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Background

Getting evidence from Health Policy and Systems Research (HPSR) into policy and practice for effective control of neglected tropical diseases (NTDs) is essential for providing better service delivery because evidence-informed decision-making improves the effectiveness of a health system and health outcomes. The paper provides new knowledge on the policy-/decision-makers’ level of knowledge, capacity to use, and how evidence from HPSR has been used in decision-making for the control of endemic tropical diseases (ETDs), especially the NTDs and malaria in Nigeria.



Methods

A cross-sectional qualitative study of decision-makers was undertaken in Anambra and Enugu states, southeast Nigeria. Data was collected through in-depth interviews (n=22) of purposively selected decision-makers to assess how HPSR evidence is translated into policy and practice for controlling ETDs. The respondents were selected based on their job description, roles, and involvement in the control of ETDs. Data were analyzed using the thematic content approach.



Results

There is a considerable level of knowledge on HPSR and its relationship with evidence-informed policy- and decision-making towards control of ETDs and health system strengthening. Organizational capacity to use HPSR evidence in decision-making was found to be weak due to various reasons such as no embedded structure for translating research evidence to policy and practice, lack of decision-making autonomy by individuals, and politically driven decisions. Few respondents have either ever used or are currently using HPRS evidence for developing/reviewing and implementing strategies for ETDs programs. Majority of the respondents reported that their main source of evidence was routine data from health information management system, which they found useful due to its representativeness and completeness. Main enabler for using HPSR evidence for decision-making is existing collaborations between researchers and policy-/decision-makers.



Conclusion

There is a high level of awareness about evidence from HPSR and the usefulness of such evidence in decision-making. However, this awareness does not translate to optimal use of evidence for decision-making due to weak organizational capacity and other constraints. There is the need to invest in capacity-building activities to develop a critical mass of users of evidence (policy-/decision-makers) to facilitate enhanced uptake of high-quality evidence into policy decisions for better control of ETDs.
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Introduction

Globally, there is increasing interest and recognition among countries, including low- and middle-income countries (LMICs), on the value of using research evidence for effective health policy-making in providing quality health services and management (1, 2). Linking evidence from research in disease control is essential in providing policy-makers and implementers (users of evidence) with empirical evidence on better service delivery which will ultimately lead to improved health outcomes (3, 4). Studies have shown that evidence-informed decision making (EIDM) improves the effectiveness of a health system (5, 6). Thus, the relevancy and role of research evidence in promoting efficient, effective, and equitable service delivery particularly in LMIC with diverse healthcare needs cannot be overemphasized (7, 8).

In many resource-poor countries, evidence-based decisions are needed for more effective control of endemic tropical diseases (ETDs) such as neglected tropical diseases (NTDs) and also malaria. This is pertinent when viewed from the finding that NTDs constitute a significant annual health burden (among the top 10 leading causes of long-term disability and premature deaths) resulting in losses in health, social progress, and economic productivity (4) necessitating the call for global efforts to eliminate NTDs by 2030 (9).

There are over one billion people with at least an NTD (including more than 500 million children) and 500,000 deaths yearly (9). In Africa, 34 countries are endemic to lymphatic filariasis, with Nigeria bearing the highest burden of the disease, with a risk population of 80 to 120 million people (10, 11). Nigeria also contributes the highest burden of 29 million cases of schistosomiasis among sub-Saharan African (SSA) countries (12), as well as the highest number (38 million) of hookworm infestation, Ascaris (55 million), and trichuria (34 million) in the region (11–13).

Malaria is also highly endemic in SSA, with the greatest burden of malaria in the world found in Nigeria (12). Malaria cases accounted for an estimated 229 million cases in 87 malaria-endemic countries of which twenty-nine (29) countries contributed 95% of malaria cases globally. The World Health Organization (WHO) African Region, accounted for about 94% of cases with an estimated 215 million cases in 2019 with Nigeria accounting for the highest proportion of the cases (27%) (14). Among 31 countries that accounted for 95% of malaria death, African countries alone contributed 51% of global death. Also, approximately 95% of malaria deaths were reported in 31 countries. Nigeria (23%) accounted for about 51% of all malaria deaths globally in 2019 (14). Despite this, malaria remains the leading cause of morbidity and mortality in Nigeria (15).

Nigeria, like many sub-Saharan African (SSA) countries did not meet Millennium Development Goal (MDG) targets on endemic diseases due to numerous health systems challenges, limiting ETDs control efforts (16). This poor performance could be linked to low levels of use of evidence in the control of the diseases.

However, an issue with use of evidence-based decision-making is the ability of the policy-makers/decision-makers to have the capacity to interpret and use the evidence from research for decision-making in the control of the diseases. Hence, it has been shown that the knowledge of users of evidence (policy-makers/decision-makers), skills, and the importance attached to research and users of evidence-researcher interaction influence their level of use of research evidence (17–19). Another important factor in evidence-to-policy-and-practice process is capacity limitations to knowledge translation (KT) (19–21).

Hence, inadequate capacity for knowledge translation among users of evidence, especially from Health Policy and Systems Research (HPSR), limits their use of such evidence (22). Capacity, defined as the ability to execute tasks in a sustainable approach, is a multifaceted concept that involves different interrelated elements (including staff expertise and structures) at the individual, organizational, and wider health systems levels (23).

Capacity to undertake HPSR, defined as the “production of new knowledge to improve how societies organize themselves to achieve collective health goals” (24, 25), is crucial for overall health systems strengthening and attaining its objectives such as improved health outcomes (26). HPSR aims to produce scientifically reliable evidence that helps in informing the numerous and diverse decisions that must be made by ministers of health, policy-makers, implementers, etc., on how to plan and manage different health systems components towards achieving the desired changes (24).

In developing countries, the capacity to undertake and use HPRS evidence has generally been suboptimal (25), underscoring the need for capacity strengthening (27). Evidence from HPSR for decision-making goes beyond published in peer-reviewed journals, but also includes reports from program evaluation, routine service data particularly those generated via the Health Management Information System (HMIS), and other experiments/systematically generated knowledge outputs such as policy brief (24).

Getting evidence from HPSR into policy and practice for effective control of NTDs is essential for providing better service delivery because evidence-informed decision-making improves effectiveness of a health system and health outcomes. Given the context-sensitive nature of HPSR, it was important to assess the level of knowledge and capacity to use evidence from HPSR in decision-making for controlling NTDs in Nigeria.

Hence, this paper provides new knowledge on the policy-makers’/decision-makers’ level of knowledge, capacity to use, and how evidence from HPSR has been used in decision-making for the control of ETDs, especially the NTDs and malaria in Southeast Nigeria. It also highlights contextual issues and enablers influencing getting evidence from HPSR into policy and practice for more effective control of NTDs and malaria.



Methods


Study Area and Design

The study was undertaken in Anambra and Enugu States that are located in the southeastern part of Nigeria. In 2018, the estimated population of Anambra state is 4.5 million while that of Enugu state is 3.3 million. The annual growth rate for both states is 2.8% (28). Structurally, the states’ health systems are organized in three tiers: primary healthcare, secondary healthcare facilities, and the tertiary healthcare. The State Ministry of Health (SMOH) manages and coordinates primary and secondary healthcare services in the States. The States have co-endemicity of several NTDs including onchocerciasis, schistosomiasis, and soil-transmitted helminthiasis (29). The recent Nigeria survey in 2018 shows high prevalence of malaria in Anambra and Enugu State, respectively (30).

The study adopted a qualitative cross-sectional design to assess users of evidences (policy-makers and program managers/implementers) knowledge, capacity, and use of HPSR evidence in decision-making or implementation of programs for the control of ETDs in Anambra and Enugu States, Southeast Nigeria.



Study Participants and Sampling

The study respondents comprised of top- and mid-level users of evidence drawn from SMOH and State Primary Health Care Development Agency (SPHCDA), which is agency of the SMOH. The respondents were purposively selected based on their various roles and current involvement in endemic disease control. They included policy-makers: Commissioners of health, Permanent Secretaries of the SMOH, Executive Secretaries of SPHCDA; Divisional heads/Directors of the Department of Public Health/disease control, Planning Research and Statistics, Pharmaceutical services and Medical services; Hospital Administrator of States Health Management Boards; Program Implementer: Program Managers of States Malaria Control and Elimination Program (SMEP) and Neglected Tropical Diseases (NTDs) control programme and; data managers: Health Management and Information System (HMIS) Officers, planning officers, and data analysts/statistician. These respondents are saddled with day-to-day management, implementation of programs and decision-making targeted towards the control of ETDs in the States.



Data Collection

An in-depth interview (IDI) guide developed by the study team was used to collect information from the above-listed respondents. Prior to commencement of actual data collection, the guide was reviewed by experts in HPSR for construct validity. The validated instrument was then pretested on similar respondents in Ebonyi State (a neighboring state also located in southeast Nigeria) fortnight to the actual data collection. Thereafter, the tool was duly revised and modified following feedback from the pretest exercise, which was then used for the actual data collection.

The IDI guide elicited information on knowledge of HPSR and its relationship to evidence-informed decision-/policy-making for the control of ETDs; individual and institutional capacity to use research evidence; use and roles research evidences play in endemic diseases control; procedures in place in the organization(s) for evidence-informed decision-making; current sources and methods of getting research evidence for programming or planning. The guide also explored contextual factors enabling and/or constraining use HPSR evidence in planning and implementing programs. The same guide was used to collect information from the both study States.

Interview appointments were sought from the respondents by either personal visits, phone text message, or voice calls by the trained study team. Interviews were conducted in pairs (an interviewer and a note-taker) by trained and experienced qualitative researchers as in their various offices as convenient for the respondents. Each interview was conducted in English and lasted about 50–60 min, audiotaped, and transcribed verbatim. Permission to audio record interview was sought and obtained from each respondent. Notes taken during the interviews were built into the transcripts. Data collection and analysis was done between July and September 2016. The findings were then presented during the validation meeting shortly after the data collection in November 2016, in which the stakeholders and respondents participated and with the objective of verifying the accuracy and trustworthiness of the results, and positive feedback was obtained



Data Analysis

Thematic manual content analysis approach was used for the data analysis. This involved extensive reading and proofreading of the transcripts to get familiar with the concepts, coding the data manually based on pregenerated codes from the study objectives and the IDI guide, consolidating emerging themes under common themes, and interpretation (31). The final themes and subthemes generated (Figure 1) were then applied to the entire transcripts.




Figure 1 | Coding framework for knowledge and use of HPSR evidence among users of evidence for the control of endemic diseases.






Results

A total of twenty-two (22) interviews were conducted in both States. Table 1 highlights the background information of the respondents. The results are presented according to the key themes that were explored as described in the data analysis section (Figure 1). A total of 15 (68.2%) respondents were males, while 7 (31.8%) were females. Majority of the respondents 18 (81.8%) were from SMOH. With respect to the main role in their various organizations, 22.7% were policy-makers, 27.3% divisional heads, and 36.4% program implementers. Most of the respondents, 14 (63.6%), were currently coordinating/making decisions for malaria and NTD diseases control as at the time of the study in their states.


Table 1 | Background information of the study respondents (N = 22).




Knowledge of HPSR and Its Relationship With Evidence-Informed Decision-Making in ETDs Control


Understanding of HPSR

The respondents’ opinions and responses about their understanding of HPSR varied greatly from descriptive definition to sparse knowledge. A common response was that HPSR is aimed at improving service delivery towards ETDs and the health system at large. Respondents expressed their understanding of health policy and systems research to include: (i) evaluation of policies to identify gaps and how to bridge the gaps. “HPSR is to review and see some of the policies in health by the government at both federal and state; to see how we have been making use of them, to identify gaps and source for refined ways of bridging the gaps so that it will continue to improve and the system will continue to improve” (EU1); (ii) in-depth study of organizational directions; (iii) a platform that enables interaction of different stakeholders in the development and implementation of policies; and (iv) the process of generating and sharing information. “You have different actors that interact to produce policy and its implementation. So it [HPSR] is like a multi-disciplinary platform, where people come together to generate information including data and all that to improve on the situation” (EU2).

HPSR was also perceived to have to do with the process of gathering and synthesizing recommendations made from several multidiscipline research findings and using these recommendations to bring about positive change in patterns of practice or policy. This process of change would then involve multiple and relevant stakeholders.


“HPSR is the overall framework that guides the roll out of plans and programs to implement health care delivery. And the system research will be things like operational research that will be ongoing, as ways and means of improving the system” (AU05).

“My understanding, maybe as the name is, health policy and system researches; I think it has to do with the generality of health of the nation and everything that goes into it. How is it done? Finding what is happening, what we wish to do, and also finding out what should be done. And first of all, you have to find out what is there, what we need to do, research into possible solutions, alternatives, best practices, and things that will work, generally in our climate, everything. It has to do with everything!” (AU04).



Other respondents expressed their understanding of HPSR to mean the use of data output at the facility level to plan further programs: “Well, my own understanding is based on findings of what is happening in our health facilities. For us to know where we will focus more, we will focus our intervention. But before you commence any intervention, you must know the situation, I mean the situation report before you think about any intervention” (AU01).



Relationship Between HPSR and EIDM

Concerning HPRS relationship with EIDM, a respondent stated that “although in the Nigerian, policies are made just to catch up with what is going on and are not being actively followed or used” (EU6). There was a general understanding that decisions and policies should be guided by evidence from research and other evidence sources such as utilization data. According to them, evidence is necessary for forecasting and future planning. In the words of a respondent, “evidence will make you know the direction you are going in terms of implementation” (EU4). Hence, the purpose of HPSR is to use evidence from research to guide decisions for health systems improvement and policy change. This forms the basis of the relationship between HPSR and EIDM. “HPSR is a way of using the product of your research to effect policy change for the health system” (AU3).

Some respondents mentioned the consequences of making decisions that are not evidence-informed to include inequitable allocation of resources, inefficiencies, and poor health outcomes.




Capacity to Use HPSR Evidence


Individual Competence

The individual competence for HPSR among users of evidence were perceived to be quite poor, given their different roles and levels of experience. However, most respondents stated they had not been involved in HPSR or any form of research in the past so had either produced, communicated, or used other forms of evidence in decision-making. Nevertheless, most respondents had never used research evidence for decision-making; they felt that given their experience of using other forms of evidence, they would be able to use HPSR evidence if they had to.



Organizational Capacity

Majority of the respondents stated that they have poor capacity for HPSR within their various organization. Some of their views were that (i) capacity to use research evidence for decisions does not exist or is inadequate, “For now, I don’t think we have such capacity to carry out such” (AU4); (ii) capacity exists in silos not as a group, “Everybody is doing at his own individual capacity, but not for the state ministry of health” (EU1); (iii) most policy-decisions are political rather than evidence-based; (iv) use of research evidence in decision-making is not a culture of the SMOH, “It is not a practice. We are still learning these new concept” (EU5), “…we use projection in planning our programs” (AU9); (v) people receive training on how to use data for planning but, “The capacity they have received to make organizational decision based on evidence have been short of expectation” (EU2). It was reported that the directorate for planning, research, and statistics at the SMOH, which is responsible for collating and analyzing data and making it available for planning and policy-making towards better control of endemic diseases, has not been able to have been in moribund state. In the word of a respondent, “Some of us that are in the DPRS don’t know what it [research evidence] is even all about” (AU4), thus “the department may not be working optimally” (AU5). More so, there was consensus that notwithstanding of the existence of the directorate, there is no policy, strategy, or guideline for ensuring that research evidence is used for decision-making. Hence, there is no functional structure in place at the SMOH to ensure that research evidence is used for decision- and policy-making.

However, some respondents reported they had a functional organizational structure for EIDM and had this to say:


“We have an M&E unit and district health information system database—HMIS. We collect data from the facilities and from the government and these are fed back into the design of the endemic diseases control programme/activities. It is like a cycle. The information comes, it gets straight back into the system and it continues.” (EU7).

“From the data elements that we can also advice the government and we also brief them on the ways forward in any of these programs depending on the information we have gathered.” (EU4).








Pattern of Use of HPSR Evidence for Decision-/Policy-Making


Ever or Currently Using HPSR Evidence

Most of the respondents were of the opinion that evidence informs decisions made in their units, departments, and the State Ministry of Health as a whole for i) developing policy and strategies; ii) implementing various programs; iii) reviewing programs; and iv) budgeting. According to program manager, a “recent evidence from individual research and the state NTDs report will be used in planning further programme … there is one we conducted last month on Filariasis. Then another one conducted on Schistosomiasis, we are using the evidence to plan our upcoming program, those ones have not been implemented … once the Carter Centre [Donor Agency on NTDs] takes decision on it, it will be implemented” (AU09). Other instances where evidence had been used for decision-making although not directly related to ETDs were also reported. In the words of a director:


“The federal government gave us the result of a nation-wide survey, the finding says that the HIV prevalence of our state is 9.7%, which tells us that we are in a danger, that’s why we stand on that result in making our yearly budgeting…. That is why we push more money in HIV prevention and treatment.” (AU01).





Another respondent reported that their department’s decision to register and train traditional birth attendants for safer provision of maternity (particularly delivery) services was based on a research outcome. According to her:


“In our public health facilities, we always have a lot of women attending antenatal clinic but during delivery, only few of them deliver in public facilities. So we started asking ourselves, where did they go? From the research we got from the women who attends antenatal care, we discovered that most of the time, they go to the TBAs [for delivery] for various reasons. That was the reason we started training the TBAs in our state.” (EU8).





However, some respondents stated that research evidence does not play a significant (or any) role in decision-making for the control of malaria and NTDs in the SMOH. “For now, I don’t think there is a role that research plays. Most at times we use projection in determining these interventions” (EU4). It was noted that personal and political interests greatly influence decisions made and may actually be the first consideration in deciding on what gets into the period (operational or strategic) plans of the ministry/agency. A policy-maker stated that “what we normally put in our annual plan is based on the priorities and policy thrust of the present administration. So we consider that first, the policy thrust, and the desire of the present administration” (EU4).



Sources of HPSR Evidence

HMIS data generated from health facilities on service delivery appears to be the main source of evidence for decision-making towards ETDs control. Most respondents stated that they have found this to be extremely useful because it is representative, exhaustive, and collected regularly.

Other sources include i) community/large surveys reports such as DHS; ii) program reports; iii) journal articles including form professional groups, online articles and; iv) reports from implementing partners and donor agencies. Survey reports have been used in the past to determine what quantity of materials, drugs, or commodities to supply to facilities for control of malaria and other NTDs. Journals have been found useful because “it helps us to know the best practice” (EU5).

According to some respondents, program reports are found to be useful for the following reasons: (i) coherence of information; (ii) relevance of recommendations; (iii) regularity, “our monthly reports come every month” (EU6); (iv) adequacy of content; (v) simplicity of the report. “The program report I get every month is more like conversations of different program areas, issues, and challenges” (EU6); (vi) verifiable source of data/information and; (vii) affords opportunity for comparison with other States.

However, some respondents stated that the least preferred are the publications and technical reports due to perceived lack of time to read and a poor reading culture of users of evidence, “…because, in our society, people don’t tend to be good…., they are not good at reading. So, if you put things in books, they may not read it…” (AU02).




Approaches of Communicating Research Evidence Most Useful for Decision-Making

There was a general view that there is no particular method of communicating research evidence that fits decision-making all the time. Instead, a number of factors such as purpose of information, target audience and availability of resources, time and skills influence the choice of methods used in the past. These factors also determine which method is most appropriate to use. “I wouldn’t say there is one particular method that you should do, because it depends on the people, it depends to a large extent on your target population and you’re the objectives of the program” (EU7). Table 2 summarizes most commonly used strategy of communicating research evidence found useful for decision-making towards endemic disease control.


Table 2 | Approaches for communicating research evidence for decision-making towards endemic disease control.





Contextual Influences on Evidence Use for Decision-Making


Enablers

Factors that have enabled respondents in using research evidence for decision-making or influencing policy for the control of endemic diseases include (i) existing collaboration with research institutions/researchers, disease control agencies, and development partners that are generating evidence; “We have good relationship with research institutions and with so many other bodies, even other development partners who also generate their own evidence. For instance, SPARC. They work with the government and generate a lot of information, we get them from them” (EU7); (ii) participation in the process of generating evidence, “When you have findings from the process you have undertaken, it makes it easier for you. You feel happy when you have employed yourself in generating that output” (EU5); (iv) incorporating experienced health system researchers/lecturers in health technical working groups for endemic diseases program/policy and; (v) availability of adequacy of evidence from various sources.




Constraints to EIDM

A major constraint to evidence-informed decision-making for endemic disease control that was identified is political bureaucracy, which causes delays in research uptake. More so, it appears that, contextually, research and use of research evidence has not received much support as there is a lack of political will, in that the ruling class prefers to fund projects with tangible outcomes like structures and buildings in order to get further support from their electorate.


“In Nigeria, and most developing countries, they [politicians] always believe in visible capital projects. …They want to see structures in order to win elections and all that … So in political era and political situation, you see them spend money on buildings and unnecessary health centres, and hospitals … the most important thing for them is that they are building so that their electorate will see them and vote them again. Now, when it comes out to intellectual property like experts meetings, workshops, etc., and real health programme planning that are nor physical structures, they won’t fund them.” (AU13/AP05).



Another constraint is non-harmonization of different sources of data and discrepancies from different data sources—health facilities and programs—making it difficult to synthesize and use data for decision-making.


“The problem we are facing is the harmonization. Because, the partners will come with their own, the federal government will come with their own, and we also align our own with the federal government. The partners, the state and federal government have their way of collecting data, and then you have discrepancies.” (EU4).



Other constraints to evidence use in decision-making include (i) lack of skills and competence to analyze and use data; (ii) inadequate funding is a major challenge to collation and synthesizing of data from health facilities; (iii) poor coordination of data collection, and storage, “…you can go to the facility or even SMOH and ask for evidence of epidemic we had one year ago, and you will be surprised that they do not have it” (AU11); (iv) no or little feedback of research findings to users of evidence, which was mentioned as a reason for poor engagement with producers of evidence.


“Well most of the time the university community/researchers … come for one research or the other but they will not come back to tell you what they got or their findings; they will just finish from the field and go back to their school.” (EU10).



(v) lack of organizational support or structure for entrenching research evidence into decision-making for endemic diseases control and; (vi) limited decision space. The summary of contextual factors influencing use of HPSR evidence in endemic disease control is presented in Table 3.


Table 3 | Contextual factors influencing use of HPSR evidence in ETDs control.




“Most of the decisions are taken by the ministry/agency, so you are not autonomous, you follow them because he who pays the piper dictates the tune…” (AU09).

“Basically, programs and policies are already packaged and then sent [either from donors, State or Federal government] for us to implement.” (EU9).






Discussion

The high knowledge of HPSR and its relationship with EDIM among the respondents in this study could be attributed to previous collaboration or engagement including seminars, workshops, and conferences organized by health systems researchers/academic communities where users of evidence were exposed to the concept of HPSR. Although, the results of our sample may not be generalizable to Nigeria, since we collected data from just two states out of 36 states in Nigeria, the knowledge that was provided is transferable to similar contexts.

The finding of poor capacity to use evidence from research for decision-making process among policy-/decision-makers due to various contextual barriers implies that it is important for policy-/decision-makers to understand the gravity of not using evidence in decision-making. This capacity could be developed with continuous and sustainable capacity building on HPSR and advocacy to policy-/decision-makers on the positive value of EIDM for more effective control of NTDs and addressing other health system challenges. A previous study had highlighted several solutions including the institutionalization of sustainable capacity building to poor individual and organizational capacity to use research evidence in programs and policy geared towards ETDs control (5, 32–34). It has been shown that capacity building of policy-/decision-makers can improve both individual and organizational competency for HPSR towards more effective control of endemic diseases (35, 36).

The finding that although many of the policy/decision-makers were knowledgeable that research evidence should inform policy decisions but only a few reported they are currently using/have ever used in the past for developing policy/strategy and implementation or reviewing programs shows that high knowledge or awareness of HPSR does not translate to policy and practice. Our finding is in line with other studies that reported limited use of evidence in decision-making (18, 37), and in contrast with another study that found knowledge to translate to evidence use (4).

In line with our findings, other studies had reported that one important reason for the lack of adequate commitment to the evidence-to-policy process in the Nigerian health system is the policy-maker’s poor capacity of accessing, synthesizing, and utilizing existing research evidence (2, 38). Certainly, without sufficient capacity in knowledge translation and HPSR, users of evidence will not have the capacity of accessing and synthesizing information for EIDM, and the potential for shared learning will be misplaced. The results on institutional barriers to optimal use of evidence in decision-making toward ETDs are in concordance with other studies (32–34, 37, 39, 40).

Our study shows that there are clear channels for gathering evidence that could be used for decision-making, with the main and preferred source of receiving research evidence to be from the routine Health Management Information System (HMIS). The preference for HMIS among users of evidence is not a surprise because the platform is hosted in the SMOH. Hence, the policy-makers/decision-makers are familiar with the information and it is also readily available to them.

A major strength of this study is that it explored the views of actors who are involved either directly and/or indirectly with the planning and/or implementation of the ETDs and NTDs control programs. These actors are needed for getting research evidence into policy and practice. Also, the application of the qualitative method allows in-depth exploration and understanding of the subject matter.

The study has some limitations. First, it was a relatively small study sample size of 22 in both states, which may have provided limited insights with respect to the study findings. However, our reliability and trust of the study is the fact that we specifically sampled targeted key state implementers and policy-makers involved in disease control programs and decision-making/implementation while excluding those who were not involved in disease control programs, which contributed to the limited sample number. More so, the results of our sample may not be generalizable to Nigeria, since we collected data from only two out of 36 states in Nigeria. However, principles highlighted in this study may be transferable to similar settings.

In conclusion, the paper shows that there is a high level of awareness about evidence from HPSR and the usefulness of such evidence in decision-making. However, this awareness does not translate to optimal use of evidence from HPSR for decision-making in the control of ETDs due to weak organizational capacity and other institutional constraints. Our findings suggest that there is the need to invest in sustainable and continuous capacity-building activities to develop a critical mass of users of evidence (policy-/decision-makers) in HPSR as well as setting up of institutional structure and processes to facilitate enhanced uptake of high-quality evidence into policy decisions for better control of ETDs.
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Some supporting quotes

“We are all used to it [workshop] and it is very useful because it is a two-way communication feedback ... If
Yyou do seminar it's easier to draw the attention of the people than just putting it down for people to go and
read.” (AUO7)

“Most times you would be able to access representatives of different facilities, NGOs, local government,
researchers, and all that. They wil tell you exactly what they felt that could be done.” (EU5)

“If you do seminar it’s easier to draw the attention of the people than just putting it down for people to go and
read ... if you do a workshop it throws up a of issues so at least that’s a starting point, it’s more penetrating ...
if you organize a workshop particularly if you are able to get the stakeholders, it will throw up those issues that
will prompt them to go and look for the one research they kept on the shelf ... So | think seminars or do I say
workshops usually are very effective.” (AUQ7)

“Workshops have been used as a platform for capacity building on the conduct and communication of
research, we get a lot of experts; like | remember there was a time Professor X took us for one week on how to
write research proposal.” (EU6)

“Policy briefs are very useful because anybody can pick that one, you can distribute it to organizations, it be
can be put at the door post here.” (EU4)

“They are to a larger extent very important because those key government officials are very busy people.... If
you can do a good summary sheet that has the evidence, how it was generated, the implications ... policy-
makers will actually read it.” (EU7)

“Conference will make you to see or hear what is happening in other states or country ... and you will meet
people.” (EU1)

“Prof X and group produce a lot of evidence with good suggestions for malaria prevention, they share with us
and we use them in planning intervention for malaria control.” (EU8)

“Sometimes researchers invite us to a meeting and tell us what they are doing and the need for us to support
their research.” (AU10)






OEBPS/Images/fitd.2021.735990_cover.jpg
, frontiers

in Tropical Diseases

Getting Evidence From Health Policy
and Systems Research Into Policy
and Practice for Controlling Endemic
Tropical Diseases in Nigeria:
Assessing Knowledge, Capacity,
and Use





OEBPS/Images/fitd-02-735990-g001.jpg
Knowlegde of the Concept of +Understanding of HPSR
HPSR “Relationship between HPSR and decision-making.

“Individual competent
+Organizational capacit

Capacity to Use HPSR Evidence

“Ever/eurrenly using evidence
ources of evidence used

Pattern of Use of HPSR Evidence

«Approaches of communicating research evidence found
useful

Contextual Influer
Evidence Use






OEBPS/Images/table3.jpg
Enabler

Existing collaboration with research institutions/researchers, disease
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Participation in the process of generating evidence

Incorporating experienced health system researchers/lecturers in health
technical working groups
Availability of evidence from various sources.

Constraint
Political bureaucracy and poor political will

Non-harmonization of different sources of data and discrepancies from different data
sources—health facilities and programs makes it difficult to use data for decision-making
Poor coordination and attitude to data collection, keeping, and use

Poor feedback of research findings to users of evidence, which was mentioned as a reason
for poor engagement with producers of evidence

Lack of organizational support or structure for entrenching research evidence into decision-
making for endemic diseases control.

Inadequate funding

Limited decision space

Lack of skills and competence
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Variables Anambra (n) Enugu (n) Total (%)
Sex

Male 8 7 15 (68.2)
Female 3 4 7 (31.8)
Organization

SMOH 9 9 18 (81.8)
SPHCDA 1 2 3(13.6)
Implementing partner 1 0 1(4.6)
Main role in organization/job

Policy-maker 3 2 5(22.7)
Divisional/departmental head 4 2 6(27.3)
Implementer/program manager 3 5 8(36.4)
Data Manager 1 2 3(13.6)
Department/Disease control area

Malaria 2 3 5(22.7)
NTD 2 2 3(3.6)
All of the above 7 6 14 (63.6)
Total 22






