health authority actor perceived that the committee 
that was convened to advise the province on research, 
and established for the purpose of applying research to 
the COVID-19 response, "should have focused more on 
knowledge translation, but too much time was spent com-
missioning research and asking what kinds of questions we 
needed to ask rather than looking at what was happen-
ing in other jurisdictions" (IDI6). Overall, multiple actors 
noted a lack of clarity around application of evidence and 
who is responsible for ensuring evidence is applied. As a 
BCCDC actor expressed, in relation to how to prevent 
transmission of COVID-19:
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We probably knew most of the things that we needed 
to know about May of last year [2020]. So, to me, it’s 
not even what evidence you need to know about, but 
who’s responsible for making sure that you actually 
apply the evidence to the intervention? Because so 
many of our interventions have been driven by peer 
pressure and public expectation rather than what 
we know to be the case [scientifically] (IDI1).

Some described the significance of predictive disease 
modelling to understand the COVID-19 trajectory and 
inform decisions, as well as to demonstrate to the public 
the effectiveness of particular measures, which "help[ed] 
sustain our response" (IDI2). Others, however, perceived 
that "mathematical models were vastly overused [and] 
overvalued in decision-making around this pandemic" 
(IDI1) and that modellers stepped outside their realm of 
expertise in providing models and policy recommenda-
tions through the public media.

Overall, while many actors’ impressions were that the 
response was evidence-informed, an overarching theme 
was a lack of clarity and uncertainty with respect to how 
evidence actually flowed into decision-making processes, 
as well as what specific evidence was used and how. Par-
ticipants noted various mechanisms created or already 
in place prior to COVID-19 that fed data into, and facili-
tated, decision-making. There was an acknowledgement 
that multiple forms of evidence—including scientific 
data, data on public perceptions, as well as public pres-
sure—appeared to have influenced decision-making.

Interface between researchers and policy‑makers
There was a general sense that the Ministry supported 
the use of scientific and research-based evidence specifi-
cally. Some actors identified particular Ministry person-
nel as being especially amenable to research and focused 
on data to inform decisions and implementation. More 
broadly, the government-research interface was char-
acterized by one actor as an amicable one, a "research-
friendly government", and that the Ministry of Health 
(MOH), specifically, has a research strategy whereby, 
"it’s literally within their bureaucracy to become a more 
evidence-informed organization" (IDI11). The MOH was 
noted to have funded a research network intended to 
channel evidence into health policy and practice, and 
which reported to the research side of the MOH.

Other actors perceived relatively limited engage-
ment with the broader scientific community. Some per-
ceived an overreliance on ’in-house expertise’ or a "we 
can do that [ourselves] mentality" within government 
that precluded academic researchers’ involvement, as 
well as a sense of "not really always wanting to engage 
with academics to answer policy questions because they 

don’t necessarily see the value that comes" (IDI14). With 
respect to the role of research, an actor stated:

There needs to be a provincial dialogue around what 
evidence is and how it gets situated, because there’s 
been some tension around evidence being produced 
and not used or at least not used in the way that 
researchers think that it should be (IDI11).

Those involved in data analytics within the MOH 
acknowledged a challenge in making epidemiological 
data available to academic researchers, because "at the 
time, you’re just trying to get decisions made" (IDI7). 
Relatedly, a research actor described the rapid instiga-
tion of COVID-19 research and pivoting of academic 
research programs to respond to the pandemic, but 
perceived a slow uptake of these research efforts from 
the MOH and PHSA for decision-making and action. 
Nevertheless, they too acknowledged the challenge of 
using research evidence, specifically, in an evolving and 
dynamic pandemic:

I think we’ve got to be realistic about what research 
in a pandemic situation can realistically con-
tribute within very short timelines. I mean, some 
of these decisions have to be made very quickly...
they were intuitive decisions, I think some of them, 
rather than necessarily evidence-based decisions 
(IDI14).

Relatedly, perspectives diverged on the relationship 
between ’government’ and public health expertise, and 
whether or not public health actors had an independ-
ent voice in articulating evidence to inform governance 
during the pandemic. Largely from Ministry stakehold-
ers, and those within the PHSA, the impressions were 
that Ministry actors were relying on public health advice 
and scientific expertise. As one actor articulated, "[the] 
government actually respected and acknowledged and 
supported public health expertise" (IDI9). Others empha-
sized a "trust of the people who understood the problem" 
(IDI3)—namely, those within public health—and per-
ceived that public health experts were enabled "to take a 
lead role in the health system, over politics" (IDI12). This 
perspective was not as widely held by those in the pub-
lic health sector, as one public health actor expressed, 
"politicians and bureaucrats waded into public health 
practice in a way that I don’t think was appropriate" and 
that, "in the context of a pandemic, it’s actually relatively 
challenging to bring true expert advice because there’s too 
many right now. Suddenly, everybody’s a public health 
expert, but especially bureaucrats and politicians." They 
went on to share that the independence of public health 
to speak and act—and for politicians to accept inde-
pendent public health advice—needs to be protected 
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and institutionalized as "core to good governance" (IDI1). 
Relatedly, an elected official linked this to the absence of 
a formal, independent science table to advise government 
and stated that, "I think we should have one established 
permanently. I think we need to recognize that politicians 
aren’t always the best at discerning scientific evidence and 
how that should play into decision-making" (IDI15).

These results highlight the divergent perspectives par-
ticipants had as to the interface between research and 
policy-making and a lack of understanding regarding 
process and roles.

Challenges in applying evidence to policy decisions
Perspectives converged with respect to the existence 
of numerous challenges with and barriers to applying 
evidence to health policy and decision-making. These 
related to the quality and breadth of available data, both 
in terms of absence and abundance. For instance, as one 
public health actor noted in relation to health policy-
making, "you never have enough information. You always 
have an information shortage, so you’re trying to make 
the best decisions you can in the absence of usually really 
clear information" (IDI8). On the other hand, as evidence 
emerged en masse across jurisdictions in the pandemic, 
there were challenges  with synthesizing evidence in a 
timely fashion for ’real-time’ decision-making. A regional 
health authority actor highlighted this challenge early in 
the COVID-19 pandemic and perceived that there was 
not a provincial group bringing new synthesized infor-
mation to decision-makers on a daily basis (IDI6). Other 
challenges related to the complexity of the political-
public health interface with respect to data and scientific 
expertise, which "gets debated and needs to be digested by 
the political process. And then decisions are made" (IDI5). 
This actor further expressed that debate among experts 
needs to be balanced with efficient crisis response, that 
one has to "cut the debate short. For the sake of expedi-
ency, you need to react."

It was observed that, in BC’s COVID-19 response, data 
was gathered from multiple sources with differing data 
collection procedures, and sometimes with conflicting 
results—for instance, ’health system data’ analyzed by the 
PHSA and ’public health data’ analyzed by the BCCDC. 
This was observed to present challenges from a politi-
cal perspective in discerning "who’s actually getting the 
’right’ answers" (IDI7). An added layer of complexity was 
reportedly rooted in how to communicate such evidence 
to the public and "public trust in the numbers" (IDI7), 
particularly as public understanding of what evidence is, 
how it is developed, and why it changes, can influence 
public perceptions of governance.

Finally, as one actor from within the research sector 
noted, organizationally and governance-wise, the system 

was "not very well set up to actually use research evi-
dence…if we need to do better at using evidence in prac-
tice, we need to fix some of those things. And we actually 
know what a lot of those things are." For example, "there’s 
no science framework for how organizations work within 
that" and "governments shy away from setting science 
policy" (IDI11). This challenge was framed as having a 
macro-level dimension, as higher-level leadership struc-
tures were observed to not incentivize the development 
and effective use of research among constituent organi-
zations, and also micro-level implications. From their 
perspective, researchers will struggle without such policy 
frameworks to obtain necessary data-sharing agreements 
with health authorities, nor will they be able to success-
fully navigate other barriers to conducting action-ori-
ented research that informs policy and practice.

Similarly, a research actor perceived that the COVID-
19 pandemic highlighted pre-existing fragmentation, 
"a pretty disjointed sort of enterprise" in how research is 
organized in the province:

I think pandemics need strong leadership and I 
think pandemic research response needed probably 
stronger leadership than it had. And I think that’s to 
do with [how] no one really knew who was in charge 
because no one really was given the role of being 
truly in charge of the research response (IDI14).

This individual underscored that, at the time of the 
interview, there were nearly 600 separate research pro-
jects being conducted in BC that focused on COVID-19. 
From their perspective, this reflected the need for more 
centralized direction to provide leadership, coordinate 
research efforts, and catalyze collaborations.

Overall, respondents perceived a lack of coordination 
and continuity across data sources, and a lack of explicit 
guidelines on evidence-use in the decision-making pro-
cess, which resulted in a sense of fragmentation. The ten-
sion between the processes involved in research and the 
need for rapid decision-making was perceived as a bar-
rier to using evidence to inform policy.

Discussion
This study explored the use of evidence to inform early 
COVID-19 decision-making within British Colum-
bia, Canada, from the perspectives of decision-makers 
themselves. Findings underscore the complexity of 
synthesizing and applying evidence (i.e., ‘scientific’ or 
research-based evidence most commonly discussed) to 
support public health policy in ’real-time’, particularly 
in the context of public health crisis response. Despite a 
substantial and long-established literature on evidence-
based clinical decision-making [23, 24], understanding is 
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more limited as to how public health crisis decision-mak-
ing can be evidence-informed or evidence-based. By con-
tributing to a growing global scholarship of retrospective 
examinations of COVID-19 decision-making processes 
[25–28], our study aimed to broaden this understand-
ing and, thus, support the strengthening of public health 
emergency preparedness in Canada, and globally. 

Specifically, based on our findings on evidence-
based public health practice, we found that deci-
sion-makers clearly emphasized ‘evidence-based’ or 
‘evidence-informed’ as meaning ‘scientific’ evidence. 
They acknowledged other forms of evidence such as pro-
fessional expertise and contextual information as influ-
encing factors. We identified four key points related to 
the process of evidence-use in BC’s COVID-19 decision-
making, with broader implications as well:

1.	 Role Differences: The tensions we observed pri-
marily related to a lack of clarity among the various 
agencies involved as to their respective roles and 
responsibilities in a public health emergency, a find-
ing that aligns with research on evidence-use in prior 
pandemics in Canada [29]. Relatedly, scientists and 
policy-makers experienced challenges with commu-
nication and information-flow between one another 
and the public, which may reflect their different val-
ues and standards, framing of issues and goals, and 
language [30].

2.	 Barriers to Evidence-Use: Coordination and consist-
ency in how data are collected across jurisdictions 
reportedly impeded efficiency and timeliness of deci-
sion-making. Lancaster and Rhodes (2020) suggest 
that evidence itself should be treated as a process, 
rather than a commodity, in evidence-based practice 
[31]. Thus, shifting the dialogue from ’barriers to evi-
dence use’ to an approach that fosters dialogue across 
different forms of evidence and different actors in the 
process may be beneficial.

3.	 Use of Evidence in Public Health versus Medi‑
cine: Evidence-based public health can be con-
flated with the concept of evidence-based medicine, 
though these are distinct in the type of information 
that needs to be considered. While ‘research evi-
dence’ was the primary type of evidence used, other 
important types of evidence informed policy deci-
sions in the COVID-19 public health emergency—
for example, previous experience, public values, and 
preferences. This concurs with Brownson’s (2009) 
framework of factors driving decision-making in evi-
dence-based public health [32]. Namely, that a bal-
ance between multiple factors, situated in particular 
environmental and organizational context, shapes 
decision-making: 1) best available research evidence; 

2) clients’/population characteristics, state, needs, 
values, and preferences; and 3) resources, includ-
ing a practitioner’s expertise. Thus, any evaluation of 
evidence-use in public health policy must take into 
consideration this multiplicity of factors at play, and 
draw on frameworks specific to public health [33]. 
Moreover, public health decision-making requires 
much more attention to behavioural factors and non-
clinical impacts, which is distinct from the largely 
biology-focused lens of evidence-based medicine.

4.	 Transparency: Many participants emphasized a lack 
of explanation about why certain decisions were 
made and a lack of understanding about who was 
involved in decisions and how those decisions were 
made. This point was confirmed by a recent report 
on lessons learned in BC during the COVID-19 
pandemic in which the authors describe "the desire 
to know more about the reasons why decisions were 
taken" as a "recurring theme" (13:66). These findings 
point to a need for clear and transparent mechanisms 
for channeling evidence, irrespective of the form 
used, into public health crisis decision-making.

Our findings also pointed to challenges associated 
with the infrastructure for utilizing research evidence in 
BC policy-making, specifically a need for more central-
ized authority on the research side of the public health 
emergency response to avoid duplication of efforts and 
more effectively synthesize findings for efficient use. Yet, 
as a participant questioned, what is the realistic role of 
research in a public health crisis response? Generally, 
most evidence used to inform crisis response measures 
is local epidemiological data or modelling data [7]. As 
corroborated by our findings, challenges exist in coordi-
nating data collection and synthesis of these local data 
across jurisdictions to inform ’real-time’ decision-mak-
ing, let alone to feed into primary research studies [34].

On the other hand, as was the case in the COVID-19 
pandemic, a ’high noise’ research environment soon 
became another challenge as data became available to 
researchers. Various mechanisms have been established 
to try and address these challenges amid the COVID-19 
pandemic, both to synthesize scientific evidence glob-
ally and to create channels for research evidence to sup-
port timely decision-making. For instance: 1) research 
networks and collaborations are working to coordi-
nate research efforts (e.g., COVID-END network [35]); 
2) independent research panels or committees within 
jurisdictions provide scientific advice to inform deci-
sion-making; and 3) research foundations, funding 
agencies, and platforms for knowledge mobilization 
(e.g., academic journals) continue to streamline fund-
ing through targeted calls for COVID-19 research grant 
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proposals, or for publication of COVID-19 research 
articles. While our findings describe the varied forms of 
evidence used in COVID-19 policy-making—beyond sci-
entific evidence—they also point to the opportunity for 
further investments in infrastructure that coordinates, 
streamlines, and strengthens collaborations between 
health researchers and decision-makers that results in 
timely uptake of results into policy decisions.

Finally, in considering these findings, it is important 
to note the study’s scope and limitations: We focused on 
evidence use in a single public health emergency, in a sin-
gle province. Future research could expand this inquiry 
to a multi-site analysis of evidence-use in pandemic pol-
icy-making, with an eye to synthesizing lessons learned 
and best practices. Additionally, our sample of partici-
pants included only one elected official, so perspectives 
were limited from this type of role. The majority of par-
ticipants were health officials who primarily referred to 
and discussed evidence as ‘scientific’ or research-based 
evidence. Further work could explore the facilitators and 
barriers to evidence-use from the perspectives of elected 
officials and Ministry personnel, particularly with respect 
to the forms of evidence—considered broadly—and other 
varied inputs, that shape decision-making in the public 
sphere. This could include a more in-depth examination 
of policy implementation and how the potential soci-
etal consequences of implementation factor into public 
health decision-making.

Conclusions
We found that the policy decisions made during the ini-
tial stages of the COVID-19 pandemic were perceived 
by actors in BC’s response as informed by—not always 
based on—scientific evidence, specifically; however, deci-
sion-makers also considered other contextual factors and 
drew on prior pandemic-related experience to inform 
decision-making, as is common in evidence-based public 
health practice [32]. The respondents’ experiences point 
to specific areas that need to be considered in planning 
for future public health emergencies, including informa-
tion flow between policy-makers and researchers, coor-
dination in how data are collected, and transparency 
in how decisions are made—all of which reflect a need 
to improve communication. Furthermore, shifting the 
discourse from evidence as a commodity to evidence-
use as a process will be helpful in addressing barriers to 
evidence-use, as well as increasing understanding about 
the public health decision-making process as distinct 
from clinical medicine. Finally, there is a critical need for 
clear mechanisms that channel evidence (whether ‘sci-
entific’, research-based, or otherwise) into health crisis 
decision-making, including identifying and communi-
cating the decision-making process to those producing 

and synthesizing evidence. The COVID-19 pandemic 
experience is an opportunity to reflect on what needs to 
be done to guild our public health systems for the future 
[36, 37]. Understanding and responding to the complexi-
ties of decision-making as we move forward, particularly 
with respect to the synthesis and use of evidence, can 
contribute to strengthening preparedness for future pub-
lic health emergencies.
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