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Lay abstract 

 

In humanitarian aid, and specifically in crisis zones, there are many different types 

of information decision-makers can draw from when making decisions.  One specific type 

of information is research evidence; however, the use of research evidence, and the ways 

it can inform decision-making in crisis zones, has been understudied. This dissertation 

addresses this key gap in understanding by: 1) developing a new tool that can help 

decisions-makers use research evidence to inform their decisions in crisis zones within 

the political, health, humanitarian aid and health research systems; 2) examining the 

factors that influence the use of research evidence in the governmental health policy-

development processes for Syrian refugees in Lebanon and Ontario; and 3) examining the 

perspectives of decisions-makers around using one way of supporting the use of research 

evidence — an evidence website — to support evidence-informed decision-making in 

crisis zones. 
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Abstract 

 

Many strategies can be used to support the use of research evidence in decision-

making. However, such strategies have been understudied in crisis zones, where decision-

making may be particularly complex, many factors may influence decision-makers’ use 

of research evidence, and professional judgements may be particularly relied upon. Using 

synthesis and qualitative research methods, this dissertation examines the role of research 

evidence in crisis zones and strategies to support its use in decision-making.  

First, chapter 2 describes a critical interpretive synthesis, which drew upon a broad 

body of literature around evidence use in crisis zones to develop a new conceptual 

framework that outlines strategies that leverage the facilitators and address the barriers to 

evidence use in crisis zones in four systems, namely the political, health, international 

humanitarian aid, and health research systems. Second, in chapter 3, the focus narrows, 

and an embedded qualitative case study design was used to gain a deeper understanding 

into one of the four identified systems, the political system, and specifically the factors 

that influenced the use of research evidence in the governmental health policy-

development processes for Syrian refugees in Lebanon and Ontario. Finally, in chapter 4, 

a user testing study design was used to zero-in on decision-makers’ experiences with a 

particular strategy within the health research system, namely an evidence website focused 

specifically on topics relevant in crisis zones.  

This dissertation provides a rich understanding of research evidence use by 

examining knowledge translation strategies in a setting that has been largely unexplored 

in the broader KT map: crisis zones. The findings from this thesis point to the need for 
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comprehensive strategies to support evidence use in decision-making that draw upon the 

existing literature and are adapted for crisis zones, which can occur sequentially or 

simultaneously within or across the four identified systems.  
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Chapter 1. Introduction 

 

This chapter introduces three original research chapters as part of this Ph.D. 

dissertation. This chapter begins with an overview of humanitarian crises and the current 

state of literature on research evidence informing decision-making in crisis situations. 

This chapter presents the overarching aims of this dissertation, specific objectives of each 

chapter, and summarizes the methodological approaches I plan to use to address each 

objective. This chapter ends with a discussion on the anticipated substantive, 

methodological, and theoretical contributions for each chapter that follows. 

Humanitarian crises are a global concern, happening more frequently, and 

growing in scale (1). In the last decade, nearly 1.6 billion people worldwide have been 

affected by disasters. The estimated total cost of damages caused by disasters around the 

world is more than $1.3 trillion (2), which includes a record level of spending on 

humanitarian aid (3). Crises are no longer contained in one geographical location but 

rather transcend borders, and they can affect mass populations and disrupt health systems. 

There are several defining characteristics of a crisis situation. First, events that led up to a 

crisis situation are often unexpected. Second, the crisis event creates uncertainty with 

what the future holds under this new unexpected event. Third, the crisis event is seen as a 

threat to the important goals of security and sustainability of a normal structure. Recent 

humanitarian crises — be it the Ebola epidemic or the Syrian refugee crisis — have 

placed considerable stress on health systems that are not fully equipped to deal with such 

crises. For all these reasons, it is important that we start to think how can we build 

effective humanitarian systems that are able to respond to crises.  
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Previous studies focusing on the humanitarian aid sector have identified many 

factors that contribute to its effectiveness, one of which is the use of research evidence to 

inform decision-making (4-6). What makes decision-making in crisis situations unique is 

the high levels of stress, often in intense and sometimes dangerous situations. Research 

evidence can help decision-makers respond in a timely manner in such situations. 

However, the use of research evidence to help respond to crises is not always 

straightforward. A culture built on immediate action with a traditionally heavy reliance on 

professional judgement may not be conducive to using evidence to inform decision-

making in crisis zones (7). For example, when faced with an unexpected event, decision-

makers may draw on their personal experiences to inform their decisions, partly because 

of a perceived gap in the evidence base on humanitarian action (8-10). In addition, the 

humanitarian domain can be conflicted on what constitutes evidence because the dividing 

lines among operational data, theory, and evidence are perceived as unclear. 

Humanitarian aid organizations may primarily rely on data stemming from their ground 

operations instead of considering the data alongside existing research evidence. This 

makes it imperative that we begin our discussion with a clear and simple definition of 

what constitutes research evidence.  

I define research evidence as the output of research that has been conducted in a 

systematic way and reported in a transparent manner. My definition of research evidence 

includes evidence described in both empirical papers (e.g., observational studies, surveys 

and case studies) and conceptual papers (e.g., theoretical papers). It also includes primary 

studies and secondary research (e.g., systematic reviews and other forms of evidence 
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synthesis). This research evidence may appear in indexed bibliographic databases or in 

what is called the grey literature. I distinguish such research evidence from other types of 

information, including data, tacit knowledge or ordinary knowledge (11), and stakeholder 

opinions.   

Decision-makers in the humanitarian aid sector have been asking how to make 

better use of research evidence in crisis zones (7, 12). Researchers have attempted to 

provide some tentative answers to this challenging question by highlighting the stages in 

the decision-making process where evidence can be used to inform decision-making in 

crisis zones (13-16). For example, research evidence can help clarify a problem. Second, 

evidence can help frame options to respond appropriately. Third, evidence can help 

address implementation considerations for interventions in specific contexts (Table 1). 

Research evidence can serve the same purposes in crisis zones. However, we still require 

deeper knowledge about the sources of information decision-makers draw upon to inform 

decision-making and the factors that influence their use of research evidence in crisis 

zones.    
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Table 1. Types of questions and sources of research evidence1  

 

 

 
1 Reproduced with permission from McMaster Health Forum 
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We know from the existing literature that decision-makers in crisis zones need 

readily accessible, reliable, up-to-date evidence to clarify a problem, frame options, and 

address implementation considerations (17-21). However, there has been very little 

research into strategies that would support the use of evidence in crisis zones. The field of 

knowledge translation has identified interventions to support the use of evidence in 

decision-making. Although there are several proposed theories and frameworks for 

achieving knowledge translation across sectors (22-24), frameworks that describe the key 

features of specific strategies for crisis zones are much less prominent or underdeveloped. 

For example, Lavis et al., (2006) provides a general understanding of system-level 

knowledge translation interventions: improving the general climate for research use; the 

production of relevant and appropriately synthesized evidence for users; activities that 

link research to action; and evaluation (23). However, it is not clear from this model 

which of these interventions will work best in crisis zones. Specific features of KT 

activities likely need to be tailored to achieve optimal outcomes in crisis zones. 
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Examples in the literature of failures to use research evidence to inform decision-

making are apparent across all key decision-maker groups (e.g., patients/citizens, 

healthcare providers, managers, and policymakers) and in developed and developing 

countries (25, 26). A common challenge that all decision-makers face when trying to use 

research evidence to inform their decision-making relates to the lack of knowledge 

management skills and infrastructure (8, 27-29). For example, the huge volume of 

research evidence currently produced and scattered across journals, books, reports, and 

websites; many of which require a payment to access. Additionally, decision-makers lack 

time to read long systematic reviews and instead require a summary of the evidence that 

they can act upon in a short time-frame. Although systematic reviews are considered to be 

the highest level of evidence to help clarify a problem and frame options, findings from 

systematic reviews need to be coupled with feasibility considerations for interventions 

and the tacit knowledge and real world views and experiences of front line staff to make 

well-informed decisions (30). The same is true in crisis zones, where decision-makers 

frequently report that research evidence is not always relevant in terms of the issues they 

face and that evidence is not always accessible or translated into action (8-10). 

This dissertation aims to address a series of gaps in the existing literature by 

answering the following specific objectives: 1) develop a conceptual framework that 

outlines the strategies and the facilitators of and barriers to research evidence use in crisis 

situations in LMICs; 2) examine the factors that influence the use of research evidence in 

the governmental health policy-development processes for Syrian refugees in Lebanon 

and Ontario; and 3) explore decisionmakers’ views of and experiences with the Evidence 
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Aid website, putting forward specific suggestions about how to improve Evidence Aid, 

many of which can also be applied to other evidence websites. 

Said another way, I begin this scholarly journey by examining and bringing order 

to what has been already done to support evidence use in crisis zones, then turn to 

examining evidence use in a crisis, and finally studying a strategy to support the use of 

evidence in crisis zones.  

Approaches taken in the three studies 

The research objectives are addressed in this thesis through three original 

scientific contributions that incorporate a mix of methodological approaches.  

In chapter 2, I will employ a critical interpretive synthesis (CIS) approach, which 

uses many conventional systematic review processes but allows for the examination of 

both empirical and non-empirical literature (e.g., editorials, essays) and of both 

quantitative and qualitative empirical literature. Moreover, contrary to conventional 

systematic reviews where there is a well formulated research question at the outset, CIS 

employs a compass question that allow for a more iterative and responsive process of 

synthesis as different types of literatures open up new themes and relationships among 

themes (31, 32).  

In chapter 3, I plan to use an embedded case-study design to examine the factors 

that influence the use of research evidence in the Lebanese Ministry of Public Health 

2016 Health Response Strategy and the Ontario’s 2016 Phase 2: Health System Action 

Plan designed to address the health needs of Syrian refugees. The richness of the 

phenomenon (i.e., addressing the health needs of Syrian refugees) and the complexity of 
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the real-life context (i.e., Syrian refugee crisis as it was experienced in Lebanon and 

Ontario) are well suited for a case study design. 

Finally, in chapter 4 I will use a user testing study design to explore 

decisionmakers’ views of and experiences with the Evidence Aid website and put forward 

specific suggestions about how to improve such evidence websites. This type of design is 

used widely in the field of product design and evaluation, and involves having users 

complete task-specific problems (33-35). User testing involves inviting representative 

users of a product (in this case a website) to participate in individual semi-structured 

interviews where they are asked about their experience as they interact with the website 

(36).  

Substantive, methodological and theoretical gaps  

Substantively, the development of a conceptual framework in chapter 2 outlining 

strategies to support the use of research evidence in crisis situations has the potential to 

enable different actors in crisis situations to reflect on how they can utilize their 

professional position to support the use of evidence in decision-making. My hope is that 

my framework and the strategies included in it serve as the starting point for incremental 

change to occur over time, with the goal of getting closer to addressing the knowledge 

needs of decision-makers in crisis situations. My planned analysis in chapter 3 of how do 

governments use evidence to develop health policy for Syrian refugees will provide rich 

qualitative insights for policymakers on how to best support the use of research evidence 

to inform policy-development processes. Finally, in chapter 4, I plan to evaluate an 

evidence website and provide specific suggestions to improve this key knowledge-
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translation strategy designed to address the evidence needs of decision-makers working in 

crisis situations. 

Methodologically, the use of a critical interpretive synthesis (CIS), a relatively 

new approach to reviewing the literature, can harness both a rigorous traditional 

systematic review methodology with the benefits of an interpretive approach (e.g., 

literature sampling, evolving compass question) and this will be the first time a CIS has 

been applied to this topic. The embedded case study that I plan to use in chapter 3 is an 

established research design used to address a novel research question about the factors 

that influence the use of research evidence in the policy-development processes for Syrian 

refugees in Lebanon and Ontario. The case study will incorporate data from multiple 

sources (e.g., policy documents, media articles, and published literature) and diverse 

types of decision-makers (e.g., senior decisionmakers, policy advisors, healthcare 

providers) to arrive at a comprehensive story of how the policy-development process for 

Syrian refugees unfolded and the factors that influenced it. The user testing study design I 

plan to use for Chapter 4 is widely used in the field of product design and specifically 

used here to focus on decision-makers’ experience with using an evidence website for 

crisis situations.  

Theoretically, chapter 2 will be the first qualitative study used to generate a new 

framework that outlines strategies, facilitators, and barriers to evidence use in crisis zones 

at different system levels (e.g., political, health, etc.,). 
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Research reflexivity 

 It is important to outline my motivations to conduct this research. First, I 

witnessed the challenge with the timely transfer of information to decision-makers in the 

field during the Ebola epidemic. Second, I approach this research partly as an insider, 

having worked in organizations that operate in crisis zones. Third, as an educator, I am 

curious about the best ways to support decision-makers in using research evidence. 

Finally, as a Jordanian citizen, I have witnessed first-hand the impact of the Syrian 

refugee crisis on host countries. Considering these motivations, I continuously reflected 

on the degree to which my personal and professional background have informed the work 

presented here.  

Concluding comments 

 The goal throughout this scholarly journey is for the research chapters to build on 

each other. Specifically, the insights gained from the CIS will inform the analysis of my 

findings in my embedded qualitative case study and the purposive selection of an 

evidence website as a KT strategy to support evidence use in crisis zones. This will be the 

first package of studies that examines evidence use in crisis zones at a system level, uses 

a mixed methods approach that includes plans to interview diverse types of decision-

makers in crisis zones, and attempts to put forward actionable strategies at different 

system levels to improve evidence use in crisis zones. The hope is that this work will 

push forward the scholarly discourse around this important challenge and ignite curiosity 

in other researchers to think creatively of workable solutions to addressing the challenge.    
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Chapter 2. Preface 

 

  This chapter takes a broad approach to examining the role of research evidence in 

decision-making in crisis zones through the application of a critical interpretive synthesis 

methodology. Insights gained from the critical interpretive synthesis led to the 

development of a new theoretical framework, which outlines strategies that leverage the 

facilitators and address the barriers to evidence use in decision-making in crisis zones 

within four different systems —political, health, humanitarian aid, health research. 

I was responsible for conceptualizing the area of focus of the study, designing the 

study and executing the data collection and analysis. The included studies were identified 

from a search strategy executed from February 2017 to April 2017, with additional 

articles added throughout the analysis phase to fill any conceptual gaps. Dr. Kaelan Moat 

assisted with assessing documents for eligibility and inclusion in the review. My 

supervisor (Dr. John N. Lavis) contributed to the design as well as the analysis, synthesis 

and development of the theoretical framework, which was an iterative process. I drafted 

the thesis chapter and my supervisor and two other committee members (Dr. Meredith 

Vanstone and Dr. Fadi El-Jardali) provided feedback on various drafts, which was 

incorporated into the final version of the chapter.  
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Abstract 

 

Decision-makers in crisis zones are faced with the challenge of having to make decisions 

under limited time and resources constraints and in light of the many factors that can 

influence their decisions, of which research evidence is just one. To address a key gap in 

the research literature about how best to support the use of research evidence in such 

situations, we conducted a critical interpretive synthesis approach to develop a conceptual 

framework that outlines the strategies that leverage the facilitators and address the 

barriers to evidence use in crisis zones. We systematically reviewed both empirical and 

nonempirical literature and used an interpretive analytic approach to synthesize the results 

and develop the conceptual framework. We used a “compass” question to create a 

detailed search strategy and conducted electronic searches in CINAHL, EMBASE, 

MEDLINE, SSCI and Web of Science. A second reviewer was assigned to a 

representative sample of articles. We purposively sampled additional papers to fill in 

conceptual gaps. We identified 21 eligible papers to be analyzed and purposively sampled 

an additional 6 to fill conceptual gaps. The synthesis resulted in a conceptual framework 

that focuses on evidence use in crisis zones examined through the lens of four systems - 

political, health, international humanitarian aid, and health research. Within each of the 

four systems, the framework identifies the most actionable strategies that leverage the 

facilitators and address the barriers to evidence use.  
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Introduction 

The pressure to demonstrate that responses to crises are grounded in research 

evidence has been growing over recent years (1-3). While other domains have been able 

to make progress in this field, the humanitarian aid domain still faces some challenges (1, 

4, 5). Part of the challenge may be a lack of understanding of the benefits of using 

evidence to inform decision-making. Research evidence can help decision-makers 

understand a problem, frame options to respond appropriately, and address 

implementation considerations for interventions in specific contexts. When used 

appropriately, evidence can help decision-makers build on the success of others and avoid 

repeating the failures of others, by learning from systematic studies of their impacts and 

experiences. A significant literature exists that examines the use of research evidence in 

decision-making, some of which pays particular attention to low- and middle-income 

countries (LMICs), where most crises occur (6-16). However, there is a need for 

theoretically informed framework outlining the strategies that would leverage facilitators 

and address the barriers to evidence-informed decision-making in crisis zones in LMICs. 

This study aims to fill this gap by developing a conceptual framework. 

Decision-making is complex, both because it is context dependent and because it 

is often influenced by the need to act quickly in sometimes less than ideal situations with 

relatively little access to information. Recognizing this complexity, evidence-informed 

decision-making has been described as an approach that aims to ensure that decisions are 

influenced by the best available research evidence, while acknowledging the other factors 

that influence it (17). These other factors include institutional constraints, interests, ideas 
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such as values, and external factors like the election of a new governing party. In spite of 

these complexities, strengthening the use of research evidence in decision-making holds 

the promise of achieving better use of limited humanitarian aid resources.   

One area to consider when seeking to strengthen the use of research evidence in 

crisis zones is what strategies can be used to support evidence informed-decision-making. 

Up until now, the thinking about the strategies has been mostly confined to the research 

system, with an emphasis on making evidence more available and accessible to decision-

makers, and less on formalized processes for facilitating its use (5, 18, 19). When the 

focus turns to the humanitarian aid system, the emphasis has been more on establishing a 

receptive climate for evidence (20). There has been less attention given to systems 

beyond the research and humanitarian aid systems. Given the very little research into a 

fulsome array of strategies to support evidence use in crisis zones, both within and 

beyond the research and humanitarian aid systems, our compass question is what are the 

strategies that leverage the facilitators and address the barriers to evidence use in crisis 

zones in LMICs? The strategies to support evidence use in crisis zones can be employed 

to integrate the use of evidence more systematically within different systems.  
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Methods 

Design 

We used a critical interpretive synthesis (CIS) to develop the theoretical 

framework. CIS, developed by Dixon-Woods et al (2006), uses many conventional 

systematic review processes but allows for the examination of both quantitative and 

qualitative empirical and non-empirical literature (e.g., editorials, essays). This approach 

is particularly appropriate for this study because there is an ill-defined, diverse yet 

nascent body of literature on the barriers to and facilitators of strategies to support 

evidence use in crisis zones in LMICs. Moreover, contrary to conventional systematic 

reviews where there is a well formulated research question at the outset, CIS employs a 

compass question that allow for a more iterative and responsive process of synthesis as 

different types of literatures open up new themes and relationships among themes (21, 

22).  

Literature search 

The literature search was carried out in phases and guided by our compass 

question and included available research literature that aims, through empirical or non-

empirical approaches, to contribute to generalizable knowledge (Figure 1). Initial search 

terms were developed in consultation with a librarian. Several sample search strategies 

were run, and the strategies were adjusted iteratively. Small adjustments were made to the 

search string for each database to ensure that the formatting is optimal for that database. 

These database searches were complemented with reviews of the websites of relevant 

non-governmental organizations (e.g., Médecins Sans Frontières) and international 
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agencies (e.g., World Health Organization), and a hand search of reference lists from 

relevant articles. The searches were executed from February 2017 to April 2017, with 

additional articles added throughout the analysis phase to fill any conceptual gaps. 

Duplicate articles resulting from the above parameters were excluded using EndNote 

database. 

Article selection 

For inclusion, the documents had to provide examples of strategies, facilitators 

and/or barriers to evidence use in crisis zones in LMICs. For the purpose of article 

selection, we defined research evidence as the output of research that has been conducted 

in a systematic way and reported in a transparent manner. Our definition of research 

evidence includes evidence described in both empirical papers (e.g., observational 

studies, surveys and case studies) and conceptual papers (e.g., theoretical papers). It also 

includes both primary studies and secondary research (e.g., systematic reviews and other 

forms of evidence synthesis). We distinguish such research evidence from other types of 

information, including data, tacit knowledge or ordinary knowledge (23), and stakeholder 

opinions. 

We excluded the following types of articles: 1) focused on translating clinical 

research into practice; 2) focused on translating health knowledge to citizens (e.g., 

patients, members of the public); 3) focused on information systems that deal with raw 

data and not research evidence; and 4) deemed to be fatally flawed (as determined by an 

adapted version of the criteria proposed by the National Health Service National 
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Electronic Library for Health for the evaluation of qualitative research, which assess the 

appropriateness of the aims and objectives and of the research design, etc.).  

We assessed the relevance of included studies in the synthesis. For the purposes of 

this interpretive review, we applied a low threshold of relevance to maximize the 

inclusion and contribution of a wide variety of papers that address the objectives of this 

synthesis (24). We did not perform an appraisal of quality because the core objective is 

the development of a theoretical framework based on insights and interpretation drawn 

from relevant sources, rather than those that meet particular quality criteria.  

A second reviewer (K. Moat) was assigned to a representative sample of articles 

to ensure intercoder reliability at two stages of article selection (e.g., titles and abstracts 

and full-text documents). Given that this is a mixed method synthesis, a Cohen’s Kappa 

statistic measuring inter-rater agreement was performed with the intent of spurring 

reflection about the inclusion and exclusion criteria for this study rather than being overly 

focused on the quantitative estimate (25). As a result of that reflection, we developed a 

working dictionary of key terms to be used in the synthesis (e.g., knowledge vs. research 

evidence). Discrepancies were identified and resolved through discussion.  

Similar to a grounded theory approach, additional articles were purposively 

sampled from the broader literature that provided insight into strategies to support 

evidence use in other settings but that are equally relevant to crisis zones (26). The 

additional articles helped with the interpretive process that led to our conceptual 

framework. 
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Data synthesis and analysis 

All included papers (n=27) were read in full and any specific information in the 

results and discussion sections of the included papers that shed light into the topic area 

were considered as data. The overarching guide used when developing categories for data 

synthesis was that the category contributed to answering our compass question. Concepts 

that were repeated in papers that do not provide a new insight into the topic area were 

excluded as the focus was on uncovering new insights into the strategies to support 

evidence use, and the facilitators of and barriers to evidence use in crisis zones.  

Facilitators and barriers to evidence use were identified if they were referenced in 

the original text. Strategies were identified for this synthesis in three ways. First, 

strategies were identified if they were explicitly referenced in the original text. Second, 

strategies were deduced and extrapolated based on the implications of the identified 

facilitators and barriers in the literature and the principal investigator’s cumulated 

understanding of the knowledge translation (KT) field. Third, strategies were drawn from 

the broader literature that provided insight into strategies to support evidence use in other 

settings but that are equally relevant to crisis zones. For example, strategies were drawn 

from the Lavis et al. (2006) framework for assessing country-level strategies to link 

research to action and the Cochrane Knowledge Translation Strategy framework (27) 

(28).  

An interpretive analytic approach was used to synthesize the results and help 

develop the conceptual framework. We used a constant comparative method throughout 

the analysis where emerging data was compared to previously collected data to find 
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similarities and differences (26, 29). This approach included observations on the concepts 

used to describe the strategies that leverage the facilitators and address the barriers to 

evidence use within each system. All data collected were reviewed and detailed notes of 

the concepts that emerged were included in the analysis.  
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Results 

 

Included articles 

 

All 27 documents selected were published between 2002 and 2017 (Table 1). The 

region of focus for all documents was LMICs, with a wide range of country of focus (e.g., 

India, Peru, South Africa). Of the 27 documents, sixteen focused solely on natural 

hazards (e.g., tsunami), five on man-made hazards (e.g., armed conflict), and six on both. 

The Cohen’s Kappa was 0.78 for the initial eligibility screen based on titles and abstracts 

and it was 0.87 for the full-text documents assessment, both of which are considered 

excellent inter-rater agreement (30). Five articles were deemed fatally flawed and thereby 

excluded from our results. 

Four-part structure of the framework  

 

Our analysis of the findings from the literature resulted in a conceptual framework 

(Figure 2) that focuses on evidence use in crisis zones examined through the lens of four 

distinct systems that crisis zones operate within (i.e., political, health, international 

humanitarian aid, and health research). The political system refers to the various actors at 

the government level tasked with setting laws that pertain to the health, international 

humanitarian aid, and health research system. For the political system, the two main 

domains consists of institutional constraints and different actors interests influencing 

evidence use, informed through the 3-I framework – a political science framework with 

three categories of influences on the policy-making process — ideas, interests, and 

institutions (31).  
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The health system refers to Ministries of Health and health organizations that 

when well-functioning are able to get the right programs, services, and drugs to those who 

need them. The international humanitarian aid system refers to organizations that are 

involved in delivery of humanitarian aid services. The health research system refers to the 

people and organizations engaged in the conduct, synthesis and dissemination of research 

(32). For the health, international humanitarian aid, and health research systems, the 

facilitators and barriers were analyzed according to arrangements that were informed 

through an established health systems taxonomy that includes: governance (i.e., who can 

make what types of decisions to support evidence use), financial (i.e., understanding how 

funds can be channeled in ways that support evidence use), and delivery (i.e., 

infrastructure to support evidence use) (33). Within each of the four systems, the 

framework identifies the most actionable strategies that leverage the facilitators and 

address the barriers to evidence use.  

Table 2 outlines in more detail the facilitators of and barriers to evidence use in 

crisis zones in LMICs and the strategies aimed at specific actors within each system to 

support evidence use. We provide below our interpretation about the strategies that 

leverage the facilitators and address the barriers to support evidence use in decision-

making in crisis zones, recognizing that many of them are transferable across other 

applicable systems.  
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Strategies, facilitators and barriers in each part of the framework 

 

Political system 

Policymaking about the health, international humanitarian aid, and research 

systems have historically drawn heavily on professional opinion (34-38). The reliance on 

professional opinion is attributed to two main reasons. First, decision-makers perceive a 

lack of existing research evidence to clarify problems, frame options, and address 

implementation considerations. Second, decision-makers need research evidence 

presented to them alongside other factors that influence their decisions (e.g., stakeholders’ 

opinions and citizens’ values). Relying solely on professional opinion comes with 

potential associated errors (39). For example, cognitive bias is a type of error in thinking 

that stems from our inability to be entirely objective resulting in inaccurate judgement. 

This is not to say that professional opinions should not be highly valued, but rather that it 

has to be considered alongside the existing research evidence to minimize associated 

errors. 

There are at least two strategies that policy-makers can draw upon to address the 

barrier of research evidence not being presented alongside other factors that influence 

decision-making. First, stakeholder dialogues aim to place relevant evidence alongside 

professional opinion (40). This strategy is better suited to a protracted crisis as it requires 

time to prepare an evidence brief to inform the dialogue and adequate resources to 

support this type of collective problem-solving (e.g., infrastructure needed to convene the 

dialogue participants). For example, the Knowledge to Policy (K2P) Center in Beirut 

produced evidence briefs and conducted policy dialogues over a six-months period to 
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support evidence use in the country’s response to the Syrian refugee crisis (41, 42). For a 

fast-evolving crisis, a rapid evidence service can answer an urgent question with the best 

available evidence alone or alongside insights from key stakeholders (drawn from key-

informant interviews) in a short time-frame (43). 

Health system 

The barriers to the use of evidence at the health system level deal mostly with key 

stakeholders’ involvement with the health services element of humanitarian aid delivery. 

Stakeholder involvement serves two purposes in supporting evidence use in crisis zones 

(1, 36, 44-46). First, it allows for sharing of evidence among the appropriate groups in a 

system that has adopted a networked approach to delivering health services as part of 

humanitarian aid. Second, it strengthens “local ownership of research”, which facilitates 

better uptake of evidence (36). For example, the Lebanese health system during the 

Syrian refugee crises established networks with key stakeholders to collect and share 

relevant evidence and other types of information to better address the health needs of 

Syrian refugees (47).  

To address challenges with stakeholder involvement and given the dynamic 

environment of crises, it is imperative for health system leaders to invest in building 

partnerships with key stakeholders involved in the delivery of the health services element 

of humanitarian aid to improve evidence sharing and use (36, 48, 49). One way to build 

this partnership is by leveraging technology to facilitate evidence-informed discussions 

among stakeholders. For example, a National Emergency Management Network (NEMN) 

was created after Hurricane Katrina, which is basically an emergency management 
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software program that provides a common platform with other participants to share 

relevant information (50, 51).   

International humanitarian aid system 

Creating new evidence is a costly and time-consuming strategy. A recent estimate 

found that there are more than 200,000 systematic reviews across all topic areas, although 

only a small fraction of these reviews are related to humanitarian aid (52). Undoubtedly 

there will always be gaps that need filling in the existing evidence on humanitarian action 

(53, 54). However, there is an abundance of existing evidence that is not being used by 

humanitarian aid workers because of access barriers (e.g., payment required to access 

evidence, evidence scattered across reports and journals) (34, 36, 45, 46, 55-60).  

Evidence websites do exist and can help to address the barriers related to access to 

systematic reviews. For example, Evidence Aid website collates systematic reviews 

specifically aimed at humanitarian action (54). However, there is a need to increase 

awareness among humanitarian aid workers on the existence of such sites and their added 

value in supporting evidence use in decision-making (1, 36, 45, 55, 58, 61). Humanitarian 

aid organizations can host training workshops that can be customized to address decision-

makers evidence needs in crisis zones. Additionally, decision-makers can enroll in online 

courses designed to help them find and use research evidence to inform their decision-

making (e.g., McMaster Health Forum “finding and using research evidence to inform 

decision-making in health systems and organizations”).  
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Health research system 

Supporting the use of healthcare research in decision-making is a complex process 

that both researchers and decision-makers in crisis zones struggle with (62). Many 

authors emphasized that part of the struggle is that existing evidence does not meet 

decision-makers’ needs (e.g., evidence about interventions does not address 

implementations considerations) and that the evidence is not presented in a concise 

manner that can be easily understood by non-technical decision-makers (1, 34-38, 44-46, 

54-56, 58, 60, 61, 63-69).  

The research literature on the best strategies to support the use of research 

evidence in decision-making suggests that interactive engagement between researchers 

and decision-makers may be most effective (70). For example, decision-makers can be 

engaged in research priority-setting processes to develop specific research questions 

related to humanitarian action in crisis zones (34, 36, 44-46, 54, 55, 58, 61, 71, 72). 

Another key strategy is to develop and disseminate actionable messages for decision-

makers, particularly by research organizations that produce syntheses or systematic 

reviews, not single studies. Systematic reviews “focus on bodies of research knowledge” 

that are critical to the development of actionable messages (70). Knowledge brokers can 

fill the gap by acting as ‘intermediaries’ between the world of research and decision-

making, helping to turn research findings into actionable messages to support their use in 

crisis zones (44, 45, 49, 73-75).  

 

 

  



Ph.D. Thesis - A. F. Khalid; McMaster University – Health Policy. 

      

 
41 

Discussion 

 

Our theoretical framework can be thought of as a heuristic that can be used to 

identify: 1) the strategies that can be employed to integrate the use of evidence more 

systematically into decision-making; and 2) the facilitators and barriers that influence 

evidence use in decision-making in crisis zones individually and in relation to each other 

(Figure 2). The different strategies can be undertaken by different actors within each 

system – political, health, humanitarian aid, and research—that have an influence on the 

use of evidence in crisis zones. The strategies to support evidence use can occur 

sequentially or simultaneously within or across the four systems. Our conceptual 

framework offers a window into the continued progress regarding both the conceptual and 

practical implementation of strategies to support evidence use in decision-making in crisis 

zones.   

Discussion around the use of evidence in humanitarian action has been ongoing 

since the 1990s, but much of the discussion has been around filling the knowledge gaps 

by conducting new research in crisis zones. Our review recognizes that there are times 

when the existing research evidence on crisis zones is lacking (e.g., crisis-specific 

facilitators of and barriers to the implementation of interventions) and rapid operational 

research is needed. However, strategies are needed to support the use of the vast pool of 

high quality and locally applicable research evidence. For example, an organization has 

collected such evidence in a freely available online resource (e.g., Evidence Aid).  

The focus in the broader literature has been on emphasizing the importance of 

research evidence, even as it acknowledges that research evidence is only one input into 
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the decision-making processes (76-79). This is especially problematic in the humanitarian 

aid sector where professional judgement is known to play a key role in informing 

decisions (1, 52, 80, 81). Our review recognizes that decisions are not determined by 

evidence alone, but rather alongside professional opinion and other inputs to decision-

making. This is why in the political system, we proposed strategies such as stakeholders 

dialogues that allow the research evidence to put alongside the tacit knowledge and real 

world views and experiences of front line staff (82).  

The broader literature contains many strategies to support evidence-informed 

decision-making in other settings, that are equally relevant to crisis zones (20, 28, 40, 74, 

82-84). For example, in healthcare settings, rapid evidence summaries have emerged as a 

responsive approach involving the presentation of short summary of evidence from 

systematic reviews, making them more useful and easier to take in by decision-makers 

(85). Rapid evidence summaries can also be useful in the humanitarian aid sector, given 

the need for evidence to be presented in a concise manner that can be easily understood 

by non-technical decision-makers in a short time-frame (34-38, 44, 46, 55, 59, 63, 65, 

86).  

Strengths and limitations 

  The strengths of the study included the use of a critical interpretive synthesis 

methodology that harnessed both a rigorous traditional systematic review methodology 

with the benefits of an interpretive approach (e.g., evolving compass question, purposive 

sampling of a diverse literature). Additionally, a second reviewer was involved in two 

phases of article selection and inclusion phase and a Cohen’s Kappa statistic was 
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completed, with a result that indicated excellent inter-rater agreement and spurred 

reflection about the appropriate inclusion and exclusion of articles. Finally, the synthesis 

identified the strategies to support evidence use, and the facilitators of and barriers to 

evidence use, within different systems, which can serve as a point of departure for 

researchers undertaking empirical work that focuses on one or more specific systems. 

Despite the merits of our approach, a limitation of the study was that at times it 

was difficult to know from the literature which system the strategies to support evidence 

use in crisis zones are best handled by, and within a system whether the strategies are 

focused on policy-makers, health-system leaders, humanitarian aid decision-makers, or 

research producers. We addressed this limitation by drawing on existing knowledge 

translation literature to inform our interpretation of those who would be best positioned to 

support evidence use. 

Implications for policy and practice 

The results of our study may enable different actors in crisis zones to reflect on 

how they can utilize their professional position to support the use of evidence in decision-

making, both in the system within their sphere of at least potential control and in the other 

systems that may be within their sphere of influence. For example, policy-makers in the 

political system can engage researchers in the health research system to help facilitate a 

stakeholder dialogue. We recognize that asking these actors to adopt or adapt established 

strategies and develop new ones that address all the barriers and leverage all of the 

facilitators is a big challenge to undertake. Our hope is that our framework and strategies 
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serve as the starting point for incremental change to occur over time with the goal of 

getting closer to addressing the evidence needs of decision-makers in crisis zones.  

Future research 

Future studies could apply our theoretical framework in purposively sampled 

crises, examining specific facilitators of and barriers to research evidence use in decision-

making and which of any strategies are used to leverage the facilitators or address 

barriers. This would be beneficial in drawing lessons from the framework’s application 

and in identifying gaps in the framework that need to be addressed. Additionally, future 

studies could apply the strategies in one or more of the four involved systems to examine 

whether and how they increase the prospects for evidence use in crisis zones. This could 

potentially better inform the design of future strategies to support the use of research 

evidence in such situations.  

 

Abbreviations: 

LMICs: low- and middle-income countries; CIS: critical interpretive synthesis; KT: 

knowledge translation; K2P: Knowledge to Policy; NEMN: National Emergency 

Management Network 
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Figure 1. QUORUM flow chart of the inclusion/exclusion process 
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Table 1. Characteristics of included studies retrieved in searches and with additional purposive sampling 
   

Year Country/region of focus Hazard type Crisis Reference 

2002 Democratic Republic of Congo Man-made hazard Refugee crisis (19) 

2005 Southeast Asia Natural hazard Tsunami (20) 

2005 Grenada Natural hazard Hurricane (107) 

2008 Southeast Asia & China Natural hazard Tsunami, earthquake (15) 

2009 LMIC Man-made hazard Armed conflicts (74) 

2010 Southeast Asia Natural hazard Tsunami (84) 

2011 LMIC Man-made and natural hazards Multiple (106) 

2012 Southeast Asia Natural hazard Tsunami (108) 

2012 Peru, Uganda, Nepal Man-made and natural hazards  Peru: Earthquake, tsunami 
Uganda: Armed conflict 

Nepal: Floods, refugee crisis, armed insurgency 

(72) 

2014 Haiti Natural hazard Earthquake (80) 

2014 LMIC Natural hazard Earthquakes, fires, and floods (83) 

2014 LMIC Man-made and natural disasters Multiple (64) 

2014 LMIC Man-made and natural disasters Natural disaster, industrial disaster, 
chemical/biological/radiological/nuclear, conflict, 
terrorism, civil disturbance, outbreaks, epidemics, 

pandemics, major transport accidents, generic, multiple, 
other 

(81) 

2014 India Natural hazard Earthquakes, drought, cyclone, tsunami (67) 

2015 Southeast Asia Natural hazard Tsunami (16) 

2015 India Natural hazard Flu pandemic (82) 

2015 Southeast Asia Natural hazard Tsunami (14) 

2015 Pakistan & Haiti Natural hazard Floods, earthquake (13) 

2015 Zimbabwe Natural hazard droughts (87) 

2015 LMIC Man-made hazard Tsunami, refugee crisis (88) 

2015 South Africa Natural hazard Floods, wildfires, droughts, storm waves (75) 

2016 East Africa Man-made and natural disasters Conflict, draught, famine, IDP and refugee crisis (66) 

2016 Nepal Natural hazard Lightning strikes, floods, earthquakes and landslides (79) 

2016 South Africa Natural hazard Floods, droughts, storm waves and wildfires (76) 

2016 LMIC Man-made hazard Fragile and conflict-affected states (85) 

2017 LMIC Man-made and natural hazards Armed conflicts and natural disasters (37) 

2017 LMIC Man-made hazard Fragile and conflict-affected states (73) 
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Figure 2. Strategies and the facilitators (+) of and barriers (-) to support the use of research evidence in crisis zones in 

different systems 
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Table 2. Strategies and the facilitators (+) of and barriers (-) to support the use of 

research evidence in crisis zones in different systems 
 

System & 
domain  

Facilitators (+) of and barriers (-) to research evidence use in crisis zones in LMICs 
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• Policy legacies: 
- Previous decisions based on experience and opinions because of perceived lack of existing 
research evidence within the national disaster management system resulted in an interpretive 
effect among the various actors involved in the delivery of humanitarian aid to rely heavily on 
professional opinion to inform their decision-making instead of also using existing research 
evidence to clarify a problem, frame options, and address implementation considerations 
alongside other factors that influence decision-making (19, 64-67) 

In
te

re
st

s 
  • Societal interest groups: 

- Different actors lobbying government about preferred disaster management approaches based 
on organizational interests instead of using existing research evidence to clarify a problem, frame 
options, and address implementation considerations alongside other factors that influence 
decision-making (65, 66) 

 

Strategies aimed at policy-makers to support evidence use  

✓ Utilize stakeholder dialogues to place relevant evidence alongside professional opinion and 
other inputs to decision-making (64) 

✓ Use rapid evidence service to answer urgent questions with best available evidence alone or 
alongside stakeholders’ insights 
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• Stakeholder involvement and on what terms: 
- Failure to engage with appropriate groups, in a system that has adopted a networked approach 
to delegating tasks with humanitarian aid delivery, hinders the collection and sharing of evidence 
(37, 66, 72-74) 
 

  

Strategies aimed at health-system leaders to support evidence use 

✓ Leverage software technology to facilitate evidence-informed discussions among stakeholders 
(e.g., emergency management software program) (77, 78) 
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• Organizational decisions to support evidence-use: 
+ Stewardship role in advocating that existing evidence alongside professional judgement can 
help inform decision-making about humanitarian responses (19, 37, 64-66, 73, 80, 83, 85) 
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• Supports used to assist those receiving evidence:  
- Inadequate access to available evidence (e.g., requires payment, evidence scattered across reports 
and journals) (20, 64, 66, 73, 74, 80-84) 
- Inadequate strategies used for communication and collaboration among aid workers and 
researchers to understand and address their knowledge needs (65, 66, 73, 80, 83) 
- Inadequate strategies used to share evidence among multi-institutional humanitarian aid 
organizations and the network of government level stakeholders (13, 37, 64, 66, 72, 73, 75, 76, 80, 
83)  
+ Technology, such as social networking capabilities (e.g., Twitter, LinkedIn), is used to support 
the sharing of information among the various actors involved in the delivery of humanitarian aid 
and with researchers addressing the knowledge needs of aid workers (64, 66, 80, 83) 
 

 

Strategies aimed at humanitarian aid decision-makers to support evidence use 

✓ Use available evidence websites to access systematic reviews and other types of research 
evidence (37, 66, 73, 80, 83, 85) 
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✓ Provide skill-development programmes to enhance aid workers capacity to understand and 
use research studies (13, 37, 72, 73) 

✓ Build strategic partnerships among aid workers and researchers to ask relevant research 
questions (13, 64, 72, 75, 80) 
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• Policy authority: 

- Lack of policy authority to ensure that all personal, organisational, and political party related 
conflicts of interest are declared in available research evidence by researchers (64, 72, 84) 
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• Funds to: 
+ Conduct research to fill gaps in existing research evidence in a timely manner (e.g., earmarked 
funds to conduct research in specific crisis zones to address key knowledge gaps) (19, 20, 37, 66, 
73, 74, 85, 106) 
+ Share research evidence (e.g., earmarked funds for dissemination of research evidence) (64) 
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- Enabling use of evidence:  
- Existing evidence not meeting decision-makers’ needs (e.g. lacks implementations 

considerations for interventions) (13-16, 37, 64-67, 72, 73, 81, 83-85, 87, 88) 
- Evidence not presented in a concise manner that can be easily understood by non-technical 

decision-makers (13, 16, 19, 20, 64-67, 72, 74, 80, 106) 

 

Strategies aimed at research producers to support evidence use 

✓ Engage decision-makers’ in research priority-setting processes to develop specific research 
questions related to humanitarian action in crisis zones (15, 64, 66, 72-74, 80, 83, 85, 92) 

✓ Develop and disseminate actionable messages for decision-makers, particularly by research 
organizations that produce syntheses or systematic reviews (91) 
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Chapter 3. Preface 
 

This chapter moves away from the broader conceptual understanding of the role of 

research evidence in decision-making in crisis zones presented in chapter 2, and focuses 

in part on using the framework to help inform a case study of policy development related 

to a crisis, focusing in particular on the political system but secondarily on the interplay 

between the three of the four systems identified in the framework (i.e., political, health, 

and humanitarian aid systems). This chapter identified two policies as rich potential case 

studies to examine the use of evidence in humanitarian aid policy decision-making: 

Lebanon’s 2016 Health Response Strategy and Ontario’s 2016 Phase 2: Health System 

Action Plan, Syrian Refugees. The theoretical framework developed in chapter 2, and the 

3i+E framework with its three categories of influences on the policy-making process — 

ideas, interests, and institutions, are used to inform and analyze the findings that help to 

explain the policy-development process. The chapter provides insight into the influence 

of political factors in policy processes in crisis zones, which could help inform future 

policy-development processes. 

I conceived the study design with my supervisor, Dr. John N. Lavis, and I was 

responsible for all data collection and analysis, which took place between August 2018 

and April 2019. The members of my supervisory committee each provided feedback on 

drafts of the chapter, which were incorporated into the paper.  
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Abstract:  

 

Background: The unprecedented amount of resources dedicated to humanitarian aid has 

led many stakeholders to demand the use of reliable evidence in humanitarian aid 

decisions to ensure that desired impacts are achieved at acceptable costs. However, little 

is known about the factors that influence the use of research evidence in the policy 

development in humanitarian crises. We examined how research evidence was used to 

inform two humanitarian policies made in response to the Syrian refugee crisis.   

Methods: We identified two policies as rich potential case studies to examine the use of 

evidence in humanitarian aid policy decision-making: Lebanon’s 2016 Health Response 

Strategy and Ontario’s 2016 Phase 2: Health System Action Plan, Syrian Refugees. To 

study each, we used an embedded qualitative case study methodology and recruited 

senior decision-makers, policy advisors, and healthcare providers who were involved with 

the development of each policy. We reviewed publicly available documents and media 

articles that spoke to the factors that influence the process. We used the analytic 

technique of explanation building to understand the factors that influence the use of 

research evidence in the policy-development process in crisis zones. 

Results: We interviewed eight informants working in government and six in international 

agencies in Lebanon, and two informants working in healthcare provider organizations 

and two in non-governmental organizations in Ontario, for a total of eighteen key 

informants. Based on our interviews and documentary analysis, we identified that there 

was limited use of research evidence and that four broad categories of factors helped to 

explain the policy-development process for Syrian refugees – development of health 
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policies without significant chance for derailment from other government bodies 

(Lebanon) or opposition parties (Ontario) (i.e., facing no veto points), government’s 

engagement with key societal actors to inform the policy-development process, the values 

underpinning the process, and external factors significantly influencing the policy-

development process.  

Conclusions: This study suggests that use of research evidence in the policy-

development process for Syrian refugees was subordinate to key political factors, 

resulting in limited influence of research evidence in the development of both the 

Lebanese and Ontarian policy. 

Keywords: health policy, Syrian refugees, case study, Lebanon, Ontario  
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Background 

Globally, there has been an unprecedented amount of resources dedicated to 

humanitarian aid (1). During a crisis, humanitarian aid often includes the provision of 

health services, protection, shelter, and food. Using evidence to develop humanitarian aid 

policy can increase the effectiveness and efficiency of interventions (2-4). However, little 

is known about the factors that influence the use of research evidence on policy 

development in humanitarian crisis. A large investment has been made towards ensuring 

that humanitarian aid is adequately responding to crises and, thus, a deeper understanding 

of the factors that influence the use of research evidence in the policy-development 

process is required in order to ensure that this investment is maximized. This deeper 

understanding could help tailor future policy-development processes so that they may 

achieve their intended results. We examined how two policy cases were made in response 

to the Syrian refugee crisis in Lebanon and Ontario.  

The Syrian conflict started in the spring of 2011 as a result of a civil war and has 

caused an estimated 6.6 million people to be displaced within Syria and over 5.6 million 

refugees seeking safety in Turkey, Lebanon, Jordan, Canada, and beyond. This large 

exodus of people has placed a strain on host countries’ health systems (5). The most 

prevalent medical problems, which Syrian refugees face, include trauma related mental 

health disorders, skin, digestive system, and respiratory diseases (6). In addition, many 

Syrians have chronic health conditions. For instance, 50% of Syrian refugee households 

in Lebanon report at least one member living with a non-communicable disease (NCD) 

(7). The management of NCDs requires a long-term approach with often costly and 
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complex solutions. Along with managing NCDs, the Syrian refugee crisis presents a 

complex set of issues for policymakers to consider, including dealing with mass 

causalities and injuries and with infectious-diseases outbreaks (8). This makes it 

imperative that we use the best available research evidence to inform policy decisions so 

that money, time, and resources are invested in effective solutions (7, 9, 10). In addition, 

evidence use in health policy-making ensures that the use of evidence reaches back to 

populations of concerns in humanitarian settings (11).  

What makes decision-making in humanitarian settings unique is the high levels of 

stress, often in intense and sometimes dangerous situations. Research evidence can help 

decision-makers respond in a timely manner in such situations. However, the use of 

research evidence to help respond to crises is not always straightforward. A culture built 

on immediate action with a traditionally heavy reliance on professional judgement may 

not be conducive to using evidence to inform decision-making in crisis zones (12). For 

example, when faced with an unexpected event, decision-makers may draw on their 

personal experiences to inform their decisions, partly because of a perceived gap in the 

evidence base on humanitarian action (13-15). In addition, the humanitarian domain can 

be conflicted on what constitutes evidence because the dividing lines among operational 

data, theory, and evidence are perceived as unclear. Humanitarian aid organizations may 

primarily rely on data stemming from their ground operations instead of considering the 

data alongside existing research evidence.  

Policymaking is a highly complex process that requires multiple inputs (e.g., 

research evidence, common sense knowledge) and can be dependent on the social, 
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political, and historical context in which it occurs (16-25). An area rarely studied in the 

health policy literature is how research evidence is used in policy development in crisis 

zones. We define research evidence as the output of research that has been conducted in a 

systematic way and reported in a transparent manner. Generally speaking, research 

evidence can inform policymaking in three ways: instrumental, conceptual, and symbolic 

(26, 27). These concepts can be applied to policymaking in the Syrian refugee crisis. For 

example, policymakers may instrumentally use effectiveness and cost-effectiveness 

studies to decide which drug is best to treat diabetes among the Syrian refugee 

population. Additionally, policymakers may generally use an overview of reviews of 

humanitarian-aid interventions to help them to identify broad areas where they may need 

to give greater or lesser attention. Finally, policymakers may symbolically use evidence 

when announcing that they will allow nurses in Syrian refugee camps to prescribe 

diabetes medication because of a shortage of primary-care physicians and only later look 

to see whether there is research evidence to suggest that nurses can safely and effectively 

prescribe diabetes medication (26, 27).  

This study focuses on examining the factors that influence the use of research 

evidence in the governmental health policy-development processes in Lebanon and 

Ontario for two main reasons. First, the role of research evidence in policymaking is often 

limited (17). Even when research evidence is used by policymakers, such evidence use is 

often affected by political processes. Studies suggest that policymakers tend to rely on 

common sense and personal experiences, and that they are concerned with recognition 

and re-election (22, 24, 25). Second, the real-life context in which policymakers are 
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developing policies to respond to a crisis has rarely been in the literature (28). For these 

two reasons, particular attention needs to paid to how evidence is used in policy 

development around humanitarian crises; the case studies of Lebanon and Ontario will 

illustrate how this played out in two different contexts.  
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Methods.  

Study design 

We used a qualitative embedded case study design. The context of this case study 

is the host countries response to the Syrian refugee crisis. The case study is bounded by 

the following timeframe: the 2011 civil war outbreak in Syria, which prompted the 

refugee crisis, and the release of the key policies in October 2016. In Lebanon, the 

refugee crisis overlaps with the 2011 conflict in Syria and is still ongoing; however, in 

Ontario, it was primarily perceived as a crisis in 2015 when the decision was made to 

accept Syrian refugees. The case studied is the factors that influenced the use of research 

evidence in health policy-development processes to prepare health systems to respond to 

an influx of Syrian refugees. The embedded cases consist of recent key policies that host 

countries have developed to deal with the health of Syrian refugees. Both policies 

represent the most significant strategy dealing with the health system’s response made in 

the host country in the last four years.  

Embedded cases S 

We included Lebanon and Canada’s province of Ontario because they have been 

among the top jurisdictions taking in registered Syrian refugees since the beginning of the 

crisis. This ensured that we are examining a country where the crisis has had a significant 

impact. Additionally, both countries have in place explicit mechanisms to support the use 

of research evidence in policymaking (e.g., Knowledge to Policy (K2P) center in Lebanon 

and McMaster Health Forum in Ontario), and where access to the key individuals and the 
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documents required to conduct a robust case study could be facilitated through our 

contacts involved with these explicit mechanisms. 

Our first embedded case is Lebanon’s 2016 Health Response Strategy (HRS). In 

response to the influx of Syrian refugees in Lebanon and to address the pressures placed 

on the Lebanese health system, the Ministry of Public Health (MoPH) made the decision 

to develop a Health Response Strategy (HRS), which was released in 2015 and 

subsequently updated in October 2016. It served two interdependent strategic objectives: 

1) to harness primary, secondary, and tertiary care to address the essential health needs of 

the displaced Syrians and host community; and 2) to strengthen national institutions and 

capacities and thereby enhance the resilience of the health system.  

The second embedded case is Ontario’s Ministry of Health and Long -Term Care 

(MOHLTC) 2016 Phase 2: Health System Action Plan, Syrian Refugees, which included 

a set of policies to prepare the province of Ontario for managing the current and future 

health status of Syrian refugees who moved to the province. It provided guidance on: 

roles and responsibilities of specific health system partners, general guidance and 

considerations for Syrian refugee healthcare, and resources available to support 

continuing Syrian refugee healthcare delivery.  

Data sources S 

We identified and recruited key informants based on their involvement in the 

development of both embedded cases. These key informants included: 1) senior decision-

makers, staff employed by Lebanon’s and Ontario’s Ministries of Health, international 

agencies (e.g., UN system organizations), and at non-governmental organizations (e.g., 
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Red Cross); 2) policy advisors who helped inform the health policy-development process; 

and 3) healthcare providers who were involved with the development of the policies. The 

second stage involved snowball sampling by which research participants in the first stage 

were asked to identify any additional informants. We reviewed the policy documents to 

obtain the names of these key informants and communicated with key individuals familiar 

with the policy-development process to ensure that we found the most appropriate 

individuals to interview. Given the limited pool of potential participants with knowledge 

of the policy-development process, we aimed to complete 10 interviews for each country. 

A total of 18 informants were willing to participate in the interviews across the two 

settings (Table 1).   

In addition to interviewing key informants, we also reviewed publicly available 

documents and media articles that spoke to the factors that influence the health policy-

development process under study. The type of documents included, but were not limited 

to: governments’ and intergovernmental organizations’ annual reports and related policy 

documents (i.e., United Nations High Commissioner for Refugees health access and 

utilization survey among Syrian refugees in Lebanon), media articles using LexisNexis, 

transcripts of legislative debates (e.g., Hansard in Ontario), and published literature using 

PubMed. Google was searched for other document types (e.g., memos, briefs, etc.,) as 

was the Internet Archive for documents that are no longer available on internet websites 

(an additional file shows this in more detail [see Additional file 1]).   

Data collection methods  

We used a semi-structured interview guide that included a number of open-ended 
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questions, allowing the participant to direct the initial content and flow of the interview 

(an additional file shows this in more detail [see Additional file 2]). The 3-I framework, a 

political science framework with its three categories of influences on the policy-making 

process — ideas, interests, and institutions — was used as a guide to elicit responses 

around the political factors that influenced the health policy-development process. 

Participants were given the option of phone or in-person interviews. Interviews typically 

lasted 30-45 minutes. Each was recorded and transcribed verbatim and the written 

transcriptions along with any memos taken throughout the study were used for data 

analysis. The language of the interviews was in English, which is a language used by all 

of our participants.  

For data collection related to the published literature and policy documents on the 

policy-development process for Syrian refugees, a search strategy was developed that 

incorporated key terms identified in the preliminary analysis of documents and archival 

records to develop appropriate electronic search strategies. The search was conducted in 

both English and Arabic languages.  

Data analysis 

The analytic technique of explanation building, which is a type of pattern 

matching, was used with the goal of using the case study analyses to build an explanation 

about the case (29). It is similar to causal mechanisms in political science, which helps 

understand under what conditions these two policies were made. Using an existing 

political science theoretical framework, the 3-I framework with its three categories of 

influences on the policy-making process — ideas, interests, and institutions (30), helped 
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to explain the policy-development process (16). The documentary analysis was conducted 

to help us develop a timeline of the principal events in the policy-development process 

(Figure 1), and to fill in any gaps in our understanding of how the policy-development 

process unfolded.   



Ph.D. Thesis - A. F. Khalid; McMaster University – Health Policy. 

 

 
69 

Results 

 Our results section starts with a brief description of the key informants we 

interviewed across the two settings to arrive at a comprehensive understanding of the how 

the policy-development process unfolded. We then describe the principal events that 

occurred, based on our document review and information provided by our key informants. 

Our last two sections focus on answering our research objective of examining the factors 

that influence the use of research evidence in the governmental health policy-

development processes for Syrian refugees in Lebanon and Ontario. 

Key informants’ profiles 

 

Eighteen interviews were completed to understand the policy-development 

process for Syrian refugees in Lebanon and Ontario (Table 1). For Lebanon, we 

interviewed all 14 key participants identified by the MoPH as the key individuals 

involved in the policy-development process. For Ontario, we interviewed all three main 

refugee health experts identified by the MOHLTC as the only outside-of-government 

informants involved in the policy-development process. Our fourth informant was 

identified through snowball sampling. We were unable to interview anyone within the 

MOHLTC because they declined our request for interview. In light of this decline, we 

reached out to a contact working at the Local Health Integration Networks (LHINs), who 

informed us that given the short timeline, the policy was developed entirely within the 

MOHLTC with consultation from the three external experts we interviewed. 

Timeline of principal events 
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Four key observations can be drawn from the timeline of the principal events in 

the policy-development process for Syrian refugees (Figure 1). First, Syrian refugees 

began to arrive in Ontario on November 4, 2015, while in Lebanon Syrian refugees 

started arriving when the civil war broke out in Syria in 2011. Second, Ontario accepted a 

total of 10,210 Syrian refugees while Lebanon had over a million registered Syrian 

refugees and likely many more unregistered refugees at the time of the policy-

development process (31, 32). Third, both jurisdictions solicited advice from various 

societal key players (e.g., NGOs, UN agencies, etc.), through roundtable discussions 

(Ontario) and the creation of the National Health Steering Committee (Lebanon). Finally, 

both jurisdictions released the first draft of their respective health policies on December 

of 2015 and both released the updated version of the policies in October 2016. 

Our document analysis indicated that in Lebanon, there were three key knowledge 

production and translation efforts by the Knowledge to Policy (K2P) Center and by the 

Center for Systematic Reviews on Health Policy and Systems Research in 2014. First, a 

priority-setting exercise resulted in the production of systematic reviews to address the 

health needs of Syrian refugees (33, 34). Second, the production of a briefing note 

allowed for the contextualizing of global research evidence applied to the Lebanese health 

system (4). Finally, a policy dialogue arranged and organized by the K2P center and 

supported by the Ministry of Public Health in Lebanon helped bridge the views, 

experiences and tacit knowledge of key stakeholders with research evidence (18). Based 

on the briefing note and policy dialogue, the Lebanese MoPH recruited a refugee health 

coordinator and a National Health Steering committee to develop the Health Response 
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Strategy. None of these efforts were identified explicitly during our interviews by our 

Lebanese key informants.  

Research evidence influencing the policy-development process: 

There was limited use of research evidence to inform the policy-development 

process in Lebanon and Ontario. In Lebanon, key informants discussed the scarcity of 

available research evidence to inform the policy-development process. A senior decision-

maker working at MoPH stated: 

“there were clear gaps in available research evidence. When we found 

a gap in the evidence we did not commission a study because of 

concern of funds going to completing studies instead of services when 

services were severely underfunded. In the context of this emergency, 

we had to get the data ourselves without having flawless research 

paper with a perfect methodological method”  

 

In Ontario, a healthcare provider discussed the scarcity of available research 

evidence and highlighted that research evidence was mainly used to clarify the health 

issues of Syrian refugees and not necessarily to inform the policy options and 

implementation considerations stating:  

“We had no available literature on what the health conditions of 

Syrian refugees were. What was really helpful for us on the ground 

was having a better understanding of the epidemiological conditions in 

those Syrian refugee populations in Turkey, Lebanon, and Jordan. That 

required us to look at whatever available evidence we had at the time 

which included some cross-sectional disease prevalence studies and 

make policy decisions based on that”  

 

Information, other than research, informing policymaking  

A common finding across our two settings was that both governments drew on 

inputs from a variety of sources. The scarcity of research evidence led the Lebanese 

MoPH to rely primarily on data obtained from two main sources: MoPH databases (e.g., 
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Maternal Neonatal Mortality Notification System) and reports from other organizations 

(e.g., UN Vulnerability Assessment of Syrian Refugees (VASyR)). The data were used in 

specific and direct ways to learn about the health needs of, and how to support, Syrian 

refugees (i.e., instrumental use of evidence). This highlights the importance for up-to-date 

and accessible databases during a crisis. A senior decision-maker commented on the use 

of data by the MoPH to inform the policy-development process stating:  

“the MoPH looked at what data was available in their hospital 

observatory system which was providing some quite reliable data and 

they had some data from network of primary healthcare and then there 

was other data from other studies being done. For example, there was 

the VASyR survey led by UNCHR and others that came up with 

interesting data on health aspects (e.g., access to healthcare and 

disease profile). There was the Hopkins survey looking at access and 

disease profile among refugees and host communities” 

 

A senior decision-maker highlighted how other sources of information (e.g., tacit 

and experiential knowledge) were used by the Ontario government to inform the policy-

development process stating:  

“the information provided is not necessarily evidence-based reports. It 

is the expertise and knowledge of the wonderful staff and volunteers 

that we are constantly engaged with and interact with and that is the 

advantage of being a global organization that we can reach out to 

someone that is an Arabic speaking person who can help us better 

understand the context”  

 

Barriers in the use of research evidence in policymaking  

 

 There was a degree of consensus across the two settings that some of the main 

barriers that resulted in the limited use of research evidence included: short time-frame to 

develop the policies, and accessibility to and availability of relevant systematic reviews. 

These practical constraints were reported by a senior decision-maker in Lebanon stating:  
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“in a crisis situation, you do not have the time to search for systematic 

reviews. Systematic reviews were not always available. The approach 

to commission systematic reviews was costly and timely. This is why 

data, experience and practice of key stakeholders was more important”  

 

Overall, our results identified that research evidence was not the main determining factor 

influencing the policy-development process for Syrian refugees in Lebanon and Ontario.  

Factors influencing the policy-development process:  

 

Table 2 provides a comprehensive list of the full range of likely political factors 

that influenced the policy-development process. The four bolded bullet points represent 

the most salient factors influencing the policy-development process: institutions 

encompassing both government structures and policy networks, ideas encompassing 

values about ‘what ought to be’, and external factors. We elaborate further on those four 

points with supporting statements from our key informant interviews 

Institutions: Government structures 

In Lebanon, the Health Response Strategy effectively faced no opposition because 

it fell under the sole jurisdiction of the MoPH National Health Steering committee: a 

technical committee headed by the MoPH General Director and comprised of major 

international and local partners and focused on informing the policy-development process 

(e.g., analysing health needs of Syrian refugees, reviewing MoPH guidelines for health 

institutions, and budget allocations). Senior decision-makers commented:  

“this strategy is produced by the MoPH with the endorsements of all 

stakeholders but not from higher authority. This is in comparison to 

Lebanon Crisis Response Plan (LCRP) where every single chapter in 

that plan had to get approval from every named ministry, in 

particular ministry of social affairs who were mandated to coordinate 

between all ministries to develop the plan. This leads to a lot of 
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political factors playing a role in hindering the policy-development 

process”  

 

Similarly, Ontario’s first-past-the-post electoral system meant that a majority 

Liberal government, elected in 2014, was able to act on the Liberal Federal government 

priorities of accepting Syrian refugees without significant chance for derailment from 

opposition parties (i.e., it faced no veto points). A senior decision-maker highlighted the 

Liberal Federal government decisions about welcoming Syrian refugees by stating: 

“The fact that the [Federal] government was favorable got the ball 

rolling in a very significant way. When the Trudeau government was 

elected, the policy of the Liberal government, which was to open doors 

and receive people in need, meant that for us (i.e., senior decision-

makers in Ontario) we can start the dialogue about how to best help 

the federal government get there” 

 

It is significant to highlight that the Ontario policy was supported by federally legislated 

funding attached to demarcated priorities for refugee health and the Lebanese policy was 

a bureaucratic exercise without elected official oversight. This meant that gathering 

support for the policies was not particularly challenging.  

Institutions: Policy networks 

Second, both jurisdictions relied on policy networks to inform the policy-

development process. In Lebanon, the MoPH convened the National Health Steering 

committee for the purpose of informing the policy-development process. A senior 

decision-maker at the MoPH described the role of the National Health Steering committee 

stating: 

 “the National Health Steering committee was designed to get all the 

buy-ins, everyone on board, to make sure we did not miss on anything 

in the field. The point of the committee was to get all the perspectives 

on the table. It was mostly made up of the EU delegation, the World 
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Bank, the big UN agencies all at the same table. The point was to 

have an open and honest conversation about the whole process, how 

to get money, and where it should go”  

 

In Ontario, the Liberal government convened round-table discussions with key 

societal actors (e.g., Canadian Red Cross, Canadian Centre for Refugee and Immigrant 

Healthcare, and Crossroads Clinic for Refugees). These round-table discussions played a 

crucial role in the policy-development process as stated by a senior decision-maker: 

“one of the biggest takeaways was having key stakeholders from all 

different areas (not just the Ministry) but the key external stakeholders 

like Canadian Centre for Refugee and Immigrant Healthcare, 

Crossroads Clinic for Refugees, Canadian Red Cross (CRC) present at 

the same table was very important and very influential because what 

that brought to the entire planning exercise was the fact that because 

CRC was so involved in the community sector we were able to create 

those linkages” 

 

For Lebanon and Ontario, having direct contact and interactions with key stakeholders 

from various organizational affiliations played an instrumental role in the policy-

development process.  

Ideas: Values about ‘what ought to be’ 

The Lebanese values of providing safety for displaced people underpinned the 

Health Response Strategy with one senior decision-maker stating: 

“what propelled the policy-development process was the safety of the 

vulnerable people” 

Similarly, the Syrian refugee crisis spoke to Ontarians values, such as inclusion and 

fairness, which underpinned the policy-development process. A healthcare provider, 

involved in informing the policy-development process, reaffirmed this by stating:  
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 “this [Ontario’s Health System Action Plan] was made for a host of 

reasons, one of which to restore the soul of the nation. A nation 

defined where everybody has recently been touched by the refugee 

and immigrant experience, where by definition everybody is from 

somewhere else”  

 

A senior decision-maker highlighted the willingness of Ontarians to help displaced 

Syrians by stating: 

“everybody had the best intent of ensuring that the refugees are 

welcomed and received and healthy and are able to be supported in 

the best possible way” 

 

External factors 

In Lebanon, international donors played an important role in influencing the 

policy-development process. Given the protracted nature of the Syrian refugee crisis in 

Lebanon, the policy-development process was seen as a way to mobilize increased 

funding from international donors (e.g., the European Union), and to align funding to 

targeted priorities (e.g., maternal and child health). A senior decision-maker highlighted 

the influence of international donors on the policy-development process, stating: 

“the National Health Steering committee, included major donors 

particularly the European Union, that was very engaged. The 

strategy worked both ways: mobilize more funding from 

international donors but also some of the donors committed to 

certain projects, like maternal and child health, which ended up 

shaping the strategy” 

 

Our document analysis indicated that media coverage played a significant role in 

the policy-development process for Syrian refugees in Ontario. The photo of Alan Kurdi, 

a three-year-old Syrian boy who drowned on 2 September 2015 in the Mediterranean Sea 

when his family was escaping Syria into Europe, became a focusing event among 
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Ontarians and the governing Ontario Liberal party that accelerated the policy-

development process (35, 36).   
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Discussion 

Our study provided a deeper understanding of the factors that influence the policy-

development process in crisis zones and the role of research evidence in the process. This 

study identified four broad factors that help to explain the overall policy-development for 

Syrian refugees in Lebanon and Ontario: development of health policies without 

significant chance for derailment from other government bodies (Lebanon) or opposition 

parties (Ontario) (i.e., facing no veto points), government’s engagement with key societal 

actors to inform the policy-development process, the embedded values underpinning the 

process, and external factors significantly influencing the policy-development process. 

These different factors provide insight into the influence of political factors in policy 

processes in crisis zones, which could help inform future policy-development processes. 

Our study found that policymakers in Lebanon and Ontario voiced similar 

challenges with navigating the gaps in available research evidence to inform the policy 

options and implementation considerations relevant to the policy-development process 

(e.g., reviews about strategies that should be considered in order to facilitate the necessary 

system changes). Policymakers raised the issue of inadequate access to systematic 

reviews in a short-time frame. It is a surprising finding that although evidence websites 

are available to support this particular issue, they were not brought forward to 

policymakers as a source for accessing information and/or perceived as helpful  (e.g., 

given the potentially limited applicability of the evidence, and the format of findings from 

systematic reviews) (37).  
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In Lebanon, our documentary analysis revealed that there were multiple efforts to 

support the use of research evidence in the policy-development process (e.g., systematic 

reviews syntheses, briefing note and policy dialogue), with none of our participants 

referencing such efforts in our interviews for two possible reasons. First, this could be a 

result of our informants’ recollection of activities that occurred in 2014, during interviews 

conducted in 2018. Second, a case study has shown that although the use of knowledge 

translation strategies in Lebanon helps to generate evidence-informed policymaking, there 

is still a need to better link those knowledge translation strategies to specific policy-

development processes (38). For example, an evaluation component should be integrated 

into the knowledge translation strategy from the start to allow for easier identification of 

whether and how research evidence was used to inform the policy-development process 

(38). This contributes to our understanding on the need for further evaluations that 

measure the impact of explicit strategies to support evidence-informed policymaking (18, 

19).   

Findings in relation to other studies 

Our finding show that Lebanon’s and Ontario’s governments shared similar 

challenges in the perceived scarcity of available research evidence to inform the policy 

development for Syrian refugees aligns with previous studies identifying that there are 

perceived gaps in the research evidence to inform policy development about humanitarian 

crises (13, 16, 39-43). This study also aligns with other studies that focused on 

information other than research evidence greatly influencing the policy-development 

process (16). In understanding the factors that influence the policy-development process, 
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this study aligns with other studies that suggest how the lack of veto points can support 

the policy-development process (22, 44-49), policy networks can inform the policy-

development process (24, 50-52), values about ‘what ought to be’ can underpin the 

policy-development process (16, 18), and external factors can be a catalyst of action (53, 

54).  

Strengths and limitations 

There are four strengths to this study. First, this is the first study to address the 

knowledge gap in our understanding of the policy-development process for Syrian 

refugees on two health systems – those of Lebanon and Ontario – operating in very 

different contexts. Second, the embedded case study design allowed for cross-case 

analysis thereby providing an in-depth analysis of the factors that influence the policy-

development process for Syrian refugees in Lebanon and Ontario and the role of research 

evidence in the process. Third, we interviewed diverse types of decision-makers 

encompassing various organizational affiliations to arrive at a comprehensive story of 

how the policy-development process for Syrian refugees unfolded. Finally, the use of an 

existing theoretical framework, the only one that provides a comprehensive inventory of 

the full range of likely political factors, was used to explain the policy-development 

process for Syrian refugees in Lebanon and Ontario.  

One significant challenge to this study related to recruitment of key informants 

from Ontario’s MOHLTC. Initially there was interest by decision-makers at the 

MOHLTC to participate in our study with the caveat of waiting until the newly elected 

government took office. However, after the change of government, we were informed that 
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our request for interviews was declined. We took the following step to address this 

challenge: we interviewed other key informants who were identified through 

documentary analysis and by the MOHLTC as actors who were directly involved in the 

policy-development process.  

Another limitation to this study is that the retrieval of media articles in Lebanon 

was challenging as many of the articles were archived and difficult to access. We 

addressed this limitation by soliciting the help of a specialized communication officer, 

who provided us with newspapers articles retrieved from a press tracing exercise 

conducted on Syrian refugees. 

Implications for policy and practice  

The results of our study carry with them some implications. First, this study 

suggests that other types of information — if not always research evidence — can play an 

instrumental role in answering specific and direct questions in policy development (e.g., 

tacit and experiential knowledge used to learn about how best to provide linguistic and 

culturally appropriate services for Syrian refugees), however, when it comes to a large-

scale decision (i.e., addressing health needs of Syrian refugees) other factors are more 

salient such as the lack of institutional constraints such as veto points. Second, given 

policymakers’ perception of the scarcity of available research evidence to inform policy 

development, policymakers not utilizing available evidence websites, and policymakers’ 

reliance on key stakeholders to share their knowledge and expertise reaffirms the 

importance for networks to be in place to coordinate and share quality and timely 

evidence with all stakeholders. For example, EVIPNet is a network established by the 
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World Health Organization to promote the systematic use of data and research evidence 

in health policymaking by providing key outputs, such as national clearing houses, that 

aim at providing an opportunity for sharing evidence among all stakeholders (55). 

EVIPNet is just one example of the different networks that exist to help policymakers 

better use research evidence.  

Future research  

Our methodology of using an existing theoretical framework, the diversity in our 

types of decision-makers and organizational affiliation, and key findings on supporting 

the use of evidence in policy development can be used by researchers studying the policy-

development process for Syrian refugees in other host communities (e.g., Turkey, Jordan) 

and to design and evaluate an intervention to support evidence use in these communities.  

Conclusions 

This study suggests that use of research evidence in the policy-development 

process for Syrian refugees was subordinate to key political factors, resulting in limited 

influence of research evidence in the development of both the Lebanese and Ontarian 

policy. This study highlights the need for interested and committed policymakers who 

value the role of research evidence in informing policymaking.   
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Table 1. Characteristics of key informants interviewed to understand the policy-

development process  
 

Policy % (n) Key informant position Organizational affiliations Organizational types 

 

Health 

Response 

Strategy  

78% 

(n=14) 

Senior decision-maker 

(n=13) 

Policy advisor (n=1) 

Ministry of Public Health 

United Nations 

United Nations High 

Commissioner for Refugees  

United Nations International 

Children's Emergency Fund  
World Health Organization 

Government agency 

(n=8) 

International agencies 

(n=6) 

     

Phase 2 

Ontario Health 

System Action 

Plan: Syrian 

Refugees 

22% 

(n=4) 

Healthcare provider (n=2)  

Senior decision-maker 

(n=2) 

Canadian Centre for Refugee 

& Immigrant HealthCare 

Canadian Red Cross 

Crossroads Clinic for 

Refugees 

Healthcare provider 

(n=2) 

NGO (n=2) 

 

This table should appear on page 9 under “Key informants’ profiles
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Figure 1.  Timeline of the principal events in the policy-development process for Syrian refugee 
 

 
This figure should appear on page 11 under “Timeline of principal events” 
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Table 2. Summary of factors playing a role in policy-development process for Syrian refugees 
 

Factor Policy: Lebanon’s Health Response Strategy (2016) Policy: Phase 2 of Ontario’s Health System Action Plan (2016) 

P
o
li

cy
 d

ev
el

o
p
m

en
t 

In
st

it
u

ti
o
n

s 

Government structures 

• The Health Response Strategy fell under the sole 

jurisdiction of the MoPH because of is technical nature 

(e.g., analysis of health needs, MoPH guidelines for 

health institutions, budget allocations), which meant that 

it effectively faced no opposition in decisions about 

supporting Syrian refugees 

Policy networks 

• MoPH convened a National Health Steering Committee, 

that comprised of major international and local partners, 

to inform the policy-development process 

Policy legacies  

• Past Palestinian refugee camp policies resulted in an 

interpretive effect among the Lebanese where by camps 

were perceived as sources of insecurity, radicalisation 

and armed groups, and as places to be avoided. In order 

to avoid these problems, Syrian refugees have been 

integrated into communities; however, this has placed a 

strain on the health system, necessitating this strategy to 

help address their health needs  

Government structures 

• Ontario’s first-past-the-post system meant that a majority 

Liberal government, elected in 2014, was able to act on the 

federal Liberal government priorities of accepting Syrian 

refugees without significant chance for derailment from 

opposition parties (i.e., it faced no veto points)  

Policy networks 

• Liberal government convened round-table discussions with 

key societal actors (e.g., Canadian Red Cross, Canadian 

Centre for Refugee and Immigrant Healthcare, and Crossroads 

Clinic for Refugees) to inform the policy-development 

process 

Policy legacies  

• Past restrictive Federal government Conservative Party 

immigration policies resulted in an interpretive effect among 

Ontarians that a more balanced immigration policy was 

needed for vulnerable refugees in need of assistance, 

especially given Canada is comprised of many immigrants 

who immigrated to Canada in search of a better life 

In
te

r
e
st

s 

Societal interest groups  

• Some actors drew on their practical experiences in Syria 

and in Lebanon to lobby government about their 

preferred approaches to addressing the health needs of 

Syrian refugees   

Societal interest groups 

• Some actors drew on their practical experiences in Syria and 

in Canada to lobby government about their preferred 

approaches to addressing the health needs of Syrian refugees 
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Factor Policy: Lebanon’s Health Response Strategy (2016) Policy: Phase 2 of Ontario’s Health System Action Plan (2016) 

Id
e
a
s 

      

Values about ‘what ought to be’  

• Lebanese values of providing safety for displaced people 

underpinned the policy-development process 

 

Knowledge/beliefs about ‘what is’  

The government drew on inputs from a variety of sources, many 

of which were informed by research evidence and other types of 

information, such as 

• Lessons were drawn about how to prevent and manage 

future infectious disease outbreaks among Syrian 
refugees from prior management of measles, hepatitis A, 

and Leishmaniasis disease outbreaks in 2015  

• Data was obtained from two main sources: first, MoPH 

databases (e.g., Maternal Neonatal Mortality 

Notification System) that included data on service 

utilization, human resources, immunization coverage, 

and disease prevalence related to displaced Syrians. 

Second, reports from other organizations (e.g., Johns 

Hopkins’ Syrian refugee’s health access survey (2015), 

UN Vulnerability Assessment of Syrian Refugees, and 

World Bank assessments) about the health needs of 

Syrian refugees (e.g., access to PHC services, etc.)  

• Analysis of NGOs’ funding initiatives demonstrated that 

45% of donor funds were spent on organizational 

overhead costs, prompting the policy-development 

process to appropriately align funds and human 

resources and reduce overhead costs  

• Information from the Lebanon crisis response plan 

(2015-2016) helped inform sections of the Health 

Response Strategy (e.g., Primary healthcare (PHC) 

budget that included funds allocated to support mental 

health needs of Syrian refugees, etc.) 

• Tacit and experiential knowledge obtained from 

addressing health needs of the Palestinian refugees  

Values about ‘what ought to be’  

• Ontarians values such as inclusion and fairness underpinned 

the policy-development process 

 

Knowledge/beliefs about ‘what is’ 

The Ontario government drew on inputs from a variety of sources, 

many of which were informed by research evidence and other types of 

information, such as 

• Lessons were drawn about how to manage the health needs of 

Syrian refugees ‘within routine practices’ from the 
implementation of Phase 1 Ontario’s Health System Action 

Plan (2015) that primarily focused on addressing the health 

needs of Syrian refugees upon arrival in Ontario (e.g., 

primary-care provision at Toronto Pearson International 

Airport, which acted as the point-of-entry for refugees) 

• Existing research evidence were drawn that included cross-

sectional disease prevalence studies among Syrian refugees in 

other contexts (e.g., Jordan, Lebanon, Turkey), Canadian-

adapted Sphere emergency social-services guidelines about 

shelter and about transportation to healthcare facilities, and 

medical guidelines from ‘on the ground’ organizations (e.g., at 

Médecins Sans Frontières, United Nations High 

Commissioner for Refugees)  

• Tacit and experiential knowledge obtained through direct 

contact with field personnel in Jordan and Syria was used in 

specific and direct ways to learn about health needs and how 

best to provide linguistic services (e.g., Arabic interpretations) 

and culturally appropriate services (e.g., dietary needs)  

• Data about the humanitarian response plans inside of Syria 

was obtained from reports from other organizations (e.g., 

International Organization for Migration)  

• Insights on culturally appropriate ways of providing healthcare 

was obtained from conversations with newly arrived Syrian 

refugees   
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Factor Policy: Lebanon’s Health Response Strategy (2016) Policy: Phase 2 of Ontario’s Health System Action Plan (2016) 

E
x
te

r
n

a
l 

 

fa
c
to

r
s 

International donors 

• International donors (e.g., the European Union) fuck 

(e.g., maternal & child health) influenced the focus of 

the strategy. The policy-development process was 

intended to increase and align donor funds to specific 

health outcomes   

Media coverage 

• Photo of Alan Kurdi, a three-year-old Syrian boy who 

drowned on 2 September 2015 in the Mediterranean Sea when 

his family was escaping Syria into Europe, became a focusing 

event among Ontarians and the governing Ontario Liberal 

party that accelerated the policy-development process 

This table should appear on page 10 under “Factors influencing the policy-development process” 
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Additional file 1 

Appendix 1.  Data collection and sampling for media, published literature and policy 

documents  
 

Policy Data source Search terms and date of search Included  

 

Lebanon’s Health 

Response Strategy 

Published literature-  

CINAHL  

EMBASE  

MEDLINE (PubMed) 

SSCI 

Web of Science  

 

Terms: “Health polic*” AND 

“Leban*” AND (“Syria*” OR 

“refugee*”) 

Date: October 15, 2018 

6 (of 120 studies 

retrieved) 

(27, 28, 32, 44, 51, 52) 

 

 

 

Gray literature (e.g., 

policy documents) 

Identified through: 

1) Key informant 

interviews 

2) Hand searches of 

reference lists 

3) Google searches 

 

16 policy documents 

 

Debates of the Lebanese 

parliament, laws, 

ministerial decisions, 

decrees 

 

Terms: “Syria*” AND *refugee* 

Date: November 2, 2018 

13 (of 6214 references 

about Syrian refugees 

in retrieved sessions) 

Newspapers articles 

retrieved from press 

tracing exercise 

Terms: “refugee” AND “Leban*” 

Date: October 16, 2018 

440 (of 770 individual 

articles retrieved) 

 

Phase 2 Ontario 

Health System 

Action Plan: 

Syrian Refugees 

Published literature-  

CINAHL  

EMBASE  

MEDLINE (PubMed) 

SSCI   

Web of Science 

  

Terms: “Health polic*” AND 

“Canada*” AND (“Syria*” OR 

“refugee*”) 

Date: June 28, 2018 

3 (of 363 studies 

retrieved) 

(29, 30, 50) 

Gray literature (e.g., 

policy documents) 

Identified through: 

1) Key informant 

interviews 

2) Hand searches of 

reference lists 

3) Google searches 

 

8 policy documents 

 

Hansard: debates of 

the Legislative Assembly 

of Ontario 

 

Terms: syria*refugee* 

Date: June 28, 2018 

6 (of 44 references 

about Syrian refugees 

in retrieved sessions) 

Newspapers articles – 

Lexis Nexis database 

 

Terms: "Syria*" AND "Canad*" 

AND "health*" 

Date: June 28, 2018 

 

5 (of 1043 individual 

articles retrieved) 
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Additional file 2 
 

Appendix 2. Interview guide 

 

Introduction 

Hello, my name is X and I want to thank you for taking your time to meet with me today. 

My study examines the role of research evidence in the health policy-development stage 

process for [insert policy].  
✓ Denotes probes/prompts 

 

A. General Questions: 

1. Do you have any questions for me before proceeding with the interview? 

2. Which of the following best describes your role in relation to the development of 

health policies for Syrian refugees:  
✓ policy maker 

✓ manager 

✓ researcher 

✓ healthcare provider 

✓ Syrian refugee 

3. What type of organization you are working in:  
✓ government entity (e.g., Ministry of Health, etc.) 

✓ research unit housed in an academic institution, government entity, intergovernmental 

agency (e.g., UN agencies), NGO 

✓ service provider (e.g., health clinics) 

4. To what extent did you get involved in the policy-development/formulation of 

health polices for Syrian refugees (i.e., Lebanon’s MoPH 2016 Health Response 

Strategy and Ontario’s2016 Phase 2: Health System Action Plan)?  

5. Could you please describe your understanding of the policy-development process 

in the Lebanese MoPH HRS 2016/Ontario’s Action Plan? 

✓ The main aims of the developed health policies and the problems they were 

designed to address  

✓ Is there anything about the rules of how these processes worked that might 

have generally influenced the developed policies? 
✓ Rules put in place from past policies, the openness of the policy-development 

process to the public, the time-pressured nature of the policy-development 

process, and the nature of approval required for the policy played a factor in how 

the policies were developed 

✓ Different stakeholder’s (i.e., Syrian refugees, government, organization) interests 

played any role in the development of the health polices 

✓ Other sources of ideas 

✓ External factors like an election of a new government influenced how the policies 

were developed  

 

B. Questions specific to whether research evidence was used in the policy-development 

process of the Lebanese MoPH HRS 2016/Ontario’s Action Plan? 
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1. Given our discussion earlier, to what extent was research evidence used to 

develop the Lebanese MoPH HRS 2016/Ontario’s Action Plan? 

2. Can you describe to me what type of research evidence you used to inform the 

Lebanese MoPH HRS 2016/Ontario’s Action Plan? 
✓ Empirical (e.g., observational studies, surveys and case studies) and conceptual 

papers (e.g., theoretical papers) 

✓ Primary or single studies research and secondary research (e.g., systematic reviews 

and other forms of evidence synthesis) 
✓ Indexed bibliographic databases or in what is called the grey literature 

3. Can you identify if other types of information were used in some of the stages of 

the policy-development process? 
✓ Tacit knowledge or ordinary knowledge  

✓ Stakeholder’s opinions 

 

C. Questions specific to under what conditions research evidence was used in the 

policy-development process of the Lebanese MoPH HRS 2016/Ontario’s Action Plan? 

4. Is there anything about the rules of how these processes worked that might have 

influenced the developed policies? 
✓ Rules put in place from past policies, the openness of the policy-development process 

to the public, the time-pressured nature of the policy-development process, and the 

nature of approval required for the policy played a factor in how the policies were 

developed 

✓ Different stakeholder’s (i.e., Syrian refugees, government, organization) interests 

played any role in the development of the health polices 

✓ Other sources of ideas? 

✓ External factors like an election of a new government influenced how the policies 

were developed  

5. Would you consider the factors you just discussed to have influenced the policy-

development stages in a minor or major way? 

 

D. Questions specific to how research evidence was used in the policy-development 

process of the Lebanese MoPH HRS 2016/Ontario’s Action Plan? 

6. Can you describe how you used that research evidence?  
✓ Instrumental: used research evidence in specific and direct ways to solve a specific 

problem 

✓ Conceptual: used an overview of reviews of humanitarian-aid interventions to help 

identify areas where there is a need to give greater or lesser attention 

✓ Symbolic: used evidence to justify decisions already taken in relation to the developed 

policies 

✓ Evidence was used to learn about the benefits, harms, local costs, adaptations and 

stakeholder’s views and experiences of different options  

7. Can you describe how you accessed the research evidence? For example: 
✓ Reading original research 

✓ Reading reports produced by policy advisors or interest groups 

✓ Interacting with researchers or involving researchers in a working group 

✓ Interacting with peers or stakeholders or involving peers or stakeholders in a working 

group 

✓ Attending hearings about the health needs of Syrian refugees 
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Is there anything else that you could tell me to help me understand the policy-

development process in detail? 

 

Closing remarks: 

• Are there documents (like memos, communications, minutes, etc.) that may help 

us in identifying the approach to research use employed by your organization for 

the management of health needs among Syrian refugees? 

• Finally, do you know somebody whom do you think may give an important 

insight to the policy-development process? 

• We will be analyzing the information you and others have given. We be sharing 

the results of the study with you at a later date. In the meantime, thank you for 

your time. 
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Chapter 4. Preface 

 

This chapter continues the focus on supporting the use of evidence in crisis zones 

by examining a particular strategy identified in my framework in Chapter 2 as one 

promising way to support evidence use within the health research system, namely an 

evidence website. The chapter uses a qualitative user-testing study design to collect 

extensive interview data from decision-makers about their impressions of Evidence Aid. 

This chapter puts forward specific suggestions about how to improve this particular 

evidence website designed to support evidence use in crisis zones and more generally 

identifies insights for the use of this strategy.  

I conceived the study design with my supervisor, Dr. John N. Lavis, and I was 

responsible for all the data collection and analysis, which took place between August 

2018 and March 2019. The members of my supervisory committee each provided 

feedback on drafts of the chapter, which were incorporated into the paper.  

At the time of writing, the paper presented in this chapter is under review at a 

journal. 
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Abstract 

Background: Humanitarian action in crisis zones is fraught with many challenges, 

including lack of timely and accessible research evidence to inform decision-making 

about humanitarian interventions. Evidence websites have the potential to address this 

challenge. Evidence Aid is the only evidence website designed for crisis zones that 

focuses on providing research evidence in the form of systematic reviews. The objective 

of this study is to explore decision-makers’ views of Evidence Aid, contributing further to 

our understanding of the use of research evidence in decision-making in crisis zones.  

Methods: We designed a qualitative user-testing study to collect interview data from 

decision-makers about their impressions of Evidence Aid. Eligible decision-makers 

included those with and without previous experience of Evidence Aid. All participants 

were either currently working or have worked within the last year in a crisis zone. All 

participants were asked to perform the same user experience- related tasks and answer 

questions about this experience and their knowledge needs. Data were analysed using a 

deductive framework analysis approach drawing on Morville’s seven facets of the user 

experience: findability, usability, usefulness, desirability, accessibility, credibility, and 

value.   

Results: Thirty-one interviews were completed, with senior decision-makers (n=8), 

advisors (n=7), field managers (n=7) analysts/researchers (n=5) and healthcare providers 

(n=4). Participant self-reported knowledge needs varied depending on the role of 

decision-maker. Overall, participants did not identify any ‘major’ problems (highest 

order) and only two ‘big’ problems (second highest order) with using the Evidence Aid 
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website, namely the lack of a search engine on the home page and that some full-text 

articles linked to from the site require a payment. Participants identified seven specific 

suggestions about how to improve Evidence Aid, many of which can also be applied to 

other evidence websites. 

Conclusions: This is the first study to specifically focus on an evidence website for crisis 

zones, elaborated on the information needs of decision-makers, and put forward specific 

suggestions about how to improve evidence websites. 

Keywords: evidence websites, evidence-informed decision making, research evidence, 

crisis zones, Evidence Aid, user testing 
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Background 

Humanitarian action in crisis zones is fraught with many challenges, not the least 

of which is having rapid access to research evidence that has the potential to inform 

decisions. Acting on available research evidence can help to improve the effectiveness 

and efficiency of humanitarian interventions (143). Access to research evidence to 

support decision-making is even more imperative in crisis zones because the magnitude 

and speed of the disaster creates a unique setting with known difficulties around 

accessing research evidence in a timely way (e.g., insufficient time, limited search skills, 

limited access to relevant evidence) (8, 13, 52, 143-148). Existing research has focused 

primarily on identifying the challenges decision-makers face in accessing evidence in 

crisis zones, highlighting the need for evidence websites to support evidence use in a 

timely way. However, because there has been so little research done on the experiences of 

decision-makers in crisis zones with evidence websites, we currently do not know if such 

strategies address this key challenge. This analysis will help address this critical gap in 

the literature, contributing to efforts to support the use of research evidence in decision-

making. 

This gap persists in the existing literature for five main reasons. First, while 

literature exists which examines evidence websites in other settings, these studies do not 

focus on evidence use in crisis zones (63, 149, 150). Second, user-testing studies have 

tended to focus on facets of user experience without first investigating the information 

needs of users (150-152). This means that they potentially missed gaining valuable 

insight into how evidence websites can best meet decision-makers’ knowledge needs. 
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Third, some studies have contributed evidence about best practices in organizing content, 

but there are many other facets of user experience that remain unexplored (153). Fourth, 

studies have not explored decision-makers’ views of and experiences with using a 

database to find evidence summaries on specific health policy and systems-relevant 

questions (63, 153). Finally, there is a lack of third-party research about the effectiveness 

of evidence websites, with most existing research designed and conducted by groups 

associated with the website under study (63, 150, 153). 

In light of the lack of third-party research in this area, this study presents a non-

affiliated examination of the use of evidence websites by decision-makers in crisis zones. 

Evidence Aid is the only evidence website designed for crisis zones that focuses on 

providing research evidence in the form of systematic reviews. Systematic reviews 

critically appraise and summarize all relevant individual studies, which reduces the 

amount of time and search skills other stakeholders need to access and appraise large 

bodies of research (154). Evidence Aid has invested efforts to improve the site, but such 

efforts have not yet been formally evaluated. Using a user-testing study design, our 

objective in this paper is to explore the information needs of decision-makers working in 

crisis zones and their views of and experiences with the Evidence Aid website. This paper 

also aims to put forward specific suggestions about how to improve evidence websites 

designed to support the use of research evidence in decision-making in crisis zones. Many 

of these suggestions can also be applied to other evidence websites which support the use 

of evidence in decision-making more broadly. 
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Methods 

Study aims 

Using a user-testing study design, our objective in this paper is to explore the 

information needs of decision-makers working in crisis zones and their views of and 

experiences with the Evidence Aid website. This paper also aims to put forward specific 

suggestions about how to improve evidence websites designed to support the use of 

research evidence in decision-making in crisis zones. Many of these suggestions can also 

be applied to other evidence websites which support the use of evidence in decision-

making more broadly. 

Study design 

User testing study design was used to address our research objective. This type of 

design is used widely in the field of product design and evaluation, and involves having 

users complete task-specific problems (33-35). User testing involves inviting 

representative users of a product (in this case a website) to participate in individual semi-

structured interviews where they are asked about their experience as they interact with the 

website (36). This study used qualitative methods (e.g., interview data, thematic analysis, 

etc.) to describe users’ knowledge needs, views and experiences with using Evidence Aid, 

gathering specific suggestions about how their experiences could be improved. 

Qualitative research methods have the potential to drive improvements to the experience 

of using particular resources, creating information to allow developers to make user-

centered improvements. Our use of a concurrent think-aloud protocol allowed us to 

access user thoughts in-the-moment, lessening the chance that users would forget their 
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insights or dismiss them as unimportant when asked to discuss their experience at a later 

date  (155, 156).  

We started our interview with a set of preliminary general questions about the 

participant’s profession and knowledge needs followed by a set of think-aloud user 

experiences and views while performing task specific questions. Our lack of involvement 

with Evidence Aid makes us particularly well positioned to elicit frank feedback. 

Participants were informed of our lack of involvement with Evidence Aid at the outset of 

the interview.    

Defining Evidence Aid  

Evidence Aid is an English language interface with some articles and user-

friendly summaries available in Spanish and French. To be included in Evidence Aid, the 

systematic review must focus on the effectiveness of humanitarian action and include 

health-related outcomes. Evidence Aid provides appraisal for each of the systematic 

reviews. Research evidence is available on Evidence Aid in three ways: first, through a 

simple search bar located under a resources tab with the option of selecting month (e.g., 

March 2019) and category (e.g., emergency type). Second, research evidence is organized 

into four main categories: health issues (i.e., burns, cardiovascular disease), emergency 

type (i.e., flood, epidemic), humanitarian cluster (i.e., camp coordination and camp 

management, emergency shelter), and person groups (i.e., adolescents, adults). Finally, 

Evidence Aid produces curated collections of evidence specific to crisis zones (e.g., acute 

malnutrition – prevention and treatment in emergencies and humanitarian crisis).  
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Evidence Aid provides free access through their website to some of the full-text 

articles available on other websites that usually require a payment (e.g., the Cochrane 

library collection for earthquakes). However, some of the full-text articles available 

through the site do require a payment to access the content, although this is arguably 

outside of Evidence Aid’s scope given the nearly limitless liability they would face if they 

offered free access to all articles. 

Characteristics of participants 

We purposively sampled two types of participants for the study: participants who 

have used Evidence Aid before and those who have not. All participants enrolled in the 

study were either currently working or have worked within the last year in a crisis zone. 

Participants were asked to self-identify the type of decision-maker they are based on their 

profession (e.g., senior decision-maker, advisor). All participants were asked the same 

general questions and user experience related task questions. Those who have used 

Evidence Aid before were asked and this additional information was used to explore 

patterns in their views of and experiences with evidence websites in addressing their 

research evidence needs.  

Participant recruitment and sample size 

A two-stage sampling approach was used to identify and recruit key informants 

(123, 157). The first stage included identifying participants in the following five 

categories based on their anticipated roles in decision-making in crisis zones and where 

appropriate across the humanitarian aid, health system, and health research system 

sectors: 1) senior decision-makers (e.g., presidents, directors); 2) field managers (e.g., 
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field coordinators, heads of missions) directly involved in coordination and management 

of crisis zones; 3) healthcare providers (e.g., doctors, nurses) involved with either the 

development of medical guidelines in crisis zones or directly delivering medical care to 

people in crisis zones; 4) advisors directly involved in advising about policy development 

and implementation strategies; and 5) analysts and researchers directly involved in 

responding to research evidence requests from the previous four categories of 

participants. The second stage of recruitment used respondent-driven sampling; research 

participants in the first stage were asked to identify any additional potential informants. 

To capture users who have used Evidence Aid, we sent a LinkedIn email 

invitation to a list of 789 members who are part of a LinkedIn thematic working group: 

“Health Systems in Fragile and Conflict Affected States”. This thematic working group 

contained key actors in health who are working or formerly worked in fragile and conflict 

affected states and who were invited to participate in the Humanitarian Evidence Week 

(HEW) initiative led by Evidence Aid on November 6-12, 2017. Participants who have 

not used Evidence Aid before were recruited in three ways. First, we included in the same 

LinkedIn email invitation described above a request to nominate colleagues who are in 

similar roles but who did not participate in HEW and who did not use Evidence Aid. 

Second, we sent email invitations to those listed on a publicly available contact list for a 

quality improvement exercise conducted at Médecins Sans Frontières (MSF) that focused 

on MSF’s approach in transferring research knowledge to policy and practice during the 

Syrian Refugee Crisis. Third, we sent email invitations to those identified through 

documentary and media analysis (using publicly available documents only). 
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We aimed at completing at least 5 user tests interviews for each type of participant 

category (i.e., senior decision-makers’, field managers, healthcare providers, advisors, 

analysts and researchers) in both types of participants (i.e., those that have used Evidence 

Aid and those that have not), recognizing that this estimate was dependent on the 

availability of appropriate participants. Our sample size amounted to a total of 31 

participants (Table 1).  

Data collection methods 

Interviews were conducted via Skype by the first author (AFK), who acted as both 

the interviewer and note taker. The interviews lasted approximately 60 minutes and were 

audio-recorded after receiving permission from the participant. Audio recordings were 

transcribed verbatim and the written transcriptions were used for data analysis. Potentially 

identifying information (e.g., name) were removed at the time of transcription. We 

conducted the interviews in English, which is the language used in Evidence Aid 

interface.  

The user testing began with preliminary questions about the participant’s 

profession, what sources of research evidence they use, and knowledge of evidence 

websites including Evidence Aid (an additional file shows this in more detail [see 

Additional file 1]). We provided participants with a set of instructions, starting from an 

empty browser window. This was followed by a series of tasks for the participant to 

perform, some of which involved looking for specific content tailored to their field or 

professional interests. For example, a healthcare provider in a crisis zone may choose to 

find a specific review about the effect of antibiotic resistance among children in refugee 
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camps. Other general tasks asked of the participants included finding help, finding the 

search engine within Evidence Aid website, and finding information about Evidence Aid. 

The concurrent think-aloud method was used throughout (35). As well, participants were 

asked what were the major problems they faced, big problems or frustrations while 

performing the task, minor issues, any positive feedback they would like to provide, and 

suggestions for improving their experience. We explained to participants that major 

problems are ones that have serious potential for causing users to use Evidence Aid 

erroneously and therefore unable to complete the intended tasks. Big problems are ones 

where users face frustration and difficulty in completing tasks but are able to work around 

the problem, and minor issues are ones that slow down or inconvenience users 

unnecessarily in completing tasks (158-160). Finally, to get at overall experience with 

Evidence Aid we asked questions related to Morville’s seven facets of the user 

experience: findability, usability, usefulness, desirability, accessibility, credibility, and 

value (161).  

Data analysis 

We used a deductive framework analysis approach towards our collected data 

(162, 163). Framework analysis is a qualitative method that can be applied to research 

that has specific questions, professional participants, and a limited time frame (163). This 

approach allowed us to describe and interpret what is happening in a particular setting 

(i.e., use of Evidence Aid) by asking our participants specific questions (162). It involved 

a five-step process: familiarization (i.e., immersing ourselves in collected data making 

notes of key ideas and recurrent themes), identifying a thematic framework (i.e., 
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recognizing emerging themes), indexing (i.e., using NVivo to identify sections of data 

that correspond to particular themes), charting (i.e., arranging identified sections of data 

into table exhibits), and mapping and interpretation (i.e., analyzing key characteristics 

from the exhibits) (162).  

Data were analysed by drawing on Morville’s seven facets of the user experience: 

findability, usability, usefulness, desirability, accessibility, credibility, and value (161). A 

detailed description of the seven facets of the user experience is provided in Table 3.  

Morville’s framework was selected because it combines the main facets of usability, 

incorporates emotional aspects of user experience, and is often used in other user-testing 

studies for exploring user experience in an information design context that Morville refers 

to as the ‘honeycomb’ (150, 151, 164).  

Results 

Participant profiles 

 Thirty-one interviews were completed (Table 1), with senior decision-makers 

(n=8), advisors (n=7), field managers (n=7) analysts/researchers (n=5) and healthcare 

providers (n=4). Good balance was achieved across types of organizations (e.g., non-

governmental organizations; international agencies; government agencies, and academic 

institution). A high proportion of interviewees had not used Evidence Aid before (n=22), 

and were female (n=20).  

Participant knowledge needs, types of information used to address knowledge needs, and 

sources for obtaining information 
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Many of our participants highlighted the scarcity of available knowledge relevant 

to crisis zones, with one senior decision-maker stating: 

“there is never enough knowledge and evidence in fast evolving crisis 

especially when we deal with emergencies and we never know what is 

going on and we are always desperate to get more information. The 

lack of ability to get … information during a fast-moving developing 

disaster situation is a massive challenge” 

The distribution of participant knowledge needs, types of information used, and sources 

for obtaining information varied depending on the type of decision-maker (Table 2). The 

following knowledge needs were most cited by a specific type of decision-maker: policy 

development related to health-system strengthening and health-advocacy approaches by 

senior decision-makers; operational logistical management (e.g., setting up mobile health 

clinics in crisis zones) by field managers; clinical management of patients in a crisis 

zones by healthcare providers; and community-level program development (e.g., how to 

support behavior change in a community setting) and implementation strategies for any of 

the above four domains cited by advisors and senior decision-makers, respectively.  

As for the types of information used by our participants to address their 

knowledge needs we focus our attention here on the ones that are within Evidence Aid’s 

scope: systematic reviews and meta-analyses were mostly used by analysts and 

researchers, while intervention studies (e.g., clinical trials) were mostly used by senior 

decision-makers, healthcare providers, and advisors. Global guidelines (e.g., from World 

Health Organization) were mostly used by advisors. Finally, our participants obtained 



Ph.D. Thesis - A. F. Khalid; McMaster University – Health Policy. 

 

 
112 

information from a wide menu of sources (e.g., evidence websites such as ReliefWeb and 

Health Systems Evidence, reports by UN agencies, correspondence with senior decision-

makers, and social networking sites such as Facebook and Twitter).  

User experiences 

  Overall, there were two notable differences in responses across our diverse types 

of decision-makers and between users and non-users of Evidence Aid. First, analysts and 

researchers we interviewed demonstrated enthusiasm that Evidence Aid is attempting to 

bring research evidence closer to humanitarian aid workers, while some senior decision-

makers were skeptical about using Evidence Aid as opposed to relying on information 

stemming from their ground operations to answer specific questions. Additionally, 

participants that have used Evidence Aid before were more familiar with the organization 

of tabs on the website which facilitated faster access to desired content than non-users. 

Finally, there were no notable differences in responses across gender. 

Participants did not identify any ‘major’ problems (highest order) across the seven 

domains of the user experience (Table 3). However, participants identified two ‘big’ 

problems (second highest order) related to findability and accessibility. In terms of 

findability, participants frequently cited the lack of a search engine on the home page as a 

problem in locating desired articles. Turning to accessibility, participants expressed 

frustration that some of the full-text articles available through the site required a payment 

to access the content, and that timely assessment data on current crisis is missing; 

provision of access to pay-walled research and timely assessment data is outside of the 
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scope of Evidence Aid’s services. We outline below – by domain – the most frequently 

cited minor issues, positive feedback, and specific suggestions. 

Findability 

 Participants cited a minor issue of having difficulty locating the search bar. As for 

positive feedback, participants indicated that the four cluster areas (i.e., health issues, 

emergency type, humanitarian cluster, and person groups) under the “Resources” tab 

were helpful in locating desired information. In addition, participants appreciated that the 

‘tags’ in the results page helped to further narrow down their search results. Participants 

suggested the addition of an advanced search filter for more targeted search results (e.g., 

date of last search, specific contexts, and language preference). 

Usability 

Participants cited as a minor issue having to undertake multiple steps to perform 

basic tasks to arrive at results on first use. However, some participants did note that once 

they had enough time on the site, they were able to perform basic tasks efficiently. A field 

manager commented: 

“I appreciate that there is a learning curve until one is familiar with the site and 

how to use it efficiently” 

To improve the usability of the site, some participants suggested creating a clearer 

statement of the site’s purpose and the type of evidence it provides. 

Usefulness 

 For minor issues, participants sometimes cited a lack of systematic reviews and 

guidelines related to their own particular areas of professional interests or fields of work. 



Ph.D. Thesis - A. F. Khalid; McMaster University – Health Policy. 

 

 
114 

Participants provided positive feedback related to how useful the site is in providing an 

independent evidence website for curated evidence on crisis zones for decisions-makers 

working in the field. As one senior decision-maker commented: 

“It is good for humanitarian workers to have all the articles on one site 

so they can go there and look for evidence-based approaches” 

Most participants suggested that Evidence Aid should focus some of their efforts on 

turning the evidence available into explicit actionable points for decision-makers to use in 

crisis zones. A decision-maker highlighted this suggestion by stating: 

“most people in humanitarian sector do not understand abstracts and 

they almost alienate them. A better strategy is friendly-summary 

reviews that are shorter, to the point, with clear actionable points” 

Desirability 

 Participants cited a minor issue of photos on Evidence Aid being ‘ordinary’ (i.e., 

academic looking) and repetitive. A healthcare provider explained Evidence Aid choice 

of pictures on the home page stating: 

“photos make it seem like a training workshop website with the pictures of 

classroom settings” 

 Photos displayed on Evidence Aid promoted many participants (including the above 

healthcare provider) to suggest that the developers behind the site should consider using 

compelling photos that are relevant to humanitarian contexts. Participants did appreciate 

the basic simple design of the site and the lack of numerous pop up advertisements. 
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Accessibility 

Participants cited concerns over whether documents can be read online or have to 

be downloaded first, the latter of which can be a problem in a low-bandwidth internet 

setting and would pose a significant limitation to those using the site from the frontlines 

of a crisis zone with a healthcare provider stating: 

 “Access to the internet in the field is a big barrier. It is a touch and 

go situation” – healthcare provider working in the field at an NGO 

Participants did appreciate that Evidence Aid is accessible to a broad spectrum of 

people working in the humanitarian sector who have access to the internet. A mobile 

friendly app, which is not currently available, or the use of a responsive web design was 

suggested as a way to improve the overall user experience. Senior decision-makers 

highlighted the importance of having open-access resources and timely assessment data 

on current crisis to inform decision-making, with one decision-maker stating: 

“there needs to be more open-access resources. Organizations need 

to share early on data from the field that would allow us to somehow 

get other actors to build the evidence to better inform our decisions” 

A healthcare provider further emphasized the importance of open-access resources 

stating: 

“open source access is still a big problem unless you have university 

library access” 
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Credibility  

Participants cited as a minor issue not clearly knowing what inclusion criteria are 

used to include best available evidence on the site. Participants emphasized that the direct 

and clear link to Cochrane Library increased their level of trust of the evidence presented. 

For specific suggestions, participants wanted to see greater visibility given to major 

contributors and funders with an advisor working at an NGO stating: 

“highlight the main funders of the site on front page to make it more 

transparent with emphasis on the major contributors to Evidence Aid” 

Value for the user 

The lack of awareness among humanitarian aid workers about the existence of or 

value added by Evidence Aid was cited by participants as a minor issue. Several 

participants made comments about hearing of Evidence Aid but never using it because of 

lack of awareness about its value. An advisor and a field manager highlighted this during 

the interview stating: 

“I heard of it but never used it. It has the potential of being super 

helpful. But not many people know about it now” – advisor working 

at an NGO 

This prompted our participants to suggest that Evidence Aid should 

emphasize more clearly on their site why evidence matters in humanitarian 

action and to continue collaborating with other organizations to fill gaps with 

new systematic reviews. 
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Discussion 

Our study suggests that there are no ‘major’ problems (highest order) and only 

two ‘big’ problems (second highest order) that decision-makers’ experience with using 

Evidence Aid website, namely the lack of a search engine on the home page and that 

some full-text articles linked to from the site are not accessible without payment to the 

publisher. Our study participants identified a positive feedback related to credibility (i.e., 

direct and clear link to Cochrane Library increasing their level of trust of the evidence 

presented) that raises an important point that warrants highlighting. We found that users 

were inclined to make judgements about the trustworthiness of Cochrane library as the 

publishing source rather than critically assessing individual pieces of evidence, a similar 

finding in other studies (150). Additionally, participants identified a minor issue related to 

value (i.e., the lack of awareness among humanitarian aid workers about the existence of 

or value added by Evidence Aid), that provides a key insight into the challenges with 

supporting the use of research evidence to inform decision-making in crisis zones, as 

highlighted in other studies (2, 40, 101). 

Seven specific suggestions made by our participants and illustrated in Table 3 

present actionable suggestions for improving Evidence Aid, many of which can also be 

applied to other evidence websites designed to support the use of research evidence in 

decision-making, include: 1) create a home page-based search engine; 2) strive to ensure 

that basic tasks can be easily accomplished on first use; 3) ensure that the search results 

are presented in a user-friendly way (e.g., turn the evidence available into explicit 

actionable points), in a language that can be read (i.e., in common first languages), and 
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without jargon; 4) keep the site design simple, with images that are appropriate to crisis 

zones and capture users’ attention; 5) accommodate diverse user contexts (e.g., inability 

to pay for articles) and physical functioning (e.g., colour blindness); 6) ensure accuracy of 

the information on the site (e.g., correct years of publication); and 7) increase the value of 

Evidence Aid for the user by achieving the second part of the stated mission (i.e., 

enabling the use of evidence ) whereby Evidence Aid or another group can choose from a 

menu of additional ways to enable the use of research evidence (e.g., rapid reviews). 

Our findings suggest the following three contributions to understanding evidence 

use in a crisis zone. First, many of our participants emphasized the need for evidence to 

be turned into explicit actionable points (e.g., check-lists). However, we recognize that 

this task is better delegated to a person or group that create connections between 

researchers and decision-makers (e.g., knowledge brokers). Second, our participants 

highlighted that evidence summaries must clearly indicate the basic findings from 

systematic reviews, including key messages that can be acted upon (149). Third, our 

decision-makers raised the importance of having a well-organized website that consists of 

a wide variety of relevant information, allowing them easy and efficient access to the best 

available evidence in the limited time they have available to make, inform, or advocate 

for a decision (63). Clearly, decision-makers have a diverse array of knowledge needs, 

and these findings reaffirm the importance of doing further scholarly work to better 

understand how to best support evidence use in crisis zones.  
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Findings in relation to other studies 

Our finding that participants did not identify any major problems (and only two 

big problems) with using Evidence Aid aligns with previous studies identifying that users 

generally find there are many helpful attributes of using evidence websites (e.g., multiple 

sources of information in one spot) (149, 153). This study also aligns with other studies in 

putting forward specific suggestions to improve the use of evidence websites (e.g., 

functions in the users’ first language) (149). Finally, this study complements existing 

literature in being the first study to specifically focus on an evidence website for crisis 

zones, elaborated on the information needs of decision-makers, put forward specific 

suggestions that address all facets of improving users experience, and independence of 

research team from Evidence Aid (40, 52, 63, 145, 149, 150, 153, 164-168).  

Strengths and limitations 

For the first of two strengths, we interviewed a large number and diverse range of 

people for a study of this type. The diversity in our study is within the types of decision-

makers, organizational affiliations, whether they used Evidence Aid or not, and gender 

(and hence a likely broad sampling of the challenges decision-makers would face in 

navigating research evidence for use in crisis zones). Some notable differences in 

responses emerged across these diverse types of decision-makers and between users and 

non-users of Evidence Aid. However, there were no notable differences in responses 

across gender, or participant ability to verbally communicate their insights in English. 

Second, our study elaborated on the information needs of decision-makers working in 

crisis zones which provides valuable insight on how best to meet their knowledge needs.  
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One potential limitation to this study is that all our interviews, except one, were 

conducted with decision-makers not physically present in a crisis zone at the time of the 

interview. Increased time pressure in crisis zones may influence participants’ views and 

experiences in finding relevant research evidence to make a decision. To mitigate this 

limitation, we purposively sampled participants who were either currently working or 

have worked within the last year in a crisis zone and we prompted them to consider real-

life situations when responding. 

Implications for practice 

There are four main implications, the first of which is that the developers of 

Evidence Aid should continue their efforts of providing the best available evidence on the 

effectiveness of humanitarian action while taking into account the specific suggestions, 

summarized above, to improve the site. These specific suggestions can also be applied to 

other evidence websites designed to support the use of research evidence in decision-

making. Second, the developers of Evidence Aid site should consider whether they or 

another group are better positioned to fulfill the second part of their mission -- “enabling 

the use of the best available research evidence” – by expanding their activities to include 

creating demand for research evidence, providing rapid reviews in response to decision-

maker requests, and institutionalizing the use of research evidence, among other options 

(22, 169-172). Third, senior decision-makers working in crisis zones should work with 

humanitarian aid workers to raise awareness of the existence of evidence websites, like 

Evidence Aid, and to build their capacity to find and use research evidence in decision-
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making. Finally, the users of Evidence Aid should continue to provide their feedback on 

how Evidence Aid and other evidence websites can best meet their knowledge needs. 

Future research 

The next steps in research could be for researchers to explore decision-makers’ 

experiences with an updated version of Evidence Aid to ‘test’ (e.g., randomized 

controlled trials) if specific changes have improved the usability and use of the site. Also, 

researchers could evaluate future efforts by Evidence Aid or its partners to address the 

part of its mission focused on enabling the use of research evidence. Finally, researchers 

working in others domains (i.e., outside humanitarian crises) could use our methodology 

(i.e., diversity in user types of decision-makers and organizational affiliation, identifying 

knowledge needs of decision-makers, etc.) to explore decision-makers’ views and 

experiences with other evidence websites designed to support evidence informed 

decision-making.  

Conclusion 

Decision-makers in crisis zones found Evidence Aid to be useful, accessible, and 

credible. However, they experienced some problems with namely the lack of a search 

engine on the home page and that some full-text articles linked to from the site require a 

payment. This is the first study to specifically focus on an evidence website for crisis 

zones, elaborated on the information needs of decision-makers, and put forward specific 

suggestions about how to improve evidence websites. By making evidence available, 

evidence websites provide one of the necessary inputs for evidence-informed decision-
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making processes. The absence of evidence websites creates a clear gap in supporting 

evidence-informed decision-making.  

 

List of abbreviations 

KT: knowledge translation; HEW: Humanitarian Evidence Week; MSF: Médecins Sans 

Frontières 
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Table 1. Profiles of respondents involved in the user-testing exercises2  
 

Type of decision-
maker 

% (n) Organizational affiliations Organizational types Used 
EA 

before 

Sex 

Senior decision-maker  26% (n 
=8) 

Médecins Sans Frontières (n=4) 
International Federation of Red Cross and Red Crescent 
Societies (n=2) 
Palestinian National Institute of Public Health (n=1) 
Public Health England (n=1) 
 

NGO (n=6) 
Government agency (n=2) 

 

5 No 
3 Yes 

6 F 
2 M 

Advisor 23% (n=7) International Federation of Red Cross and Red Crescent 
Societies (n=2) 
Pan American Health Organization (n=2) 
Goal Global (n=1) 
United Nations High Commissioner for Refugees (n=1) 
World Vision Canada (n=1) 
 

NGO (n=4) 
International agency (n=3) 

5 No 
2 Yes 

4 F 
3 M 

Field manager 23% (n 
=7) 

International Federation of Red Cross and Red Crescent 
Societies (n=2) 
International Rescue Committee (n=2) 
International Medical Corps (n=1) 
Médecins Sans Frontières (n=1) 
Save the Children Canada (n=1) 
 

NGO (n=7) 4 No 
3 Yes 

4 F 
3 M 

Analyst/researcher 16% (n=5) ALNAP (n=1) NGO (n=3) 
Academic institution (n=1) 
International agency (n=1) 

 
 

4 No 
1 Yes 

 3 F 
2 M  International Federation of Red Cross and Red Crescent 

Societies (n=1) 

 Médecins Sans Frontières (n=1) 

 University of Amsterdam (n=1) 
World Health Organization (n=1) 

  

 
2 This table should appear on page 9 under Participants profile, Results section  
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Healthcare provider 13% (n=4) Médecins Sans Frontières (n=3) 
Rose Charities and Association of Medical Doctors of Asia 
(n=1) 
 

NGO (n=4) 4 No 3 F 
1 M 
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Table 2. Users’ knowledge needs, types of information used to address their knowledge needs, and sources for obtaining 

information3 4 
 

Categories 5 Senior decision-

maker 

Field manager Healthcare provider Advisor Analyst/researcher 

Knowledge needs      

1. Policy development (e.g., health-

system strengthening, health-

advocacy approach, etc.)  

✓  ✓  ✓  ✓  ✓  

2. Operational logistical management 

(e.g., military and political context, 

shelter, security, hygiene, mobile 

clinic set ups, human resources 

issues, cross-border health supplies 

management, etc.)  

✓  
✓   ✓  ✓  

3. Clinical management of patients in 

a crisis situation (e.g., case 

management, etc.)  

 ✓  
✓  ✓  ✓  

4. Community-level program 

development (e.g., behavior change 

support, etc.)  

   
✓   

5. Implementation strategies for any 

of the above (i.e., policy 

development, operational logistical 

management, clinical management, 

and community level program 

development)  

✓      

 

3 This table should appear on page 9 under Participant knowledge needs, types of information used to address knowledge needs, and sources for 
obtaining information, Results section 

Table Legend: 
4 Bolded checkmarks √ indicate most cited by respondents. Multiple bolded checkmarks for the same category indicates equal 
frequency of citation by respondents. 
5 Sub-categories are listed from the most cited to the least cited  
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Types of information used6      

• Data:       

1. country specific registries and 

surveillance data  ✓      

• Research evidence:       

1. systematic reviews and 

meta-analyses  

✓  ✓  ✓  ✓  
✓  

2. single context-specific case 

studies  

✓  
✓  ✓  ✓  ✓  

3. intervention studies (e.g., 

clinical trials)  
✓   

✓  ✓  ✓  

4. surveys  ✓  
✓  ✓  ✓   

5. observational studies  
✓    

✓  
6. conceptual papers (e.g., 

theoretical papers)  

 
✓  ✓    

• Guidance:       

1. internal guidance documents   
✓  ✓  ✓   

2. global guidelines (e.g., 

WHO)  

✓    
✓  ✓  

• Expert opinion:       

1. expert opinions from the field   
✓  ✓  ✓  ✓  

• Stakeholder insights:      

1. stakeholder tacit knowledge or 

ordinary knowledge  

 
✓    ✓  

2. stakeholder opinions  
✓  ✓     

 

6 Bolded bullet points are within Evidence Aid scope (i.e., able/appropriate for EA to do given mission of website: “to alleviate 
suffering and save lives by providing the best available evidence on the effectiveness of humanitarian action and enabling its use” 
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• Undefined combinations of the 

above:  

     

1. internal organizational field 

assessment information  

✓  
✓   ✓  ✓  

2. lessons learned discussion 

papers  

    
✓  

Sources for obtaining information      

• Databases:       

1. one-stop shops:       

1. ReliefWeb: contains many 

different types of 

information but 

predominantly news and 

not research evidence 

✓  ✓  ✓  ✓  ✓  

2. Health Systems Evidence: 

contains systematic 

reviews on a given topic 

related to health-system 

arrangements or 

implementation strategies  

   
✓   

3. Zika communication 

Network (ZCN): contains 

evidence-based toolkits 

and guidance related to 

Zika virus 

   
✓   

2. organizational databases that 

provide only that organization 

reports (e.g., ACAPS, 

ALNAP7, Chatham house 

library, Cochrane)  

✓  ✓   
✓  ✓  

3. organizational databases that 

provide access to other 
✓  ✓  ✓  

✓  ✓  

 

7 In addition to carrying out original research, ALNAP hosts a library of evaluations of humanitarian action from other sources 
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information (e.g., MEDBOX, 

WHO: HINARI) 

4. Google (e.g., google scholar, 

general google search)  

 ✓  
✓  ✓  ✓  

5. indexed bibliographic 

databases accessed through 

University library 

subscriptions (e.g., Science 

Direct, Scopus, Up-to-date) 

 ✓  ✓  
✓  ✓  

6. indexed bibliographic 

databases accessed through 

other mechanisms (e.g., 

PubMed) 

✓  
✓   ✓  ✓  

7. organizational internal 

databases  ✓  ✓  
✓  ✓   

8. media websites (e.g., print 

media, broadcast media) ✓      

• Reports:      

1. reports by UN agencies (e.g., 

IOM, OCHA, UNHCR, 

UNICEF, WHO) 

✓  ✓  ✓  
✓  ✓  

2. internal reports (e.g., ICRC, 

MSF, ODI, Save the Children,)  

✓  ✓  
✓  ✓  ✓  

3. reports by US agencies (e.g., 

CDC, CIA fact sheets, 

USAID)  

✓   ✓  ✓   

4. field staff reports  
✓  ✓     

5. reports by charitable 

organizations (e.g., Bill & 

Melinda Gates, Oxfam)  

 
✓     

6. reports by UK agencies (e.g., 

Rebuild consortium)  

   
✓   

• Correspondence and social 

networks:  

     

1. Email subscriptions (e.g., 

Disaster management ✓   
✓  ✓   
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information, Global Health 

Network, William Brighter 

Institute)  

2. Social networking sites (e.g., 

Facebook, ResearchGate, 

Twitter) 

   ✓  
✓  

3. memos and correspondence 

distributed across the whole 

organization 

    
✓  

4. direct correspondence with 

senior-decision makers  ✓      

5. direct correspondence with 

review article authors  ✓      
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Table 3. Users’ experiences using Evidence Aid (EA)8 9 
 

Domain Issues raised Positive feedback10 Specific suggestions 

Major 

problems 

Big problems or 

frustrations 

Minor issues 

Findability  

• Easy to find the site 

with a Google search 

or URL 

• Easy to locate 

desired articles using 

a search engine, tabs, 

closed dictionary or 

a combination 

• Easy to locate 

desired information 

about/from articles 

using initial display 

and/or 

supplementary 

webpages on site or 

on other sites 

 

• None • Home page does not 

have a search engine 

• Difficulty identifying 

correct terms to enter 

into the search engine  

 

• Difficulty locating the 

search bar  

• Difficulty locating user-

friendly summaries 

• Lack of search categories 

to narrow down the 

search results  

• Latest content banner on 

home page is heavily 

focused on internal 

Evidence Aid activities 

and less on finding and 

retrieving resources to 

support evidence-

informed decision-making 

in crisis zones 

• Difficulty locating 

supplemental information 

on other sites (e.g., dead 

links) 

• Four cluster areas under 

“Resources” are helpful 

in finding research 

evidence  

• Results ‘tags’ further 

narrows the search 

results  

• Website is easy to find 

with a Google search or 

URL 

• Clearly marked tabs on 

home page to arrive at 

Resources, Events, etc.,  

• Search bar under 

Resources is helpful  

• Rapid display of search 

results 

• Add an advanced 

search filter (e.g., date 

of last search, specific 

contexts, language 

preference) for more 

targeted search 

results  

• Bring forward to the 

Home page the 

following:  

❖ search engine  

❖ four cluster areas  

❖ feature systematic 

reviews and best 

practice health 

guidelines related 

to a current crisis 

❖ organize search 

results according to 

target user (e.g., 

researcher, 

decision-maker, 

etc.) 

 
8 This table should appear on page 10 under User’s Experiences, Results section  

Table Legend: 

9 Italicized bullet points indicate most cited by respondents. Multiple italicized points for the same category indicates equal frequency of citation 
by respondents. 
Bolded bullet points are within Evidence Aid scope (i.e., able/appropriate for EA to do given mission of website: “to alleviate suffering and 
save lives by providing the best available evidence on the effectiveness of humanitarian action and enabling its use” 
10 Positive feedback column does not use bolded bullet points to indicate whether the respondent’s feedback is within Evidence Aid scope 
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Usability  

• Purpose and scope of 

the site clearly 

described 

• Basic tasks easily 

accomplished on 

first use 

• Search goals 

achieved with 

effectiveness, 

efficiency and 

satisfaction 

 

• None • None • Basic tasks require 

undertaking multiple steps 

to arrive at results on first 

use 

• Not clear what the 

purpose of the website is, 

target audience, or the 

type of evidence it 

provides  

• Not clear how Evidence 

Collection is created and 

how it is different from 

the available research 

evidence on website  

 

 
• Create a clearer 

statement on purpose 

of site and type of 

evidence it provides 

• Promote and clarify 

the purpose of 

Evidence Collection  

 

 

 

Usefulness  

• Nature of 

information retrieved 

provides value (e.g., 

addresses question 

without jargon and 

in an understood 

language)  

 

• None • None • Little focus on current 

and ongoing crises – most 

evidence presented is post 

crisis  

• User-friendly summaries 

do not contain enough 

relevant details to make 

an informed decision on 

whether to read the full 

article  

• Lack of systematic reviews 

and guidelines related to: 

❖ participants’ particular 

areas of professional 

interests or field of work  

❖ context-specific research 

evidence  

❖ all answers to questions 

relevant to humanitarian 

action  

❖ site, search results, user-

friendly summaries, and 

• Useful in providing an 

independent evidence 

website for curated 

evidence on crisis zones 

for decision-makers 

working in the field  

• Once located: 

❖ user-friendly 

summary is concise, 

easy to understand, 

and practical in 

deciding whether to 

read full text  

❖ the evidence-based 

guidelines are good in 

providing take-home 

messages  

• Contains evidence related 

to both man-made and 

natural disasters  

• Provision of some 

content on the site in 

• Better linkage of 

evidence into action – 

turning the evidence 

available into explicit 

actionable points for 

decision makers in 

crisis zones 

• Include research 

evidence that 

addresses: 

❖ strengthening health 

systems  

❖ implementation 

strategies for 

interventions in 

humanitarian crisis 

❖ building capacity 

towards use of 

research evidence  

• Add more content in 

other languages  

• Survey end-users 

about their needs 
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full text in different 

languages  

• Lack of single studies (e.g., 

“real-time” data and 

evaluations) in addition to 

systematic reviews and 

guidelines 

other languages (e.g., 

Spanish) is useful 

• Contains more systematic 

reviews than other 

websites  

• Fills the gap between 

academic research (i.e., 

systematic reviews) and 

action in humanitarian 

aid settings  

• Resources tab regarding 

recent crises is important  

 

 

Desirability  

• Images reflect the 

purpose and scope 

• Design conveys a 

unique and 

appropriate identity 

(e.g., name, logo, 

font type & size, 

colours, and 

sophistication of 

features) 

 

• None • None • Photos are ordinary (i.e., 

academic looking) and 

repetitive 

• Amount of white 

background on screen is 

problematic for people 

who work on big screens 

& high definition  

• Font size is smaller than 

some respondents would 

prefer  

• Logo is similar to the 

ONE and MSF website  

• Basic design: simple, not 

a lot of pop ups  

• Home page is clean and 

organized  

• Good choice of colors on 

the website  

• “Evidence Matters” is 

catchy  

• Title: “Evidence Aid” is 

appealing  

 

 

 

 

• Use compelling 

photos relevant to 

humanitarian 

contexts  

• Use infographics to 

breakdown key 

findings from the 

evidence  

 

 

Accessibility  

• Accommodates 

diverse user contexts 

(e.g., inability to pay 

article-access fees or 

avoid them through 

affiliations with 

universities with 

paid subscriptions, 

inability to use high 

bandwidth features) 

• None • Some of the evidence 

available is not open-

access (i.e., requires a 

payment)  

 

• Widespread use of the color 

red creates challenges for 

those with color blindness  

• Concerns over whether 

documents can be read 

online or have to be 

downloaded first - a 

problem in a low bandwidth 

internet setting  

• Accessible to a broad 

spectrum of people 

working in the 

humanitarian sector who 

have access to the 

internet 

• Useful during a current 

large-scale humanitarian 

crisis or for select other 

topics in providing time-

limited free access to 

• Create a mobile 

friendly app or use 

responsive design 
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• Accommodates 

diverse physical 

functioning in the 

user (e.g., colour 

choices 

accommodate color 

blindness, font size 

is changeable) 

full-text articles that are 

normally behind a pay 

wall  

Credibility11 

• Easy to verify 

accuracy of 

information on site 

(e.g., clear indication 

of inclusion criteria 

of research evidence, 

objective assessment 

of available research 

evidence, links to 

credible external 

sources (e.g., 

Cochrane), provides 

complete exhaustive 

summary of 

evidence (e.g., 

systematic reviews)) 

• Clear illustration that 

honest and 

trustworthy people 

stand behind the site 
(e.g., profile 

description of 

people) 

• None • None • Not clear what inclusion 

criteria is used to include 

the best available evidence  

• Concerns over the 

frequency of updating latest 

available research evidence  

 

 

 

 

• Direct and clear link to 

Cochrane Library 

increased level of trust by 

respondents  

• Seems to be continuously 

updated with the newest 

content upfront for easier 

access  

• Team and advisory 

committee behind the site 

are credible individuals  

• Objective assessment of 

research evidence  

• Availability of systematic 

reviews  

• Available research 

evidence does not seem 

to be directly linked to a 

particular funding source 

 

• Give greater visibility 

to major contributors 

& funders  

 

 
11 We adapted Stanford University guidelines for web credibility, based on three years of research that included over 4,500 views and experiences, to assess the extent to which interviewed 
participants trust and believe what is presented to them and what elements of Evidence Aid influenced this trust 173. Lab SPT. Stanford Guidelines for Web Credibility: Stanford 
University; 2004 [Available from: http://credibility.stanford.edu/guidelines/index.html.  
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• Site is updated 

frequently (i.e., 

content been 

reviewed recently)  

• Restraint in any 

promotional content 

(e.g., ads) or direct 

link to a particular 

funding source 

 

Value for the user  

• Intended users are 

aware of the site 

• The site advances 

the mission of the 

organization: “to 

alleviate suffering 

and save lives by 

providing the best 

available evidence 

on the effectiveness 

of humanitarian 

action and enabling 

its use”  

• None • None • Lack of awareness among 

humanitarian aid workers 

about the existence of or 

value added by Evidence 

Aid  

 

• A solid attempt to putting 

together multiple sources 

of information in one 

spot 

• Substantial efforts in 

partnering with other 

organizations to fill gaps 

with new systematic 

reviews  

• Specificity to 

humanitarian action is 

helpful  

• Emphasize why 

evidence matters in 

humanitarian action  

• Continue 

collaborating with 

other organizations to 

fill gaps with new 

systematic reviews 

• Choose from a menu 

of additional ways to 

enable the use of the 

site and its contents 

(e.g., personalized 

briefing notes, rapid 

evidence synthesis, 

webinars, etc.) 
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Additional file 1 
 

Appendix 1. Interview guide used in test 
 
Introduction 

Hello, my name is Firas Khalid and I want to thank you for taking your time to meet/speak 
with me today. My study is exploring your views and experiences of the Evidence Aid 
website. I would like to start this interview by asking some general questions. Please feel free 
to stop me at any point to ask for any clarifications.  
 

✓ Denotes probes/prompts 
 
Section A: General Questions 

1. Do you have any questions for me before proceeding to the interview? 
2. Could you please tell me more about the kind of work you are assigned to do? 
3. Could you please describe some of your knowledge needs in relation to the line of 

work you do? 

✓ Knowledge needs related to clinical management of patients in a crisis 
situation 

✓ Knowledge needs related to operational logistical management (i.e., shelter, 
security, hygiene, mobile clinic set ups, mass immunizations, human 
resources issues, etc.,)? 

✓ Knowledge needs related to policy-development in a crisis situation? 
4. We define research evidence as the output of research that has been conducted in a 

systematic way and reported in a transparent manner. What kind of research evidence 
do you use to address your knowledge needs?  

✓ Empirical (e.g., observational studies, surveys and case studies) and 
conceptual papers (e.g., theoretical papers) 

✓ Primary or single studies and secondary research (e.g., systematic reviews and 
other forms of evidence synthesis) 

✓ Indexed bibliographic databases or in what is called the grey literature 

✓ Other types of information, including tacit knowledge or ordinary knowledge 
and stakeholder opinions 

5. Where did you go to obtain research evidence to address your knowledge needs? 
✓ Could you tell us about your online searching habits?  

✓ What sources of online information do you usually use in relation to your 
work? 

6. Had you heard about Evidence Aid before I contacted you for this interview? 

❑ Yes     ❑ No 
7. Have you used Evidence Aid before? 

❑ never used it before   ❑ used it a few times  ❑ used it a lot – please describe 
frequency 

 
If the answer to #7 is used it a few times or used it a lot, proceed to section B of this 
interview guide: “user experience related task questions” 
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If the answer to #7 is never used it before, proceed to the following set of questions 
followed by section B of this interview guide 
 

8. Why have you not used Evidence Aid Website before? 

✓ Never heard of it 

✓ Not relevant to my knowledge needs 

✓ Could not locate it  
9. Did you use any other evidence websites before? 

❑ YES                            ❑ NO 
10. If YES, could you please state which ones? 

 
Section B: “user experience related task questions” 
Participants now will be asked to sit in front of a computer. Participants will be asked to 
think out loud during the whole session and reminded of this throughout the interview.  

11. Could you please now navigate to Evidence Aid website: 

12. What are your initial reactions to the front page? 

13. Could you please now find a relevant review on non-communicable diseases in 

humanitarian crisis?  

14. Could you please now find a relevant review on epidemic outbreaks in 

humanitarian crisis?  

15. Could you please now find a relevant review on camp coordination in 

humanitarian crisis?  

16. Could you please now find a relevant review on displaced people in humanitarian 

crisis?  

17. Could you please now look for specific content related to a topic that is relevant to 

your field or professional interests? 

18. Could you please now look for a relevant systematic review related to a topic that 

is relevant to your field or professional interests? 

19. Could you please now look for evidence-based guidelines related to a topic that is 

relevant to your field or professional interests? 

20. Could you please now look for a user-friendly summary of reviews related to a 

topic that is relevant to your field or professional interests? 

21. Where would you go if you run into a problem and need help to navigate the site? 

22. Could you please now start a new search? 

23. Where would you go if you wanted to know more about who is behind the site, 

how it was developed, target audience, and key advantages of using the site? 

24. Any major problems you faced with the tasks we asked you to perform? 

25. Any big problems or frustrations you faced while performing the tasks? 

26. Any minor issues you would like to highlight? 

27. Any positive feedback you would like to provide? 

28. Any specific suggestions for improving your experience? 
 
Section C: Questions related to overall experience 
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1. Findability: To what extent did you find Evidence Aid navigable where you can easily 
locate and find what you needed? 

2. Usability: To what extent did you find it easy to use and satisfying to use Evidence 
Aid website? 

3. Usefulness: To what extent did you find that Evidence Aid fills a gap that you needed 
filled? 

4. Desirability: Could you describe how you found Evidence Aid use of images, 
identity, brand, and other elements of the design that you found to be desirable? 

5. Accessibility: To what extent did you find that Evidence Aid easily available to you 
and other decision-makers’ like you or to ones that have difference preferences or 
disabilities? 

6. Credibility: To what extent did you trust and believe what is presented to you on 
Evidence Aid and what elements of Evidence Aid website influenced this trust? 

7. Value: To what extent did you find Evidence Aid website advancing the mission of 
the Evidence Aid group of ““providing the best available evidence on the 
effectiveness of humanitarian action and enabling its use”? 

8. Is there anything else that you would like to add? 
 
Closing remarks: 

a. Do you know one or two others who would be well suited to participate in a 
similar interview. 

b. Finally, we will be analyzing the information you and others give us. We will be 
sharing the results of our study with you at a later date. In the meantime, thank 
you for your time. 
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Chapter 5. Conclusion 

 

Over the last decade we have witnessed an increase in both the availability and 

accessibility of research evidence. With this, we have observed a greater recognition of, 

and more attention given to, supporting the use of research evidence in decision-making. 

Moreover, greater demand has been placed on decision-makers at all levels and in all 

fields to demonstrate that their decisions are based on the best available evidence. While 

debates and discussions continue in systems that have been instituting explicit 

mechanisms to support evidence use in decision-making, the humanitarian aid field is 

starting to catch up. This field is now garnering greater attention, with peer-reviewed 

articles on evidence use in crisis zones increasingly common (2-4, 12, 37, 84, 101, 174-

176). But as others in the literature have stated, it is not simply a process of providing 

more evidence, but rather finding ways to support the use of evidence in decision-making 

(40, 51, 54, 95, 170, 171, 177).  

Overall, the three original research chapters presented in this dissertation 

contribute to an increased understanding of the role of research evidence in informing 

decision-making in crisis zones. This chapter begins by summarizing the main findings 

from each of the three studies, then focuses on the three studies as a package, presenting 

their substantive, methodological and theoretical contributions, strengths and limitations, 

implications for policy and practice, and ramifications for future research.  

Principal findings 

My use of a critical interpretive synthesis (chapter 2) generated a new conceptual 

framework that outlines strategies that leverage the facilitators and address the barriers to 
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evidence use within different systems — political, health, humanitarian aid, and health 

research. The different strategies can be undertaken by different actors within each 

system who have an influence on the use of evidence in crisis zones. The strategies to 

support evidence use can be used sequentially or simultaneously and within or across the 

four systems. 

In chapter 3, I focused in part on using the framework developed in chapter 2 to 

help inform a case study of policy development related to a crisis, focusing in particular 

on the political system but secondarily on the interplay between the three of the four 

systems identified in the framework (i.e., political, health, and humanitarian aid systems). 

My case study identified that research evidence was not the main determining factor 

influencing the policy-development process for Syrian refugees in Lebanon and Ontario. 

Four other broad factors helped to explain the overall policy-development for Syrian 

refugees in Lebanon and Ontario: development of health policies without significant 

chance for derailment from other government bodies (Lebanon) or opposition parties 

(Ontario) (i.e., facing no veto points), government’s engagement with key societal actors 

to inform the policy-development process, the embedded values underpinning the 

process, and external factors significantly influencing the policy-development process. 

Finally, I examined a strategy identified in my framework as a key effort in 

supporting evidence use in crisis zones (Evidence Aid). My examination resulted in 

identifying seven specific suggestions about how to improve Evidence Aid, many of 

which can also be applied to other evidence websites. Overall, decision-makers in crisis 

zones found Evidence Aid to be useful, accessible, and credible. However, they 



Ph.D. Thesis - A. F. Khalid; McMaster University – Health Policy. 
 

 144 

experienced some problems with the lack of a search engine on the home page and some 

full-text articles linked to from the site requiring a payment.  

Thesis contributions: 

Substantive contributions 

This package of studies examines knowledge translation (KT) innovations in a 

setting that has been missing in the broader KT map: crisis zones. Thus, a major 

contribution of this thesis is adapting the broader KT literature to crisis zones, putting 

forward tangible strategies to improve evidence use in this unique environment. The 

strategies to support evidence use can occur sequentially or simultaneously within or 

across the four identified systems –— political, health, humanitarian aid, and research. 

The findings from my case study identified the political factors that influence 

policy development in a humanitarian crisis, which other policymakers can learn from 

when looking to influence similar policy-development processes in other contexts. In 

particular, two of my identified factors can be leveraged by other policymakers to 

influence similar processes in other contexts: 1) the importance of watching for focusing 

events that galvanise public interest and push forward the policy-development process; 

and 2) the government’s engagement with key societal actors to inform the policy-

development process.  

Finally, the specific suggestions to improve Evidence Aid can be used by 

Evidence Aid and others looking to design better evidence websites to support evidence 

use in decision-making. Thus, in addition to strengthening efforts to support evidence-

informed decision-making, this thesis points to the fact that it is equally important to 
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continuously raise awareness about the benefits of using evidence websites and KT 

platforms (130). 

Methodological contributions 

This dissertation used a range of qualitative methods to answer novel research 

questions. First, the CIS approach prompted me to come to terms with a disparate body of 

literature around evidence use in crisis zones, trying to understand the strategies in 

relation to each other. This allowed me to start my examination broadly to then build a 

coherent overall framework. Second, the embedded qualitative case study design allowed 

me to go deeper into one of my four identified systems, the political system, to gain a 

comprehensive and rich understanding of the political factors in the policy-development 

process for Syrian refugees in two different settings. Finally, the user testing study design 

is used widely in the field of product design and evaluations, and used for the first time in 

this thesis to examine an evidence website for crisis zones. This allowed us to zero-in on 

a particular strategy to support evidence use in crisis zones within the health research 

system.  

Theoretical contributions 

During a humanitarian response, decision-makers tend to rely on their professional 

judgement to make decisions, as their main goal is the provision of support to people 

affected by the crisis in often unpredictable situations. Part of the challenge in getting 

decision-makers to account for research evidence alongside their professional judgement 

is their uncertainty if the existing research evidence can be applied to their unique setting. 

Systematic reviews offer a way to address this challenge by summarizing the evidence 
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from studies conducted in a variety of different settings (178). However, access to these 

systematic reviews, and the ability to act upon their findings, remains a challenge. What 

is currently missing from the theory is specific strategies to support evidence use in crisis 

zones that leverage the facilitators and address the barriers to evidence use within 

different systems (e.g., political, health, etc.,). The application of a CIS (introduced in 

chapter 2) to this topic led to the development of a new conceptual framework that 

describes the key strategies to support evidence use in crisis zones in different systems. 

The strategies can be employed to integrate the use of evidence more systematically in 

crisis zones.  

Strengths and limitations 

Within humanitarian aid research, this thesis is the first to explicitly focus on the 

four interconnected systems — political, health, international humanitarian aid, and 

health research. Research to date has tended to take a broader, non-system specific 

approach to examining evidence use in crisis zones. This makes it challenging to identify 

which system the strategies to support evidence use are best handled by and, within a 

system, which actor is best suited to implement the strategies. The systems level analysis 

explored in this thesis contributes to alleviating this challenge by focusing on each system 

specifically, and the actors that can exert influence on supporting evidence use within 

them.  

The use of strategically selected political and health-systems theoretical 

frameworks for data analysis (3i+E framework and established taxonomy of ‘health 

systems arrangements’, respectively) allowed for deeper understanding of the drivers that 
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influence the policy-development process in crisis zones. Another strength of this thesis is 

the range of qualitative research methods used to address novel research questions, 

demonstrating their collective feasibility and utility, and the comprehensiveness of the 

sources of information used to understand the role of research evidence in decision-

making in crisis zones. Those sources were existing knowledge & literature (chapter 2), 

policy documents and media articles (chapter 3), and key informant interviews (chapter 3 

& 4). 

One limitation of this thesis is that despite my best efforts to examine evidence 

use in crisis zones, I was unable to make assertions on how context influences the 

application of strategies to support evidence use in crisis zones in different systems. For 

example, it is considerably easier to convene a stakeholder dialogue to inform policy 

options within a relatively stable county (i.e. for Syrian refugees in Lebanon), rather than 

attempting to convene dialogue in the midst of war zones, outbreaks or natural disasters. I 

hope that the findings presented in this thesis serve as a foundation for research that aims 

to explore the impact of context on strategic outcomes related to evidence use/uptake. 

Additionally, there was considerable variety in the availability of data within each 

individual study. Chapter 2, “Supporting the use of research evidence in decision-making 

in crisis zones in low- and middle-income countries: a critical interpretive synthesis”, 

was limited by a paucity of literature relating to which systems can best handle the 

proposed strategies to support evidence use in crisis zones. I addressed this limitation by 

drawing on existing KT literature to inform my interpretation of which system the 

strategy is best positioned in. In chapter 3, “The governmental health policy-development 
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process for Syrian refugees: an embedded qualitative case studies in Lebanon and 

Ontario”, I was unable to gain the insights of key informants from Ontario’s MOHLTC. I 

addressed this challenge interviewing other key informants who were identified through 

documentary analysis and by the MOHLTC as actors who were directly involved in the 

policy-development process. In chapter 4, “Decision-makers’ experiences with the 

Evidence Aid website to support ‘real-time’ use of research evidence to inform decision-

making in crisis zones: a user testing study”, all of my interviews, except one, were 

conducted with decision-makers not physically present in a crisis zone at the time of the 

interview. To mitigate this limitation, I purposively sampled key informants who have 

worked within a crisis zone within the past 12 months. By interviewing a diverse range of 

key informants, I was able to overcome many of the identified challenges and was 

enabled to answer the research question of how best to support evidence use in decision-

making within crisis zones.  

Implications for policy & practice 

At the policy level in each of the four systems, there is a need for stated strategic 

directions that would mandate that research evidence is explicitly considered in decision-

making. Without such stated strategic directions, decision-making in crisis zones will 

continue to rely heavily on professional judgement alone. A number of initiatives exist as 

examples of this strategic direction. For example, research centers have been established 

within Ministries of Health, such as the National Health Systems Resource Centre in 

India, to ensure that research evidence is one input considered in the overall policymaking 

process (179).  
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At the practice level, my CIS produced a comprehensive list of strategies to 

support evidence use within different systems. My case study produced factors that 

influenced policy-development process, from which strategies can be deduced. My user-

testing identified ways to improve the use of evidence. Overall, my strategies offer 

insights for decision-makers in different systems to reflect on how they can use their 

positions to support evidence use in crisis zones. Once implemented, my strategies have 

the potential to support evidence use and thereby will have an impact on the humanitarian 

aid sector, where there is a need for research evidence to be presented alongside 

professional judgement.  

Future research 

While this thesis filled numerous gaps by increasing our understanding of 

evidence use in crisis zones, an area for future research is to operationalize the strategies 

to support evidence use over time in multiple systems and to examine their impact. For 

example, once evidence websites are able to act on the specific suggestions I put forward 

in my user-testing study, then future research can examine if my specific suggestions 

contributed to improving access to evidence by decision-makers in crisis zones. In 

addition, future evaluations should aim to contribute to our understanding of what types 

of influence each mechanism could be expected to have if successfully implemented in 

different systems and for different types of crises.  

Concluding comments 

I argue that supporting evidence use in crisis zones is a multi-faceted approach 

that requires strategies across and within all systems. Evidence use includes not only the 
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determination of what evidence is needed to make a decision, but also how to best support 

the use of that evidence to its full potential. Reflecting on my scholarly journey, I believe 

that my thesis provided a window into the diverse perspectives and knowledge needs of 

decision-makers in crisis zones. In addition, my thesis challenged the perceived need for 

generating new research evidence on crisis zones. The reality is that creating new 

evidence can be costly and time-consuming, especially given the limited time and 

resources constraints. While I agree that there are gaps in the existing research evidence 

on some selected topics, the focus should remain on putting forward strategies that 

support the use of available research evidence. With the rapid growth in the number of 

people and organizations working on supporting the use of evidence in crisis zones, I 

believe that the humanitarian aid field is heading towards a more evidence-informed 

practice.  
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