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Background: The use of research evidence in policy making is a complex 
and challenging process that has a long history in various fields, especially 
in healthcare. Different terms and concepts have been used to describe the 
relationship between research and policy, but they often lack clarity and 
consensus. To address this gap, several strategies and models have been 
proposed to facilitate evidence informed policy making and to identify the 
key factors and mechanisms involved. This study aims to critically review the 
existing models of evidence informed policy making (EIPM) in healthcare and to 
assess their strengths and limitations.

Method: A systematic search and review conducted to identify and critically 
assess EIPM models in healthcare. We  searched PubMed, Web of Science 
and Scopus databases as major electronic databases and applied predefined 
inclusion criteria to select the models. We  also checked the citations of the 
included models to find other scholars’ perspectives. Each model was described 
and critiqued each model in detail and discussed their features and limitations.

Result: Nine models of EIPM in healthcare were identified. While models had 
some strengths in comprehension, flexibility and theoretical foundations, analysis 
also identified limitations including: presupposing rational policymaking; lacking 
alternatives for time-sensitive situations; not capturing policy complexity; 
neglecting unintended effects; limited context considerations; inadequate 
complexity concepts; limited collaboration guidance; and unspecified evidence 
adaptations.

Conclusion: The reviewed models provide useful frameworks for EIPM but need 
further improvement to address their limitations. Concepts from sociology of 
knowledge, change theory and complexity science can enrich the models. 
Future EIPM models should better account for the complexity of research-
policy relationships and provide tailored strategies based on the policy context.
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Introduction

Evidence-informed policy making (EIPM) is a process that 
involves systematically and transparently finding, evaluating, and 
using the best available evidence as an input into decision making (1). 
The historical origin of EIPM can be traced back to before World War 
II, when governments invested public funds in scientific research with 
the expectation of various outcomes in military, economic, medical 
and other domains (2, 3). Evidence-based decision making in clinical 
care is another important precursor and parallel of EIPM. It emerged 
from the need to apply the growing and varied clinical research in a 
systematic and transparent way to improve patient outcomes and care 
quality (4). It also involves integrating the best research evidence with 
clinical expertise and patient preferences, and developing and 
implementing evidence-based guidelines and recommendations for 
clinical practice (5). The movement toward evidence-based decision 
making in clinical care has influenced the academic and policy-
making communities to adopt a similar approach for health policy, as 
both domains share the common goal of improving health and well-
being based on sound evidence (6).

However, the use of scientific evidence in policymaking has not 
been a smooth and linear process, but rather a turbulent and contested 
one. In the 1960s–1970s, UK and US policymakers experimented with 
improving research utilization (7, 8), spurring academic literature on 
the science-policy relationship and models of this linkage (8, 9). 
However, by the 1980s governments were questioning the value of 
research, especially social sciences, proposing budget cuts that 
highlighted consequences for academics with limited policy relevance 
(10). Despite these setbacks, the late 1990s saw a resurgence in using 
science for policymaking with the UK’s New Labor modernization 
agenda (11–13). Within public health, evidence-based medicine (14, 
15) and WHO’s evidence-based health promotion (16) bolstered this. 
Consequently, much literature emerged on research-evidence and 
policy links (17), often following Weiss’s categorization of 
instrumental, conceptual and symbolic use (7). Still, even after four 
decades, researching the complexity of evidence use in policymaking 
remains challenging (18).

The relationship between research and policy can be described 
by different expressions, such as ‘evidence-informed policy 
making’, ‘evidence-based policy making’, ‘knowledge translation’, 
‘knowledge transfer and exchange’, ‘knowledge to action’, 
‘implementation science’, ‘research use in policy making’ etc. (19–
23). These expressions may suggest different ways of understanding 
and applying research evidence in policy making (20). However, in 
reality, these expressions are often not clearly distinguished and 
their meanings are not well agreed upon (23–26). Despite the 
differences in terminology, the main ideas and principles of these 
expressions are similar. In this article, we use the term ‘EIPM’ as a 

general label for the various expressions that describe the 
relationship between research and policy. We define EIPM as using 
the best scientific evidence from various fields to inform public 
health policies and programs, with the aim of improving the 
quality and effectiveness of health outcomes. We acknowledge that 
research evidence is just one of several factors that influence policy 
decision making (27, 28) and that EIPM emphasizes the 
enhancement of scientific evidence use in policy making (29). 
We  also recognize that other expressions may be  used in the 
literature and practice to represent the same or similar concepts as 
EIPM, and we do not intend to exclude or disregard any of them 
in this article. Bridging the gap between research evidence and 
policy and practice in healthcare is an ongoing challenge (30–35). 
The relationship between research and policy is not a simple or 
rational one, but rather a messy, complex process that involves 
many factors and actors (36–38). Several strategies have been 
proposed to overcome this complexity and to increase the use of 
research among policymakers (39–41). These strategies mostly 
focus on increasing access to research, promoting interaction 
between research producers and users, and improving 
organizational capacity to use research (41).

However, despite these strategies to overcome barriers in public 
health, there is still a lack of literature on how to effectively promote 
and facilitate them (42). Models and frameworks provide a way to 
structure the existing knowledge in policy making and apply a more 
consistent method to select and test these strategies (43). In this 
field, there is no clear distinction between the terms ‘theories’, 
‘models’ and ‘frameworks’, and they are often used synonymously 
(20, 44, 45). Many models, theories, and frameworks have emerged 
in the field of EIPM (21, 46). However, some critics have argued that 
there is insufficient guidance on how to choose the most suitable one 
(45). Many existing models have developed from an academic 
perspective, and are quite complicated in order to capture the 
complexity of the processes involved (47). As Powell et  al. (48) 
reported that only a minority (4%) of the agencies that influence 
policy felt that most of the current frameworks for evidence-
informed policy making were easy to implement. In this study, 
we aim to critically review the models of EIPM in healthcare and 
provide strengths and drawbacks of each one; we  applied the 
following criteria to select the models for our review: originality, 
clarity, causality, comprehensiveness, level of policy making, and 
publication date. These criteria were chosen based on our research 
question and objectives, and were inspired by similar or related 
criteria used in previous studies (19, 49) that reviewed frameworks, 
interventions, or policies in different domains. The details of these 
criteria are explained in the method section.

Method

A systematic search and review of the various models of EIPM in 
healthcare was performed in this study. This type of review is suitable 
for addressing broad questions and providing a best evidence 
synthesis, as it combines the strengths of a critical review with a 
comprehensive search process (50). Moreover, it aligns with our 
research objective, which is to explore the features and critiques of 
different models of EIPM in healthcare. This would help us to 
understand the diversity and complexity of the models. To achieve 

Abbreviations: EIPM, Evidence informed policy making; EBPM, evidence-based 

policymaking; LMICs, low-and middle-income countries; OMRU, The Ottawa 

model of research use; CHSRF, The Canadian Health Service Research Foundation 

model; FRDU, The Framework for Research Dissemination and Utilization; EIPPP, 

The Evidence-Informed Policy and Practice Pathway; JBI, The JBI model of 

evidence-based healthcare; TKPA, Theoretical framework for the transformation 

of knowledge to policy actions; KTA, Knowledge to action process model; MLRA, 

Models for linking research to action; SPIRIT, The SPIRIT Action Framework.
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this, we applied the method described by Carnwell and Daly (51), who 
state that a critical review involves defining the scope of the review, 
identifying the source of relevant information, reviewing the literature, 
writing the review, and applying the literature to the proposed study.

Defining the scope and identifying the 
source of relevant information

The scope of this review was to explore the features and critiques 
of the different models of EIPM in healthcare. We  performed a 
systematic search of PubMed, Web of Science and Scopus databases 
from February 2023 to June 2023 using three categories of words; 
research dissemination or utilization, health policy or decision 
making, and framework or model. Only the models that satisfied the 
following criteria and provide practical guidance and support for 
evidence-informed policymaking were included in this review:

 • Originality: The models included had unique or novel constructs 
and relations, compared to previous models, as defined by 
Shibayama and Wang (52) as bringing new perspectives to an 
existing body of knowledge.

 • Clarity: The models included had clearly defined and 
operationalized constructs that were not ambiguous or broad, 
similar to the exclusion criteria used by Votruba et al. (19) in 
their systematic review of mental health evidence and 
policy frameworks.

 • Causality: The models included that explained how their 
constructs influenced each other causally, semantically, 
procedurally or relationally.

 • Comprehensive: The models included that covered all the stages 
of policy making, from agenda setting to evaluation, in a 
comprehensive manner.

 • Level of policy making (53): The models included were either 
designed specifically for the legislative level of policy making 
based on this framework, or could be applied broadly to all three 
levels. We excluded models only suitable for the administrative 
or clinical levels, which would be narrower in scope. The level of 
policy making is categorized based on the framework proposed 
by Lomas (53) which describes three levels:
o Legislative: Refers to system-level policies created by elected 

officials at municipal, state/provincial, national or international  
levels.

o Administrative: Refers to organizational policies created by 
appointed managers and administrators in healthcare  
organizations.

o Clinical: Refers to policies created by healthcare professionals 
to guide clinical practice.

 • Publication date: The models included that were published from 
the earliest available date in the literature.

For systematic search and review, quality assessment may or may 
not be  included (50). We  acknowledge that quality appraisal can 
be useful but we decided not to conduct a quality appraisal of the 
models that we  included in our review because quality appraisal 
involves subjective judgments and interpretations that may vary 
depending on the perspective or context of the appraiser (54); and 

we wanted to avoid imposing our own views or values on the models. 
Moreover, we  followed the examples of some authors who have 
conducted similar reviews of normative or theoretical literature, and 
who have justified their choice not to perform a quality appraisal (19, 
54). Using title, abstract and full text, two reviewers (SHJ and SHY) 
screened the search results independently. Any disagreements were 
discussed and resolved by consensus between them. We recorded the 
number and reasons of studies included and excluded at each stage of 
the screening process.

Reviewing the literature

Through this process we  identified the relevant sources of 
information for our review. We also checked all articles that cited the 
included models to find other scholars’ perspectives about the models. 
In the following sections, we will describe each model in detail, along 
with its original description and scholarly perspectives, and then 
we will discuss our own critique about different models of EIPM in 
healthcare. Figure 1 shows a PRISMA flow diagram of our selection 
process. Table  1 shows the reasons for including each model in 
our review.

Result

We followed the Preferred Reporting Items for Systematic reviews 
and Meta-Analyses (PRISMA) statement and used the PRISMA 2020 
flow diagram for new systematic reviews (98) which included searches 
of databases, registers and other sources to report the study selection 
process, even though our paper is not a systematic review, but a 
systematic search and review. We retrieved 5,620 records from the 
databases and excluded 3,076 records after screening their titles and 
abstracts. We obtained the full texts of the remaining 38 records and 
assessed them for eligibility. We  also added two records by hand 
searching. A PRISMA flow diagram was used to depict the study 
selection process (Figure 1), as it provides a clear way to report the 
screening and inclusion of studies for a systematic search. We excluded 
31 records that did not meet the inclusion criteria. We included nine 
studies in our review. They consist of nine models of evidence-
informed policy making. These models and framework are well-
known and widely used in the field of health policy and systems 
research. We will provide a detailed description and analysis of each 
of them in the following sections.

 1. The Ottawa model of research use (OMRU)
 2. The Canadian Health Service Research Foundation 

model (CHSRF)
 3. The Framework for Research Dissemination and 

Utilization (FRDU)
 4. The Evidence-Informed Policy and Practice Pathway (EIPPP)
 5. The JBI model of evidence-based healthcare (JBI)
 6. Theoretical framework for the transformation of knowledge to 

policy actions (TKPA)
 7. Knowledge to action process model (KTA)
 8. Models for linking research to action (MLRA)
 9. The SPIRIT Action Framework (SPIRIT)
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Ottawa model of research use (OMRU)

According to Logan and Graham, the developers of the OMRU, 
this six-step framework provides a valuable approach for 
implementing and evaluating healthcare innovations in the context of 
evidence-informed policy making. The OMRU offers a comprehensive 
and dynamic approach to knowledge transfer, incorporating elements 
such as evidence-based innovation, potential adopters, and 
implementation interventions. The model emphasizes the importance 
of assessing, monitoring, and evaluating each element to overcome 
barriers and enhance supports for successful knowledge transfer. The 
six steps involve identifying individuals with the authority to 
implement changes, clarifying the details of the innovation, assessing 
barriers and supports to adoption, planning and tailoring 
implementation interventions, measuring and monitoring adoption, 
and evaluating the impact of the innovation on health, practitioner, 
and system outcomes (55, 56, 99). Analyzing the strengths and 

limitations of the OMRU provides insights into its utility as a model 
for evidence-informed policymaking, which aligns with the central 
aim of this review in assessing models that facilitate evidence-
informed policymaking.

The OMRU and its strengths and limitations have been discussed 
by various authors. The OMRU is praised for its operational focus, 
which outlines the actions for effective implementation of behavior 
change interventions (100), its dynamic and interactive approach to 
research and knowledge translation, which involves stakeholders and 
reflects complex systems thinking (101, 102), its assistance to 
administrators to control factors influencing organizational-level 
changes (103), and its usefulness to facilitate knowledge translation at 
the local context, especially for continuity of care interventions that 
bridge sectors, settings and provider groups (104). The OMRU also 
follows the principle that knowledge translation strategies should 
be tailored to the specific barriers and supports of each setting, making 
it efficient and adaptable (105), and it is clear and easy to use (106). 

Records identified from:
PubMed (n=1461) 
Scopus (2651)
Web of science (1508)

Databases (n =5620)

Records removed before 
screening:
Duplicate records removed 
(n =2506)

Records screened
(n = 3114)

Records excluded by title and 
abstract
(n = 3076)

Reports sought for retrieval
(n = 38)

Reports assessed for eligibility
(n = 41)

Studies included in review
(n = 9)

Identification of studies via databases and registers
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FIGURE 1

Study selection flow.
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TABLE 1 Reasons for including different models of evidence informed policy making.

Model name Is it similar to 
previous 
models? If YES, 
which ones?

Year Are its constructs 
well specified or 
are they very 
general and/or 
very vague?

Does it specify 
causal relations 
between its 
constructs?

Is it comprehensive in terms of 
policy making? If no what 
specific broad activities of 
policy making or research 
utilization are highlighted?

For which level of policy 
making is the model 
presented? (Legislative, 
administrative or 
clinical)

Selection

1. Ottawa Model of Research Use 

1998 (55), 2004 (56)
NO 1998 Well specified YES YES For all three level Included

2. The PARIHS Framework 1998 

(57), 2004 (58)
NO 1998 Well specified YES YES Just clinical Excluded

3. The RE-AIM Framework 1999 

(59)
NO 1999 Well specified NO NO/Evaluation Just clinical Excluded

4. The Research Sequence (or 

Flow), the Knowledge 

Reservoir and the Assessment 

of Research Impacts 2000 (60), 

2003 (61)

NO 2000 Well specified YES NO/Evaluation For all three level Excluded

5. EVIDENCE-BASED 

DECISION-MAKING 2000 

(62)

NO 2000 Well specified YES YES For all three level Included

6. Stetler Model 2001 (63) NO 2001 Well specified YES YES Just clinical level Excluded

7. Iowa model of evidence-based 

practice 2001 (64)
NO 2001 Well specified YES YES Just clinical level Excluded

8. Framework for Research 

Dissemination and Utilization 

2002 (65)

NO 2002 Well specified YES YES For all three level Included

9. The Evidence-Informed Policy 

and Practice Pathway 2005 (27)
NO 2005 Well specified YES YES For all three level Included

 10. The JBI model of evidence-

based healthcare 2005 (66), 

2022 (67)

NO 2005 Well specified YES YES For all three level Included

 11. Theorical framework for the 

transformation of knowledge 

to policy actions 2006 (68)

NO 2006 Well specified YES YES Just for legislative level Included

 12. Knowledge to action 

conceptual framework 2006 

(25)

NO 2006 Well specified YES YES For all three level Included

(Continued)
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TABLE 1 (Continued)

Model name Is it similar to 
previous 
models? If YES, 
which ones?

Year Are its constructs 
well specified or 
are they very 
general and/or 
very vague?

Does it specify 
causal relations 
between its 
constructs?

Is it comprehensive in terms of 
policy making? If no what 
specific broad activities of 
policy making or research 
utilization are highlighted?

For which level of policy 
making is the model 
presented? (Legislative, 
administrative or 
clinical)

Selection

 13. Models for linking research to 

action 2006 (69)
NO 2006 Well specified YES YES Just for legislative level Included

 14. Healthy public policy. 

Conceptual framework. 2007 

(70)

NO 2007 Well specified NO NO/Implementation Just for legislative level Excluded

 15. The Tehran University of 

Medical Sciences Knowledge 

Translation Cycle. 2008 (71)

YES, to 13,5,4 2008 Well specified YES YES For all three level Excluded

 16. Participatory Action 

Knowledge Translation 

(PAKT) model 2008 (72)

YES 12 2008 Well specified YES YES Just for clinical level Excluded

 17. Conceptual framework for 

healthcare decision making in 

a given setting. 2008 (73)

NO 2008 Well specified YES NO/Formulation For all three level Excluded

 18. The Practical, Robust 

Implementation and 

Sustainability Model 2008 (74)

NO 2008 Well specified YES YES Just for clinical level Excluded

 19. Translational framework for 

public health research. 

2009 (75)

NO 2009 Well specified YES YES Just for clinical level Excluded

 20. a consolidated framework for 

advancing implementation 

science 2009 (76)

NO 2009 It was vague NO NO/Evaluation Just for clinical level Excluded

 21. Conceptual framework of the 

knowledge transfer process 

2009 (77)

YES, to 8,12 2009 Well specified YES YES For all three level Excluded

 22. Conceptual model of global 

factors affecting 

implementation in public 

service sectors 2011 (78)

NO 2011 Well specified YES NO/Implementation Just for clinical level Excluded

(Continued)
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TABLE 1 (Continued)

Model name Is it similar to 
previous 
models? If YES, 
which ones?

Year Are its constructs 
well specified or 
are they very 
general and/or 
very vague?

Does it specify 
causal relations 
between its 
constructs?

Is it comprehensive in terms of 
policy making? If no what 
specific broad activities of 
policy making or research 
utilization are highlighted?

For which level of policy 
making is the model 
presented? (Legislative, 
administrative or 
clinical)

Selection

 23. Framework for improving the 

use of evidence in managerial 

decision making 2012 (79)

NO 2012 Well specified YES YES Just for administrative level Excluded

 24. Evidence-generating 

organizations in LMIC health 

systems. 2013 (80)

NO 2013 Well specified NO NO/Implementation
For legislative and administrative 

level
Excluded

 25. Conceptual Model for 

Evidence-Informed Policy 

Formulation and 

Implementation 2015 (81)

YES, to 9 2015 Well specified YES YES Just for legislative level Excluded

 26. The SPIRIT Action 

Framework. 2015 (43)
NO 2015 Wel specified YES YES Just for legislative level Included

 27. Proposed Framework for 

Knowledge Translation in 

Ageing in Health 2017 (82)

YES, to 13 2017 Well specified YES YES Just for legislative level Excluded

 28. The PHAST model for 

standardized public health data 

2017 (83)

NO 2017 Well specified YES NO/Formulation and Implementation Just for clinical Excluded

 29. The Context and 

Implementation of Complex 

Interventions (CICI) 

framework (84)

NO 2017 Well specified YES NO/ Implementation For all three level Excluded

 30. FHI 360 Research Utilisation 

Framework 2018 (85)
YES, to 10 2018 Well specified YES YES For all three level Excluded

 31. A model for increasing the use 

of evidence by decision-makers 

at multiple levels, raising their 

awareness, building capacity 

and supporting evidence use 

2018 (86)

NO 2018 Well specified YES NO/Implementation Just for legislative level Excluded

 32. Theoretical model on effective 

knowledge mobilization 2018 

(87)

YES, to 2 2018 Well specified YES YES Just for clinical level Excluded

(Continued)
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TABLE 1 (Continued)

Model name Is it similar to 
previous 
models? If YES, 
which ones?

Year Are its constructs 
well specified or 
are they very 
general and/or 
very vague?

Does it specify 
causal relations 
between its 
constructs?

Is it comprehensive in terms of 
policy making? If no what 
specific broad activities of 
policy making or research 
utilization are highlighted?

For which level of policy 
making is the model 
presented? (Legislative, 
administrative or 
clinical)

Selection

 33. Evidence-based framework for 

evidence-based management in 

healthcare organizations 2018 

(88)

NO 2018 Well specified YES YES Just for administrative level Excluded

 34. The WHO-INTEGRATE 2019 

(89)

NO 2019 It was general YES NO/Implementation and Evaluation Just for clinical level Excluded

 35. EVITA framework 2019 (90), 

2021 (91)

NO 2019 Well specified YES NO/Agenda setting Just for legislative level Excluded

 36. Cynefin Framework for 

Evidence-Informed Clinical 

Reasoning and Decision-

Making 2019 (92)

NO 2019 Wel specified YES NO/Formulation Just for clinical level Excluded

 37. Working conceptual model for 

embedded implementation 

research. 2020 (93)

NO 2020 Well specified YES NO/Evaluation Just for legislative level Excluded

 38. IWH Research Impact Model 

2020 (94)

YES, to 13,4 2020 Well specified YES NO/Evaluation For all three level Excluded

 39. synthesized framework of 

evidence-based decision-

making in health system 

management 2022 (95)

YES, to 10 2022 Well specified YES YES Just for administrative level Excluded

 40. SMILE framework 2022 (96) NO 2022 Well specified YES NO/Agenda setting For all three level Excluded

 41. A comprehensive monitoring 

and evaluation framework for 

evidence to policy networks 

2022 (97)

NO 2022 Well specified YES NO/Evaluation Just for legislative level Excluded
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Moreover, the OMRU is one of the few frameworks that address 
implementation at multiple socio-ecological levels (107). However, the 
OMRU also has some limitations, such as the high demand for time 
and resources, the lack of specific guidance on how to choose and 
apply knowledge translation strategies, and the potential challenges 
for its applicability in low-resource setting (103). The OMRU also 
focuses on the clinical practice setting rather than the health system 
as a whole, needs further development and validation of tools and 
instruments to support its implementation, and does not cover 
research production or knowledge creation as part of knowledge 
translation (106). Additionally, the OMRU may limit the scope of the 
investigation and overlook some factors that are not included in the 
framework (108). According to the original authors of the model, 
some of the strengths of the OMRU are that it is flexible, interactive, 
and practical, while some of the weaknesses are that it is complex, 
time-consuming, and challenging (99). However, these perceptions 
may vary depending on the users and the contexts of the OMRU’s 
application. Some users of the OMRU have reported that it is clear and 
easy to use (106), while others have found it difficult and demanding 
(103). Therefore, the OMRU’s usability may depend on the specific 
situation and the needs of the users.

The Canadian Health Service Research 
Foundation model (CHSRF)

The CHSRF model was first published in 2000 by the Canadian 
Health Services Research Foundation (CHSRF), which is now called 
the Canadian Foundation for Healthcare Improvement (CFHI), to 
address the gap between research and practice in the health sector 
(109). It is also known as the Lomas model, after Jonathan Lomas, the 
first chief executive officer of the CHSRF, who led the development of 
the model (109). The model suggests creating communication 
channels among four key groups, namely researchers, decision 
makers, research funders and knowledge purveyor. It also emphasizes 
the need to enhance the ability and willingness of decision makers and 
their organizations to access and apply research evidence. It 
acknowledges that different kinds of decision makers face various 
uncertainties about facts and values, and that research findings are 
often not useful or applicable for their needs. It aims to promote 
health-related research, especially in the areas of pharmaceuticals, 
technology and medicine-related innovations. It shows the diversity 
of actors in each category and how they provide information and 
resources to each other (62).

The CHSRF model has been challenged by various authors who 
identified its advantages and disadvantages. Evaluating the pros and 
cons of the CHSRF model contributes to the overall goal of this review 
in assessing models that aim to facilitate the use of research evidence 
in policy decisions. The model has some advantages, such as its focus 
on linkage and exchange, which fosters trust and mutual exchange of 
knowledge and influence between researchers and decision makers 
(110), its consistency with the approach of Weiss (8) and Caplan (9), 
who conceptualized evidence-based policy making as an interplay 
between a supply of and demand for evidence (86), its attention to 
improving relationships and communication across the four groups 
in the health sector (62), and its relevance for understanding and 
influencing policy communities, funding and brokering aspects of 
research-policy nexus (111), and its promotion of interaction between 

the producers and users of research, which is a necessary strategy for 
health researchers in Canada (112). However, the model also has some 
challenges, such as its reliance on complex and variable partnerships 
between academics and non-academic partners, which could cause 
conflicts or misunderstandings (113), and its lack of development in 
the research literature, which may limit its theoretical and empirical 
foundations (112).

The Framework for Research 
Dissemination and Utilization (FRDU)

One of the comprehensive models that aim to support 
policymakers in using research evidence in their decision-making is 
the FRDU, which was developed by Dobbins et  al. (65). This 
framework draws on the diffusion of innovations theory and integrates 
the concepts of research dissemination, evidence-based decision-
making and research utilization. It suggests that four sets of 
characteristics influence the innovation adoption process for 
policymakers who want to adopt research evidence into their policies. 
These characteristics are innovation-related, individual, organizational 
and environmental. The framework also outlines the five stages of 
innovation adoption, which are knowledge, persuasion, decision, 
implementation and confirmation. The framework synthesizes 
relevant literature from the management and health-care fields, and is 
supported by empirical data from various studies. The original authors 
of the framework evaluated its strengths and weaknesses, as well as its 
challenges and facilitators for implementation. Analyzing the strengths 
and weaknesses of the FRDU framework provides insights into its 
utility for evidence-informed policymaking, connecting to the main 
aim of this review. They found that the framework was clear, applicable 
and useful, but also simple, linear and context-free. They also 
identified the scarcity of resources as the main challenge to 
implementing the framework, and having a champion or an external 
factor as the main facilitator. The authors of the framework intend to 
continue testing and refining it based on new knowledge and feedback.

FRDU has both strengths and weaknesses, as various authors have 
reported. Some of the strengths are that it considers constructs and 
stakeholders at different levels of the health care system (114), it helps 
to clarify the stages, areas, complexities, and variables of research 
dissemination and utilization process and evidence-informed 
decision-making in health care field and policy practices (115), and it 
has a strong theoretical and conceptual basis that captures the 
complexity and diversity of evidence-informed decision making and 
supports the role of communities of practice in facilitating the use of 
research evidence (116). However, the framework has some limitations 
and gaps. It suggests a one-way and limited relationship between 
researchers and knowledge users, which may not capture the 
complexity and reciprocity of evidence-informed decision-making 
(114). The framework’s reliability and usefulness are questionable due 
to the lack of empirical support or validation in real-world settings, 
which calls for more research to provide more evidence for the 
framework (117). Another drawback is that the framework does not 
have a specific or comprehensive theoretical foundation for specific 
knowledge translation mechanisms, such as evidence briefs (118). 
Moreover, the framework ignores the political and dynamic context 
of policy making, especially in low-income countries, which may 
affect the use of research evidence (119).
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The Evidence-Informed Policy and Practice 
Pathway (EIPPP)

This model, developed by Bowen and Zwi (27), proposes a three-
stage process for how evidence can inform policy and practice in 
different contexts. The first stage is sourcing the evidence, which 
involves finding and selecting various types of evidence that are 
relevant and responsive to the policy and practice issue. The second 
stage is using the evidence, which involves applying and interpreting 
the evidence in the policy and practice context. The third stage is 
implementing the evidence, which involves enacting and evaluating 
the evidence-based innovation. The model also considers the policy 
context, the decision-making factors, and the capacity for 
implementation as key influences on each stage of the process. The 
model draws on literature from health, public policy, social sciences, 
and capacity building to provide a comprehensive and dynamic 
framework for evidence-informed policy and practice.

The EIPPP has much to offer, but it also has some limitations that 
need to be considered. The model has several advantages, such as 
suggesting that policy is largely shaped by evidence and can respond 
to the community needs (120), connecting evidence-based policy-
making with capacity building and enabling context-appropriate 
policies (121), focusing on three socio-ecological levels in the 
decision-making process, emphasizing the policy context and its 
influence on the interaction between research, evidence, and the 
policy process (122), identifying the key points of intervention in the 
pathways to evidence-informed policy and practice, and taking into 
account the contextual and decision-making factors and the policy 
influences (123), being applied to inform an intervention design and 
explaining the significance of policy processes and evidence use 
in local government planning (124), assisting researchers and policy 
actors in navigating the use of evidence (125), complementing other 
theories of knowledge utilization by highlighting how external factors 
affect the use of evidence in decision making (126), and showing how 
evidence may be used in the decision-making process (123). However, 
the model also has some limitations that need to be considered, such 
as not linking capacity building and interactive ‘knowledge to action’ 
in a consistent and theory-based way (121), focusing on evidence, how 
it is spread and applied with little attention to the political and 
changing policy-making context in low income countries (119), not 
accounting for knowledge generation beyond a policy idea (123), and 
being limited in the detail given to the influences on decision making 
(123). Evaluating the advantages and drawbacks of the EIPPP 
contributes to the central objective of this article in assessing different 
models for their utility in facilitating evidence-informed policymaking.

The JBI model of evidence-based 
healthcare (JBI)

The JBI is a model that guides how evidence is generated, 
synthesized, transferred and implemented in healthcare settings. It 
was developed by the Joanna Briggs Institute (JBI), an international 
research organization and collaborative network based in the 
University of Adelaide, South Australia (66). The JBI Model was 
updated in 2019 (127) to reflect the changing international discourse 
relating to evidence and its translation into health policy and practice. 
The JBI Model proposes overarching principles related to culture, 

capacity, communication, and collaboration (the 4 C’S) and considers 
different types of evidence that address the feasibility, appropriateness, 
meaningfulness and effectiveness (FAME) of healthcare practices. The 
JBI Model consists of five components that are evidence generation, 
evidence synthesis, evidence transfer, evidence implementation and 
global health. Evidence generation is about asking relevant and 
meaningful questions that reflect the needs and concerns of health 
professionals and patients. Evidence synthesis is the process of 
combining and summarizing different types of evidence to inform 
healthcare decision making. Evidence transfer is the process of sharing 
and integrating evidence into healthcare practice and policy. Evidence 
implementation is the process of applying evidence into healthcare 
practice and policy. Global health is the component that represents 
both the global and local aspects of evidence-based healthcare. The 
JBI Model emphasizes the critical relationship between research and 
practice and policy and the importance of stakeholder engagement, 
the localization of knowledge, responsiveness to local knowledge 
needs, shared decision-making and sustainability (67).

The JBI model is praised for being a comprehensive and inclusive 
model that integrates and accommodates different components and 
kinds of evidence in healthcare (128). It provides insights into how to 
apply and use knowledge in diverse and complex healthcare settings 
around the world (128). Moreover, the model incorporates various 
aspects of healthcare, such as needs, research production, synthesis, 
transfer and implementation, and takes into account the variety of 
contexts and evidence types that are involved in evidence-based 
healthcare (129). Analyzing the strengths of the JBI model aligns with 
the overall goal of this review in evaluating the utility of different 
frameworks for evidence-informed policymaking.

Theoretical framework for the 
transformation of knowledge to policy 
actions (TKPA)

Ashford et al. (68) developed TKPA to guide how knowledge can 
be translated into health policy-making. The framework consists of 
three key activities that can create a window of opportunity for policy 
change that are agenda-setting, coalition building, and policy learning. 
Agenda-setting is the activity of defining and prioritizing the problems 
and solutions that need policy attention. Coalition building is the 
activity of forming and maintaining alliances and networks among 
actors who have a common interest or goal in influencing policy. 
Policy learning is the activity of acquiring and applying knowledge 
and skills to inform policy decisions. The framework was also applied 
in Kenya to incorporate evidence from a national assessment of health 
services into decentralized planning at the district level. The 
application of the model revealed some lessons and challenges, such 
as the importance of engaging stakeholders at all levels, the need for 
capacity building and technical support for data collection, analysis 
and reporting, the challenge of ensuring data quality, availability and 
accessibility, and the need for a clear policy, legal and institutional 
framework to guide public participation and inter-
governmental coordination.

Robertson (130), praises TKPA for adding a new element of policy 
learning, which emphasizes the importance of using data and 
information to influence policy decisions. He also gives an example of 
how Ashford showed that scientific evidence and research results 

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Jabali et al. 10.3389/fpubh.2024.1264315

Frontiers in Public Health 11 frontiersin.org

helped create health plans that were accepted by the Kenyan 
government. He suggests that Ashford’s model is better than Kingdon’s 
policy window, because it has a new component of policy learning. 
Similarly, Votruba et al. (19) describe the TKPA as an effective and 
appealing approach to create opportunities for policy change in 
Kenya, as it involves action through three key elements: setting the 
agenda, building coalitions and learning from data and information. 
Reviewing the TKPA model contributes to the central aim of this 
study in assessing frameworks that facilitate the use of research 
evidence in policy decisions.

Knowledge to action process model (KTA)

One of the models that aims to explain and guide the process of 
moving knowledge into action is the knowledge to action framework, 
developed by Graham et al. (25). The framework is based on a concept 
analysis of 31 planned action theories and covers both the aspects of 
knowledge creation and action. Knowledge creation involves the 
generation, synthesis, and adaptation of knowledge to different 
contexts and audiences. It also involves three types of knowledge, 
which are knowledge inquiry, knowledge synthesis, and knowledge 
tools/products. Knowledge inquiry refers to primary research that 
produces new evidence. Knowledge synthesis refers to systematic 
reviews that summarize and integrate existing evidence. Knowledge 
tools/products refer to guidelines, decision aids, or other tools that 
present knowledge in a clear and usable way. Action involves the 
identification of a problem or gap, the selection and tailoring of 
knowledge, the implementation and evaluation of interventions, and 
the monitoring and sustainability of outcomes. It also involves seven 
phases of action, which are identify problem, identify, review, and 
select knowledge, adapt knowledge to local context, assess barriers 
and facilitators to knowledge use, select, tailor, and implement 
interventions, monitor knowledge use, and evaluate outcomes. The 
framework emphasizes the importance of collaboration, 
communication, and context in the process of knowledge translation. 
It also recognizes that knowledge creation and action are dynamic and 
iterative processes that require feedback loops and ongoing evaluation. 
The framework aims to bridge the gap between research and practice 
by providing a comprehensive and practical guide for 
knowledge translation.

The knowledge to action process model is widely used and 
recognized for its many advantages in evidence-informed policy 
making (131–133). It provides a clear and comprehensive framework 
for understanding and facilitating knowledge translation and 
integrated knowledge translation (134), with a unique theoretical 
foundation grounded in social constructivism (133). The model offers 
direction on key elements to consider in the knowledge translation 
process, such as barriers, facilitators, stakeholders, and context (135), 
as well as a general and flexible guide for implementation that allows 
for adaptation to different situations (134). With a strong evidence 
base and validity (131), the model can support the process of 
translating research evidence into practice by providing a systematic 
framework and various methods to overcome barriers, measure 
outcomes, and ensure sustainability (24). The model is a dynamic and 
interactive process that involves creating and improving knowledge to 
make it more relevant and applicable for different knowledge users, 
such as health professionals and policy makers (136). Additionally, the 

model provides a detailed picture of the actions and strategies that can 
be undertaken for research use in practice (137). However, despite its 
strengths, the model does have some limitations. For example, it does 
not specify how to measure the success of integrating research 
evidence into policy and practice (138) or offer detailed guidance on 
how to perform each step of the action cycle. Its suitability as an 
account of the knowledge transfer process is also largely unknown 
(77) and it may not be applicable or relevant in low-income countries 
where the policy making process is influenced by various factors 
beyond evidence (119). Additionally, the model lacks details on the 
knowledge synthesis phase (137) and does not link the knowledge 
creation and action phases well (137). Analyzing the advantages and 
disadvantages of the KTA model connects back to the overall objective 
of this review in evaluating different frameworks for their utility in 
evidence-informed policymaking.

Models for linking research to action 
(MLRA)

An additional model of evidence informed policy making is 
MLRA, which was developed by Lavis et al. (69) to assess country-
level efforts to use research for health policy and systems decisions. 
The model consists of four elements and four clusters of activities. The 
four elements are (1) the general climate for research use, which 
reflects the extent to which research funders, universities, researchers 
and users value and support the linkage between research and action; 
(2) the production of research, which involves identifying users’ needs, 
conducting scoping reviews, systematic reviews and single studies to 
address these needs, and synthesizing the research findings for users; 
(3) the evaluation of efforts to link research to action, which involves 
measuring the processes and outcomes of the linkage activities and 
using the results for improvement; and (4) the mix of clusters of 
activities used to link research to action. The four clusters of activities 
are (A) push efforts by producers or purveyors, which are strategies to 
disseminate research messages to potential users; (B) user pull efforts, 
which are strategies to enhance users’ capacity and motivation to use 
research evidence; (C) exchange efforts, which are strategies to foster 
partnerships and collaborations between researchers and users; and 
(D) integrated efforts, which are strategies that combine elements of 
push, pull and exchange efforts. The model provides a comprehensive 
framework for understanding and enhancing the use of research 
evidence in policy making.

While the model for linking research to action has been widely 
adopted and accepted in the health policy arena as a useful tool for 
understanding and improving the use of research evidence in policy 
making (139), it is not without its limitations. Despite its many 
strengths, such as providing detailed guidance on research 
dissemination activities (137) and accounting for various factors that 
affect research-policy interactions (137), the model has some 
shortcomings. For example, it does not specify the most influential 
factor for research dissemination and use (137) and neglects the 
design stage of research and other actors besides policy makers (140). 
Additionally, the model does not make clear how health information 
is valued or utilized by different policy actors or stakeholders and does 
not consider contextual challenges or opportunities that may affect the 
adoption or implementation of research evidence in different settings 
or situations (141). The model also does not address how funding 
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agencies set their research priorities or respond to the needs and 
demands of policy makers and other stakeholders (142). Furthermore, 
the model is partially based on research evidence that has not been 
evaluated or refined, which may affect its validity, reliability, and 
relevance for different contexts and situations (143). Critically 
reviewing the MLRA model contributes to the main goal of assessing 
frameworks that aim to facilitate the use of research evidence in 
policy decisions.

The SPIRIT action framework (SPIRIT)

A recent model of evidence informed policy making that guides 
the selection and testing of strategies to increase the use of research in 
health policy is the SPIRIT Action Framework (43). The authors claim 
that it guides the selection and testing of strategies to increase the use 
of research in health policy. The model has four main elements, 
catalysts, capacity, research engagement actions, and research use. 
Catalysts are events or situations that trigger the need or opportunity 
for using research in policy. Capacity is the ability of the policy 
organization and its staff to value, access, appraise, generate and 
interact with research. Research engagement actions are the activities 
that policy makers do to engage with research and apply it to their 
work. Research use is the outcome of applying research to inform 
policy making. Research use can be  classified into four types: 
instrumental, conceptual, tactical, and imposed. Research use can 
occur at different stages of policy making: agenda setting, policy 
development, policy implementation, and policy evaluation. The 
model also recognizes that policy influences affect all elements of the 
framework. Policy influences are external factors that shape the policy 
context and the demand for research. They include public opinion, 
media, economic climate, legislative policy infrastructure, political 
ideology and priorities, expert advice, stakeholder interests, resources, 
and research.

The SPIRIT Action Framework has several notable strengths, but 
it also faces some challenges and limitations. One of the strengths of 
the framework is that it provides a clear and practical guidance for 
studying the causal pathways between research and policy and testing 
the effectiveness of different strategies to increase research use in 
policy (144). Another strength of the framework is that it has a clear 
aim, a sound knowledge base, a practical guidance, and a knowledge-
building potential for improving research use in policy and practice 
(106). Some of the other strengths of the framework are that it covers 
the agenda-setting stage, recognizes the diverse roles of research in 
policy, and provides practical strategies and tools for implementation, 
such as SEER, ORACLE and SAGE (19). Moreover, it is based on a 
rigorous and systematic trial of different interventions and measures, 
which has refined and validated the framework and its tools based on 
empirical evidence and feedback (145). Furthermore, it 
comprehensively and realistically depicts the various influences on 
policy decisions, such as the actors, context, and structure, and how 
they affect the use of research in policy (146). On the other hand, one 
of the challenges and limitations of the framework is that it is still 
under evaluation and lacks published evidence to support its validity 
and effectiveness. The framework may need further improvement and 
may face difficulties in being widely used by policy makers and 
researchers who may prefer more proven frameworks (147). Another 
limitation of the framework is that it ignores the role of stakeholders 

in EIPM and only focuses on the use of research evidence in policy 
(148). Evaluating the strengths and limitations of the SPIRIT Action 
Framework provides insights into its utility for evidence-informed 
policymaking, connecting back to the central thesis of analyzing 
EIPM models in this review.

The models of EIPM under the microscope: 
our findings

In light of the detailed description of the all nine models of 
evidence informed policy making provided above, we will critique all 
nine models of evidence informed policy making, as well as their 
implications for policy making practice in this section, from our own 
perspective. We concur with the existing critiques of these models, but 
we also recognize their value in providing a framework for using 
research evidence in policy decisions. Therefore, we also propose that 
these models need further improvement and adaptation to address 
their shortcomings.

One of the main limitations of most models, except for FRDU, 
MLRA and SPIRIT action framework, is that they assume that policy 
making is a rational process that is informed by research evidence as 
a priori. However, this assumption may not reflect the reality of policy 
making in many contexts, especially in low-and middle-income 
countries (LMICs) where decisions are often made in a centralized 
and non-transparent manner. Therefore, these models may not 
be suitable or applicable for such contexts.

Another limitation is that only two models (FRDU, and MLRA) 
explicitly mention the importance of being aware of the general 
atmosphere of the policy context, but they do not explain how to act 
accordingly. Similarly, SPIRIT action framework introduces the 
concept of “catalyst” as events or situations that trigger the need or 
opportunity for using research in policy, but it does not provide 
guidance on how to identify or respond to such catalysts. These 
models do not address the challenges of time-sensitive or crisis 
situations, such as the COVID-19 pandemic or the emergence of 
Ebola, where policy makers may face uncertainty, urgency and 
pressure to act quickly.

A third limitation is that none of the models consider the 
complexity of the problem and the approach that is required when 
dealing with wicked issues. Wicked issues are problems that are 
difficult to define, have multiple causes and effects, involve conflicting 
values and interests, and have no clear or definitive solutions (149). 
Examples of wicked issues in healthcare include obesity, mental health 
and aging. These issues require a different type of EIPM that is more 
adaptive, participatory and systemic (150).

A fourth limitation is that most models overlook the role of 
cognitive shortcuts and social norms in policy making. Cognitive 
shortcuts are mental strategies that people use to simplify complex 
information and make decisions quickly and efficiently (151). Social 
norms are unwritten rules that govern the behavior and expectations 
of individuals within a group or society (152). Both cognitive shortcuts 
and social norms can influence how policy makers perceive, interpret 
and use research evidence in their decisions. For example, policy 
makers may rely on heuristics (such as availability, representativeness 
or anchoring) to judge the relevance, quality or credibility of research 
evidence. They may also conform to the opinions or preferences of 
their peers, superiors or constituents, regardless of what the evidence 
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says. Only one model (OMRU) implicitly considers these factors in 
one of its elements (“concern”), but it does not explain them explicitly 
or provide strategies to address them.

A fifth limitation is that none of the models provide an explicit 
explanation about the proportion of external factors such as values in 
the provided solution or policy options, or how much adaptation of 
research evidence is acceptable or desirable. All models acknowledge 
that research evidence is not the only factor that influences policy 
decisions, and that other factors such as values, interests, resources 
and feasibility also play a role. Some models use different terms to 
refer to the combination of research evidence and external factors, 
such as innovation (OMRU and FRDU), policy idea (CHSRF and 
EIPPP) or adapted version of research evidence (The JBI model, 
TKPA, MLRA and the SPIRIT action framework). However, none of 
them specify how much weight should be given to each factor, or how 
much modification of research evidence is allowed or recommended 
to make it more adoptable.

A sixth limitation is that all models emphasize the importance of 
collaboration between researchers and policy makers or engagement 
of stakeholders in EIPM, but none of them consider the heterogeneity 
of these groups or provide clear guidance on how to facilitate this 
collaboration. Researchers and policy makers have different 
backgrounds, knowledge, experiences and responsibilities, which may 
create challenges for communication, trust and mutual understanding. 
Stakeholders may also have diverse and conflicting interests, values 
and perspectives, which may affect their willingness and ability to 
participate in EIPM. Therefore, it is not enough to simply state that 
collaboration or engagement is necessary, but also to explain how it 
should be done, what strategies should be used, and what outcomes 
should be expected.

Despite these limitations, the models also have some strengths 
that are worth noting. For example, OMRU accounts for the user’s 
perception of innovation or policy idea, which is an important factor 
for adoption and implementation. The CHSRF Model recognizes the 
role of research funders as key actors in EIPM, who can influence the 
supply and demand of research evidence. Three models (TKPA; 
SPIRIT and EIPPP) incorporate a dynamic view of change theory in 
their models, which acknowledges that EIPM is influenced change 
theory. Also, KTA recommends that the knowledge creation and 
dissemination should be adjusted to the user needs, which is consistent 
with the principles of knowledge translation. A summary of the 
strengths and drawbacks of the models, based on both previous and 
our own critiques, is presented in Table 2.

Discussion

In this review, we examined nine models of EIPM in healthcare 
that have been proposed and applied in different contexts and settings. 
We identified some common strengths and limitations of these models 
based on existing critiques and our own analysis, which are 
summarized in Table 2. We found that these models have almost the 
same overall approach to the policy making. They are mostly from an 
academic perspective and, as Cairney and colleagues (153) stated, they 
offer three main strategies: enhancing the quality and relevance of 
evidence; providing information to policy makers; and facilitating 
collaboration and communication among stakeholders. These 
strategies are similar to those that have been suggested by recent 

scholars (39–41) who want to inject more evidence into the policy 
process. Interestingly, these strategies that are resembled in all nine 
models are also reminiscent of those that Weiss (154) discussed three 
decades ago. She explained that “the dominant approach to policy 
research over the years has assumed the existence of a benevolent and 
powerful decision maker.” She also listed various guidelines for 
researchers who want to influence policy makers, such as finding out 
who the key decision maker is; meeting with him or her personally; 
aligning the research with the questions he or she poses; engaging him 
or her in the research process; sharing results frequently and promptly; 
using simple language and concise summaries; ensuring that the 
results and the policy implications are realistic within the institutional 
context; and anticipating and preventing the potential difficulties in 
implementing the policy suggestions. It is surprising that the 
recommendations that Weiss mentioned, where she was already 
skeptical of these suggestions, have not changed much since then, even 
though a lot of scholarship has been done in this field (17).

The use of evidence in policymaking is both complex and 
dynamic, as the real world of policy making is complicated and 
chaotic. Policymakers routinely use a wide range of research and 
non-research evidence obtained from multiple actors and sources, 
which are subject to the challenges and contests of different networks 
with their own rules and frames. Policymakers also base their 
decisions on a combination of emotions, knowledge and shortcuts, 
which vary depending on the time, context and circumstance (155). 
Moreover, because policymaking processes are inherently political, so 
is their use of evidence, which may not match the normative 
expectations of how they should use research evidence (155). 
However, based on our analysis of the strengths and limitations of the 
models, we suggest that they can be grouped into three broad areas 
based on their underlying theoretical perspectives: sociology of 
knowledge, change theory and complexity science. We believe that 
considering concepts from these theoretical perspectives can help to 
form a more comprehensive and nuanced understanding of EIPM and 
to address these challenges.

Sociology of knowledge is one of the three broad areas that 
we suggest the strengths and limitations of the models can fall into. 
This area aims to understand how particular ideas, such as policy ideas 
or innovations, are constructed and promoted in the context of 
scientific activities. From this perspective, the quality of research may 
be less relevant to its potential influence than the way the ideas derived 
from research are received, translated and promoted (17). To illustrate 
this point, we will discuss one of the most influential approaches 
within sociology of knowledge: actor-network theory (ANT). 
According to ANT, policymaking and research are extremely complex 
processes, involving a diverse number of actors. It also suggests that 
the potential for major change is ever present, as the heterogeneous 
networks that underpin particular policy systems and ways of thinking 
might suddenly break down or reconfigure (17, 156). Moreover, ANT 
argues that ideas must be translated as they move between actors and 
across boundaries, which means that they are adapted and 
transformed in the process, rather than transferred unchanged like 
batons in a relay race (17). However, none of the models adequately 
account for the dynamics and diversity of the actors and networks 
involved in the production and dissemination of policy ideas or 
innovations. While some models acknowledge the importance of 
policy ideas or innovations, they do not specify how these ideas are 
modified or adapted as they cross different boundaries and contexts. 
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TABLE 2 Summary of strengths and limitations of different models of evidence-informed policy making in healthcare based on existing critiques and our own analysis.

Included models Other scholars’ critique Our critiques

Strengths Drawbacks Strengths Drawbacks

OMRU

 • Operational focus (100).

 • Dynamic and interactive approach (101, 102).

 • Stakeholder involvement (101).

 • Complex systems thinking (102).

 • Local context facilitation and Continuity of 

care interventions (104).

 • Tailored knowledge translation 

strategies (105).

 • Efficient and adaptable approach (105).

 • Clear and easy to use (106).

 • Multiple socio-ecological levels (107).

 • High demand for time and 

resources (103).

 • Lack of specific guidance (103).

 • Limited applicability in low-resource 

contexts (103).

 • Narrow focus on clinical practice 

setting (106).

 • Need for further development and 

validation (106).

 • Omission of research production or 

knowledge creation (106).

 • Possible scope limitation and factor 

omission (108).

 • Emphasizing innovation or idea 

over evidence.

 • Accounts for the users’ perception of the 

innovation.

 • Presupposes a rational approach to policy-making.

 • Lacks alternatives for time-sensitive or crisis situations.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Detail and specificity on policy maker-researcher relationship are 

missing.

CHSRF

 • Linkage and exchange (110).

 • Consistency with evidence-based policy 

making (86).

 • Relationship and communication 

improvement (62).

 • Relevance for policy communities, funding 

and brokering (111).

 • Interaction between producers and users 

of (112).

 • Complex and variable partnerships (113).

 • Lack of development in the research 

literature (112).

 • Emphasizing idea over evidence.

 • Distinguishing four types of actors for 

evidence-informed decision making.

 • Recognizing the role of research funders 

as a key group.

 • Presupposes a rational approach to policy-making.

 • Lacks alternatives for time-sensitive or crisis situations.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making.

 • Does not consider organizational change theories.

 • Does not clarify how the communication should happen.

FRDU

 • Multiple constructs and stakeholders 

addressed (114).

 • Stages and variables of research 

dissemination and utilization clarified (115).

 • Strong and comprehensive theoretical 

basis (116).

 • Communities of practice supported (116).

 • One-way and limited relationship 

assumed (114).

 • Lack of empirical support or 

validation (117).

 • No specific or comprehensive theoretical 

basis for knowledge translation (118).

 • Political and dynamic context of policy 

making ignored (119).

 • Emphasizing innovation or idea over 

evidence.

 • Presupposes a rational approach to policy-making.

 • Lacks alternatives for time-sensitive or crisis situations.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making.

 • Omits the role of knowledge brokers and purveyors.

EIPPP

 • Evidence-policy-community alignment (120).

 • Evidence-policy-capacity-context 

linkage (121).

 • Three socio-ecological levels, policy context 

and interaction addressed (122).

 • Lack of consistent and theory-based 

link (121).

 • Political and changing policy-making 

context neglected (119).

 • Emphasizing innovation or idea over 

evidence.

 • Presupposes a rational approach to policy-making.

 • Lacks alternatives for time-sensitive or crisis situations.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making.

(Continued)

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Jab
ali et al. 

10
.3

3
8

9
/fp

u
b

h
.2

0
24

.12
6

4
3

15

Fro
n

tie
rs in

 P
u

b
lic H

e
alth

15
fro

n
tie

rsin
.o

rg

TABLE 2 (Continued)

Included models Other scholars’ critique Our critiques

Strengths Drawbacks Strengths Drawbacks

 • Key intervention points, factors and 

influences pinpointed (123).

 • Intervention design, policy processes and 

evidence use informed (124).

 • Researchers and policy actors guided in using 

evidence (125).

 • Other knowledge utilization theories 

enhanced by external factors’ impact (126).

 • Evidence use in decision making 

demonstrated (123).

 • Knowledge generation beyond policy 

idea ignored (123).

 • Limited detail on decision making 

influences (123).

 • Incorporates a complex and dynamic 

view of change theory.

 • Does not explicitly recognize the role of evidence in 

agenda setting.

 • Overlooks power dynamics or political interests in evidence use 

and implementation.

 • Assumes homogeneity between policy makers and researchers.

 • Ignores conflicts or trade-offs between evidence types or sources.

 • Omits the role of knowledge brokers and purveyors.

 • Lacks guidance or strategies on assessing, developing, or 

enhancing capacities.

JBI

 • Comprehensive and inclusive model with 

diverse evidence integration (128).

 • Insights into knowledge application and use 

in various and complex settings (128).

 • Coverage of different aspects of healthcare 

and diversity of contexts and evidence 

types (129).

 • Incorporates evidence summaries as a 

streamlined and timely approach to 

evidence synthesis.

 • Integrates the expertise of policy makers 

and the experience of target groups in 

the policy options (evidence generation).

 • Incorporates a complex and dynamic 

view of change theory.

 • Presupposes a rational approach to policy-making.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making.

 • Assumes homogeneity between policy makers and researchers.

TKPA

 • New element of policy learning with data and 

information use (130).

 • Scientific evidence and research results 

helped create accepted health plans (130).

 • New component of policy learning better 

than Kingdon’s policy window (130).

 • Action through agenda setting, coalition 

building and data and information 

learning (19).

 • Incorporates a complex and dynamic 

view of change theory.

 • Presupposes a rational approach to policy-making.

 • Lacks alternatives for time-sensitive or crisis situations.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making.

 • Expects easy coalition and ignores divergent interests among 

stakeholders.

KTA

 • Clear and comprehensive framework for 

knowledge translation and IKT with social 

constructivism (133, 134).

 • Guide for considering key elements 

inknowledge translation process (135).

 • General and flexible implementation 

guide (134).

 • Strong evidence base and validity (131).

 • No clear criteria for measuring 

success (138).

 • No detailed guidance on action 

cycle steps.

 • Unknown suitability as knowledge 

transfer account (77).

 • Not applicable or relevant in low-income 

countries (119).

 • Adjusting knowledge creation and 

dissemination to user needs

 • Presupposes a rational approach to policy-making.

 • Lacks alternatives for time-sensitive or crisis situations.

 • Not capture the diversity and complexity of policy problems 

and contexts.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making

(Continued)
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TABLE 2 (Continued)

Included models Other scholars’ critique Our critiques

Strengths Drawbacks Strengths Drawbacks

 • Systematic framework and methods for 

research translation, barrier overcoming, 

outcome measurement, and 

sustainability (24).

 • Dynamic and interactive process for 

knowledge creation and improvement (136).

 • Detailed picture of research use actions and 

strategies (137).

 • Lacking details on knowledge 

synthesis (137).

 • Poor linkage between knowledge 

creation and action (137).

MLRA

 • Detailed guidance on research 

dissemination (137).

 • Accounting for research-policy factors (137).

 • Unclear dissemination/use factor (137).

 • Design stage and other actors 

neglected (140).

 • Unclear value/utilization of health 

information (141).

 • Contextual challenges/opportunities 

ignored (141).

 • Funding agencies’ priorities/responses 

unaddressed (142).

 • Unrefined/unevaluated research evidence 

used (143).

 • Considers the general climate as the first 

step in linking research to action.

 • Facilitates user pull with one-stop shop 

for high-quality reviews.

 • Exploits teachable moments to profile 

high-quality reviews

 • Presupposes a rational approach to policy-making.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Overlooks cognitive shortcuts and social norms in policy making.

 • Lacks guidance for dealing with ambiguous or contradictory 

evidence.

SPIRIT

 • Clear and practical guidance for studying 

causal pathways and testing 

effectiveness (144).

 • Clear aim, sound knowledge base, practical 

guidance, and knowledge-building 

potential (106).

 • Covers agenda-setting stage, diverse roles of 

research, and practical strategies and 

tools (19).

 • Based on rigorous and systematic trial, 

refined and validated by evidence and 

feedback (145).

 • Comprehensively and realistically depicts 

various influences on policy decisions (146).

 • Under evaluation, lacks published 

evidence, may need improvement, may 

face difficulties in being widely 

used (147).

 • Ignores stakeholders’ role in EIPM and 

their evidence integration. Only focuses 

on research evidence use (148).

 • Considering catalyst: reason, context and 

timeliness of research use.

 • Capacity assessment at the early stage.

 • Assumes availability and quality of evidence.

 • Neglects the unintended or unexpected effects of policy actions.

 • Unclear on how it uses and applies organizational change, and 

cognitive behavioral theory so overlooks cognitive shortcuts and 

social norms in policy making.

 • Lacks guidance on addressing low capacity or selecting and 

tailoring strategies.

 • Overlooks the tensions or conflicts between research rigor and 

policy relevance.
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They also do not address how external factors, such as values or power 
relations, shape the content and reception of these ideas.

Another theoretical perspective that can help us understand the 
strengths and limitations of the models is change theory, which is 
based on theories that explain how and why change occurs in social, 
political, economic or organizational systems (157, 158). Change 
theory recognizes that change is not a simple or rational process, but 
rather a complex and dynamic one that involves multiple factors and 
actors (157). Change theory also acknowledges that change is 
influenced by the historical and institutional context in which it takes 
place, and that past choices and events can constrain or enable the 
range of possible outcomes in the present and future. Concepts such 
as path dependency and historical institutionalism are useful for 
understanding how institutions shape and influence change processes 
and outcomes (157, 158). Although some of the models do consider 
the general climate of the organization that is the subject of change or 
innovation, such as its culture, values, norms, beliefs, etc., they do not 
offer sufficient solutions or strategies to deal with the challenges and 
opportunities that arise from these aspects. These aspects can also 
affect the receptivity and resistance to change or innovation within an 
organization. For example, some models do not provide guidance on 
how to deal with low organizational capacity, how to select and tailor 
strategies to suit different organizational contexts, or how to overcome 
institutional barriers or path dependencies that hinder change 
or innovation.

The last area that we will consider is complexity sciences, which 
provide a new way of thinking that challenges traditional mechanistic 
thinking and helps us understand the complex and difficult process of 
research use in policy making (159). Based on a constructivist 
approach, complexity sciences can accommodate various 
epistemological interests and offer methodological, conceptual and 
theoretical tools for studying research use, such as knowledge 
translation and implementation studies (159). Complexity theories 
can help us better understand and support EIPM by exploring and 
‘capturing’ the diverse factors and processes involved in knowledge 
transfer, while cautioning us not to expect generalizable rules for 
increasing evidence uptake (160). One of these approaches is systems 
thinking: Systems thinking is a useful way to apply research and 
knowledge to health policy and practice (161). It looks at the whole 
system of elements, actors and context that affect how research is used. 
It helps to see how health issues and solutions are linked to many 
factors and actors, and how to adapt evidence and knowledge to 
different situations (161). However, none of the models that 
we reviewed in this article adequately capture the complexity and 
unpredictability of research use in policy and practice. They neglect 
the unintended or unexpected effects of policy idea or innovation that 
is offered, and they do not consider the complexity of the problem that 
the policy idea or innovation is supposed to address. Moreover, even 
though EIPP model (27) acknowledges that problems and solutions 
are not fixed or static, but dynamic and evolving, it does not explain 
the unintended consequences of the policy idea that is a potential 
policy action. Therefore, the models need to incorporate more 
complexity-based concepts and methods to better understand and 
support EIPM in healthcare.

Our work is not the first to review different models of evidence-
policy interactions, but it adds to the existing literature by exploring 
the models and their features. We believe that this critical review can 
help to form a more comprehensive and nuanced understanding of 

EIPM and to address the challenges and opportunities that arise from 
the complexity and diversity of evidence-policy interrelationships. 
Several other articles have also reviewed different models of evidence-
policy interactions, but with different scopes and focuses. For example, 
Votruba et al. (19) focused on mental health and LMICs; Milat and Li 
(24) focused on public health and health promotion; Baumann et al. 
(162) focused on dissemination frameworks; Tabak et  al. (163) 
focused on dissemination and implementation frameworks; Strifler 
et al. (46) focused on knowledge translation theories, models and 
frameworks; and Davison et al. (164) focused on knowledge to action 
models or frameworks for promoting health equity. These articles also 
recognized the diversity and complexity of evidence-policy 
interrelationships, and the need for more comprehensive and nuanced 
frameworks to understand and facilitate research use. However, they 
did not critically explore different model of EIPM, as we  did in 
our work.

Limitation

This review has some limitations that should be acknowledged. 
First, we only searched three databases (PubMed, Scopus, Web of 
Science) for relevant papers, which may have resulted in missing 
some studies from other sources. These databases are comprehensive 
and widely used, so we believe that we captured the most pertinent 
frameworks and models for evidence-informed policy making. 
Another limitation is that we did not conduct a quality appraisal of 
the original articles that presented the models, as we justified in the 
methods section. We  acknowledge that quality appraisal can 
be useful for some purposes and readers may have different opinions 
about the models. In addition, we excluded some models that were 
similar to previous ones or that only covered one aspect of the 
evidence-informed policy making process, as shown in Table  1. 
Furthermore, our strict inclusion criteria might have omitted some 
relevant studies that did not meet our definition of a framework or 
a model. Finally, our critique and analysis focused on application of 
the models at the legislative level of policymaking; their usefulness 
and limitations may differ when applied to administrative or clinical 
levels of policy.

Conclusion

This study is the first critical review of different models of EIPM 
in healthcare, to our knowledge. We identified nine models that are 
applicable to healthcare decision making, and we  described their 
strengths and limitations. Our aim was to provide a resource to 
facilitate the use of evidence in policy making by applying different 
models of EIPM. Besides our own critiques, we also considered other 
scholars’ opinions about the models. We acknowledge that the models 
have many strengths, but we also highlight their shortcomings in three 
broad areas: sociology of knowledge, change theory and complexity 
science. These shortcomings suggest that we need a model that can 
help us plan for different scenarios in policy making, taking into 
account the different environments and complexities of the problems. 
This study can be useful for decision makers who are interested in 
EIPM, as well as for researchers who want to explore different aspects 
of models in EIPM in healthcare.

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Jabali et al. 10.3389/fpubh.2024.1264315

Frontiers in Public Health 18 frontiersin.org

Author contributions

SJ: Conceptualization, Investigation¸ Methodology, Writing – 
original draft, Writing – review & editing. SY: Conceptualization, 
Methodology, Writing – review & editing. HP: Writing – review & 
editing. MM: Project administration, Supervision, Validation, Writing 
– review & editing.

Funding

The author(s) declare financial support was received for the 
research, authorship, and/or publication of this article. This study was 
part of a PhD thesis supported by Iran University of Medical Sciences, 
Iran (IUMS/SHMIS_98–2–37-15539).

Acknowledgments

The authors would like to acknowledge the support of Iran 
University of Medical Sciences.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpubh.2024.1264315/
full#supplementary-material

References
 1. Oxman AD, Lavis JN, Lewin S, Fretheim A. SUPPORT tools for evidence-informed 

health policymaking (STP) 1: what is evidence-informed policymaking? Health Res 
Policy Syst. (2009) 7:S1. doi: 10.1186/1478-4505-7-S1-S1

 2. Backer TE. Knowledge utilization: the third wave. Knowledge. (1991) 12:225–40. 
doi: 10.1177/107554709101200303

 3. Bornmann L. Measuring the societal impact of research: research is less and less 
assessed on scientific impact alone—we should aim to quantify the increasingly 
important contributions of science to society. EMBO Rep. (2012) 13:673–6. doi: 10.1038/
embor.2012.99

 4. Sackett DL, Rosenberg WM, Gray JM, Haynes RB, Richardson WS. Evidence based 
medicine: what it is and what it isn't. BMJ. (1996) 312:71–2. doi: 10.1136/bmj.312. 
7023.71

 5. Eddy DM. Evidence-based medicine: a unified approach. Health Aff. (2005) 
24:9–17. doi: 10.1377/hlthaff.24.1.9

 6. Brownson RC, Chriqui JF, Stamatakis KA. Understanding evidence-based public 
health policy. Am J Public Health. (2009) 99:1576–83. doi: 10.2105/AJPH.2008.156224

 7. Weiss CH. Knowledge creep and decision accretion. Knowledge. (1980) 1:381–404. 
doi: 10.1177/107554708000100303

 8. Weiss CH. The many meanings of research utilization. Public Adm Rev. (1979) 
39:426–31. doi: 10.2307/3109916

 9. Caplan N. The two-communities theory and knowledge utilization. Am Behav Sci. 
(1979) 22:459–70. doi: 10.1177/000276427902200308

 10. Weiss CH. If program decisions hinged only on information: A response to Patton. 
Eval Pract. (1988) 9:15–28. doi: 10.1177/109821408800900302

 11. Room G. Evidence for agile policy makers: the contribution of transformative 
realism. Evid Policy. (2013) 9:225–44. doi: 10.1332/174426413X662653

 12. Bannister J, O’Sullivan A. Evidence and the antisocial behaviour policy cycle. Evid 
Policy. (2014) 10:77–92. doi: 10.1332/174426413X662824

 13. Stewart R. A theory of change for capacity building for the use of research evidence 
by decision makers in southern Africa. Evid Policy. (2015) 11:547–57. doi: 
10.1332/174426414X1417545274793

 14. Goldenberg MJ. On evidence and evidence-based medicine: lessons from the 
philosophy of science. Soc Sci Med. (2006) 62:2621–32. doi: 10.1016/j.
socscimed.2005.11.031

 15. Pawson R. Systematic obfuscation: A critical analysis of the meta-analytic approach. 
Evidence-based policy: A realist perspective. Thousand Oaks, CA: SAGE Publications 
(2006).

 16. World Health Organization. Fifty-first world health assembly, Geneva, 11–16 may 
1998: Resolutions and decisions, annexes. Geneva: World Health Organization (1998).

 17. Smith K. Beyond evidence based policy in public health: The interplay of ideas. 
London: Palgrave Macmillan (2013).

 18. Pearson M, Smith KE. What does it mean to ‘use evidence’? Applying a broader 
understanding to inform the design of strategies to enable the use of evidence. Evid 
Policy. (2020) 16:3–5. doi: 10.1332/174426419X15760532556016

 19. Votruba N, Ziemann A, Grant J, Thornicroft G. A systematic review of frameworks 
for the interrelationships of mental health evidence and policy in low-and middle-
income countries. Health Res Policy Syst. (2018) 16:1–17. doi: 10.1186/s12961-018-0357-2

 20. Estabrooks CA, Thompson DS, Lovely JJE, Hofmeyer A. A guide to knowledge 
translation theory. J Contin Educ Health Prof. (2006) 26:25–36. doi: 10.1002/chp.48

 21. Esmail R, Hanson HM, Holroyd-Leduc J, Brown S, Strifler L, Straus SE, et al. A 
scoping review of full-spectrum knowledge translation theories, models, and 
frameworks. Implement Sci. (2020) 15:1–14. doi: 10.1186/s13012-020-0964-5

 22. McKibbon K, Lokker C, Wilczynski NL, Ciliska D, Dobbins M, Davis DA, et al. A 
cross-sectional study of the number and frequency of terms used to refer to knowledge 
translation in a body of health literature in 2006: a tower of babel? Implement Sci. (2010) 
5:1–11. doi: 10.1186/1748-5908-5-16

 23. Khalil H. Knowledge translation and implementation science: What is the 
difference? Int J Evid Based Healthc. (2016) 14:39–40. doi: 10.1097/XEB. 
0000000000000086

 24. Milat AJ, Li B. Narrative review of frameworks for translating research evidence 
into policy and practice. Public Health Res Pract. (2017) 27:2711704. doi: 10.17061/
phrp2711704

 25. Graham ID, Logan J, Harrison MB, Straus SE, Tetroe J, Caswell W, et al. Lost in 
knowledge translation: time for a map? J Contin Educ Health Prof. (2006) 26:13–24. doi: 
10.1002/chp.47

 26. Frost H, Geddes R, Haw S, Jackson CA, Jepson R, Mooney D, et al. Experiences of 
knowledge brokering for evidence-informed public health policy and practice: three 
years of the Scottish collaboration for public Health Research and policy. Evid Policy. 
(2012) 8:347–59. doi: 10.1332/174426412X654068

 27. Bowen S, Zwi AB. Pathways to “evidence-informed” policy and practice: a 
framework for action. PLoS Med. (2005) 2:e166. doi: 10.1371/journal.pmed.0020166

 28. Chalmers I. If evidence-informed policy works in practice, does it matter if it 
doesn’t work in theory? Evid Policy. (2005) 1:227–42. doi: 10.1332/1744264053730806

 29. Lomas J, Brown AD. Research and advice giving: a functional view of evidence-
informed policy advice in a Canadian Ministry of Health. Milbank Q. (2009) 87:903–26. 
doi: 10.1111/j.1468-0009.2009.00583.x

 30. Edwards A, Zweigenthal V, Olivier J. Evidence map of knowledge translation 
strategies, outcomes, facilitators and barriers in African health systems. Health Res Policy 
Syst. (2019) 17:1–14. doi: 10.1186/s12961-019-0419-0

 31. Langlois EV, Becerril Montekio V, Young T, Song K, Alcalde-Rabanal J, Tran N. 
Enhancing evidence informed policymaking in complex health systems: lessons from 
multi-site collaborative approaches. Health Res Policy Syst. (2016) 14:1–11. doi: 10.1186/
s12961-016-0089-0

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1264315/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1264315/full#supplementary-material
https://doi.org/10.1186/1478-4505-7-S1-S1
https://doi.org/10.1177/107554709101200303
https://doi.org/10.1038/embor.2012.99
https://doi.org/10.1038/embor.2012.99
https://doi.org/10.1136/bmj.312.7023.71
https://doi.org/10.1136/bmj.312.7023.71
https://doi.org/10.1377/hlthaff.24.1.9
https://doi.org/10.2105/AJPH.2008.156224
https://doi.org/10.1177/107554708000100303
https://doi.org/10.2307/3109916
https://doi.org/10.1177/000276427902200308
https://doi.org/10.1177/109821408800900302
https://doi.org/10.1332/174426413X662653
https://doi.org/10.1332/174426413X662824
https://doi.org/10.1332/174426414X1417545274793
https://doi.org/10.1016/j.socscimed.2005.11.031
https://doi.org/10.1016/j.socscimed.2005.11.031
https://doi.org/10.1332/174426419X15760532556016
https://doi.org/10.1186/s12961-018-0357-2
https://doi.org/10.1002/chp.48
https://doi.org/10.1186/s13012-020-0964-5
https://doi.org/10.1186/1748-5908-5-16
https://doi.org/10.1097/XEB.0000000000000086
https://doi.org/10.1097/XEB.0000000000000086
https://doi.org/10.17061/phrp2711704
https://doi.org/10.17061/phrp2711704
https://doi.org/10.1002/chp.47
https://doi.org/10.1332/174426412X654068
https://doi.org/10.1371/journal.pmed.0020166
https://doi.org/10.1332/1744264053730806
https://doi.org/10.1111/j.1468-0009.2009.00583.x
https://doi.org/10.1186/s12961-019-0419-0
https://doi.org/10.1186/s12961-016-0089-0
https://doi.org/10.1186/s12961-016-0089-0


Jabali et al. 10.3389/fpubh.2024.1264315

Frontiers in Public Health 19 frontiersin.org

 32. Head BW. Toward more “evidence-informed” policy making? Public Adm Rev. 
(2016) 76:472–84. doi: 10.1111/puar.12475

 33. Matthews P, Rutherfoord R, Connelly S, Richardson L, Durose C, Vanderhoven D. 
Everyday stories of impact: interpreting knowledge exchange in the contemporary 
university. Evid Policy. (2018) 14:665–82. doi: 10.1332/174426417X14982110094140

 34. El-Jardali F, Lavis JN, Jamal D, Ataya N, Dimassi H. Evidence-informed health 
policies in eastern Mediterranean countries: comparing views of policy makers and 
researchers. Evid Policy. (2014) 10:397–420. doi: 10.1332/174426514X672380

 35. Reid G, Connolly J, Halliday W, Love A-M, Higgins M, MacGregor A. Minding 
the gap: the barriers and facilitators of getting evidence into policy when using a 
knowledge-brokering approach. Evid Policy. (2017) 13:29–38. doi: 10.1332/17442641
6X14526131924179

 36. Makkar SR, Williamson A, Turner T, Redman S, Louviere J. Using conjoint analysis 
to develop a system to score research engagement actions by health decision makers. 
Health Res Policy Syst. (2015) 13:1–16. doi: 10.1186/s12961-015-0013-z

 37. Kingdon J. Agendas, alternatives, and public policies, update edition, with an 
epilogue on health care. Pearson New international edition. 2nd ed. London: Pearson 
Education Limited (2013).

 38. Boaz A, Gough D. Complexity and clarity in evidence use. Evid Policy. (2012) 
8:3–5. doi: 10.1332/174426412X620092

 39. Oliver K, Innvar S, Lorenc T, Woodman J, Thomas J. A systematic review of 
barriers to and facilitators of the use of evidence by policymakers. BMC Health Serv Res. 
(2014) 14:1–12. doi: 10.1186/1472-6963-14-2

 40. Mitton C, Adair CE, McKenzie E, Patten SB, Perry BW. Knowledge transfer and 
exchange: review and synthesis of the literature. Milbank Q. (2007) 85:729–68. doi: 
10.1111/j.1468-0009.2007.00506.x

 41. Haynes A, Rowbotham SJ, Redman S, Brennan S, Williamson A, Moore G. What 
can we learn from interventions that aim to increase policy-makers’ capacity to use 
research? A realist scoping review. Health Res Policy Syst. (2018) 16:1–27. doi: 10.1186/
s12961-018-0277-1

 42. LaRocca R, Yost J, Dobbins M, Ciliska D, Butt M. The effectiveness of knowledge 
translation strategies used in public health: a systematic review. BMC Public Health. 
(2012) 12:1–15. doi: 10.1186/1471-2458-12-751

 43. Redman S, Turner T, Davies H, Williamson A, Haynes A, Brennan S, et al. The 
SPIRIT action framework: A structured approach to selecting and testing strategies to 
increase the use of research in policy. Soc Sci Med. (2015) 136-137:147–55. doi: 10.1016/j.
socscimed.2015.05.009

 44. Rycroft-Malone J, Bucknall T. Theory, frameworks, and models: Models and 
frameworks for implementing evidence-based practice: Linking evidence to action. Sigma 
Theta Tau International and Wiley-Blackwell. (2010).

 45. Nilsen P. Overview of theories, models and frameworks in implementation science 
In: P Nilsen and SA Birken, editors. Handbook on implementation science. Cheltenham: 
Edward Elgar Publishing (2020). 8–31.

 46. Strifler L, Cardoso R, McGowan J, Cogo E, Nincic V, Khan PA, et al. Scoping review 
identifies significant number of knowledge translation theories, models, and frameworks with 
limited use. J Clin Epidemiol. (2018) 100:92–102. doi: 10.1016/j.jclinepi.2018.04.008

 47. Nath S. Getting research into policy and practice (GRIPP): Frontiers in 
reproductive health, Population Council; (2007).

 48. Powell A, Davies H, Nutley S. Missing in action? The role of the knowledge 
mobilisation literature in developing knowledge mobilisation practices. Evid Policy. 
(2017) 13:201–23. doi: 10.1332/174426416X14534671325644

 49. Bonell C, Farah J, Harden A, Wells H, Parry W, Fletcher A, et al. Systematic review 
of the effects of schools and school environment interventions on health: evidence 
mapping and synthesis. Public Health Res. (2013) 1:319. doi: 10.3310/phr01010

 50. Grant MJ, Booth A. A typology of reviews: an analysis of 14 review types and 
associated methodologies. Health Info Libr J. (2009) 26:91–108. doi: 
10.1111/j.1471-1842.2009.00848.x

 51. Carnwell R, Daly W. Strategies for the construction of a critical review of the 
literature. Nurse Educ Pract. (2001) 1:57–63. doi: 10.1054/nepr.2001.0008

 52. Shibayama S, Wang J. Measuring originality in science. Scientometrics. (2020) 
122:409–27. doi: 10.1007/s11192-019-03263-0

 53. Lomas J. Finding audiences, changing beliefs: the structure of research use in 
Canadian health policy. J Health Polit Policy Law. (1990) 15:525–42. doi: 
10.1215/03616878-15-3-525

 54. Campbell M, Egan M, Lorenc T, Bond L, Popham F, Fenton C, et al. Considering 
methodological options for reviews of theory: illustrated by a review of theories linking 
income and health. Syst Rev. (2014) 3:1–11. doi: 10.1186/2046-4053-3-114

 55. Logan J, Graham ID. Toward a comprehensive interdisciplinary model of health 
care research use. Sci Commun. (1998) 20:227–46. doi: 10.1177/1075547098020002004

 56. Graham ID, Logan J. Translating research-innovations in knowledge transfer and 
continuity of care. Can J Nurs Res. (2004) 36:89–104.

 57. Kitson A, Harvey G, McCormack B. Enabling the implementation of evidence 
based practice: a conceptual framework. BMJ Qual Saf. (1998) 7:149–58. doi: 10.1136/
qshc.7.3.149

 58. Rycroft-Malone J. The PARIHS framework—a framework for guiding the 
implementation of evidence-based practice. J Nurs Care Qual. (2004) 19:297–304. doi: 
10.1097/00001786-200410000-00002

 59. Glasgow RE, Vogt TM, Boles SM. Evaluating the public health impact of health 
promotion interventions: the RE-AIM framework. Am J Public Health. (1999) 
89:1322–7. doi: 10.2105/AJPH.89.9.1322

 60. Hanney S, Packwood T, Buxton M. Evaluating the benefits from health research 
and development centres: a categorization, a model and examples of application. 
Evaluation. (2000) 6:137–60. doi: 10.1177/13563890022209181

 61. Hanney SR, Gonzalez-Block MA, Buxton MJ, Kogan M. The utilisation of health 
research in policy-making: concepts, examples and methods of assessment. Health Res 
Policy Syst. (2003) 1:1–28. doi: 10.1186/1478-4505-1-2

 62. CHSR Foundation. Health services research and evidence-based decision-making. 
Ottawa ON: Canadian Health Services Research Foundation (2000).

 63. Stetler CB. Updating the Stetler model of research utilization to facilitate evidence-
based practice. Nurs Outlook. (2001) 49:272–9. doi: 10.1067/mno.2001.120517

 64. Titler MG, Kleiber C, Steelman VJ, Rakel BA, Budreau G, Everett LQ, et al. The 
Iowa model of evidence-based practice to promote quality care. Crit Care Nurs Clin 
North Am. (2001) 13:497–509. doi: 10.1016/S0899-5885(18)30017-0

 65. Dobbins M, Ciliska D, Cockerill R, Barnsley J, DiCenso A. A framework for the 
dissemination and utilization of research for health-care policy and practice. Worldviews 
Evid Based Nurs. (2002) E9:149–60. doi: 10.1111/j.1524-475X.2002.00149.x

 66. Pearson A, Wiechula R, Court A, Lockwood C. The JBI model of evidence-based 
healthcare. Int J Evid Based Healthc. (2005) 3:207–15. doi: 
10.1111/j.1479-6988.2005.00026.x

 67. Jordan Z, Lockwood C, Aromataris E, Pilla B, Porritt K, Klugar M, et al. JBI series 
paper 1: introducing JBI and the JBI model of EHBC. J Clin Epidemiol. (2022) 150:191–5. 
doi: 10.1016/j.jclinepi.2022.04.008

 68. Ashford LS, Smith RR, De Souza R-M, Fikree FF, Yinger NV. Creating windows of 
opportunity for policy change: incorporating evidence into decentralized planning in 
Kenya. Bull World Health Organ. (2006) 84:669–72. doi: 10.2471/BLT.06.030593

 69. Lavis JN, Lomas J, Hamid M, Sewankambo NK. Assessing country-level efforts to 
link research to action. Bull World Health Organ. (2006) 84:620–8. doi: 10.2471/
BLT.06.030312

 70. Gagnon F, Turgeon J, Dallaire C. Healthy public policy: A conceptual cognitive 
framework. Health Policy. (2007) 81:42–55. doi: 10.1016/j.healthpol.2006.05.012

 71. Majdzadeh R, Sadighi J, Nejat S, Mahani AS, Gholami J. Knowledge translation for 
research utilization: design of a knowledge translation model at Tehran University of 
Medical Sciences. J Contin Educ Health Prof. (2008) 28:270–7. doi: 10.1002/chp.193

 72. McWilliam CL, Kothari A, Kloseck M, Ward-Griffin C, Forbes D. Organizational 
learning for evidence-based practice: a ‘PAKT’ for success. J Chang Manag. (2008) 
8:233–47. doi: 10.1080/14697010802397016

 73. Goetghebeur MM, Wagner M, Khoury H, Levitt RJ, Erickson LJ, Rindress D. 
Evidence and Value: Impact on DEcisionMaking–the EVIDEM framework and potential 
applications. BMC Health Serv Res. (2008) 8:1–16. doi: 10.1186/1472-6963-8-270

 74. Feldstein AC, Glasgow RE. A practical, robust implementation and sustainability 
model (PRISM) for integrating research findings into practice. Jt Comm J Qual Patient 
Saf. (2008) 34:228–43. doi: 10.1016/s1553-7250(08)34030-6

 75. Ogilvie D, Craig P, Griffin S, Macintyre S, Wareham NJ. A translational framework 
for public health research. BMC Public Health. (2009) 9:1–10. doi: 10.1186/1471- 
2458-9-116

 76. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. 
Fostering implementation of health services research findings into practice: a 
consolidated framework for advancing implementation science. Implement Sci. (2009) 
4:1–15. doi: 10.1186/1748-5908-4-50

 77. Ward V, House A, Hamer S. Developing a framework for transferring knowledge 
into action: a thematic analysis of the literature. J Health Serv Res Policy. (2009) 
14:156–64. doi: 10.1258/jhsrp.2009.008120

 78. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of evidence-
based practice implementation in public service sectors. Adm Policy Ment Health Ment 
Health Serv Res. (2011) 38:4–23. doi: 10.1007/s10488-010-0327-7

 79. Liang Z, Howard PF, Leggat SG, Murphy G. A framework to improve evidence-
informed decision-making in health service management. Aust Health Rev. (2012) 
36:284–9. doi: 10.1071/AH11051

 80. Koon AD, Rao KD, Tran NT, Ghaffar A. Embedding health policy and systems 
research into decision-making processes in low- and middle-income countries. Health 
Res Policy Syst. (2013) 11:1–9. doi: 10.1186/1478-4505-11-30

 81. Strehlenert H, Richter-Sundberg L, Nyström ME, Hasson H. Evidence-informed 
policy formulation and implementation: a comparative case study of two national 
policies for improving health and social care in Sweden. Implement Sci. (2015) 10:1–10. 
doi: 10.1186/s13012-015-0359-1

 82. Ellen ME, Panisset U, de Carvalho IA, Goodwin J, Beard J. A knowledge translation 
framework on ageing and health. Health Policy. (2017) 121:282–91. doi: 10.1016/j.
healthpol.2016.12.009

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1111/puar.12475
https://doi.org/10.1332/174426417X14982110094140
https://doi.org/10.1332/174426514X672380
https://doi.org/10.1332/174426416X14526131924179
https://doi.org/10.1332/174426416X14526131924179
https://doi.org/10.1186/s12961-015-0013-z
https://doi.org/10.1332/174426412X620092
https://doi.org/10.1186/1472-6963-14-2
https://doi.org/10.1111/j.1468-0009.2007.00506.x
https://doi.org/10.1186/s12961-018-0277-1
https://doi.org/10.1186/s12961-018-0277-1
https://doi.org/10.1186/1471-2458-12-751
https://doi.org/10.1016/j.socscimed.2015.05.009
https://doi.org/10.1016/j.socscimed.2015.05.009
https://doi.org/10.1016/j.jclinepi.2018.04.008
https://doi.org/10.1332/174426416X14534671325644
https://doi.org/10.3310/phr01010
https://doi.org/10.1111/j.1471-1842.2009.00848.x
https://doi.org/10.1054/nepr.2001.0008
https://doi.org/10.1007/s11192-019-03263-0
https://doi.org/10.1215/03616878-15-3-525
https://doi.org/10.1186/2046-4053-3-114
https://doi.org/10.1177/1075547098020002004
https://doi.org/10.1136/qshc.7.3.149
https://doi.org/10.1136/qshc.7.3.149
https://doi.org/10.1097/00001786-200410000-00002
https://doi.org/10.2105/AJPH.89.9.1322
https://doi.org/10.1177/13563890022209181
https://doi.org/10.1186/1478-4505-1-2
https://doi.org/10.1067/mno.2001.120517
https://doi.org/10.1016/S0899-5885(18)30017-0
https://doi.org/10.1111/j.1524-475X.2002.00149.x
https://doi.org/10.1111/j.1479-6988.2005.00026.x
https://doi.org/10.1016/j.jclinepi.2022.04.008
https://doi.org/10.2471/BLT.06.030593
https://doi.org/10.2471/BLT.06.030312
https://doi.org/10.2471/BLT.06.030312
https://doi.org/10.1016/j.healthpol.2006.05.012
https://doi.org/10.1002/chp.193
https://doi.org/10.1080/14697010802397016
https://doi.org/10.1186/1472-6963-8-270
https://doi.org/10.1016/s1553-7250(08)34030-6
https://doi.org/10.1186/1471-2458-9-116
https://doi.org/10.1186/1471-2458-9-116
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1258/jhsrp.2009.008120
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1071/AH11051
https://doi.org/10.1186/1478-4505-11-30
https://doi.org/10.1186/s13012-015-0359-1
https://doi.org/10.1016/j.healthpol.2016.12.009
https://doi.org/10.1016/j.healthpol.2016.12.009


Jabali et al. 10.3389/fpubh.2024.1264315

Frontiers in Public Health 20 frontiersin.org

 83. Bekemeier B, Park S. Development of the PHAST model: generating standard 
public health services data and evidence for decision-making. J Am Med Inform Assoc. 
(2018) 25:428–34. doi: 10.1093/jamia/ocx126

 84. Pfadenhauer LM, Gerhardus A, Mozygemba K, Lysdahl KB, Booth A, Hofmann 
B, et al. Making sense of complexity in context and implementation: the context and 
implementation of complex interventions (CICI) framework. Implement Sci. (2017) 
12:1–17. doi: 10.1186/s13012-017-0552-5

 85. Kim C, Wilcher R, Petruney T, Krueger K, Wynne L, Zan T. A research utilisation 
framework for informing global health and development policies and programmes. 
Health Res Policy Syst. (2018) 16:1–10. doi: 10.1186/s12961-018-0284-2

 86. Stewart R, Langer L, Erasmus Y. An integrated model for increasing the use of 
evidence by decision-makers for improved development. Dev South Afr. (2019) 
36:616–31. doi: 10.1080/0376835X.2018.1543579

 87. Blanco-Mavillard I, Bennasar-Veny M, Pedro-Gómez D, Ernest J, Moya-Suarez 
AB, Parra-Garcia G, et al. Implementation of a knowledge mobilization model to prevent 
peripheral venous catheter-related adverse events: PREBACP study—a multicenter 
cluster-randomized trial protocol. Implement Sci. (2018) 13:1–9. doi: 10.1186/
s13012-018-0792-z

 88. Janati A, Hasanpoor E, Hajebrahimi S, Sadeghi-Bazargani H, Khezri A. An 
evidence-based framework for evidence-based management in healthcare organizations: 
a Delphi study. Ethiop J Health Sci. (2018) 28:305–14. doi: 10.4314/ejhs.v28i3.8

 89. Rehfuess EA, Stratil JM, Scheel IB, Portela A, Norris SL, Baltussen R. The WHO-
INTEGRATE evidence to decision framework version 1.0: integrating WHO norms and 
values and a complexity perspective. BMJ Glob Health. (2019) 4:e000844. doi: 10.1136/
bmjgh-2018-000844

 90. Votruba N, Grant J, Thornicroft G. The EVITA framework for evidence-based 
mental health policy agenda setting in low-and middle-income countries. Health Policy 
Plan. (2020) 35:424–39. doi: 10.1093/heapol/czz179

 91. Votruba N, Grant J, Thornicroft G. EVITA 2.0, an updated framework for 
understanding evidence-based mental health policy agenda-setting: tested and informed 
by key informant interviews in a multilevel comparative case study. Health Res Policy 
Syst. (2021) 19:1–15. doi: 10.1186/s12961-020-00651-4

 92. Lunghi C, Baroni F. Cynefin framework for evidence-informed clinical reasoning 
and decision-making. J Osteopath Med. (2019) 119:312–21. doi: 10.7556/jaoa.2019.053

 93. Varallyay NI, Langlois EV, Tran N, Elias V, Reveiz L. Health system decision-
makers at the helm of implementation research: development of a framework to evaluate 
the processes and effectiveness of embedded approaches. Health Res Policy Syst. (2020) 
18:1–12. doi: 10.1186/s12961-020-00579-9

 94. Van Eerd D, Moser C, Saunders R. A research impact model for work and health. 
Am J Ind Med. (2021) 64:3–12. doi: 10.1002/ajim.23201

 95. Shafaghat T, Bastani P, Nasab MHI, Bahrami MA, Montazer MRA, Zarchi MKR, 
et al. A framework of evidence-based decision-making in health system management: 
a best-fit framework synthesis. Arch Public Health. (2022) 80:1–20. doi: 10.1186/
s13690-022-00843-0

 96. Zhao J, Harvey G, Vandyk A, Gifford W. Social Media for ImpLementing 
Evidence (SMILE): conceptual framework. JMIR Form Res. (2022) 6:e29891. doi: 
10.2196/29891

 97. Kuchenmüller T, Chapman E, Takahashi R, Lester L, Reinap M, Ellen M, et al. A 
comprehensive monitoring and evaluation framework for evidence to policy networks. 
Eval Program Plann. (2022) 91:102053. doi: 10.1016/j.evalprogplan.2022.102053

 98. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. 
The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. Int 
J Surg. (2021) 88:105906. doi: 10.1016/j.ijsu.2021.105906

 99. Logan J, Graham ID. The Ottawa model of research use. Models and frameworks for 
implementing evidence-based practice: Linking evidence to action Oxford: Wiley-
Blackwell. (2010):83–108.

 100. Luszczynska A, Lobczowska K, Horodyska K. Implementation science and 
translation in behavior change In: MS Hagger, LD Cameron, K Hamilton, N Hankonen 
and T Lintunen, editors. The handbook of behavior change. Cambridge: Cambridge 
University Press (2020). 333.

 101. White KM. Change theory and models: framework for translation In: KM White, 
S Dudley-Brown and MF Terhaar, editors. Translation of evidence into nursing and 
healthcare. New York City: Springer Publishing Company (2019). 59–73.

 102. Bucknall T, Hitch D. Connections, communication and collaboration in 
Healthcare’s complex adaptive systems: comment on" using complexity and network 
concepts to inform healthcare knowledge translation". Int J Health Policy Manag. (2018) 
7:556–9. doi: 10.15171/ijhpm.2017.138

 103. Sigudla J. A model to facilitate research uptake in health care practice and policy 
development (2020). University of South Africa: Doctoral dissertation. Available at: 
https://uir.unisa.ac.za/bitstream/handle/10500/27306/thesis_sigudla_j.
pdf?sequence=1&isAllowed=y

 104. Esmail R, Hanson H, Holroyd-Leduc J, Niven DJ, Clement F. Knowledge 
translation and health technology reassessment: identifying synergy. BMC Health Serv 
Res. (2018) 18:1–8. doi: 10.1186/s12913-018-3494-y

 105. Santesso N, Tugwell P. Knowledge translation in developing countries. J Contin 
Educ Health Prof. (2006) 26:87–96. doi: 10.1002/chp.55

 106. Nthebolang OE. Management of evidence-based policymaking as a pillar of the 
Botswana national human resource development strategy 2009–2022 (2020). University 
of South Africa: Doctoral dissertation. Available at: https://uir.unisa.ac.za/
handle/10500/27669

 107. Horodyska K, Luszczynska A, Hayes CB, O’Shea MP, Langøien LJ, Roos G, et al. 
Implementation conditions for diet and physical activity interventions and policies: an 
umbrella review. BMC Public Health. (2015) 15:1–22. doi: 10.1186/s12889-015-2585-5

 108. Tugwell P, Robinson V, Grimshaw J, Santesso N. Systematic reviews and knowledge 
translation. Bull World Health Organ. (2006) 84:643–51. doi: 10.2471/BLT.05.026658

 109. Committee on Valuing Community-Based, Non-Clinical Prevention Programs; 
Board on Population Health and Public Health Practice; Institute of Medicine. An 
integrated framework for assessing the value of community-based prevention. Washington 
(DC): National Academies Press (US) (2012).

 110. Speller V, Wimbush E, Morgan A. Evidence-based health promotion practice: how to 
make it work. Promot Educ. (2005) 12:15–20. doi: 10.1177/10253823050120010106x

 111. Lindquist EA. There's more to policy than alignment. (2009). Canadian policy 
research networks. Available at: https://citeseerx.ist.psu.edu/document?repid=rep1&ty
pe=pdf&doi=07d4baaf84af7f8d46d5c13a58c457a570eb40bb

 112. Kothari A, Birch S, Charles C. “Interaction” and research utilisation in health 
policies and programs: does it work? Health Policy. (2005) 71:117–25. doi: 10.1016/j.
healthpol.2004.03.010

 113. Tindal SR. ‘You are warmly invited.’ Exploring knowledge exchange seminars as 
sites of productive interactions and social networking.(2016). Doctoral thesis: University 
of Edinburgh. Available at: https://era.ed.ac.uk/handle/1842/22802?show=full

 114. Mitchell SA, Fisher CA, Hastings CE, Silverman LB, Wallen GR. A thematic 
analysis of theoretical models for translational science in nursing: mapping the field. 
Nurs Outlook. (2010) 58:287–300. doi: 10.1016/j.outlook.2010.07.001

 115. Aljeesh YI, Al-Khaldi MS. Embedding health research findings into policy 
making: policymakers and academicians perspective, Palestine, 2013. Eur Sci J. (2014)

 116. Meagher-Stewart D, Solberg SM, Warner G, MacDonald J-A, McPherson C, Seaman 
P. Understanding the role of communities of practice in evidence-informed decision making 
in public health. Qual Health Res. (2012) 22:723–39. doi: 10.1177/1049732312438967

 117. Ellen ME, Lavis JN, Sharon A, Shemer J. Health systems and policy research evidence 
in health policy making in Israel: what are researchers’ practices in transferring knowledge to 
policy makers? Health Res Policy Syst. (2014) 12:1–10. doi: 10.1186/1478-4505-12-67

 118. Moat KA, Lavis JN, Abelson J. How contexts and issues influence the use of 
policy-relevant research syntheses: a critical interpretive synthesis. Milbank Q. (2013) 
91:604–48. doi: 10.1111/1468-0009.12026

 119. Orem JN, Mafigiri DK, Marchal B, Ssengooba F, Macq J, Criel B. Research, 
evidence and policymaking: the perspectives of policy actors on improving uptake of 
evidence in health policy development and implementation in Uganda. BMC Public 
Health. (2012) 12:1–16. doi: 10.1186/1471-2458-12-109

 120. El Achi N, Papamichail A, Rizk A, Lindsay H, Menassa M, Abdul-Khalek RA, 
et al. A conceptual framework for capacity strengthening of health research in conflict: 
the case of the Middle East and North Africa region. Glob Health. (2019) 15:1–15. doi: 
10.1186/s12992-019-0525-3

 121. Rütten A, Gelius P. Building policy capacities: an interactive approach for linking 
knowledge to action in health promotion. Health Promot Int. (2014) 29:569–82. doi: 
10.1093/heapro/dat006

 122. Jessani NS, Rohwer A, Schmidt B-M, Delobelle P. Integrated knowledge 
translation to advance noncommunicable disease policy and practice in South Africa: 
application of the exploration, preparation, implementation, and sustainment (EPIS) 
framework. Health Res Policy Syst. (2021) 19:82. doi: 10.1186/s12961-021-00733-x

 123. Toomey E, Wolfenden L, Armstrong R, Booth D, Christensen R, Byrne M, et al. 
Knowledge translation interventions for facilitating evidence-informed. Cochrane 
Database Syst Rev (2011) 15:CD009181. doi: 10.1002/14651858.CD009181

 124. Armstrong R, Waters E, Dobbins M, Anderson L, Moore L, Petticrew M, et al. 
Knowledge translation strategies to improve the use of evidence in public health decision 
making in local government: intervention design and implementation plan. Implement 
Sci. (2013) 8:1–10. doi: 10.1186/1748-5908-8-121

 125. Allin P. Opportunities and challenges for official statistics in a digital society. 
Contemp Soc Sci. (2021) 16:156–69. doi: 10.1080/21582041.2019.1687931

 126. Francis LJ, Smith BJ. Toward best practice in evaluation: a study of Australian 
health promotion agencies. Health Promot Pract. (2015) 16:715–23. doi: 
10.1177/1524839915572574

 127. Jordan Z, Lockwood C, Munn Z, Aromataris E. The updated Joanna Briggs 
institute model of evidence-based healthcare. JBI Evid Implement. (2019) 17:58–71. doi: 
10.1097/XEB.0000000000000155

 128. Khalil H, Peters M, Godfrey CM, McInerney P, Soares CB, Parker D. An 
evidence-based approach to scoping reviews. Worldviews Evid-Based Nurs. (2016) 
13:118–23. doi: 10.1111/wvn.12144

 129. Stewart D. Implementation models: applicability across research, implementation, 
culture and context. JBI Evid Implement. (2020) 18:353–4. doi: 10.1097/
XEB.0000000000000268

 130. Robertson E. Setting PK-12 education policy for responsible oversight in 
community. (2021). Vanderbilt university Institutional Repository: Doctoral dissertation, 
Vanderbilt University. Available at: https://hdl.handle.net/1803/16497

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1093/jamia/ocx126
https://doi.org/10.1186/s13012-017-0552-5
https://doi.org/10.1186/s12961-018-0284-2
https://doi.org/10.1080/0376835X.2018.1543579
https://doi.org/10.1186/s13012-018-0792-z
https://doi.org/10.1186/s13012-018-0792-z
https://doi.org/10.4314/ejhs.v28i3.8
https://doi.org/10.1136/bmjgh-2018-000844
https://doi.org/10.1136/bmjgh-2018-000844
https://doi.org/10.1093/heapol/czz179
https://doi.org/10.1186/s12961-020-00651-4
https://doi.org/10.7556/jaoa.2019.053
https://doi.org/10.1186/s12961-020-00579-9
https://doi.org/10.1002/ajim.23201
https://doi.org/10.1186/s13690-022-00843-0
https://doi.org/10.1186/s13690-022-00843-0
https://doi.org/10.2196/29891
https://doi.org/10.1016/j.evalprogplan.2022.102053
https://doi.org/10.1016/j.ijsu.2021.105906
https://doi.org/10.15171/ijhpm.2017.138
https://uir.unisa.ac.za/bitstream/handle/10500/27306/thesis_sigudla_j.pdf?sequence=1&isAllowed=y
https://uir.unisa.ac.za/bitstream/handle/10500/27306/thesis_sigudla_j.pdf?sequence=1&isAllowed=y
https://doi.org/10.1186/s12913-018-3494-y
https://doi.org/10.1002/chp.55
https://uir.unisa.ac.za/handle/10500/27669
https://uir.unisa.ac.za/handle/10500/27669
https://doi.org/10.1186/s12889-015-2585-5
https://doi.org/10.2471/BLT.05.026658
https://doi.org/10.1177/10253823050120010106x
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=07d4baaf84af7f8d46d5c13a58c457a570eb40bb
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=07d4baaf84af7f8d46d5c13a58c457a570eb40bb
https://doi.org/10.1016/j.healthpol.2004.03.010
https://doi.org/10.1016/j.healthpol.2004.03.010
https://era.ed.ac.uk/handle/1842/22802?show=full
https://doi.org/10.1016/j.outlook.2010.07.001
https://doi.org/10.1177/1049732312438967
https://doi.org/10.1186/1478-4505-12-67
https://doi.org/10.1111/1468-0009.12026
https://doi.org/10.1186/1471-2458-12-109
https://doi.org/10.1186/s12992-019-0525-3
https://doi.org/10.1093/heapro/dat006
https://doi.org/10.1186/s12961-021-00733-x
https://doi.org/10.1002/14651858.CD009181
https://doi.org/10.1186/1748-5908-8-121
https://doi.org/10.1080/21582041.2019.1687931
https://doi.org/10.1177/1524839915572574
https://doi.org/10.1097/XEB.0000000000000155
https://doi.org/10.1111/wvn.12144
https://doi.org/10.1097/XEB.0000000000000268
https://doi.org/10.1097/XEB.0000000000000268
https://hdl.handle.net/1803/16497


Jabali et al. 10.3389/fpubh.2024.1264315

Frontiers in Public Health 21 frontiersin.org

 131. Leggat FJ, Wadey R, Day MC, Winter S, Sanders P. Bridging the know-do gap 
using integrated knowledge translation and qualitative inquiry: A narrative review. Qual 
Res Sport, Exerc Health. (2023) 15:188–201. doi: 10.1080/2159676X.2021.1954074

 132. Masuda J, Zupancic T, Crighton E, Muhajarine N, Phipps E. Equity-focused 
knowledge translation: a framework for “reasonable action” on health inequities. Int J 
Public Health. (2014) 59:457–64. doi: 10.1007/s00038-013-0520-z

 133. Thomas A, Menon A, Boruff J, Rodriguez AM, Ahmed S. Applications of social 
constructivist learning theories in knowledge translation for healthcare professionals: a 
scoping review. Implement Sci. (2014) 9:1–20. doi: 10.1186/1748-5908-9-54

 134. Barwick M, Dubrowski R, Petricca K. Knowledge translation: The rise of 
implementation. Washington, DC: American Institutes for Research (2020).

 135. Lynch EA, Mudge A, Knowles S, Kitson AL, Hunter SC, Harvey G. “There is 
nothing so practical as a good theory”: a pragmatic guide for selecting theoretical 
approaches for implementation projects. BMC Health Serv Res. (2018) 18:1–11. doi: 
10.1186/s12913-018-3671-z

 136. Glegg SM, Hoens A. Role domains of knowledge brokering: a model for the 
health care setting. J Neurol Phys Ther. (2016) 40:115–23. doi: 10.1097/
NPT.0000000000000122

 137. Goubalan M. Knowledge exchange between policy makers and evidence 
generating institutions in policymaking process to address climate change in Ghana, 
WASCAL; (2016).

 138. Buykx P, Humphreys J, Wakerman J, Perkins D, Lyle D, McGrail M, et al. ‘Making 
evidence count’: A framework to monitor the impact of health services research. Aust J 
Rural Health. (2012) 20:51–8. doi: 10.1111/j.1440-1584.2012.01256.x

 139. Scarlett J, Forsberg BC, Biermann O, Kuchenmüller T, El-Khatib Z. Indicators to 
evaluate organisational knowledge brokers: a scoping review. Health Res Policy Syst. 
(2020) 18:1–13. doi: 10.1186/s12961-020-00607-8

 140. Beran D, Lazo-Porras M, Cardenas MK, Chappuis F, Damasceno A, Jha N, et al. 
Moving from formative research to co-creation of interventions: insights from a 
community health system project in Mozambique, Nepal and Peru. BMJ Glob Health. 
(2018) 3:e001183. doi: 10.1136/bmjgh-2018-001183

 141. Funk T, Sharma T, Chapman E, Kuchenmüller T. Translating health information 
into policy-making: A pragmatic framework. Health Policy. (2022) 126:16–23. doi: 
10.1016/j.healthpol.2021.10.001

 142. McLean RK, Graham ID, Tetroe JM, Volmink JA. Translating research into 
action: an international study of the role of research funders. Health Res Policy Syst. 
(2018) 16:1–15. doi: 10.1186/s12961-018-0316-y

 143. Murunga V. Micro, meso and macro level factors and interactions that shape 
knowledge translation capacity and practice within Africa-led research consortia: Three 
case studies: University of Liverpool; (2022).

 144. McGinty EE, Siddiqi S, Linden S, Horwitz J, Frattaroli S. Improving the use of 
evidence in public health policy development, enactment and implementation: a 
multiple-case study. Health Educ Res. (2019) 34:129–44. doi: 10.1093/her/cyy050

 145. Jakobsen MW, Eklund Karlsson L, Skovgaard T, Aro AR. Organisational factors 
that facilitate research use in public health policy-making: a scoping review. Health Res 
Policy Syst. (2019) 17:1–22. doi: 10.1186/s12961-019-0490-6

 146. Loncarevic N, Andersen PT, Leppin A, Bertram M. Policymakers’ research 
capacities, engagement, and use of research in public health policymaking. Int J Environ 
Res Public Health. (2021) 18:11014. doi: 10.3390/ijerph182111014

 147. Greenhalgh T, Raftery J, Hanney S, Glover M. Research impact: a narrative 
review. BMC Med. (2016) 14:1–16. doi: 10.1186/s12916-016-0620-8

 148. Jakobsen MW. Evidence-informed policymaking the role of research, stakeholders 
and policy organizations. (2019). PhD thesis, University of Southern Denmark: Syddansk 
Universitetsforlag. Available at: https://portal.findresearcher.sdu.dk/en/publications/
evidence-informed-policymaking-the-role-of-research-stakeholders-

 149. Rittel HW, Webber MM. Dilemmas in a general theory of planning. Policy Sci. 
(1973) 4:155–69. doi: 10.1007/BF01405730

 150. Head BW, Alford J. Wicked problems: implications for public policy and 
management. Adm Soc. (2015) 47:711–39. doi: 10.1177/0095399713481601

 151. Kahneman D, Egan P. Thinking, fast and slow. New York: Farrar Straus and 
Giroux (2011).

 152. Cialdini RB, Goldstein NJ. Social influence: compliance and conformity. Annu 
Rev Psychol. (2004) 55:591–621. doi: 10.1146/annurev.psych.55.090902.142015

 153. Cairney P, Oliver K, Wellstead A. To bridge the divide between evidence and 
policy: reduce ambiguity as much as uncertainty. Public Adm Rev. (2016) 76:399–402. 
doi: 10.1111/puar.12555

 154. Weiss C. The uneasy partnership endures: social science and government In: S 
Brooks and AC Gagnon, editors. Social scientists, policy, and the state. New York, NY: 
Praeger (1990). 97–112.

 155. Cairney P, editor. Evidence based policy making: if you want to inject more 
science into policymaking you need to know the science of policymaking. Conference 
Paper, Political Studies Association Annual Conference, Manchester (2014)

 156. Law J. Notes on the theory of the actor-network: ordering, strategy, and 
heterogeneity. Syst Pract. (1992) 5:379–93. doi: 10.1007/BF01059830

 157. Feldman G. Making the connection between theories of policy change and policy 
practice: A new conceptualization. Br J Soc Work. (2020) 50:1089–106. doi: 10.1093/
bjsw/bcz081

 158. Cerna L. The nature of policy change and implementation: a review of different 
theoretical approaches. Organisation for Economic Cooperation and Development 
(OECD) report (2013):492–502.

 159. Lemay MA, Sá C. Complexity sciences: towards an alternative approach to 
understanding the use of academic research. Evid Policy. (2012) 8:473–94. doi: 
10.1332/174426412X660133

 160. Smith KE, Joyce KE. Capturing complex realities: understanding efforts to 
achieve evidence-based policy and practice in public health. Evid Policy. (2012) 8:57–78. 
doi: 10.1332/174426412X6201371

 161. Best A, Holmes B. Systems thinking, knowledge and action: towards better 
models and methods. Evid Policy. (2010) 6:145–59. doi: 10.1332/174426410X502284

 162. Baumann AA, Hooley C, Kryzer E, Morshed AB, Gutner CA, Malone S, et al. A 
scoping review of frameworks in empirical studies and a review of dissemination 
frameworks. Implement Sci. (2022) 17:53. doi: 10.1186/s13012-022-01225-4

 163. Tabak RG, Khoong EC, Chambers DA, Brownson RC. Bridging research and 
practice: models for dissemination and implementation research. Am J Prev Med. (2012) 
43:337–50. doi: 10.1016/j.amepre.2012.05.024

 164. Davison CM, Ndumbe-Eyoh S, Clement C. Critical examination of knowledge 
to action models and implications for promoting health equity. Int J Equity Health. 
(2015) 14:1–11. doi: 10.1186/s12939-015-0178-7

https://doi.org/10.3389/fpubh.2024.1264315
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1080/2159676X.2021.1954074
https://doi.org/10.1007/s00038-013-0520-z
https://doi.org/10.1186/1748-5908-9-54
https://doi.org/10.1186/s12913-018-3671-z
https://doi.org/10.1097/NPT.0000000000000122
https://doi.org/10.1097/NPT.0000000000000122
https://doi.org/10.1111/j.1440-1584.2012.01256.x
https://doi.org/10.1186/s12961-020-00607-8
https://doi.org/10.1136/bmjgh-2018-001183
https://doi.org/10.1016/j.healthpol.2021.10.001
https://doi.org/10.1186/s12961-018-0316-y
https://doi.org/10.1093/her/cyy050
https://doi.org/10.1186/s12961-019-0490-6
https://doi.org/10.3390/ijerph182111014
https://doi.org/10.1186/s12916-016-0620-8
https://portal.findresearcher.sdu.dk/en/publications/evidence-informed-policymaking-the-role-of-research-stakeholders-
https://portal.findresearcher.sdu.dk/en/publications/evidence-informed-policymaking-the-role-of-research-stakeholders-
https://doi.org/10.1007/BF01405730
https://doi.org/10.1177/0095399713481601
https://doi.org/10.1146/annurev.psych.55.090902.142015
https://doi.org/10.1111/puar.12555
https://doi.org/10.1007/BF01059830
https://doi.org/10.1093/bjsw/bcz081
https://doi.org/10.1093/bjsw/bcz081
https://doi.org/10.1332/174426412X660133
https://doi.org/10.1332/174426412X6201371
https://doi.org/10.1332/174426410X502284
https://doi.org/10.1186/s13012-022-01225-4
https://doi.org/10.1016/j.amepre.2012.05.024
https://doi.org/10.1186/s12939-015-0178-7

	From bench to policy: a critical analysis of models for evidence-informed policymaking in healthcare
	Introduction
	Method
	Defining the scope and identifying the source of relevant information
	Reviewing the literature

	Result
	Ottawa model of research use (OMRU)
	The Canadian Health Service Research Foundation model (CHSRF)
	The Framework for Research Dissemination and Utilization (FRDU)
	The Evidence-Informed Policy and Practice Pathway (EIPPP)
	The JBI model of evidence-based healthcare (JBI)
	Theoretical framework for the transformation of knowledge to policy actions (TKPA)
	Knowledge to action process model (KTA)
	Models for linking research to action (MLRA)
	The SPIRIT action framework (SPIRIT)
	The models of EIPM under the microscope: our findings

	Discussion
	Limitation
	Conclusion
	Author contributions

	 References

