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Abstract
Policy decisions do not always take into account research
results, and there is still little research being conducted
on interventions that promote their use, particularly
in Africa. To promote the use of research evidence in
Africa, deliberative dialogue workshops are increasingly
recommended as a means to establish evidenceinformed dialogue among multiple stakeholders engaged
in policy decision-making. In this paper, we reflect on
our experiences of conducting national workshops
in six African countries, and we propose operational
recommendations for those wishing to organise
deliberative dialogue. Our reflective and cross-sectional
analysis of six national deliberative dialogue workshops
in which we participated shows there are many specific
challenges that should be taken into account when
organising such encounters. In conclusion, we offer
operational recommendations, drawn from our experience,
to guide the preparation and conduct of deliberative
workshops.

Background
What it is now commonly referred to as the
‘science of using science’1 has taught us
that political decisions do not always take
into account research evidence. Only the
most naïve scientist would expect their work
to automatically influence policy-makers
without first devoting sustained efforts to
transforming, adapting and communicating
the results.2 Discussions on the relationship
between scholars and politicians go back a
long way, certainly as far as Weber, at least.3
However, the well-informed citizen (who
is sometimes also a researcher4), in Africa
or elsewhere, would prefer that policies
and projects not be based solely on decision-makers’ personal ideas and experiences,
electoral issues, researchers’ career strategies
or even just the opinions of people with the
means to express them.5
In the health sector, and especially in
the specific context of West Africa, this
question is particularly relevant, in that
very little research is available on interventions fostering research evidence use.6 For

Key questions
What is already known about this topic?
►► Political decisions do not always take into account

research evidence.
►► In West Africa, very little research is available on

interventions to foster research evidence use.
►► Deliberative dialogue is a promising mechanism to

promote research evidence use.

What are the new findings?
►► There are many challenges to be tackled when

organising deliberative dialogue.
►► Results highlight the importance of taking into

account the specific contexts of West Africa to
maximise the effectiveness of deliberative dialogue.

Recommendations for policy
►► Drawing from our experiences of conducting

national workshops in six African countries,
we propose operational recommendations for
organising effective deliberative dialogue.

example, we know access to health information has been crucial in efforts to reduce
maternal mortality in high-income countries,7
whereas there is little such research evidence
for West African countries. Decision-makers
are influenced by numerous forces: institutional constraints, interest group pressures,
personal convictions and values, external
factors such as economic recession or elections, and lastly…research data.8 9 Likewise,
there are numerous factors that determine
whether and how research evidence is taken
into account in decision-making, such as decision-makers’ opinions about research utility,
their skill in interpreting and using research
evidence and whether there is a supportive
context for its use.10 11 Our systematic scoping
review showed that most of these factors are
the same in low-income countries, and we
have identified them in our work in West
Africa, in particular.12 13 Specific combinations of these factors are likely to determine
the use of research evidence, depending on
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The decision-making context in francophone West
Africa
The setting for the organisation of these deliberative
dialogues, and for our reflections, is a particular West
African context (notably French-speaking), the outlines
of which are set out below.
In most of these countries, international donors play a
very important role and wield great influence, given state
budgets’ reliance on assistance, particularly in the health
sector.20 This influence, however, is not solely financial,
and has a bearing on solutions proposed.21 Sometimes
international aid agencies prefer to sell turnkey solutions rather than to propose and discuss several options
for addressing a locally identified problem.22 In Benin,
for example, donors divided the country into zones to
test different forms of performance-based financing, all
of them funded by the donors themselves.23 However, as
shown in the case of universal health coverage in Africa,
‘government ownership and donors’ influence can successfully
coexist’.24 Like every country in the world, but perhaps
more exacerbated, West African public administrations
are often very politicised, with senior officials being
2

aligned with the parties in power. These ‘experts’ change
with every election, resulting in loss of institutional
memory regarding decisions taken, and even sometimes
of expertise, although this might occasionally be retrieved
by international organisations. It is also a context in which
the presence of scientists and the production of research
evidence is often very limited.25 Moreover, given the very
weak infrastructure and funding in the research sector,
researchers often morph into consultants with limited
availability, producing commissioned reports and not
always inclined to apply the necessary critical reflection.26
A reflective analysis
Based on our experience over recent years of participating
in and organising six national deliberative dialogues,
where new health policies are formulated and implementation is discussed, we believe these contextual challenges
have an impact on their organisation. The characteristics of these six deliberative dialogues are presented in
table 1. The two authors of this article were participants
and/or members of the technical organisation team for
all these dialogues.
The method we apply in this paper, therefore, is one
of reflective analysis.27 Evidence to support this analysis
is drawn from: (1) our active participation in and contribution to these workshops since 2010; (2) workshop
reports, policy briefs, evaluations and analyses written by
the organisers or ourselves (table 1); and (3) our own
reflexive thinking to produce this paper. To improve the
fidelity of the workshop descriptions and strengthen the
credibility of our reflective analysis, we shared the first
draft of this paper with some colleagues who participated
in the deliberative dialogues.
Reflective and cross-sectional analyses of these different
deliberative dialogues reveal many specific challenges
that need to be taken into account in their organisation.
Challenges involved in national deliberative dialogues
Most often, there is insufficient time available to plan and
prepare deliberative dialogues. Teams swing into action
sometimes just a few weeks prior to the date, and lastminute changes in strategy are often required. Yet for
these workshops to be effective, the key stakeholders,
including high-level decision-makers, must actually be
available and present, motivated, and prepared. In Niger,
for example, the conference was planned 6 months
ahead and, despite complications, the health minister
became involved 3 months beforehand.28 This high-level
commitment even enabled the launch of the conference to be carried out by the prime minister. In Benin,
Senegal and Côte d’Ivoire, the day before the deliberative dialogue, the organisers still did not know whether
the health minister would be present at the opening (as
it turned out, they were). As such, organisers need to
be responsive, as this situation is more often the norm
than the exception. Setting up a cross-sectoral preparation committee might also be useful, as well as occasional
subcommittees—communication, scientific, logistical,
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the type of information to be transferred, the type of use
intended, the type of users and the contexts in which
they find themselves.
One strategy that is increasingly advocated to
encourage research evidence use in Africa is the deliberative dialogue workshop.14 While there are numerous
definitions of deliberative dialogue,15 16 the strategy
described in this paper refers to workshops that 'allow
research evidence to be considered together with the views, experiences and tacit knowledge of those who will be involved in,
or affected by, future decisions about a high priority issue’.17
Although there is still relatively little research evidence
on the effectiveness of deliberative dialogue for encouraging research evidence use, a scoping review presently under way within our team shows that, out of 25
studies measuring its effects on research evidence use, 21
presented positive findings.18 These include the acquisition of new knowledge, the intention to use the research
evidence, and concrete actions aimed at implementing
recommendations emerging from deliberative dialogues.
These concrete actions vary from setting up a national
network to promote minority rights, to creating a knowledge transfer platform or producing documentary films.
These results are consistent with our recent experiences
in organising, facilitating and evaluating deliberative
dialogues.
In this paper, we reflect on our experiences in six West
African countries (Benin, Burkina Faso, Côte d’Ivoire,
Mali, Niger, Senegal) and offer operational recommendations to guide those wishing to organise this type of
deliberative dialogue. We focus on issues relating to
national level workshops rather than on local issues or
smaller projects (on this subject, see one example of our
experiences in West Africa, published elsewhere19).
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Title

Mali

Number of participants 300

Burkina Faso

Description of national and international workshops in six West African countries

Country

Table 1
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Box 1

The key points of an effective policy brief

►► Succint: two to four pages, 1500 words.
►► Understandable: clear and simple language, and providing a well

explained argument.
►► Professional, not academic: the audience is NOT interested in

the analysis procedure.
►► Accessible: facilitate the ease of use by subdividing the text using

clear titles.
►► Paragraphs: short.
►► Sentences: simple.
►► Promotional: catch the eye using colours, logos, photos, illustrative

quotes and so on.
►► Recommendations: feasible, strongly supported by the data/

evidence.

beforehand but only handed out during the workshop, specific time must be allotted for participants to
read them, otherwise they will return to their routines
without having examined them. In Benin and Senegal,
for example, these briefs were prepared just 2 weeks
before the workshop, which was far too short a time to
polish, test and edit them. In Senegal, due to a logistical
problem, policy briefs were distributed at the end of the
first day in paper versions and again on the last day in
a USB key (flash drive) along with all other documents
shared during the workshop (presentation, poster, film,
policy brief, knowledge capitalisation report, etc). In
Mali, a final note summarising all debates was produced
in the days following the national deliberative dialogue,
with the main organisers critically involved in its content,
and then widely distributed and shared on a website. In
Côte d’Ivoire, a series of 16 policy briefs (some over 10
pages long!) were prepared—but only in English. For
this simple reason, they were not sent to the participants
from the 23 French-speaking countries. Such notes must
be reviewed by experts in the field and then, if possible,
presented in exploratory form to potential recipients to
ensure that the language, style, key messages and operational recommendations are appropriate. Box 1 presents
some characteristics of effective policy briefs, according to
multiple sources34–36 and our own decade of experiences.
The workshop should encourage deliberation and
exchange rather than clashes and the reinforcement of
preconceived notions. Lengthy presentations should be
avoided, while discussion panels and participative and
dynamic group work are to be encouraged. In Niger and
Senegal, groups worked on different topics (medicine,
finance, governance, etc) for over 3 hours, and their
deliberations resulted in proposals of concrete recommendations. In Benin, on the other hand, no such work
was planned, and the selection of recommendations was
limited to a small group of people who arguably may
not have been representative of all the participants. If
presentations are made, the speakers must absolutely
be trained before the deliberative dialogue to avoid
overladen slides, illegible charts, useless statistics, scientific jargon incomprehensible to those without a solid
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and so on. Caution is advised, however, as these can be
costly in terms of time and per diem, which are common
practice in this context.29 The presence of senior decision-makers is essential, otherwise decision-making is
impossible or postponed, thereby undermining the
effectiveness of the process. In Benin, for example, the
financial resources director from the Ministry of Health
never made an appearance during the 3-day workshop,
and the human resources director stayed only for his own
presentation. At the final plenary session, one attendee
asked from the floor what were the commitments and
objectives of the State. Nobody wished to respond to this
question; the panel chair referred it to the assistant secretary general of the Ministry of Health, who passed it on
to the chief of staff of that same ministry, who said he
would respond later—all this, even though the president
of the Republic’s representative to the Global Fund to
Fight AIDS, Tuberculosis and Malaria was present but did
not take the opportunity to speak. In Côte d’Ivoire, the
workshop (organised by the governments of Côte d'Ivoire
and of France, in partnership with WHO, the International Labour Organisation and other UN agencies) had
scheduled the participation of the ministers for health,
economy and social protection of 20 West African countries. None of these ministers, with the exception of those
present at the opening and closing conferences, was able
to attend. We suggest, therefore, that while efforts must
be made to bring to these deliberative dialogues the
technical experts in the matter to be discussed, it is absolutely essential that the presence of politicians and decision-makers be arranged beforehand and guaranteed, so
that the deliberative dialogue does not become just one
more workshop whose effectiveness is questionable.30
It is essential to allow time for preparation for several
reasons—the main one being that it facilitates the
production of summary documents intended for decision-makers and participants (such as policy briefs31).
These notes can be based on research evidence and
evaluation findings, both of which are based on rigorous
methods, and on reflective analyses of experiences and
tacit knowledge. These may be the result of knowledge
capitalisation processes, disseminated through reports
or policy briefs, as we organised in Senegal in 2017 to
provide the actors in the field with data that they could
present in the deliberative dialogue,32 or as we did for
seven West African countries in 2011.33 They can also be
shared in the form of short documentary films presented
at the workshops to vary the types of media and to use
images to convey the reality of tacit knowledge, as was
done in Benin, Niger and Senegal. Most often, however,
tacit knowledge is mobilised during discussions in deliberative dialogues when those workshops have been sufficiently well organised to ‘loosen people’s tongues’, as
was said in Niger.28 Exchanging knowledge is essential,
and when documents are carefully prepared for both
style and content and distributed before the deliberative
dialogue (as we did in Niger), the chances of their being
read are much improved. If documents are prepared

BMJ Global Health
however, to take into account balances of power. In particular, when selecting invitees and allotting speaking time,
the organising committee should take time to analyse
the actors, stakeholders and issues of power around the
subject under discussion. There are numerous tools and
approaches available for this purpose.38 39 The value given
to a university professor’s words can easily outweigh that
given to a community manager of a mutual health insurance programme and can influence the debate and the
resulting decisions. In Burkina Faso, for example, a gynaecology professor asserted, with all the symbolic weight of
his position behind him, that making childbirth free of
charge would lead to more births. In Benin, a representative of a very important healthcare donor asserted that
reductions in maternal mortality in northern countries
had been achieved historically thanks to general medical
practitioners. Although research evidence refutes these
misconceived ideas,7 40 leading one of the authors to
produce research notes for a non governmental organisation (NGO) 40 and an edited book41 on these matters,
no one dared to contradict those influential people
during the deliberative dialogue. Making policy briefs
available before or during the debates would have
enabled participants to challenge these statements and
given them research evidence to form their own conclusions. Lastly, healthcare is not the exclusive concern of
the health ministry, and it is often difficult during these
deliberative dialogues to invite and make enough room
for other stakeholders, especially other ministries. In
Niger, the presence of both the Ministry of Finance and
the Ministry of Health allowed for a true debate, in which
the two ministries’ data concerning the enormous delays
in reimbursements for free healthcare policies could be
compared.
One thing we have learnt from our scoping review
on deliberative dialogues is that not enough of them
are being rigorously evaluated.18 As such, there is a real
dearth of research evidence on the implementation
and effectiveness of these opportunities for discussion,
notably in Africa. It is therefore essential that organisers
be able to prepare, to the extent possible, evaluations
of their deliberative processes, particularly using mixed
methods. Certain specific analytical frameworks may be
of use.16 In Niger, for example, we were in a position to
carry out participant observations during the deliberative dialogue, then in-depth interviews immediately afterwards, and again 12 months later, to better understand
the outcomes and processes of the national conference.28
In Benin, we used a quantitative questionnaire based on
the theory of planned behaviour42 to measure participants’ intention to use the results of the deliberative
dialogue. More than 100 participants were thus able to
give their opinion on the usefulness of the findings and
the changes they might produce.
Limitations
This article is the product of reflexive analysis, which
is often desired but not very often actually practised in
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research background, and so on. This occurred in almost
all the workshops we attended. Yet adapting the language
to different target audiences is a crucial condition for
promoting research evidence use.
Time management is a major issue in these deliberative dialogues, where everyone wants to have their say
and where it is often difficult, for sociocultural reasons,
to cut people off. At the deliberative dialogues in Benin
and Senegal, the decision was taken to start playing some
background music a few seconds before the end of the
allotted presentation time, then letting the music grow
louder until it blotted out the speaker’s voice. This was
very effective, except for one situation in Senegal, where
a panel was chaired by a person known for his long
diatribes, whose official position and symbolic power
prevented anyone from cutting him off. As such, the
selection of moderators is a subtle play of pragmatism,
for logistical purposes, and politics, for decision-making.
Deliberative dialogue must not be understood as an
end in itself but as an integrated means in an extended
process designed to encourage decision-making. The
organisation is not the end of it; once that is well in hand,
it is important to look quickly ahead to the next stage. A
monitoring committee could be set up with a mandate to
produce a road map for implementing the recommendations. This committee should be as inclusive as the workshop participants and must have the means at its disposal
to hold meetings and make progress. In Niger, Senegal
and Benin, such a committee was set up, whereas in Mali
nothing was done and, to our knowledge, the workshop
discussions were never followed up. In Niger, the monitoring committee convened over a period of months,
but then the disappearance of its members for reasons
of corruption and political changes made it difficult to
continue.28 In Côte d’Ivoire, a report was prepared by
WHO following the consultation and sent to the High
Commission, for which it was intended. However, it was
impossible to trace what impact the consultation results
may have had in the final report of this Commission.37
To foster consensual decision-making during these
deliberative dialogues, they should be as inclusive and
participative as possible. Every voice must be heard, and
national decision-makers should be at the heart of the
process and decisions, in a context where international
aid organisations are very influential. In Mali, given that
several studies were in progress on the subject of free
healthcare policies funded by various donors, the deliberative dialogue workshop was able to involve them all
in its organisation and funding, as well as to give them a
platform at which to speak during the 2 days. In Benin,
however, this approach was more difficult, and the challenges associated with coordinating donors in field interventions were reflected in the lack of diversity in the
participants. Furthermore, during their communications,
several speakers repeatedly thanked the development
project that had led the organisation of the event, and
whose logo was very conspicuous, thereby giving more
prominence to the project than planned. It is important,
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►► Plan the workshop in advance. This will allow to:
–– make prior contact with high-level decision-makers.
–– make the speakers’ presentations clear and accessible (style
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–– prepare syntheses of the information in the form of briefs, in

appropriate language and distributed (and, if possible, tested)
in advance.
–– inform the participants of what is expected of them during the
workshop.
►► Ensure the presence of a diversity of stakeholders concerned
by the subject: decision-makers, researchers, implementers,
communities, donors.
►► Take account of the issues of power in the preparation,
organisation and follow-up.
►► Vary the types of data presented in the material sent out before
the meeting and at the meeting using both tacit knowledge and
research evidence.
►► Allow time for deliberation, debate and discussion.
►► Set up small working groups to delve deeper into certain subjects.
►► Set up a follow-up committee for the recommendations and give it
the means to function.
►► Evaluate the processes and effects of the workshops with a view
to improvement.
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global health.27 As our participation in the first such
workshop dates back to 2010, some memory bias may
have crept into our reflection. We have attempted to
mitigate any such bias by referring to the written documents prepared for all of those workshops. Individual
interviews with all the actors would have allowed for
more in-depth analysis, as we did in Niger28 and for
a local workshop in Burkina Faso,19 but that was not
the objective of this article, which presents a reflexive
analysis. However, there is an urgent need for further
studies on the organisation and effectiveness of deliberative dialogue in Africa, especially studies based on
appropriate analytical frameworks or theories. Such
studies could also, for example, consider the literature
on group decision-making processes.43 44 We hope the
present article will open a window of opportunity in
that direction.
Conclusion
In this paper we have attempted to explain the importance of taking into account the specific contexts in
West Africa so as to increase the probability of deliberative dialogue being effective. Given that ‘reflexivity
aims to bring about transformations in practice’,45 in
box 2 we offer, from our experiences, some practical
recommendations to guide those wishing to engage in
such a process.
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