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Abstract 

Introduction: In Burkina Faso, the systematic use of research evidence in maternal, newborn and child health (MNCH) 
decision-making is not yet institutionalized despite previous initiatives to promote the evidence to policy link. This 
study aimed to assess individual and organizational capacities of MNCH stakeholders for evidence-to-policy link in 
Burkina Faso. 

Methods: The design was a cross-sectional study conducted during a national MNCH stakeholders’ engagement event 
organised in Ouagadougou in November 2015 by Burkina Faso Ministry of Health. A self-assessment survey using 
structured pre-tested questionnaire was administered to assess participants’ individual and organisational capacities 
to acquire, appraise, adapt and apply evidence in decision-making. 

Results: The mean rating (MNR) for individual knowledge about initiating/conducting research and ability to access 
and use existing research evidence ranged from 2.76-2.96 on the scale of 5. The MNR of the capacity to assess the 
authenticity, validity, reliability, quality and applicability of research evidence ranged from 2.72 to 3.08. Respondents 
rated their organizational level of research incentives including availability of research grants, in-service research 
training, and provision of research facilities very low (MNR=1.60). The MNR of organizational capacity to initiate 
research, source for research evidence, assess the validity and applicability of research evidence, and incentives to 
encourage the application of research evidence ranged from 2.16 to 2.76.  

Conclusion: The outcome of this study demonstrates the urgent need for capacity enhancement at individual level for 
MNCH stakeholders in Burkina Faso and the creation of enabling environment for promotion of evidence use at 
organizational level, through research incentives.  
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Health; Burkina Faso 

http://creativecommons.org/licenses/by/4.0/deed.en_US
https://wjarr.com/
https://doi.org/10.30574/wjarr.2021.10.1.0152
https://crossmark.crossref.org/dialog/?doi=10.30574/wjarr.2021.10.1.0152&domain=pdf


World Journal of Advanced Research and Reviews, 2021, 10(01), 191–202 

 

192 

1. Introduction 

Burkina Faso is one of the countries in sub-Saharan Africa that was not able to achieve the health-related Millennium 
Development Goals (MDGs) [1]. Despite the health interventions implemented within the last decade in Burkina Faso, 
morbidity and mortality indicators remain alarming in the country [2–4]. Malaria, respiratory infections and diarrhoeal 
diseases were the top three causes of hospital consultation in Burkina Faso in 2016 [5] and are the leading combined 
causes of morbidity and mortality [3,4]. The recognition of the importance of use of research findings and other types 
of evidence in the development of health policies and programs is growing globally [6–9]. However, while the 
recognition of the value of evidence and research findings in health decision-making and practice are is increasing in 
momentum world-wide [10–12], the culture of use of evidence in policymaking is not well established in Burkina Faso. 

In a systematic review, Olivier and colleagues [13], identified the availability/accessibility of evidence, the 
clarity/relevance of research results and the capacities of decision-makers as the most frequently cited factors in the 
literature, limiting the use of evidence in decision-making and practice. Although other factors such as researchers' 
collaboration with decision-makers, organizational structure, availability of resources and timeliness in provision of 
evidence, all play contributory roles to influence the use of evidence [13–17], there is a general consensus that good and 
strong capacities and skills are needed for decision-makers to search for evidence, evaluate relevance, adapt it and use 
it in decision-making or practice [13,16–19]. 

In Burkina Faso, there have been a number of initiatives to promote the use of evidence by decision-makers [20–25]. 
The Evidence Informed Policy Network Africa (EVIPNet-Africa) initiative launched by the World Health Organization 
(WHO) in 2006 had Burkina Faso as part of the initiative [26]. Thus, EVIPNet-Burkina Faso had the mandate in part, to 
build capacity for evidence-informed decision-making culture. This initiative made it possible to produce a policy brief 
on strategies to reduce maternal mortality in Burkina Faso [27] validated it at a deliberative workshop [28], developed 
an action plan for the implementation of EVIPNet-Burkina Faso[29] and implemented a rapid response service within 
the Ministry of Health[21].  

From the perspective of building on existing knowledge and sustaining interventions, it is important to assess individual 
knowledge about the use of evidence and organisational capacities to foster the culture of decision-making and 
evidence-based practice prior to any intervention. In doing so, this approach allows interventions to be adapted to the 
realities of the context. There is dearth of literature on assessment of stakeholders’ knowledge prior to interventions 
for evidence use in policymaking Burkina Faso, and reports on organisational capacities to promote the use of evidence 
in general and particularly in maternal, new-born and child health are essentially lacking. 

In 2015, the West African Health Organization (WAHO), the specialized health institution of the Economic Community 
of West African States (ECOWAS), conducted a situation analysis on the use of evidence in maternal, new-born and child 
health. This study was part of the regional project to promote the use of evidence called "Moving maternal new-born 
and child health Evidence into Policy in West Africa (MEP)", which covered six countries in the sub-region, including 
Benin, Burkina Faso, Ghana, Mali, Nigeria and Senegal. This article presents the results of the situation analysis of the 
capacities and knowledge of maternal and child health stakeholders in Burkina Faso in terms of knowledge transfer and 
the use of evidence in decision-making.  

2. Methods 

The study assessed individual and organisational capacities of maternal, new-born and child health (MNCH) 
stakeholders including policymakers from the Ministry of Health in Burkina Faso. The study was designed as a cross-
sectional study. A two-day stakeholders’ engagement event was organised in Ouagadougou in November 2015, under 
the auspices of the Family Health Department of the Burkina Faso Ministry of Health and with the support of the West 
African Health Organisation (WAHO).  

During the meeting, a self-assessment survey using structured pre-tested questionnaire was conducted to assess 
individual and organisational capacities for evidence use in policymaking by the stakeholders. Participants consent was 
obtained prior to the administration of the questionnaire.  

This study was part of a previous investigation conducted in six West African countries (Benin, Burkina Faso, Ghana, 
Mali, Nigeria and Senegal) and the method was previously described in previous studies focused on Nigeria [30]. The 
questionnaire developed was based on the self-assessment tool of the Canadian Health Services Research Foundation 
(CHSRF) [31] which was translated in French for the participants. The questionnaire contained the following 
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components: socio-demographic information, Individual knowledge and application of Information and communication 
technologies, Individual and organisational capacities for acquisition, appraisal and application of evidence in MNCH 
policymaking. The items of the questionnaire were rated using the Likert scale of 1 to 5 points, where 1 point = ‘’grossly 
inadequate’’; 2 points = ‘’inadequate’’; 3 points = ‘’fairly adequate’’; and 4 points = ‘’adequate’’; and 5 points= ‘’very 
adequate’’.  

The data collected via the questionnaires was analysed using the methods developed by Johnson and Lavis [32] and also 
by using Stata 11. A descriptive analysis was carried performed using position parameters (mean rating, median rating) 
and range parameters (minimal, maximal, range) as described in a previous study [16]. The mean values obtained 
ranging from 1.00 to 3.49 points were considered as low while the mean values ranging from 3.50 to 5.00 points are 
considered as high.  

3. Results  

All the 25 participants who attended the stakeholders’ engagement event consented to participate to the study and 
completed the questionnaire.  

3.1. Personal information 

The socio-demographic profiles of participants are summarized in Table 1. Most of the participants were males (68%) 
and over 35 years of age (80%). They came from the Ministry of Health (28%), the regional level (28%) or the health 
district where they held the positions of Director (20%), Programme Officer (28%) and Health Practitioner (40%). Most 
of the participants have been in their jobs for no more than 2 years (84%). 

Table 1 Profile and institution of provenance characteristics of participants. 

Personal data Outcomes (%)  

Sex 

Female 

Male 

Total  

 

8 (32.0) 

17 (68.0) 

25 

Age category (years) 

25 – 35 

35 – 45 

Above 45 

Total  

 

5 (20.0) 

13 (52.0) 

7 (28.0) 

25 

Type of institution/organisation 

Ministry of Health/Family Health Department 

Regional/provincial Health Branch 

Health District/Regional hospital 

University/ Research centre 

Civil society organisation 

Total  

 

7 (28.0) 

7 (28.0) 

5 (20.0) 

2 (8.0) 

4 (16.0) 

25 

Current designation/position in the organisation 

Director 

Programme manager/advisor/assistant 

Care providers (Physician/nurse/midwife) 

Teacher-researcher 

Total  

 

5 (20.0) 

7 (28.0) 

10 (40.0) 

2 (8.0) 

25 

Duration in the designation/position (years) 

Under 3 

 

21 (84.0) 
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[4 – 5] 

[6 – 10] 

Above 10  

Total  

1 (4.0) 

1 (4.0) 

2 (8.0) 

25 

Level of intervention of the institution 

Primary level 

Secondary level 

Tertiary level 

Total  

 

3 (12.0) 

9 (36.0) 

13 

25 

3.2.  Knowledge and application of Informatics and Communication Technologies: 

The outcomes of participants’ knowledge and application of informatics and communication technologies are presented 
in the Table 2. The participants had basic knowledge in computer software application (64%). A total of 84% of the 
respondents noted that they used the computer for database management and analysis.  

Table 2 Outcomes of participants’ knowledge and application of informatics and communication technologies. 

Knowledge and application of informatics and 
communication technologies 

No. (%) 

Level of knowledge in informatics 

Basic computer skills 

Basic computer software application 

Total  

 

9 (36.0)  

16 (64.0)  

25  

Type of computer usage 

Secretarial task 

Database management 

Data analysis 

Total  

 

4 (16.0) 

11 (44.0) 

10 (40.0) 

25 

Frequency of internet use 

Very frequently 

Frequently 

Occasionally 

Total  

 

8 (32.0) 

13 (52.0) 

4 (16.0) 

25 

3.3. Participants’ knowledge about evidence 

The Table 3 summarizes the outcomes of participants’ knowledge about evidence. The mean rating of level of knowledge 
of evidence databases and capacity to identify and obtain relevant evidence from databases online bibliographies were 
2.68 and 2.84 respectively on the scale of 5. 

Table 3 Outcomes of participant’s knowledge on evidence. 

Knowledge about evidence Mean ± Std. Dev. Median Range scale* 

Level of knowledge of evidence databases (total= 25) 2.68 ±0.94 2 2 - 5 

Capacity to identify and obtain relevant evidence from 

databases online bibliographies (total = 25) 
2.84 ±1.07 3 1 – 5 

*Range scale: 1=Grossly inadequate, 2=Inadequate, 3=Fairly adequate, 4=Adequate, 5=Very adequate 
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3.4. Individual capacities to acquire appraise and apply evidence in decision-making 

The outcome of the assessment of the individual capacities to acquire appraise and apply evidence in decision-making 
is presented in Table 4. The mean rating for individual knowledge about initiating/conducting research was 2.96, while 
the mean rating of the ability to access and use existing research evidence was 2.76 on the scale of 5. The mean rating 
of the capacity to assess the authenticity, validity, reliability & high quality of research evidence and the 
relevance/applicability of research evidence and summarize research results in a user-friendly way ranged from 2.72 
to 3.08 on the scale of 5. The mean rating of the ability to present results of research to decision makers using charts, 
tables, graphs, pictogram, and bullet/power point presentations was 3.08. 

Table 4 Outcomes of individual capacities to acquire appraise and apply evidence in decision-making (N-25). 

Parameter assessed Description Mean 

± Std. Dev. 
Median 

Range 
scale* 

Knowledge about 
initiating/conducting research 
in general and in maternal, 
new-born & child health 
specifically 

Identification of research problems; 
construction of research questions; 
designing of research methodology; 
writing of research 
proposals/protocols; analysis & 
interpretation of research results; 
writing of research reports. 

2.96 ±0.93 3 2 – 5 

Ability to access and use 
existing research evidence in 
general and in maternal, new-
born & child health specifically 

Journals, internet & library assess; non 
journal reports e.g. newspapers, 
textbooks, reports from national & 
international agencies, databases, 
websites; works from researchers & 
peers. 

2.76 ±0.97 3 1 – 5 

Capacity to assess the 
authenticity, validity, reliability 
& high quality of research 
evidence in general and in 
maternal, new-born & child 
health specifically 

The skill to evaluate & appropriate the 
quality of research methodology. 

2.88 ±1.05 3 1 – 5 

The skill to evaluate the reliability of 
specific research evidence and to 
compare research methods and results. 

2.72 ±1.02 3 1 – 5 

Capacity to assess the relevance 
and applicability of research 
evidence in general and in 
maternal, new-born & child 
health specifically 

The skill to identify relevant similarities 
and differences between research 
evidence. 

2.72 ±0.98 3 1 – 4 

The skill to evaluate the differences in 
the research evidences in the context of 
your team. 

2.88 ±0.97 3 1 – 4 

How would you describe your 
ability to summarize research 
results in a user-friendly way in 
general and in maternal, new-
born & child health specifically 

Present research results concisely in 
accessible language 

3.04 ±0.79 3 1 – 4 

Synthesize in one document relevant 
research as well as information and 
analysis from other sources. 

2.76 ±0.31 3 2 – 4 

Link the research results to key issues 
and provide recommendations. 

3.08 ±0.76 3 1 – 4 

ability to present results of 
research to decision makers in 
general and in maternal, new-
born & child health specifically 

Use of charts, tables, graphs, pictogram, 
bullet/power point presentations, etc. 

3.08 ±0.86 3 2 – 5 

*Range scale: 1=Grossly inadequate, 2=Inadequate, 3=Fairly adequate, 4=Adequate, 5=Very adequateTable 5 Outcomes of the assessment 
organisational capacities to promote the use evidence through incentives in MNCH decision making (N-25) 
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3.5. Organisational capacities to promote the use evidence through incentives in decision making  

The mean ratings of the organisational capacities to promote the use evidence through incentives in decision making 
were generally low (Table 5). Respondents rated very low their organizational level of research incentives including 
availability of research grants; award of honours/promotions; in-service training; stipends, bonuses & per-diem for 
research works; provision of research facilities etc. The mean rating for this was as low as 1.60 on the scale of 5. The 
mean rating of the organizational capacity to initiate research, source for research evidence, assess the validity, quality 
and applicability of research evidence, and incentives to encourage the application of research evidence ranged from 
2.16 to 2.76 on the scale of 5. 

Table 5 Outcomes of the assessment organisational capacities to promote the use evidence through incentives in MNCH 
decision making (N-25). 

Parameter assessed Description Mean 

± Std. Dev. 
Median 

Range 
scale* 

The capacity of your team to 
initiate research in general and in 
maternal, new-born & child 
health specifically 

Existence of research programmes, 
departments, officers & facilities; any 
reputation on specialized areas of 
research; research outputs; regularity of 
research activities. 

2.76 ±1.01 2 1 – 5 

The capacity of your Team to 
source for research evidence in 
general and in maternal, new-
born & child health specifically 

Existence of databases; relationship with 
research institutions; collaboration with 
researchers & experts; commissioning of 
research projects 

2.60 ±1.00 2 1 – 5 

The level of research incentives 
available in your Team in general 
and in maternal, new-born & child 
health specifically 

Availability of library, internet facilities; 
availability of research grants; award of 
honours/promotions; in-service training; 
stipends, bonuses & per-diem for research 
works; provision of research facilities; 
sponsorship to conferences/workshops; 
institutional subscription of research 
materials (periodicals eg. journals), 
databases, websites. 

1.60 ±0.91 2 1 – 4 

Incentives for assessment of the 
validity, quality and applicability 
of research evidence in general 
and in maternal, new-born & child 
health specifically 

Use of consultants; application of computer 
software, statistical package; well-
equipped laboratory; existence of quality 
control units; promotion of ethical 
standards/practices 

2.04 ±0.98 2 1 – 5 

Incentives to encourage the 
application of research evidence 
in general and in maternal, new-
born & child health specifically 

Availability of research evidence 
implementation committee; availability of 
administrative process for 
accepting/implementing research 
evidence. 

2.16 ±1.07 2 1 – 5 

Incentives to encourage the 
provision of research evidence to 
decision makers in general and in 
maternal, new-born & child 
health specifically 

Summarized and easy-to-use research 
evidence is routinely brought to the 
attention of relevant decision makers (such 
as through regular meetings or reports; or 
participation by researchers/analysts in 
management meetings to present/discuss 
evidence). 

2.44 ±0.96 2 1 – 5 

*Range scale: 1=Grossly inadequate, 2=Inadequate, 3=Fairly adequate, 4=Adequate, 5=Very adequateTable 6 Outcomes of the assessment 
organisational value of use of research evidence in MNCH decision making (N-25). 
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3.6. Organisational value of use of research evidence in decision making 

Table 6 summarizes the outcome of the assessment of organisational value of use of research evidence in decision 
making. The mean ratings recorded were generally low, for organization’s use of research a priority (2.04), 
organisation’s activities which encourage using research (2.08), management and front-line staff support to discussing 
research evidence related to the organisation’s main goals (2.68), and organisation’s communication channels 
encouraging evidence exchange (2.40). 

Table 6 Outcomes of the assessment organisational value of use of research evidence in MNCH decision making (N-25). 

Parameter assessed Description Mean 

± Std. Dev. 
Median 

Range 
scale* 

Example of research 
valued in general and in 
maternal, new-born & 
child health specifically 

Using research is a priority: our organisation 
has committed sufficient people, time, 
training and budgets to access, appraise, 
adapt and apply research in making 
decisions. 

2.04 ±1.02 2 1 – 5 

Our organisation’s job descriptions and 
performance incentives include enough 
focus on activities which encourage using 
research. 

2.08 ±1.11 2 1 – 5 

Both management and front-line staff 
support and participate in frequent forum 
where staff and invitees present and discuss 
research evidence related to the 
organisation’s main goals. 

2.68 ±1.03 3 1 – 5 

Management has clearly communicated 
corporate strategy and priority areas for 
improvement, so that people creating or 
monitoring research evidence know what is 
needed. 

2.48 ±1.08 2 1 – 5 

Our organisation has effective 
communication channels so that priorities, 
evidence and ideas are exchanged across 
divisions, as well as between management 
and front lines. 

2.40 ±1.08 2 1 – 5 

Our corporate culture is to value and reward 
flexibility, change, and continuous quality 
improvement, and we provide adequate 
resources at all levels to support change. 

2.36 ±0.95 2 1 – 4 

*Range scale: 1=Grossly inadequate, 2=Inadequate, 3=Fairly adequate, 4=Adequate, 5=Very adequate 

3.7. Place of research in decision making at organisational level 

The mean ratings for the assessment of place of research in decision making at organisational level was generally low 
(Table 7). The mean rating for the consideration of research results and other evidence during decision making was 
2.44. While the mean rating for staff knowing when they can contribute evidence when major decisions are made was 
will be made was 2.36. The mean rating for staff providing evidence and analysis in the discussion before a decision was 
as low as 2.88. 
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Table 7 Outcomes of the assessment of place of research in decision making at organisational level (N-25). 

Parameter assessed Description Mean 

± Std. Dev. 
Median 

Range 
scale* 

Place for research in decision 
making processes in general 
and in maternal, new-born & 
child health specifically 

When we make major decisions, we usually 
allow enough time to identify researchable 
questions and create/ obtain, analyse and 
consider research results and other 
evidence. 

2.44 ±0.87 2 1 – 5 

Our management team has enough 
expertise to evaluate the feasibility of each 
option, including potential impact across 
the organisation as well as on its clients, 
partners and other stakeholders. 

2.52 ±1.05 2 1 – 5 

When staff develop or identify high quality 
and relevant research, decision makers will 
usually give formal consideration to any 
resulting recommendations 

2.52 ±0.92 2 1 – 4 

Staff and appropriate stakeholders know 
when and how major decisions will be 
made, how and when they can contribute 
evidence and how that information will be 
used 

2.36 ±0.81 2 1 – 4 

The staff who have provided evidence and 
analysis usually participate in the 
discussion before a decision is made and, 
when possible, so do relevant non-staff 
researchers 

2.32 ±0.80 2 1 – 4 

When a decision is made, feedback to staff 
and appropriate stakeholders includes a 
rationale for the decision, and review of 
how the available evidence influenced the 
choices made 

2.28 ±0.54 2 1 – 3 

*Range scale: 1=Grossly inadequate, 2=Inadequate, 3=Fairly adequate, 4=Adequate, 5=Very adequate 

4. Discussion 

This study to the best of our knowledge represents the first attempt to systematically assess the MNCH stakeholders’ 
individual and organizational capacity to acquire, assess, adapt and apply evidence in policymaking in Burkina Faso. 
Interestingly, the study outcome showed a generally low mean ratings in both individual and organizational capacity 
for use of research evidence in policymaking. Of the 30 parameters assessed relevant to individual and organizational 
capacity to use evidence for policymaking only 3(10%) had mean ratings of up to 3 points on the scale of 5. This was 
unlike a similar study we conducted in Nigeria among MNCH stakeholders of which out of the 28 parameters assessed 
on individual and organizational capacity for evidence informed policymaking 19(67.9%) had mean ratings of 3 and 
above [16].  

The outcome of this study therefore, clearly suggests that in Burkina Faso and among the MNCH policymakers there 
exist grossly deficient capacity for the evidence-informed policymaking. A number of previous reports have shown that 
many individuals occupying policymaking positions at government ministries lack the critical competency to acquire, 
assess and adapt research evidence in policymaking, which has resulted to a general lack of understanding about how 
evidence can be effectively used [33,34]. This calls for urgent introduction of mechanisms that will improve both 
organizational and individual capacity for evidence-to-policy link in Burkina Faso as a matter of utmost priority.  

In this study, the mean ratings for individual capacities to acquire, appraise and apply evidence in decision-making were 
generally below 3 points on the scale of 5. This outcome suggests the existence of capacity constraint in the knowledge 
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about initiating/conducting research, access and use of available research evidence, assessment of the authenticity, 
validity, reliability & high quality of research evidence and applicability of research evidence. The existence of these 
capacity constraints may be playing a contributory role to the lack of effective use of evidence in policymaking among 
MNCH policymakers in Burkina Faso.  

Some previous studies that investigated the barriers and facilitators of the use of evidence in program management and 
in decision making noted that a deficit in the skills and experience of decision-makers in research literacy and research 
utilization, and a lack of formal management training constituted major barriers to evidence-use in policymaking and 
policy implementation [35–37]. Furthermore, in a similar study which assessed the capacity of decision makers to 
acquire, assess, adapt, and apply research evidence, the greatest capacity deficiency was observed in the domains 
related to: acquiring research; assessing the reliability, quality, relevance, and applicability of research evidence[38]. 
These findings further reinforce the assertion that policymakers research capacity development is imperative if 
evidence informed policymaking will become a reality and a culture in government ministries in Burkina Faso. 

It was interesting to observe in this study that the mean ratings of the organisational capacities to promote evidence 
use through incentives in decision making, and the ratings for value placed on research in decision making at 
organisational level were generally below 3 points on the scale of 5. It was of great concern that respondents rated very 
low their organizational level of research incentives to encourage use of evidence in policymaking. The implication of 
this finding is that there may exist a very poor research enabling environment in the participants’ organizations as 
observed in the previous studies conducted among policymakers in Nigeria [16,18]. Elsewhere, it was observed that 
policymaking organizations had limited incentives for research use, and also lack reasonable resources for assessing 
the quality and reliability of research[38]. 

Organizational capacity constraints for evidence informed policymaking have continued to hamper the evidence-to-
policy-to-practice process. The key denominators common in the findings of a number of studies that have investigated 
organizational constraint in evidence use for policymaking were the lack of a research learning culture and institution 
of good management – that promote better decision-making [37,39–41]. Uneke and colleagues [42], noted that the 
existence of capacity constraints at organizational level poses a critical challenge to the evidence-informed 
policymaking because inadequate organizational commitment towards the promotion of research incentives can 
incapacitate even the highly knowledgeable and skilful policymaker in such organization. 

5. Conclusion 

In conclusion, the outcome of this study demonstrates the urgent need for capacity enhancement at individual level for 
MNCH stakeholders in Burkina Faso and the creation of enabling environment for promotion of evidence use at 
organizational level, through research incentives. Capacity development for policymakers on evidence informed 
policymaking has been identified as one of the major facilitators of evidence to policy process in government ministries 
[43]. According to Bennet and Green [44], evidence-based skills training is very important and educating administrative 
officials who can then introduce new decision-making approaches to their agency is an important way to effect systemic 
change. As the evidence to policy process is very dynamic, it is recommended that the capacity enhancement process be 
institutionalized in government ministries and among decision makers to keep them abreast with current global 
developments in the bridging of the evidence-policy gap  
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