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Summary box

 ► Three theoretical domains guide models designed to 
overcome the barriers to research uptake: (1) con-
ceptualising types of policy and practice change; 
(2) understanding the decision-making environment 
and (3) actions taken to encourage evidence use.

 ► There is a recognition in policy studies more broad-
ly about the role of co-production, collective own-
ership and the value of localised health policy and 
systems research (HPSR) in the evidence-to-policy 
discussion.

 ► ‘Ownership’ of HPSR at country level is a research 
uptake catalyst that needs to be further emphasised, 
particularly in the HPSR context.

 ► Ownership of HPSR by people directly affected 
by health problems connects research and deci-
sion-making in a tangible way, creating pathways 
to impact.

 ► The types of ownership identified include embedded 
research, participatory or community-initiated re-
search and emergent/responsive research process-
es, all of which are ‘owned’ and often initiated by 
policymakers, healthcare practitioners/managers or 
community members.

 ► There are lessons from these approaches that could 
support strengthened theorising within the field of 
research communications more generally to enable 
or foster ‘bottom up’ efforts by communities, local 
policymakers and practitioners.

AbSTrACT
Health policy and systems researchers (HPSRs) in low-
income and middle-income countries (LMICs) aim to 
influence health systems planning, costing, policy and 
implementation. Yet, there is still much that we do not 
know about the types of health systems evidence that 
are most compelling and impactful to policymakers and 
community groups, the factors that facilitate the research 
to decision-making process and the real-world challenges 
faced when translating research findings into practice in 
different contexts. Drawing on an analysis of HPSR from 
LMICs presented at the Fifth Global Symposium on Health 
Systems Research (HSR 2018), we argue that while there 
is a recognition in policy studies more broadly about the 
role of co-production, collective ownership and the value 
of localised HPSR in the evidence-to-policy discussion, 
‘ownership’ of research at country level is a research 
uptake catalyst that needs to be further emphasised, 
particularly in the HPSR context. We consider embedded 
research, participatory or community-initiated research 
and emergent/responsive research processes, all of which 
are ‘owned’ by policymakers, healthcare practitioners/
managers or community members. We embrace the view 
that ownership of HPSR by people directly affected by 
health problems connects research and decision-making in 
a tangible way, creating pathways to impact.

InTroduCTIon
Health policy and systems researchers 
(HPSRs) in low-income and middle-income 
countries (LMICs) investigate how health 
systems can be better organised to encourage 
health access, uptake, equity and coverage 
and to achieve greater overall impact. They 
aim to influence health systems planning, 
costing, policy and implementation.1 Yet, we 
do not know much about the types of health 
systems evidence that are most compelling 
and impactful to policymakers and commu-
nity groups, factors that facilitate the research 
to decision-making process and real-world 

challenges faced when translating research 
findings into practice in different contexts.

Drawing on an analysis of health policy 
and systems research (HPSR) from LMICs 
presented at the Fifth Global Symposium 
on Health Systems Research (HSR 2018), 
we argue that while there is a recognition in 
policy studies more broadly about the role of 
co-production,2–4 collective ownership and 
the value of localised HPSR in the evidence-
to-policy discussion,5 ‘ownership’ of research 
at country level is a research uptake catalyst 
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that needs to be further emphasised, particularly in the 
HPSR context. Here we understand ownership to mean 
the process whereby co-production enables health system 
actors (from policymakers to service users) to determine 
and influence research agendas with direct engagement 
with the research process itself.5

We attended HSR 2018 to identify, collate and analyse 
examples of policy and systems research impact as well as 
factors affecting research and evidence use in the health 
systems and policy arena. We reviewed the programme 
to identify poster and oral presentation sessions of 
potential interest for our topic and documented them 
by taking notes into a predeveloped proforma. Where 
possible, we made direct contact with presenters after the 
sessions requesting them to share presentations and any 
additional documentation or papers. These notes were 
reviewed and thematically coded.

In the analysis, we selected sessions whose descriptions 
referred to key themes such as getting research into 
policy and practice, research uptake, policy influence, 
embedded research, implementation science and timely 
evaluation in LMICs and fragile and conflict-affected 
settings. We reviewed the initial selection of sessions and 
refined the choices made to a final set of 77 sessions that 
would be documented during the conference. We coded 
the data according to the following themes: ‘embedded’, 
‘research uptake strategy’, ‘system-wide policy’, ‘ad hoc 
or emergent data use’, ‘scale up’, ‘capacity building’, 
‘communities of practice’, ‘participatory research’ and 
‘barriers to research uptake’. This analysis was supple-
mented by an exploration of theoretical and empirical 
literature on the topic of evidence-to-policy processes. 
Theoretical and empirical literature was gathered from 
resources including the Wits University online library 
catalogue and Google Scholar.

We begin by briefly outlining the prominent debates 
on research and evidence uptake. Then we outline prom-
inent theories that explain policy and practice change 
from this review. Three types of ‘ownership’ we identified 
are then outlined: (1) embedded research; (2) participa-
tory or community-initiated research and (3) emergent/
responsive research processes. This outline is comple-
mented by a discussion of selected cases we documented 
at HSR 2018 that relate to how each type of ‘ownership’ 
has been operationalised by HPSRs in LMIC contexts.

PromInenT debATeS on reSeArCH And evIdenCe uPTAke
Research has an important role to play in strengthening 
health system performance and public health.6 Policy-
making processes are not well understood, including 
among HPSRs who wish to see their research have a 
stronger influence.7–9 We know little about the mecha-
nisms of policy change in LMICs, and there is a particular 
gap in evidence from ‘difficult’ environments, such as 
post-conflict and fragile settings. Use of evidence in deci-
sion-making may be more challenging and less institu-
tionalised, involving a multiplicity of stakeholders with 

diverse interests, and complex and fluctuating govern-
ance arrangements for policymaking.9–12

Our review of literature exploring evidence-to-policy 
processes suggests that there are three main theoretical 
domains that guide models designed to overcome the 
barriers to research uptake: (1) conceptualising types of 
policy and practice change13–19; (2) understanding the 
decision-making environment7 20–26 and (3) actions taken 
to encourage evidence use (including knowledge transla-
tion, knowledge brokering and research uptake).23 27–34

It is recognised that embedded and participatory 
research can help facilitate the use of evidence by making 
data more relevant to real-world challenges.1 5 35–38 While 
there is growing emphasis on how co-production can 
inform our understanding of research uptake and the 
potential benefits of being ‘ownership-oriented’ within 
research efforts,2–4 this is less so in HPSR contexts and 
when it comes to emergent/responsive research.

PromInenT THeorIeS To exPlAIn PolICy And PrACTICe 
CHAnge
Policy and policy processes are contested, involving 
multiple actors, with different concerns, interests and 
values, and are influenced by a range of contextual 
factors.39 40 Contemporary models to explain evidence 
use increasingly challenge traditional assumptions 
that view research uptake and policymaking as linear 
processes where the end point is the uptake of evidence 
into written documents. There is consensus that the types 
of influence that research might have on decision-making 
are not necessarily instrumental and that research may 
also have a conceptual use17–19 40 or an ‘enlightenment 
function’.13 14 39

The literature states that researchers and practitioners 
of evidence-based decision-making should address the 
‘human factor’ in the context of research uptake, which 
mainly concerns issues of power, actors and context.20 21 
It is suggested that to be effective influencers, they need 
a sophisticated understanding of policymaker psychology 
and the role of factors such as group dynamics and the 
rules that people follow within organisations.23 Policy 
narratives,23 democratic openness, technical ability to 
take up evidence,24 institutional arrangements, policy 
windows25 26 and levels of decentralisation are all identi-
fied as affecting the process.

It is argued that those wishing to influence policy and 
practice may face a number of barriers characterised as 
systemic, institutional and individual. Systemic barriers 
identified include the differing timelines of research 
and decision-making processes, a lack of knowledge 
among researchers about how decisions are made, the 
distorting impact of funders on decision-making, poor 
communication skills among researchers and misaligned 
incentives between the research and policy worlds.28 At 
the institutional level, research organisations may not 
have adequate infrastructure (staff, dedicated teams) to 
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communicate their work, which in addition may not be 
appropriately funded, particularly in LMICs.28

Davidson provides a useful typology of the different 
ways policymakers can be influenced, arguing that inter-
ventions can take place on an ‘inside track’ or ‘outside 
track’ and can take place formally or informally within 
each of these tracks.23 The inside track entails cooper-
ative relationships between scientific researchers, allies 
and policymakers (through meetings, negotiations and 
in-person discussion).23 The ‘outside track’, ‘may be 
more confrontational and often entails influencing deci-
sion-makers indirectly through public pressure’ (13, p 
3). Informally, this takes the form of activism, or more 
formally, it takes the shape of advocacy.

PrACTITIoner And CommunITy ownerSHIP of THe 
evIdenCe
The three theoretical domains of evidence uptake 
presented above relate to the different types of research/
evidence, capacities and institutional arrangements 
needed to address different steps in the policy or deci-
sion-making process. They focus on strategies of making 
and strengthening links between researchers and policy-
makers.36

Our review suggests that these theories do not pay suffi-
cient attention to the role of ownership. They focus on 
the role of researchers or dedicated knowledge manage-
ment or communications staff in brokering relationships 
with policymakers. Our analysis of embedded research, 
community-initiated and participatory research, emer-
gent/responsive research together with Davidson’s 
typology on the inside and outside track demonstrates 
how ownership is a concept that should be applied not 
only to the findings of research. Rather, ownership of the 
research focus, process and outcomes is key to promoting 
uptake and consequently needs to be better integrated 
into models of knowledge generation and use.

ownership by healthcare practitioners and managers: 
embedded research
One mechanism for ensuring that links are made between 
HPSRs and research users is embedded research.1 5 35–38 
It generally follows the inside track23 as it entails HPSRs 
working ‘in direct interface with the constituency they 
serve’ (1, p 958). Locally designed and driven research is 
key to ensuring that health services and delivery processes 
are more relevant to contextually specific challenges and 
also increase local ownership of new programmes and 
drive translation from research into practice.5 35 37 38 While 
there are various models and definitions of embedded 
research, they tend to be guided by similar underlying 
principles and steps.35 37 They are driven by contextually 
relevant questions constructed through partnerships 
with local health system actors.

Embedded approaches seek to generate data and 
evidence for use in real time rather than to fulfil other 
research incentives,41 although the research may not 

always be used in real time. They aim to create learning 
systems and an architecture within which data collec-
tion, quality and use are prioritised. These might include 
platforms or regular meetings to discuss data and prior-
ities.5 Within embedded research, HPSRs tend to take 
an insider position, working alongside and in partner-
ship with their health system peers to co-produce knowl-
edge.5 35 42 Embedded research can also be driven from 
the outside, even if it ultimately takes shape inside the 
system.

There is vast evidence of embedded research influ-
encing changes in service delivery and health outcomes 
in LMICs. For example, embedded research from the 
Beira Operations Research Center in the Mozambique 
Population Health Implementation and Training Part-
nership aimed to improve the quality and use of routine 
health system data within the health information system 
through audit and feedback approaches.43 44 As a result, 
concordance of data (ie, filling out data according to 
given categories) improved from 54% to 89%, and the 
incidence of stock-outs of essential medicines within 
facilities reduced.44 The Integrated District Evidence to 
Action project based at the Centre focused on reducing 
neonatal mortality by improving health system capacity 
to deliver a package of evidence‐based interventions 
delivered at or around the time of birth in 12 districts, 
using an embedded research approach. Led by district 
management teams, the approach was cyclical and itera-
tive. It incorporated facility and district readiness assess-
ments; district performance reviews and targeted facility 
support for use of data. The initiative institutionalised 
embedded research through capacity building, research 
training and implementation research.44

HPSRs from KEMRI Wellcome Trust at RESYST 
learning sites worked in Kilifi County, Kenya—a long-
standing collaboration between HPSRs and managers 
for facilitating real-time research uptake for system 
strengthening in the process of political devolution.6 45 46 
The overall aim of the project was to nurture every day 
resilience among healthcare staff.15 In spite of ethical 
challenges,6 46 an embedded approach led to changes 
in policy such as a county law, which provides control 
to hospital managers in managing income derived from 
user fees.45 The approach was determined through the 
creation of research questions with practitioners, which 
led to a systematised process of planning, implementa-
tion and reflection around activities considered most 
important.6 45 46

responsive/emergent identification and use of evidence
Theories of how evidence is used in practice tend to 
emphasise formalised approaches to evidence uptake. 
However, not all evidence use in LMICs is planned or 
systematic: sometimes evidence is used in a ‘respon-
sive’ or ‘emergent’ way. The ability of health actors 
and decision-makers—particularly at local level—to 
identify, collect and interpret evidence in response to 
new or emerging challenges is an important feature of 
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resilient, responsive health systems47 and a key tenet of 
‘people-centredness’.48

The recent Ebola crisis in West Africa ‘highlights how 
an epidemic can proliferate rapidly and pose huge prob-
lems in the absence of a strong health system capable of 
a rapid and integrated response’ (35, p 850). However, 
it also provides examples of responsive data generation 
and use. It illustrates that for health programmes to be 
evidence based, it is not enough to simply address the 
biological mechanisms or focus solely on reducing trans-
mission and the effect of the disease,49 in what appears 
to be the quickest and most reliable way.50 Ebola finally 
came under control using largely the same basic mecha-
nisms that had been employed in the initial response, but 
the difference was that the evidence on how to control 
Ebola had to be operationalised based on evidence of 
how to effectively apply those measures in context.50 
Local decision-makers relied on local data to shape their 
response through collection of case reports, interviewing 
of patients and family members, coordination of contact 
tracing and consolidation of data into centralised data-
bases.51 Effective application of Ebola control was based 
on adaptation, negotiation and responsiveness by local 
health decision-makers, leaders and communities.50

Emergent data use can also take the form of learning at 
the service delivery level. Two examples from the tuber-
culosis (TB) response in South Africa illustrate this. As 
drug-resistant forms spread, despite the existence of 
a decentralisation policy, there was limited transfer of 
responsibility to the service provision level and limited 
resources, support or guidance for implementation of 
the policy. Many service providers did not know how to 
operationalise implementation guidelines. Providers 
were forced to seek out and generate evidence to support 
the changes they needed to decentralise TB treatment.52 
They engaged, out of necessity, in ‘decentralised’ poli-
cy-making, self-organisation, learning and adaptation, 
with their local discretion and knowledge to challenge 
linear understanding of interventions leading to the 
emergence of contextually appropriate approaches.52 
This ability to adapt, self-organise and learn—‘tin-
kering’—included looking up and adapting research 
on models implemented in other countries, or used for 
treating other conditions (such as HIV), as well as directly 
conducting impromptu small-scale research. Although 
sometimes this research was informal and based on the 
sharing of small-sample observations between practi-
tioners, it became seen as authoritative evidence within 
local contexts.52

ownership by members of vulnerable or excluded groups: 
participatory, community-initiated research
There are compelling examples of health systems evidence 
use in LMICs that is either led by or actively engages with 
vulnerable or excluded groups. Rather than fitting the 
usual model of research production and dissemination, 
these approaches take the principle of ownership and 
engagement by excluded groups as the starting point 

for policy or programme change, following the outside 
track.23 Participatory or community-initiated research is 
often born out of necessity. HPSRs are not always well 
placed to be embedded in local contexts because they 
may not know how to address the ‘thorny issue’ of the 
boundary between researcher and advocate.5 53

Health services in most countries aim to be univer-
sally available but some groups remain systematically 
excluded, because of factors that include remoteness, 
mobility, ethnic or cultural differences or discrimination. 
For example, reasons for exclusion of Roma and indig-
enous populations were complex but typically included 
discrimination which stems from social, cultural and 
political norms, gender inequalities and a lack of tailored 
or targeted services.54 55

Significantly, for these groups, systematic exclusion 
from health services is mirrored by exclusion from health 
data.56 57 Many health information systems and research 
initiatives either do not have data of good enough quality 
or do not conduct the disaggregated analysis that would 
shine a light on inequalities and exclusions in health 
service access or health outcomes.58 Compounding this is 
the fact that excluded groups are often unaware of their 
rights and not well positioned to demand better provi-
sion from the state. The lack of disaggregated data, or of 
collection of variables related to ethnicity or information 
on non-nationals in official statistics, often indicates that 
exclusion has a political dimension. This can result in the 
reluctance of excluded groups to engage with authorities 
that they have reasons not to trust.

We found many examples at HSR 2018 of research or 
data collection that originated within excluded groups 
and led to policy change or other action in LMICs. These 
included the Roma population in Macedonia, indige-
nous women living in remote areas in Peru and adoles-
cent girls and young women in India conducting and 
reporting surveys and qualitative research in order first 
to educate themselves about their rights, and second to 
demand better services from authorities.58

Another example from Guatemala included partici-
patory approaches such as the collection of evidence of 
human rights violations using video cameras and estab-
lishing complaints platforms for social accountability.59 A 
further example, from Nigeria, described an approach 
to addressing exclusion through national health budget 
analysis, linking non-disbursement of committed funding 
to programmatic data showing segments of the popu-
lation being left behind by key health services.54 In the 
budget analysis example from Nigeria, the research was 
just a first step in a 5-year process of mobilising support 
from community associations, non-governmental organ-
isations and members of parliament, which eventually 
contributed to improved legislation on budgetary alloca-
tions to health.

A similar example of civil society-led budget monitoring 
was provided by the Malawi Health Equity Network, 
which contributed to campaigns with members of parlia-
ment, key cabinet ministers and other actors resulting 
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in steady increases in health budgets and realisation by 
communities about their right to be heard on issues of 
health.60 61 Participatory, qualitative research aimed at 
driving increased attention to identifying and addressing 
gender biases in the health workforce was also high-
lighted in a number of cases.

ConCluSIon
Debates on research and evidence uptake that focus on 
ensuring that links are made and strengthened between 
researchers and policymakers underexplore the role and 
processes of ownership. They neglect the strategies that 
communities and health practitioners develop when they 
need to respond to emerging issues, which often involve 
seeking out and using their own evidence.

While these approaches are important, they are certainly 
not the only or most appropriate way to strengthen 
research uptake. Some topics that are particularly sensi-
tive may require an independent research group to own 
the research process to ensure that politically sensitive 
results can still be published. Highly embedded forms of 
HPSR also present unique ethical challenges.6 46

This paper highlights the potential of recognising and 
adopting ‘ownership-oriented’ approaches to support 
research uptake efforts at country level. Our analysis is 
consistent with evidence showing that ‘joint ownership’ 
of research facilitates the integration of scientific findings 
in policy implementation and health systems strength-
ening. We embrace the view that ownership of HPSR by 
healthcare practitioners and managers and members of 
vulnerable or excluded groups is an important factor 
in connecting research and policymaking in a tangible 
way, with clear pathways that result in tangible benefits 
for intended policy beneficiaries. These approaches are 
being adopted in the health systems research world to 
positive effect. They provide lessons that could support 
strengthened theorising within the field of research 
communications to enable or foster ‘bottom up’ efforts 
by communities, local policymakers and practitioners, 
thus contributing to achievement of the health-related 
SDGs.
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