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Abstract

The use of evidence in health policymaking is a global challenge to healthcare systems,
Palestine is not an exception. In the Gaza Strip, there is limited research on the use of evidence
in the policy-making process. This study explored the perceptions, practices, and skills of
policymakers with regard to the use of evidence in health policy and in decision making in the
Ministry of Health in the Gaza Strip, including factors affecting health policymaking, barriers
and facilitators for the use of evidence and the presence of effective mechanisms for the
dissemination and exchange of knowledge. The study aimed to explore the extent to which
evidence is used in health policy-making in the Gaza Strip. The findings and recommendations
of this study may improve the use of research evidence in health policymaking in the Gaza
Strip, thus, improve the performance of the Healthcare system which ultimately reflected on
the overall improvement in the health status of Palestinians.

The design of this study is an analytical, cross-sectional one. The study population included all
health policymakers at the Ministry of Health or those involved in policymaking. We utilized a
triangulated approach employing both quantitative and qualitative tools. Quantitative data
were collected through an interviewed questionnaire , where the study population was 169
policymakers. Qualitative data were collected from 12 Key informants through interviews,
including 7 researchers and experts in health policy, and 5 policymakers. The response rate
was 85.7%. The reliability of the data collection tool was high (Chronbach's alpha=0.961).
Data were entered and analyzed using SPSS, version 23, for the quantitative data. Open
thematic techniques were used to analyze qualitative data.

Males accounted for 88.8% of the study participants, as the top management positions are
dominated by men. More than half of the participants (56.4%) have postgraduate degrees. The
results have shown that more than half of the participants (54.5%) used evidence in their work,
and more than half of the participants (56.5%) responded that they received training in health
policy decisions. Health policymakers in the Ministry of Health in the Gaza Strip have
somewhat positive perceptions about the importance of using evidence in health policymaking
with a weighted mean of 77.77%, and it has been observed that there is a lack of ability to
acquire, assess, adapt, and apply research evidence with a weighted mean of 68.77%. There is
a weakness in mechanisms for transferring and exchanging knowledge with a weighted mean
of 58.77%, where the participants emphasized that there is a lack of interaction between
policymakers and researchers, the lack of appropriate structures to support the use of evidence,
and a limited ability to understand the language of the scientific paper, mainly the statistics.
Donor organizations and political parties exert a strong influence on the health policy-making
process. Lack of resources and incentives are the most important barriers to the use of evidence
in health policy-making. Improve the skills of policymakers on how to use evidence and
promoting a research culture will greatly increase the uptake of the use of evidence in
policymaking.

There is a need to strengthen the infrastructure for scientific research and to allocate enough
resources to it. Additionally, policymakers and researchers need to agree on research priorities.
Establishing a unified repository of research, especially local ones, and developing continuing
education programs for health policymakers to enhance the skills of using evidence are highly
needed.



Table of Contents

D =T [ o LA o] PSSO TS R R I
D =Tod - T =LA o] PR PR I
ACKNOWIEBAGMENL ...ttt et e e e e sse e s teeeeeneesreeneeas iii
AADSTIACT. ...ttt et bbb b 1\
TabIE OF CONLENTS ....eeiiieiiee ettt e b et sreenreeneeenes %
IS 0 N 1= o] [P OSR viii
TS o) T [N =TS USRSPSSN iX
ST OF ANNEXES ...ttt b e bbbt ettt st n e e X
LiSt OF ADDIEVIATIONS ......evieciiee ettt sre e sre e enes xii
Chapter ONe INTFOQUCTION ......cooviiiiiiiciecee e 13
I = - Yo 1o [ (0T o SRS 13
1.2 Research problem ..o 13
1.3 Justification Of the StUAY .........cccooiiiiiiieee s 14
1.4 STUAY ODJECLIVES ..ottt 15
141 OVEIAIL M Lottt b e 15
1.4.2  StUAY ODJECLIVES......uecii ettt 15

1.5 Context Of the STUAY ........cciveiiiicce e 16
1.5.1 Gaza Governorate demographic charaCteristiCs: .........cccoevvrerireniinienecieiee, 16
1.5.2 Health Care SYStemM:.....cc.oiiiiiiiiciseee s 16
1.5.3 Health management CUILUIE: ...........covoiiiiiieee e 17
1.5.4 Health information SYStEM..........ccceiiiiiiiiiie e 18

1.6 Operational defiNItiON ..........cooiiiiiiiii e 19
Chapter Two Conceptual Frame Work & Literature ReVIEW .........cccccccvvvevveeenieennnnn. 20
2.1 Conceptual frameWOIK..........c.coviiiii e 20
2.1.1 INPULS TACLOIS ..ottt 20
2.1.2  PrOCESS TACIOIS ...c.vieieiiie ettt nreenee e 21
2.1.3  OULCOME TACTOIS....eciiieieiiieiecie ettt nte e nre e e e 21

2.2 LITErALUIE FEVIBW .....eiiiiiiieitieie ettt ettt sttt b et aneesbeenne e 23
2.2.1 Development of the concept of evidence...........cccccvevieiiiciiiciic i, 23
2.2.2 Definition Of @VIAENCE ......ecveieiecree e 24
2.2.3 What is evidence informed policy (EBP)? ........cccooviiriiiiiniiei e 24
2.2.4 Why USE reSearch VIJENCE? .......cuviiieeiii ettt 24



2.2.5 What is demand for research eVIidenCe? .........cccovvrerinienieenenie e 25
2.2.6  What are the capabilities required to increase the demand for research

BVIABINCE? ..ttt bbbttt bbbt 26

2.2.7 Perceptions about the use of eVIAENCE .........cccvvveiieiicce e, 27
2.2.8 Ability to the assess, acquire, adapt and apply research evidence.................... 28
2.2.9 The importance of using evidence in policy making..........ccccocevvninininiennenn 29
2.2.10 Consequences of not using evidence in policy making .........ccccceevvevveieseenenn, 30
2.2.11 Barriers of USING EVIABNCE .......ccveviiieiie e 30
2.2.12 Transfer and exchange of knowledge ... 32
2.2.13 Links between researchers and policy makers..........cccceoeveiiienininincieenn 33
2.2.14 The USE OF BVIAENCE ....ccuveieieiiece sttt 34
2.2.15 The use of evidence at the level of the Eastern Mediterranean region............. 36
2.2.16 The use of evidence at the level of Palesting..........c.ccccovvviiiiiiininieie e, 37
Chapter Three MethodolOgy ..........ccoiiiiiiiiiie e 39
3.2 SHUAY DBSION....eieiictie ettt re et et e e e s reenteenresra e re e 39
3.3 StUdY POPUIALION.......ociiiiiiic e 39
3.3.1  QUANTITALIVE PAIT.......iiieiice et 40
3.3.2 QUANITALIVE PAIT ..o 40
KRR o 1T ] o LYo (=] T OSSPSR 40
3.4.1 Inclusion criteria: quantitative and qualitative part.............cccccecevvveveeiecienenn, 40
3.4.2 Exclusion criteria: Quantitative StUY ..........ccccoviiirinienieee e 40
3.5 STUAY SEEEING ..ttt bbb 40
K OIS 1110 ) VA o 1= oo SOOI 41
3.7 StUAY INSEIUMENTS .....oviiieiic ittt e e e ste e sreeee e 41
3.7.1  QUANITALIVE PAIT ....cviiviiiiecieceeee ettt 41
3.7.2 QUANITALIVE PAIT ..ot 41
3.8 Ethical and administrative CONSIAEratioNns ............ccoovrireeiierieniesese e 42
RS T o 1 0] B (o PP STSOP 42
3.10 QUANTITALIVE PAIT .....cuiiiiiee et e e e e bae e bee e 42
3.10.1 QUANITALIVE PAI......ccviiieiieeiecie et sre e nreeee e 43
3.11 Data COIBCTION .....eeiieeee ettt e e e e nteeneesneenee e 43
3.11.1 QUANITALIVE UALA.......cccvieiicriee e e e e aee e 43
3.11.2 QUAlITAtiVE dal@.........cccvieeiiiei e e 43
312 SCIENTITIC FIGOT .ttt bbbt 43

Vi



3.12.1 Quantitative part (QUESTIONNAITE) ........civeerierierieeie e 43
Chapter Four Results and DISCUSSION. .........ccueiiiiiriiriiiisiisi s 47
4.2.3 The distribution of the study participants according to available resources and
LU= 111 T SRR 53
4.2.4 Distribution of the study participants according to Perceptions of Policymaker
about the use of evidence in policy making proCess.........cccocevevervnivnieninennenn 56
4.3 Distribution of the study participants according to Determine the ability to assess,
acquire, adapt and apply research eVidenCe.........ccccvvvvevveveccie s 60
4.3.1 Distribution of the study participants according to ability to acquire research
LoV 1= o USSR 62
4.3.2 Distribution of the study participants according to Ability to Assess of
RESEAICN EVIHENCE......cuviiiieiiiit e 65
4.3.3 Distribution of the study participants according to Ability to adapt research
LoV 1= o SRR 67
4.3.4 Distribution of the study participants according to ability to apply of research
BVIABICE ...ttt bbbt 70
4.4 Distribution of the study participants according to current knowledge transfer
MECNANISIMS. ...ttt e st e sneesreeneennes 74
4.5 Distribution of the study participants according to Groups or factors that Influence
Health POICYMAKING .....oovviieiicce e 78
4.6 Distribution of the study participants according to inhibiting factors the use of
evidence by health policy Makers. ... 81

4.6.1 Participants' suggestions in-depth interviews to improve the use of evidence in

health POlICY MaKING......cc.ciiiiiiiece e e 85

4.7 Distribution of the study participants according to the domains................c.ccee...... 86
4.8 Inferential STAtiSTICS ......ccvvieeiiee e 87
4.8.1 Difference between study domains and demographic variables....................... 87
4.8.2 Difference between study domains and work-related variables. ...................... 90
Chapter Five Conclusion and Recommendation .............cccocveiieivieiiesiee e 96
T8 A 0 o] U1 [ ] o USSP 96
5.2 RECOMMENUALIONS. ......eiivieiiieieeiiesie e see et e e e ee e ae e teesteaseesraesseaneesreeneeens 98
5.3 Recommendation for a new area of research...........cccooceviiiiiiiii e, 98
RETEIENCES. ... e b et et b e bbb e s 99
AANINIEXES ...ttt ettt e bt a et e Rt R bt e Rt e e R b e e e R bt e e bb e e e r e e e e e e anreeeas 109

vii



List of Tables

Table (3.1) Reliability domains of the structured interview questionnaire ............cccoceeeevvrverennnns 45
Table (4.1) Distribution of the study participants according to their demographic characteristics. 48
Table (4.2) Distribution of the study participants according to work-related variables................... 50
Table (4.3) Distribution of the study participants according to available resources and training .. 54

Table (4.4) Distribution of the study participants according to perceptions of policymaker about the
use of evidence in policy Making PrOCESS .......ccveiviiiiiieieeieiese e se e et 56

Table (4.5) Distribution of the study participants according to Ability to the ability to assess,
acquire, adapt and apply research eVIdencCe ...........cccevvviviiievenieeie s 61

Table (4.6) Distribution of the study participants according to ability to acquire research evidence
........................................................................................................................................ 63

Table (4.7) Distribution of the study participants according to ability to assess of research evidence
........................................................................................................................................ 66

Table (4.8) Distribution of the study participants according to ability to adapt research evidence 68

Table (4.9) Distribution of the study participants according to ability to apply of research evidence

........................................................................................................................................ 70
Table (4.10) Distribution of the study participants according to current knowledge transfer

A cTot g O ST SS S PRSSN 75
Table (4.11) Distribution of the study participants according to groups or factors that influence

health POHCYMAKING .....cccociiiiiie e st sre s 79
Table (4.12) Distribution of the study participants according inhibiting factors the use of evidence

by health POLICY MAKETS. ..o 81
Table (4.13) Distribution of the study participants according to the domains ...........c..ccccceevveienees 86
Table (4.14) Differences between Domains and Professional Background .............cccoccevviveiiennns 89
Table (4.15) Differences between Domains and Workplace...........coovevevveieiieiiievesnce e 90
Table (4.16) Differences between Domains and experience in current position............c.ccoceeervenee 91

Table (4.17) Differences between domains and how often do you use results of scientific research
and literature in the decision / policy Making ..........cccoovviiiinininineiceee e 93

Table (4.18) Differences between domains and have access to search engines to access health
policy research free of charge from your wWorkplace...........cccocveveiiiieniiiie e 94

viii



List of Figures

Figure (2.1): Conceptual Framework-self development ...........ccccocevviieiieii i 22
Figure (4.1): Distribution of the study participants according to gender ............ccccceeveueene. 47

Figure (4.2): Distribution of the study participants according to their place of residency. 49



List of Annexes

ANNEX (1): PalEStING IMAP ...ttt st 109
Annex (2): Distribution of Gaza Strip GOVEINOrateS..........ccovvererieieeiesieseese e sieeneens 110
ANNEX (3): K PartiCIPANTS ......ccivieieiiecieee e ae e re e 111
ANNex (4): The study INSEIUMENT .........cciiiiiece e 112
Annex (5): Quantitative INSIIUMENTS........ccuviiriieie e 119

Annex (6): An official letter of approval from Helsinki Committee in the Gaza Strip.... 121

ANNeX (7): UNIVersitieS APPrOVAl.........ccccoiiieiieiiiie e 122
Annex (8): Administrative APProval ...........ccccvveiiiieiieie e 123
ANNEX (9): LiSt OF arDItratorsS ........ccoiiiiiiiieceee e 124
ANNEX (10): Validity MEASUIES ........ccuiiiiiiiiieiieieie ettt 125
Annex (11): Differences between Domains and Place of residency.............ccccceevveivnenenn, 129
Annex (12): Differences between Domains and Gender ..........ccccccevveveiveieeveccieseeenen, 130
Annex (13): Differences between Domains and g€ ..........ccvvvevererienereneneseseseeeeeans 131
Annex (14): Differences between Domains and level of education .............cc.ccocvvvenennee. 132

Annex (15): Differences between the ability to assess, acquire, adapt and apply

research evidence and Professional background............c.cccccoceeveieeiiinenen, 133

Annex (16): Statistical difference between Perceptions Policymaker about the use of

evidence in policy making process and workplace .............ccccocevvvinnniennn, 134
Annex (17): Differences between Domains and Managerial Position..............cccccevvenee. 135

Annex (18): Statistical difference between Inhibiting factors, the use of evidence by

health policy makers and experience in current position .............cccceeeveeenenn 136
Annex (19): Differences between Domains and experience in MOH .............ccocvveineen. 137

Annex (20): Differences between Domains and number of employees currently

gL T F: Vo 1 T [PPSR RPPSR 138

Annex (21): Differences between Domains and Number of articles, related to your

area of work, do you read per month ..., 139



Annex (22): Statistical difference between the ability to assess, acquire, adapt and
apply research evidence and How often do you use results of scientific

research and literature in the decision / policy making...........c.ccccceevvinennenn 140
Annex (23): Differences between Domains and have access to electronic libraries......... 141

Annex (24): Differences between Domains and have access to search engines through
your sSmart PRONE at WOTK.........coiiiieiiiiieie e e 142

Annex (25): Differences between Domains and have access to the Ministry of Health

(MOH): database at WOTK...........c.cciveruiiieiieir e 143

Xi



List of Abbreviations

ANOVA
EBM
EBP
EIPM
GDP
GS
HCS
K1l
Km
KTE
MD
MOH
N
NGOs
NIS
OCHA
PA
PCBS
PHC
PHIC
PNGO
Sd
SPSS
UK
UN
UNDP
UNRWA

USA
usD
WB
WHO
WM

One-way Analysis of Variance
Evidence Based Medicine
Evidence-Based Policy
Evidence-informed policymaking
Gross Domestic Product

Gaza Strip

Healthcare System

Key Informant Interviews

Kilometer

Knowledge Transfer and Exchange
Median

Ministry of Health

Number

Non-governmental Organizations

New Israeli Shekel

Office for Coordination of Humanitarian Affairs
Palestinian Authority

Palestinian Central Bureau of Statistics
Primary Health Care

Palestinian Health Information Center
Palestinian Non-Governmental Organizations Network
Standard Deviation

Statistical Package for Social Sciences
United Kingdom

United Nations

United Nations Development Program

United Nations Relief and Works Agency for Palestine Refugees
in the Near East
United States of America

United State Dollars

West Bank

World Health Organization
Weighted Mean

Xii


https://www.google.ps/url?sa=t&amp;rct=j&amp;q&amp;esrc=s&amp;source=web&amp;cd=1&amp;cad=rja&amp;ved=0CCkQFjAA&amp;url=http%3A%2F%2Fwww.pcbs.gov.ps%2F&amp;ei=Lp0RU_HUJ6yK5ATl4oCYAw&amp;usg=AFQjCNFFCqDZT6SdwK1NM5eE3EcYceKgFA&amp;bvm=bv.62286460%2Cd.bGE

Chapter One

Introduction

1.1 Background

Effective health policy making is usually reported with the best evidence available.
Evidence-based policymaking can affect the policy-making process, however, evidence
must be systematically validated, critically evaluated and carefully synthesized. (Oxman,
Lavis, Lewin, & Fretheim, 2009). Evidence is defined as the "actual or asserted facts
proposed for use in support of a conclusion™ (Oxman et al. 2009, p.3). Evidence-informed
policy making, "an approach that aims to ensure that decision-making is informed by the

best available research evidence at the time of the decision” (Oxman et al. 2009, p.4).

Beijing (2012) Second Global Symposium on Health Systems Research emphasized the
importance of to promoting confidence among researchers, practitioners and policy makers
and support the translation of knowledge into policies, especially in developing countries.
Also Bamako (2008) Call to Action, issued at the Global Ministerial Forum on Research for
Health in November 2008, Stress the importance that states need to enhance knowledge
translation and exchange through the application of effective and safe interventions,
evidence-informed policies, policy informed research, and effective dissemination of
research outputs taking into account multilingualism and development in information

technology.

The use of health evidence in policy making is a problem for both developed and
developing countries (El Jardali, Lavis, Ataya, & Jamal, 2012), check all the references
Palestine is not an exception. Generally, low and middle income countries have less
resources to find solutions to their health system problems compared to developed
countries, and in order to optimize the use of their limited resources, they are in a more

urgent need to reducing the gap between policy making and evidence (Oxman et al., 2009).

1.2 Research problem

Policy making process need to be based on evidence, otherwise there will be negative

impacts both on the effectiveness and efficiency of services provided. In fact, Health
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policy making processes are often not well-informed by evidence, particularly in
developing countries (Oxman, Lavis, & Fretheim, 2007; Lavis, Ross, & Hurley, 2002).

The application of Health Systems and Policy Research (HSPR) guides is of particular
concern in countries where health systems are in a state of rapid transition such as in
several Middle Eastern countries. In these countries, there are greater political concerns
about health system performance, a wider range of pressing health systems challenges,
increased demand for transparent policy makers, and a new role for non-governmental
actors (El-Jardali et al., 2010).

The strategic agenda for World Health Organization (WHO, 2017) cooperation in
Palestine since 2017-2020 called for the strengthening the national civil registration and
vital statistics system to improve coverage, quality and utilization as part of broader efforts
to enhance the national health information system, to support the development of evidence-
based policies and strategies, and to strengthen hospital information systems. In a
qualitative study in Palestine, all experts and policy makers recognized the need for
evidence to support decision-making, participants acknowledged that the use of evidence in
health decision-making was unsatisfactory and weak and needed a serious corrective
strategy (Aljeesh & AL-Khaldi, 2014).

In the Gaza Strip, limited research exists on the use of evidence and contributing factors in
the policymaking process (Aljeesh & AL-Khaldi, 2014; El Jardali, Lavis, Ataya, Jamal, et
al., 2012; Nassar, 2011; Zeedia, 2018). This study will attempt to assess the extent to which
evidence is used in the health policies and will examine the contexts surrounding both the
use of evidence and health policy making processes. It will also determine what may hinder
or facilitate the use of evidence. This study will also determine the gap between researchers
and health policymakers and the root causes of this gap if it is proven.

With the researcher best knowledge, this study will be among the first in the GS to explore
the issue of utilizing evidence in policy making, it will be also among studies to explore the
perspectives of researchers and health policy makers within the context of the GS.

1.3 Justification of the study

Research is an important process for finding knowledge, but if this knowledge is not used
as policies and practices, the process is ineffective (Parkhurst, Ettelt, & Peters, 2018). It is

widely agreed, including global health organizations, that evidence is necessary to inform
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policy formulation and implementation (Parkhurst et al., 2018).

Using evidence in health policy making is a global challenge to health systems, including
Palestine. The results of a study of Eastern Mediterranean countries, including Palestine,
indicated that the limited value of research hindered the development of evidence-based
policies (El Jardali, Lavis, Ataya, & Jamal, 2012).

Results of the study will be critical in the light of the country cooperation strategy of the
WHO and the Occupied Palestinian Territory 2017-2020 which emphasized the importance
of promoting evidence-based decision-making (WHO, 2017).

If this study achieves its objectives, this may help decision makers to pinpoint the real
causes of the gap between the production of evidence and its use in policy making taking
into account the surrounding contexts, which may improve the performance of the health
system in the GS and reduce the waste of already limited resources. The study will help
researchers identify the real obstacles that prevent their research from being used and will
also help researchers identify the best mechanisms for transfer their knowledge to policy

makers and stakeholders.

1.4 Study objectives
1.4.1 Overall aim

The overall aim of the study is to explore the extent to which evidence is used in health
policy-making in the MoH in the GS. The findings and recommendation of this study may
improve the use of research evidence in health policymaking in the GS, thus, improve the
performance of the Healthcare system (HCS) which ultimately reflected on the health

status of the population.

1.4.2 Study objectives

1. To explore perceptions about the use of evidence in policy making process

2. To determine the ability to assess, acquire, adapt and apply research evidence

3. To explore the current knowledge transfer mechanisms, exist in the GS, if any

4. To identify promoting and inhibiting factors that influence the use of evidence

by health policy makers

o

To identify the factors that influence the health policy-making process
6. To suggest possible recommendations that might improve the use of research
evidence in health policymaking in the GS.

15



1.5 Context of the study
1.5.1 Gaza Governorate demographic characteristics:

The total area of Palestine is about 27000 square kilometers, GS and West Bank (WB)
represent 22% of Occupied Palestine, with a total population 4,781,2484, million are in the
state of Palestine Palestinian Central Bureau of Statistics (PCBS, 2018). Annex (1)

About 60.3% of the population reside in WB, while 39.7% reside in GS (PCBS, 2018). The
GS is a small piece of land on the eastern coast of the Mediterranean Sea with total area of
365 square kilometers and a total population around 1,899,291 million (PCBS, 2018).
Annex (2) It is divided into five governorates: North Gaza, Gaza City, Mid Zone, Khan
Younis and Rafah. According (PCBS, 2018), GS considers as one of the most dense areas
over the world that reach to 5,204people by Km? the vast majority of GS population
66.7% of refugees. Children under 15 years represents 41.7% of population, and elderly
population who are more than 60 years represent 3.8% from total population (PCBS,
2018).

Changes in the size of the population in the GS affect the necessary health care resources,
care systems provided, and even the conditions associated with each population group. The
Palestinian health care system will have to adapt quickly to meet the changing needs of
their patients - all while addressing health-reform requirements. The use of evidence alone
in policy-making cannot improve the performance of health systems. Demographic
characteristics should be taken into account as these characteristics may lead to healthier

health policies.
1.5.2 Health care system:

A defining feature of the health system in Palestine is its fragmentation. At the historical,
geographic, institutional and organizational levels (WHO, 2017). This fragmentation is
difficult to examine adequately both as a structural and functional level, and poses
enormous challenges to the MoH in formulating robust strategies and coordinating
stakeholders (Giacaman et al., 2009).

There are four main providers of health care services in the WB and the GS: MoH,
UNRWA, NGOs and the Palestinian Military Medical Services, each with its own
respective network of primary health care centers and hospitals. For example, UNWRA
operates an extended network of clinics providing free services to registered refugees and

the nongovernmental organizations is a mixture of traditional charities, Islamic charitable
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committees, Christian charities and non-profit organizations, often supported by the
Palestinian diaspora and mainly offering primary care, maternal health care, rehabilitation
and specialized care in referral hospitals, complementing the public sector services. The
stratification of the health sector creates some redundancy among service providers and
contributes to overall inefficiency, although arguably it offers choice and access to users
and enhances system resilience to shocks (WHO, 2017).

In 2014, human resources for health remained at the same gross levels as they were in
2010, with about 14 000 employees for Palestine. However, this overall figure obscures the
fact that human resources for health increased in WB and decreased in GS, in the wake of
the political divide between Fatah and Hamas (WHO, 2017). Low remuneration and delays
in salary payment have resulted in low morale and large-scale strikes, with implications for
service delivery. Yet, according to the World Bank, public spending on health is close to
5% of GDP, exceeding the regional average of 2.6% and the low- and middle-income
country average of 1.7% of GDP, and fuelled by relatively high spending on salaries,
medical referrals for tertiary care46 and pharmaceuticals. Public and private spending for
health more than tripled from 2000 to 2012, to US$ 1.3 billion, more than 12% of GDP.
Per capita total health expenditure more than doubled between 2000 and 2012, from US$
126 to US$ 294,47 reflecting high out-of-pocket spending, especially for pharmaceuticals
(World Bank, 2016).

Generally, the Palestinian health system suffers from severe fragmentation and weak
coordination among different health care providers. MOH is the main provider faced
significant challenges resulting from the impact of the Israeli Occupation, it also suffers
from political and financial crises due to the Palestinian split, the matter that reflected in
the functionality of the system.

The use of evidence in health policy-making can have a significant impact on the

performance of the health system in spite of all the obstacles we have mentioned.
1.5.3 Health management culture:

Decision making

Decision making in the Palestinian health care system is highly influenced by cultural
related factors. Appointments, promotion or rewarding are to a great extent subject to
connection, political affiliation or personal favors (Hamad, 2009; Yaghi, 2009). Career

development is unrelated to the individual’s performance; therefore, performance-based
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competition is completely non-existent (Hamad, 2009). Healthcare organizations are
generally managed in a traditional fashion. Decision-making is judgmental rather than
information based (Hamad, 2009). System, management structure and decision-making
criteria can significantly vary from one place to another, even within MoH itself (Abed,
2007; Hamad, 2009). Most organizations within the health system lack clearly defined
organizational structures, which regulate the relationship and information flow among
people and departments (PNGO, 2009). Instead, most organizations follow strongly
centralized command and control systems, resulting in a predominant club culture with
little worker involvement in the decision-making process (Hamad, 2009). These practices
precisely foster the development of the inconsistency of evidence-based culture. Feeling of
lack of ownership, loss of motivation, lack of teamwork, loss of valuing professionalism
and increased communication gaps between top management and the field could be the

logical consequences.
1.5.4 Health information system

Different bodies are involved in generating of health statistics and other health related
information on a national basis. Since its establishment the Palestinian Health Information
center (PHIC) has collected health related data that include vital statistics and clinic- based
data and publishes an annual report "Health Status in Palestine”. PCBS collects and
compiles demographic data and conducts health surveys. Other UN agencies such as WHO
or the UN office for coordination of Humanitarian Affairs (OCHA) provide important
web-based information like digital maps or the 3Ws mapping system of health and other
organizations.

Despite all the efforts made by different stakeholders, there is still a great need to improve
the current health information system, especially in terms of inclusiveness and integration
of all players. Many service providers, NGOs and international agencies collect and
analyze data for the purpose of monitoring their own programs and activities, which leads
to a flow of scattered, conflicting and sometimes contradictory information. For instance,
differences in the denominator definitions between MoH and UNRWA results in
significant variation in the estimates of major health status indicators such as infant
mortality. Data collection, analysis and reporting capacities at central and district level
remain insufficient (Mataria et al., 2009). The data scarcely support national planning
efforts, policy development, research and evaluation. Obvious weaknesses are seen in the

areas of surveillance of non-communicable diseases, human resources data, nutritional
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status, national health accounts, and prevalence of risk behaviors (Abed, 2007; Mataria et
al., 2009). The existing HIS is not capable to produce reliable periodic reports routinely
and timely.

1.6 Operational definition

Evidence-informed health policymaking

Is to make health policies informed by the best evidence, taking into account all contexts

surrounding policy-making.
Evidence-based Practice

The integration of the current best evidence (from research) with our clinical expertise and
patient’s values (Sackett et al. 1996).

Health policy

Refers to the decisions, plans, and actions taken to achieve the specific healthcare goals
within the community (WHO, 2020).

19



Chapter Two

Conceptual Frame Work & Literature Review

2.1 Conceptual framework

The conceptual framework is a structure that the researcher expects can better explain the
natural progression of the phenomenon to be studied (Camp, 2001). The conceptual
framework provides an integrated way to look at a problem under study (Liehr & Smith,
1999).

According to previous studies, health policy preparation should have the best evidence
available. The researcher has developed a conceptual framework for the study, which
includes three axes, the first axis are named for the inputs and includes the demographic
characteristics of the participants and their perceptions about the use of evidence, while the
second axis names for input factors and includes the ability of policymakers to acquire,
assess, adapt and apply evidence and also includes current knowledge transfer
mechanisms, while the third axis is named Outputs, including groups and factors that
influence health policy making, barriers and facilitators to the use of evidence, this study

includes researchers and health policy makers in the Gaza Strip. As shown in Figure (2.1)

2.1.1 Inputs factors
2.1.1.1 Characteristics of the participants

Several previous studies have shown that the characteristics of the participants may
influence the use of these evidence in policy making (Ellen, Lavis, & Shemer, 2016; El-
Jardali, Lavis, Ataya, & Jamal, 2012). In this study, the researcher will research the
relationship of these characteristics using research evidence such as age, gender, education,
years of experience, governorate, professional background, current work, years of

experience, and Managerial Position. As shown in Figure (2.1)

2.1.1.2 perceptions about the use of evidence

Many studies have shown that perceptions which have an impact on the use of evidence in
health policy making (Scholar & Treadway, 2015; I. Young et al., 2014). This scope will
include an assessment of the knowledge and attitudes of policy makers / decision makers

on the use of evidence in health policy making. As shown in Figure (2.1)
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2.1.2 Process factors
2.1.2.1 Assess, Acquire, Adapt and Apply scientific evidence

In most developing countries, including Palestine, one of the most difficult issues related to
linking evidence to policy is the constraints of policymakers' ability to assess, acquire, adapt
and apply available research evidence. As this scope will discuss in detail, the ability and
skills of policymakers on how to use the evidence, it will also include knowledge of the
availability of research and whether this research is available in a timely, relevant, credible
and quality manner and whether decision makers can apply this evidence and whether they

have access to and understanding of the research. As shown in Figure (2.1)

2.1.2.2 Current knowledge transfer mechanisms

Many studies have pointed the importance of bridging the gap between knowledge
production and knowledge use and has identified many activities that facilitate or hinder
the transfer of knowledge into policies (Lavis et al., 2010).. This study investigates the
factors that influence the translation of research evidence into policy, such as funding for
production and transfer and exchange of evidence, incentives for Knowledge transfer and
exchange (KTE), mutual trust between researchers and policy makers, coordination
between researchers and policy makers, technical experience of access HSPR research,

structure and processes help communicate, role of media. As shown in Figure (2.1)

2.1.3 Outcome factors
2.1.3.1 Groups or factors that Influence Health Policymaking

The policy-making process must be informed and not based on evidence because other
factors can influence policy making (Gauthier, 2016). Several studies have identified
several factors (Ellen, Lavis, Horowitz, & Berglas, 2018), governmental/ministerial
relation, government/ health provider relations, political influences of governing parties,
role of donor organizations, groups that powerful influence on the health policy-making
process example physician , nursing , media , governing parties ,et al. As shown in Figure
(2.2).
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2.1.3.2 Barriers and facilitators use of evidence in policy making

This area includes a number of barriers and facilitators that can influence the use of
evidence in health policy-making, such as policy relevant research, time, the unacceptable
environment for evidence-making in policy-making, insufficient skills, environment for

evidence, incentive, Resources, interest, laws as shown in Figure (2.1).

Inputs factors
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Figure (2.1): Conceptual Framework-self development
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2.2 Literature review

2.2.1 Development of the concept of evidence

In recent decades, efforts to promote population health and reduce health disparities within
countries and the world between countries have been linked, with what is called Evidence-
Based Policy (EBP). Drawing on the idea of Evidence Based Medicine (EBM), health
policy professionals see dealing with policy-relevant evidence to identify the most
effective, and therefore cost-effective, interventions as a way to achieve their overall policy
goals. Evidence-based medicine as a concept is based on the idea that medicine should be
practiced through "conscious, clear and wise use of current best evidence in decision-
making about caring for individual patients” (Sackett et al. 1996). Since the concept of
evidence-based medicine has emerged, there was recognition that it is not necessarily
appropriate to rely solely on research evidence when making decisions on diagnoses and
medical treatment. Professional experience and judgment on the part of medical
practitioners, in light of the evidence base and relevant inferences from this, remain
important (Sackett et al. 1996).

The EBM movement has, overall, was heralded as a triumph and is credited with ensuring
that medical treatments produce beneficial results, particularly compared to the past, when
many interventions were promoted just on the basis of hypotheses of potential cause and
effect that may, in fact, have been incorrect (Howick, Kennedy, & Mebius, 2011). For
example, the Royal Medical College Academy considered EBM "the key to the success of
modern health care” (Sense About Science & Academy of Medical Royal Colleges, 2013).
The success of EBM has been seen by many authors as the inspiration for calls to expand
the concept to other forms of decision making including ‘evidence based policymaking’ in
health and other social policy areas (Parkhurst, 2016; Wright, Parry, & Mathers, 2007).
This is despite recognition of the challenges in appropriating ideas from clinical practice
and applying them to shape policymaking processes. For example, Black (2001) urged the
medical community to "move ahead with care" of the idea of evidence-based policy
because of the qualitatively different nature of policymaking compared to medicine (Black,
2001).
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A number of other authors likewise have argued that the political realities of policy
decisions mean that politics cannot simply be “based” on evidence in the same way that
clinical decisions are made and that the idea of a linear relationship between evidence and
politics is a fallacy (Lewis, 2003; Greenhalgh & Russell, 2009).

There is thus a need to examine the complex interrelationship of evidence use and politics
to form a more nuanced conception of the health policy process. This starts from an
explicit recognition of the fundamentally political nature of the policy process that
recognizes that, while evidence can and should be an important factor informing policy
debates, it cannot provide the sole basis for policy decisions or is usually insufficiently
suited to resolve policy conflicts (El Jardali, Lavis, Ataya, Jamal, et al., 2012; Parkhurst et
al., 2018).

2.2.2 Definition of evidence

Evidence is defined as the actual or confirmed facts proposed for use in support of the
conclusion (Oxman et al., 2009). Evidence informed policymaking (EIPM), an approach
that aims to ensure that decision-making is informed from the best research evidence

available at the time of decision making (Oxman et al., 2009).
2.2.3 What is evidence informed policy (EBP)?

We say that EBP is one that examines a wide range of research evidence; evidence from
citizens and other stakeholders; evidence from practice and policy implementation as part
of a process that takes into account other factors such as political facts and current public
debates. We do not consider it a policy that is exclusively based on research or based on
one set of results. We accept that in some cases, research evidence can be considered and
rejected; if the refusal is based on an understanding of the insights presented by the
research, we will still consider any EBP resulting. EBP does not necessarily imply a linear
transition of search results to policy decisions. Research can inform political discourse in
multiple and sometimes accurate ways. This can range from influencing the language used
to discuss a specific issue to changing the behavior of key political actors (Weyrauch &
Langou, 2011).

2.2.4 Why use research evidence?

We write publicly from the perspective that the use of research in policy formulation, in

general, is a "good thing" that can contribute to positive policy outcomes. In doing so, we
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share the assumptions that led to the infusion of large amounts of development assistance
in financing research as a strategy towards achieving development results.

However, we do not see the relationship between research and policy as linear or non-
problematic. We are positioning ourselves close to what has been described as a "pluralism
and opportunism model” (Jones, 2009) who sees policy processes as chaotic and
opportunistic but maintains assumptions about the possibility of research to contribute to

better policy formulation.

We acknowledge that there are some who question the value of the research, especially its
claims of objectivity and impartiality. They may argue that knowledge and power cannot
be separated, that this occurs in the manner in which research is conducted, how research
agendas are established, and who is included and excluded from the processes of assuming
neutral knowledge. This may be particularly important in development contexts, as
research processes may reflect Western norms and traditions and marginalize intellectual
agendas and other knowledge methods (Alatas, 2000). We agree that the way research
agendas and research is carried out is affected by values and culture, but we discuss that
research evidence can provide objective (and relatively) specific answers to specific
questions, and therefore is a valuable source of evidence for policy reporting (Newman,
Fisher, & Shaxson, 2012).

Having said that, we also realize that research evidence can be distorted or used to support
retrogressive policies. Consequently, we do not believe that (alleged) policy informed by
research evidence is necessarily better, but we believe that, when there is a will to develop
policies that benefit society, better policies can be achieved when research is

systematically considered as one factor in decision-making (Newman et al., 2012).
2.2.5 What is demand for research evidence?

Recent years have seen an increased focus on research and research communication from
international development organizations (Conway & Waage, 2010; J. Young &
Mendizabal, 2009). We believe that increased availability, accessibility, relevance, and
effective communication are all important factors if the policy is to be informed of
evidence. However, these aspects relate to the provision of research and are insufficient
without a corresponding demand for it from decision-makers. For us, the demand for
research evidence includes two factors: the ability to access, evaluate, and use research and
the motivation to do so. The other factor is the positive attitude toward research which is

part of the organization's ability (Newman et al., 2012).
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An increasing number of papers focus on the motivations that drive policymakers in
developing countries to use research evidence (Datta, Jones, Febriany, & Harris, 2011;

Porter, 2010). Nevertheless, we feel that there was a lack of discussion of capacity issues.

One of the reasons for this is the failure of international development organizations to
recognize the lack of capacity within partner organizations. Thus, just as DFID (2011)
argued that we assume a "diplomatic assumption™ that policymakers are a prior
development, we tend to assume that policymakers are aware of evidence and that if
evidence is not used, it must be because of a conscious decision they reject. Unfortunately,
this is not often the case; we have seen many instances where decision makers do not use
the research evidence just because they do not know how to find and evaluate it or because

there is no regulatory system to integrate the search (Newman et al., 2012).

Another reason that capacity is not mentioned is that there is a perception that focusing on
the ability of policy makers [presumably] that the use of knowledge in government is a
technical problem that can be solved through technical “reforms” and improved knowledge
management (Stone, 2002). We will distance ourselves from this assumption. For one
reason, we take a broader view of the capacity than "technical reforms". Additionally, we
do not believe that improving capabilities is the only key to better driving the use of
research evidence; however, we believe it is a necessary basis. Therefore, while we
recognize the importance of a wide range of factors in influencing policymakers
’decisions, we focus here on the issue of policymakers' ability to consider research

evidence (Newman et al., 2012).

2.2.6 What are the capabilities required to increase the demand for research

evidence?

We have considered the ability (to seek research evidence) on three levels - individuals,
organizations, and the environment. However, we also relied on the "knowledge incentive
structures™ model presented by Jones and Colleagues (2012) which highlights the area of
organizational processes that are often overlooked as an important area of capacity (Jones,
Jones, Shaxson, & Walker, 2012).

Individual ability is generally defined as a mixture of knowledge, skills, and attitudes that
together influence behavior. In order to find, assess, and use research evidence, individuals
need to have a wide range of capabilities including: knowledge of what research is and

how it can be used; skills of searching and evaluating research information; critical
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thinking skills to absorb information, criticism, and inclusion; and a positive attitude
toward research evidence. The importance of situations means that individual capabilities,
especially senior decision makers, can have a major impact on organizational capabilities
(Newman et al., 2012).

It is also important to think about individuals who need the ability to seek research
evidence. When people think about policymakers, they usually think of ministers and / or
members of parliament. However, in reality there are many other important actors,
particularly employees within both the legislative and executive branches of government.
Given the important role these officials can play in policy-making, and their tendency to
stay in their roles longer than those in elected / appointed positions, their support for
capacity building can lead to important results long-term results.

Organizational capabilities are an integral part of the processes that the organization
operates through. Some of the processes that clearly encourage the use of evidence include,
for example, evidence-based peer reviews of internal policy briefings and committee
inquiries that require regulators to collect evidence to audit a specific policy (Newman et
al.,, 2012). These operations include strategy, planning, policy evaluation and most
importantly budgeting. The research and statistics sections are often seen as "weak
relationships™ in the policymaking process, but if they participate in planning processes,

they can make real contributions to evidence-based policymaking (Newman et al., 2012).

Wider environmental capacity, which influences the demand for evidence, consists of
factors in both formal and informal institutions within a country or region (Broadbent,
2012). This may include whether there is a culture of enquiry and how it is developed
through institutions such as higher education; what influences broader societal values and
beliefs in the use of evidence; and the extent to which it is socially acceptable to challenge
power structures. Attitudes toward the policy-making institution itself, what it should lead
and who will lead it will be a research role in these processes. Related to this are ideas
about accountability: the extent to which policymakers are held accountable for the
"guality" of their decisions and examined by state or other civil society organizations

including the popular media (Newman et al., 2012).
2.2.7 Perceptions about the use of evidence

In a study done in West Virginia in the United States of America that included 100 policy

makers in the education sector where the study showed many important results, where
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most of the participants agreed that high-quality research results can be a huge asset for
policymakers, because it enables policymakers from making informed decisions. Those
researchers who want the fruits of their work to make a difference in policy making should
learn to adopt strategies to facilitate the transfer of research evidence to policy makers
while working to avoid potential barriers to such transfer. More than anything else,
policymakers want accurate, timely, easy-to-understand, concise and bias-free information
(Scholar & Treadway, 2015).

In a study in Nigeria where the role of evidence was compared between three case studies
representing different health policies, where most respondents considered the evidence
realistic and concrete to support the decision. Evidence is more used if it is viewed as
context specific, accessible and timely. In general, respondents reported that official
evidence, such as survey reports and research publications, was very helpful at the stage of
setting the agenda to determine the need for policy and thus initiate the policy development
process (Onwujekwe et al., 2015). International and domestic evidence has been used to
demonstrate the need for policy and policy development, and even less to develop policy

implementation options (Onwujekwe et al., 2015).

In a study that occurred in Australia that included both policy makers and researchers
where policymakers reported that they rarely use research to inform policy agendas or to
assess policy impact, research is more commonly used to inform policy content (Campbell
et al., 2009). Most researchers reported that their research informed local politics, mainly
by raising awareness of an issue. Policymakers report harder access to useful research
groups, and only a third of researcher’s report was developed targeted strategies to inform
policymakers of their findings. Both policymakers and researchers wanted more exchange
and considered it important to increase the use of research evidence in policy; however,
both groups reported a high level of participation by policy makers in the research
(Campbell et al., 2009).

2.2.8 Ability to the assess, acquire, adapt and apply research evidence

In most developing countries, including Palestine, one of the most difficult issues related to
linking evidence to policy is the constraints of policymakers' ability to access, synthesize,
adapt and use available research evidence (El Jardali, Lavis, Ataya, & Jamal, 2012; El
Jardali, Lavis, Ataya, Jamal, et al., 2012). In a study to assess the various efforts and
initiatives taken to involve policymakers and other stakeholders in the health sector in
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Nigeria, all studies indicated positive outcomes and impacts regarding quantitative
improvement in policymakers' knowledge and competence in evidence of the policy
process. She also noted that a participatory mechanism is needed to strengthen the capacity
of both researchers to generate better evidence and for policymakers and healthcare
professionals to better use the available evidence (Uneke, Sombie, Keita, Lokossou,
Johnson, & Ongolo-Zogo, 2017).

Another study in Nigeria also showed low averages for policymakers with regard to
conducting research, the ability to assess evidence, validity, reliability, reliability,
relevance, applicability, and organizational capacity to enhance research and its use in
policy making. The study also recommended developing programs to develop the capacity
of policymakers to improve evidence-based policymaking (Uneke, Sombie, Keita,

Lokossou, Johnson, Ongolo-zogo, et al., 2017).

In a study based on the responses of managers in 25 HIV / AIDS community-based
organizations in Ontario, Canada, the study found that organizational capacity to acquire,
evaluate, adapt, adapt, and apply research evidence is low. The managers also indicated
that they lack the skills, time, resources, incentives, and connections with experts to obtain
research, assess its quality, reliability, and summarize it in an easy-to-use manner (Wilson,
Rourke, Lavis, Bacon, & Travers, 2011).

2.2.9 The importance of using evidence in policy making

Evidence is an important tool for better understanding how to prioritize and allocate
limited resources to meet the needs of the population. Evidence generated can have a
powerful influence on policy when used to develop and implement cost-effective solutions,
track progress, analysis of what works, and make changes in policy, and an understanding
of the impact interventions has (Taddese & Anderson, 2017). The role of research evidence
in improving health systems and delivering health services has become increasingly
recognized by policymakers and researchers in most countries of the world. The Beijing
Statement called for the Second Global Symposium on Health Systems Research, held in
November 2012 to promote confidence among researchers, practitioners and policy makers
and support the translation of knowledge into policies, especially in developing countries
(Beijing, 2012).

Also the Bamako Call for Action, it called on state governments of countries to promote

knowledge translation and exchange of knowledge through the application of effective and
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safe interventions, policy informed research, evidence-informed policies, and effective
dissemination of research findings, including the public, taking into account

multilingualism and development in information technology (Bamako, 2008).
2.2.10 Consequences of not using evidence in policy making

Over the recent years we have observed an explosion in both the availability and
accessibility of information. Thus, we have witnessed greater recognition and interest in
the traditional economic dilemma of scarcity of resources and our unlimited needs, making
it more difficult to allocate resources and set priorities. A burden has been placed on
policymakers at all levels and areas to justify their decisions in response to this dilemma.
Decisions have become more transparent, and have shifted from implicit to clear decision-
making (Coast, Donovan, & Frankel, 1996). Evidence-based decisions have been
developed as a way to meet this growing demand for clearly justified decisions (Dobrow,
Goel, & Upshur, 2004).

2.2.11 Barriers of using evidence

Previous studies have identified the expected reasons for not using evidence to inform
policy (Ellen, Lavis, et al., 2016; Oliver, Innvaer, Lorenc, Woodman, & Thomas, 2014).
Some of these findings point to political and economic hurdles for which health system
researchers and policymakers have little impact. However, there are areas identified as
contributing to reducing the gap between policy guides through which researchers and
policy makers can make a difference. Despite the efforts made by researchers,
policymakers have not seen research as relevant and applicable to policy formulation, and
that research is not easily accessible when policymakers need it, but these studies have also
indicated that potential policymakers use research evidence Low (Grimshaw, Eccles,
Lavis, Hill, & Squires, 2012; Oliver et al., 2014; Orton, Lloyd, Taylor, Flaherty, &
Capewell, 2011). The policy is not likely to draw on the best available evidence if the
infrastructure for research findings is not effectively used in a timely manner (Orton et al.,
2011).

Despite the documented importance of research evidence in developing health policies that
can promote health, researchers have documented the poor or inadequate use of research
evidence pointing too many barriers, including: decision makers' perceptions of research
evidence; the gap between researchers and decision makers; culture Decision-making;

competing influences on decision-making; and practical limitations (Orton et al., 2011).
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On the other hand, researchers noted some internal barriers to using research evidence and
emphasized that without adequate capacity to translate knowledge and health policy
research, policymakers will not have the ability to access and synthesize sound information
on decision-making (Dawad & Veenstra, 2007). Results of other research have shown
practical limitations such as inconsistent research and policy-making timeframes (Bickford
& Kothari, 2008; Lavis et al., 2005), and problems in disseminating and accessing research
evidence (Lavis et al., 2005), the most important of which is the exclusion of policy
makers who are supposed to be consumers of the evidence. As a way to overcome the
barrier of policy makers 'assimilation of research evidence, some strategies have been
proposed, including promoting effective interaction between researchers and policy makers
(Innveer, Vist, Trommald, & Oxman, 2002), and conducting research that targets decision-
makers' needs, in addition, the way research evidence is presented is important because
policymakers prefer access to Contain information in summary form so they can quickly
review it and if appropriate, they are considering more information (Bickford & Kothari,
2008).

A study in South Africa indicated that policymakers generally realize that they must make
the best use of available evidence, but have highlighted systemic barriers that go beyond
the influence of individual managers to solve. The study indicates that improved use of
evidence throughout the policy cycle, especially in analyzing problems and needs, is a
condition for learning through evidence-based policy development. It suggests that the
political and administrative leadership will need to agree on standards and methods of
dealing with barriers to effective use of evidence and on the role of each of them during the
policy cycle in ensuring the availability and use of appropriate evidence (Cronin et al.,
2015).

Policy makers, a role they play in the use of research where research evidence may be one
of only a few factors in the decision-making process and policy, there is an increasing
awareness of its value (Campbell et al., 2009). One of the tasks of health policy makers is
to make important and costly health decisions about governance, financial arrangements,
and implementation that determine whether the right programs, services, and medicines
reach those who need them (Lavis, Posada, Haines, & Osei, 2004). Policymakers should be
open and receptive to evidence-based work and be an integral part of creating an
encouraging environment for research. Moreover, if users of knowledge do not know how

to acquire, evaluate or apply research evidence, and if they do not implement the
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infrastructure that supports the use of evidence, the likelihood of using research evidence
to enrich the policy industry will be weak (Ellen, Lavis, Ouimet, Grimshaw, & Bédard,
2011; WHO, 2012).

Understanding the local context and the views of key players in the process can help

identify the barriers and facilitators to use evidence in health policy-making.

2.2.12 Transfer and exchange of knowledge

Globally, countries spend billions of dollars annually in both the public and private sectors
on biomedical, clinical and health research, continuous professional development, quality
improvement, patient safety and risk management. However, health care systems fail to
ensure that such research is used for health policy-making processes (Grimshaw et al.,
2012). Bridging the gap between producing knowledge and using knowledge is a global
challenge (Ellen et al., 2011; Hoffman, Lavis, & Bennett, 2009; WHO, 2012). Several
KTE frameworks and approaches have been proposed; however, there is no comprehensive
framework yet to help better understand impacts on decision-making and evidence-based
policy-making (World Heatlh Organization, 2012; World Health Organization, 2005).

It is clear from the frameworks _and research that local climate and context, weak
relationships between producers and users of knowledge, and perceptions of knowledge
producers with regard to the roles they need to play in order to transfer knowledge can
serve as barriers to the KTE process (Grimshaw et al., 2012; Lavis et al., 2005).
Knowledge Transfer and Exchange (KTE) is one of the tools used to bridge the 'know-do'
gap' (WHO, 2005). KTE is defined as “a dynamic and iterative process that includes
synthesis, dissemination, exchange and ethically sound application of knowledge to
improve the health of [citizens], provide more effective health services and products and
strengthen the health care system” (Boyko, Lavis, Abelson, Dobbins, & Carter, 2012).
Simply providing evidence through publications or meetings is an insufficient means to get

research evidence into policy decisions (Straus, Tetroe, & Graham, 2011).

KTE is vital because knowledge can be scattered, the spread of research is enormous, and
the cost of making bad decisions or slow implementation of knowledge in health care can
have serious consequences. The success of any KTE strategy depends on adapting the
approaches and initiatives implemented in the local context, barriers and facilitators

working in these contexts (Ellen et al. 2011).
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In a qualitative study in Ethiopia, the participants suggested a number of different ways in
which the Federal Ministry of Health can build capacity for policy analysis and use of
evidence in health policy development where career knowledge management development
will facilitate the use of existing evidence, and help in understanding the current scope and
status of research. This is necessary, but it will not facilitate the use of evidence alone.
Creating a health policy analysis unit is key. The institutional arrangements for the PMU
are a critical factor in ensuring that a unit is able to generate evidence and proactively

review health policies and policies.

The unit should be formed based on a comprehensive long-term strategic plan that includes
sustainable financing mechanisms. There are advantages to creating this unit as an
independent institute, but this can also be created within the Minister's Office of the
Ministry of Health, under the direct supervision of the Minister, with a long-term strategic
goal of becoming an independent institution. Coordination of comprehensive research and
priority-setting mechanisms will help meet the research needs of the Ministry of Health,
reduce duplication in research, and improve resource use (Tilahun, Flannery, & Berman,
2016).

2.2.13 Links between researchers and policy makers

Structures and capabilities alone are not sufficient to facilitate the use of evidence. Links
between structures, in the form of networks and exchanges between institutions and
individuals, are an essential feature of the use of successful evidence in health policy
(Alliance HPSR, 2007; Campbell et al., 2009; Koon, Rao, Tran, & Ghaffar, 2013).

It is especially important that these links are among the major groups involved in evidence-
based health policy: researchers and policy makers (Buse, Mays, & Walt, 2012; Koon et
al., 2013). Each of these categories has different goals, motivation, training, interests,
values, and organizational structures. If the differences are not overcome, it may be
difficult for evidence to significantly influence health policy. Strong ties between the two
groups are identified by formal and informal ties, trust, bridging language gaps, and
creating time frames that work for both researchers and policy makers (Alliance HPSR,
2007; Koon et al., 2013).

Improving linkages between policy makers and researchers aims to facilitate an increase in

the supply of policy research and the demand for this research from policy makers (Adam,
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Moat, Ghaffar, & Lavis, 2014). While the links and closeness between policy makers and
researchers are important, it is also important for researchers and policy analysts be
independent of policy makers so that political interests do not dominate artwork or
operations (Alliance HPSR, 2007; Bennett et al., 2012; Doherty et al., 2010). Supply,
demand, proximity and independence are key concepts in developing the use of evidence
in health policy.

2.2.14 The use of evidence

International organizations and Governments provide recommendations and implement
policies that they claim are based on the best evidence available at the time. Nevertheless,
the results of some studies have shown that most of the time, these recommendations are
not based on the best available evidence, and there are gaps between the available evidence
at the time of taking the recommendation and the recommended actions (Hoffman et al.,
2009; Lavis et al., 2002).

There have been many qualitative studies comparing the perceptions of researchers and
policy makers, exploring their areas of agreement and differences. It is necessary to get
examples from other health systems because the solutions are dynamic. Some factors may
be applicable across contexts, while others may be local only (Campbell et al., 2009).
Among the few studies examining KTE's activities and the views of researchers,
researchers from 10 low- and middle-income countries were questioned and found that less
than 50% of them participated in the activities of KTE (Lavis et al., 2010).

Interviews researchers separately from policy makers and perceptions from each group
regarding the transformation of research into policy. Participants reported their perceptions
of research used in policy-making, if policymakers found that access to research was
useful, communication and exchanges between researchers and policy makers, and their
suggestions on how to increase the use of research in policy. Each category noted that
although the research evidence is used in policy planning, more can be done to increase its
use in policy (Petticrew, Whitehead, Macintyre, Graham, & Egan, 2004; Whitehead et al.,
2004).

Conducted two studies examining the evidence base of policies to reduce health
inequalities and examined the views of researchers and policy makers on the use of
evidence in policy-making, they reported a significant match between researchers and

policy makers, suggesting that there may be a common understanding between them and
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that both groups recognized the need to promote an evaluation culture, including training
of researchers beyond the description of the research towards assessing the results of
interventions (Choi et al., 2005; Shroff et al., 2015; Uzochukwu et al., 2016). Studies have
confirmed the benefits of working together, as shown in other studies (Choi et al., 2005;
Shroff et al., 2015; Uzochukwu et al., 2016).

Researchers in Argentina had similar feelings about the lack of support and incentives, but
they also felt the growing mistrust of policymakers, and even of other researchers, because

of their social and political history (Corluka, Hyder, Winch, & Segura, 2014).

Recently, the focus has been largely on policymakers, whether in understanding their
perceptions or in providing potential interventions (Dobbins, Ciliska, Cockerill, Barnsley,
& Dicenso, 2002; Graham et al., 2006; Kitson, Harvey, & McCormack, 1998). While
research has been conducted in the field of KTE and understanding the views of key actors
in the process and the actual use of research in policy development in Canada, some Arab
countries, and elsewhere (Campbell et al., 2009; El Jardali, Lavis, Ataya, Jamal, et al.,
2012; Lavis et al., 2010).

In one study conducted in South Africa on the use of evidence in policy making, the study
provided a descriptive snapshot of attitudes toward the use of evidence in policy making.
All 54 senior government officials interviewed felt that the use of evidence was very

limited to ensure effective and relevant policy responses.

This includes policies that underlie complex outcomes and those that have long-term and
highly resource implications. Although all respondents considered EBPM intuitively
desirable, there were different views on practical application. The examples provided
indicate that, if evidence was used, it was often associated with a borrowed international
policy without analysis based on prior evidence of successes and failures or their relevance

and relevance in terms of issues and local context (Cronin et al., 2015).

In a study targeting health policy makers in Zambia that indicated that participants did not
understand the concept of informed health policy for evidence so well that less than half of
the respondents reported that they specifically heard about the informed health policy of
evidence at the same time about two thirds reported that they used research evidence in
decision-making And formulate policies. A similar contradiction was expressed in the

understanding and use of rapid response mechanisms such that although half of the
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respondents reported that they had heard about it. Regarding information sources, about
half of the respondents reported scientific articles as the main source of evidence (Katowa-

mukwato, Mwape, & Siwale, 2018).
2.2.15 The use of evidence at the level of the Eastern Mediterranean region

There is a lack of health systems research and systematic reviews from the countries of the
EMR (El-Jardali et al., 2010; Law, Lavis, Hamandi, Cheung, & El-Jardali, 2012). The
EMR has the lowest (after Africa) share of scientific publications dealing with health
topics in the world (0.8% among all WHO regions) (WHO, 2004).

A study of 12 countries of the Eastern Mediterranean region was conducted. The majority
(76%) indicated that policy formulation was based on elements other than evidence-based
processes such as donor preferences and internal MOH discussions. A similar majority felt
that there was insufficient evidence of how health policies were produced, and that there
was a lack of coordination among stakeholders in policy making, perhaps because of their
derision towards the value of evidence. Again, less than half of the researchers were

involved in knowledge transfer activities (El Jardali, Lavis, Ataya, & Jamal, 2012).

The administrative structures of several countries in the region are disrupted by poorly
arranged health care systems, which affect health care financing and delivery. This has
resulted in a lack of coordination as many countries face challenges related to poor
resource allocation, weak public-private partnerships, and lack of fiscal sustainability

policies, reflected in poor quality and inefficiency (Schieber G, Maeda A, 1998).

In a previous priority-setting study with policy makers and researchers from the region,
participants called for further exploration of health systems research in policy, involving
policy makers in health systems research, and conducting surveys to understand the
context of policy-making and the design of effective KT strategies in the region (El-Jardali
etal., 2010).

A previous analysis of print media in 44 low- and middle-income countries (LMICs) in
several countries of the Eastern Mediterranean Region showed that the region is among the
lowest in terms of articles describing or using health systems research (Cheung et al.,
2011).
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2.2.16 The use of evidence at the level of Palestine

In a recent qualitative study of 104 experts in Palestine, the results revealed, firstly, that the
HRS system in Palestine was performing remarkably poorly, and most experts were
dissatisfied. Participants view the system as ineffective, poorly managed and lacking
systematic evaluation. Second, the factors behind the system's poor functioning were (1) an
unregulated system, a lack of research culture, and a governing body or policies; (2) health
research was seen as individual, unpaid and unutilized in policy decisions; (3) Minor
coordination and core resources. The third result showed insufficient support and political
participation (Alkhaldi et al., 2018).

In a qualitative study published in 2014, the study noted that there are many obstacles to

the conversion of evidence into policies: lack of incentives and capacity building
programs, weak information infrastructure, and logistical and technological capabilities
also lack the "transfer" of knowledge. In addition, communication, networking and
coordination between institutions, researchers and policy makers was fragile. Also, the
majority stated that evidence-based practice is not properly used and most of them are
personally driven and non-institutionalized in fact, as well as inter-institutional relations
are not good (Aljeesh & AL-Khaldi, 2014) . A quantitative and qualitative study in the
Gaza Strip indicated high levels of knowledge, attitudes and practice of physiotherapists
regarding their views on evidence-based practice, and a low level of efforts by providers of
physiotherapy services to provide a supportive environment for evidence-based practice
(Zeedia, 2018).

In a cross-sectional study using a web-based questionnaire to assess awareness, attitudes
and knowledge about evidence-based medicine where the study included Palestinian
doctors working in health centers of the MoH, UNRWA, academics, and the private sector,
most respondents welcomed the concept of EBM , And they agreed that EBM is beneficial
in their daily practice and can improve patient care, claiming that more than half of their
daily clinical practice is evidence-based. However, two-thirds of respondents believed that
evidence-based medicine practice would impose requirements on physicians who are
already suffering from an overload. About a third of respondents said they received formal
training in evidence-based medicine. The main perceived barriers to practicing evidence-
based medicine were insufficient knowledge and skills, lack of administrative and

institutional support, limited resources and free access to databases or libraries, excessive
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work, and a negative attitude towards evidence-based medicine among some colleagues,

especially the most senior (Albargouni & Elessi, 2017).

The first EBM conference was organized in Palestine, and perhaps one of the first in many
Arab countries. It was entitled EBM as part of Medical Education and Clinical Practice.
Held at the Islamic University, Gaza on 25-26 October 2013, the conference covered 15
different local medical practices in hospitals in the GS. The aim of the conference was to
promote the dissemination of the principles of EBM in Palestine to a wider audience of
health professionals and raise awareness of the need to conduct a practice evaluation and
the need to review our clinical practices regularly and also to make a number of

recommendations on how to improve current local practice (Elessi, 2016).

The first EBM initiative was created in the GS by the Faculty of Medicine at the Islamic
University and Dr. Khamis Elessi is the owner of this initiative and this initiative works
with governmental and NGOs, locally and internationally, to impose its role in clinical
practice gradually, and this initiative has accomplished a lot of training For doctors about
the concept and practice of EPM (Islamic University - Gaza, 2020).
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Chapter Three

Methodology

3.1 Introduction

This chapter provides a detailed description of the study methodology. It begins by
explaining the design of the study, the method of data collection and analysis, sampling
technique, study population, and study settings. Then, it describes the validity and
reliability of the study instruments, ethical considerations, and finally the study main
limitations.

3.2 Study Design

In order to assess the use of evidence in health policy making, the researcher chose a
triangulated, descriptive-analytical, cross-sectional design. The descriptive research
method is the main research approach that examines the situation, as it occurs in its current
state (Williams, 2007). Analytic research recognizes relationships between variables and
creates new knowledge about concepts (Burns, Grove, & Stuppy, 1997). The cross-
sectional design reveals the present facts at the same point in time of data collection, it is
less expensive and it consumes less time than other longitudinal studies (Fathalla, 2004).

In this study, methodological triangulation would present an integration of quantitative
(structured interview questionnaire) and qualitative paradigms key informant interviews
(KI1) to confirm outcomes from one model with another, and to maximize the strengths of
the quantitative and qualitative. Also, to add new facts having an important relation to the
study, and ultimately to provide better understanding of the research problem or issue than
understanding research approach alone (Bulsara, 2015).

3.3 Study Population

It is a census survey, the study group includes all top and middle level managers in the
MoH in the GS, and they are 169 participants and 5 key informants (policy makers), the
managers of the top and middle levels were defined as those who participate directly in
health policy making as well as those who support Such operations. In addition to 7 key
informants (researchers and experts) from outside the MoH, who have significant
experience in the field of health policy research. The study population was divided into
policy makers, researchers, and experts, each respondent were divided into two
quantitative and qualitative sections as follows:
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3.3.1 Quantitative Part

The quantitative part of the study includes the entire study population (census), who are the
top and middle level managers in MoH. Thus, the total study population is 169 managers
divided as follows: Head of Department 139, Director of Unit 9, General Director 21.
Where the response rate was 85.7% (145\169 participants), while the response rate in
another similar study 75.7% (EI Jardali, Lavis, Ataya, Jamal, et al., 2012). the researcher
has reached this rate of response because of frequent contact with managers to conduct
interviews, and the researcher has also reached all the geographical locations where the

participants work.

3.3.2 Qualitative part

This part includes in-depth interviews with 12 participants (5 health policy makers, 7
researchers and experts in the field of health policies) were selected by the researcher and

the supervisor and then the researcher conducted interviews with them (Annex 3).
3.4 Eligibility criteria
It included the inclusion and exclusion criteria for the study population.

3.4.1 Inclusion criteria: quantitative and qualitative part

= Policymakers: Policy makers: at least two years' experience at the top or middle
management level.

= Researchers and experts: They have health policy research and have much
experience in health policy and are not required to be employees of MoH.

3.4.2 Exclusion criteria: Quantitative study

=  Policymakers working outside the MoH

3.5 Study setting

This study was conducted in the GS, targeting health policymakers working for MoH from
the five governorates, along with targeting also researchers and policy experts from

academic institutions and other service providers.
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3.6 Study period

The study was conducted over 16 months; it has begun in sept 2018 and finished in May
2020.

3.7 Study instruments
This study utilized various instruments for quantitative and qualitative parts:

3.7.1 Quantitative part

The first tool was a structured interviewed questionnaire, the survey was adapted and
customized from several similar tools developed by other researchers. (Canadian
Foundation for Healthcare Improvement, 2014; El Jardali, Lavis, Ataya, Jamal, et al.,
2012; Kothari et al., 2009) some elements were reformulated, edited, or removed to suit the
context of health policy-making in the GS. (Annex 4) . The questionnaire composed of two
parts: The first part covers the socio-demographic data of the participants, the educational
qualification of the participants and their Managerial position and other questions. It
includes 23 questions. The second part explore the extent to which evidence is used in
health policy-making using Likert's model scale with five options (Strongly Disagree (1),
Disagree (2), neutral (3), Agree (4), Strongly Agree (5). Total questions of the

questionnaire were (99) questions divided into five domains like the following:

1. Perceptions Policymaker about the use of evidence in policy making process (17
questions).

2. Determine the ability to assess, acquire, adapt and apply scientific evidence (50
questions).

3. Current knowledge transfer mechanisms (12 questions).

4. Groups or factors that Influence Health Policymaking (10 questions).

5. Inhibiting factors, the use of evidence by health policy makers (10 questions).

3.7.2 Qualitative part

The second tool used in the data collection was guiding questions for the in-depth
interviews for 12 key informants, the policymakers, and health policy experts. The guiding

questions were developed after the analysis of the quantitative part (Annex 5).
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3.8 Ethical and administrative considerations

In order to start this study, the proposal was accepted by Al Quds University-School of the
public health research committee for discussion and academic approval. Additionally, the
revised International Code of Ethics Standards (1975), known as the Declaration of
Helsinki, which is approved by the World Medical Assembly were followed and an official
letter of approval to conduct the research was achieved from the Helsinki Committee
(Annex 6). According to the Principles of the Helsinki Ethical Declaration, every study
participant was given a clear and complete explanation of the research purposes, and
confidentiality (Annex 4). Every participant in the study had the opportunity to accept or
decline to participate in the study. Additionally, the participants who entered the study
received verbal consent. Official permission was received for taking notes and recording
the Interviews with the key informants. To strengthen the integrity of the report, by
protecting privacy and confidentiality, the researcher-maintained adherence to the Ethical
Code Principles. The researcher expected additional ethical rights to be protected.

Official letters were sent from Al Quds University-School of public health of the
Palestinian Ministry of Health for administrative approval, (Annex 7) then it was obtained

for the data collection process (Annex 8).

3.9 Pilot study

The study was divided into two parts, quantitative and qualitative parts as follows

3.10 Quantitative Part

For the quantitative part; a pilot study was done to assess the reliability of the
questionnaire and to investigate the suitability of the study tools, the transparency of
meaning and scales or rating. In addition, the pilot study design helps to assist many aims
of the study.

It was performed to expect response rate, time spent to fill in the questionnaire by the
respondent, validity, and appropriateness of the questionnaire. Furthermore, this design
highlights the points that need some modifications. 20 participants were included in the
pilot study. According to the results of the pilot study, one question was removed and some

were changed or some details were added to the other questions.
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3.10.1 Qualitative Part

This part included two key informants from participants in qualitative part, which allow for
additional enhancement of the study regarding validity and reliability. At this stage; the

questions were organized and developed to be more focused.

3.11 Data collection
3.11.1 Quantitative data

The researcher used a structured interview questionnaire as a formal instrument for data
collection. The formal instrument was used for validity and reliability testing to ensure
scientifically sound findings. The researcher asked and explained the nature of all
questions for the participants.

In addition, the attached consent form was placed in front of each questionnaire and the
participants were asked to voluntarily participate in the study. The researcher explained to
each participant the importance, the aim and purpose of the study, and then ticked all
questions that were answered by the participants. Time allocated for each questionnaire

was 2025 minutes (Annex 4).

3.11.2 Qualitative data

In in-depth interviews with five key informant (KI1I) from policymakers in MoH and seven
researchers and experts in health policy. The researcher gave a brief introduction to the aim
of the study, prolonged engagement and probing techniques were used to make sure that
ideas are reasonably reflected. In addition, short notes were taken and recorded through the
interviews to allow further capturing of information, each interview lasted from 50 to 60
minutes. Interviews were conducted after the quantitative data collection was completed.

Annex 1 and 5 shows the questions discussed and the KII who participated in the study.

3.12 Scientific rigor

3.12.1 Quantitative part (questionnaire)

Face and content validity

The validity of a study tool means that the level to which a tool measures what it is

assumed to be measured. The face validity means whether the tool looks as though it is

measuring the suitable form (Polit & Beck, 2009). The face validity assisted the
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researchers to reach the complement of readability and clarity of the tool, while the content
validity concerns the degree to which a tool has a suitable sample of items for the structure
being measured. An instrument content validity is essentially based on judgment (Polit &
Beck, 2009).

The questionnaire was presented to an expert panel with experience and knowledge in this

field who give ideas and opinions about the suitability of the questionnaire (Annex 9).

The experts expressed their ideas and advice about the transparency, simplicity,
completeness of domains and statements on the questionnaire, therefore the researcher did
some changes according to the experts’ suggestions. The questionnaire was formulated in
order to ensure face validity, including attractive layout and rational sequences of

questions and clarity of instructions.

In addition, a pilot study was done before the actual data collection to assess the
participant's replies to the questionnaire and how they understand it. This assured and
improved the validity of the questionnaire, especially after changing it to be clearer and

more understandable (Annex 9).
Internal Consistency:

To test internal validity, the researcher evaluated the correlation between each item and the
corresponding field. Tables (3.1) existent the correlation coefficient for each domain and
the total of the corresponding field. The p-values (Sig.) are less than 0.05, thus the
correlation coefficients of all domains are significant at o = 0.05, therefore it can be said

that all items of each field are consistent and valid to measure what it was set.
Reliability of the instruments

The reliability of an instrument is the degree of uniformity with which it measures the
characteristic it's supposed to measure (Heale & Twycross, 2015). The reliability test was
performed for the structured interview questionnaire after the pilot stage and also after the

data were completely collected and entered.

The researcher used the Crombach alpha coefficient to discover the reliability for each
domain and the total reliability of the scale was (0.961), table 3.2 below presents the

reliability test result for all domains.
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Table (3.1) Reliability domains of the structured interview questionnaire

. Cronbach's Split-Half
Domains
Alpha Coefficient

Perceptions of policymaker about the use of evidence in policy 0.838 0.735
making process
The ability to assess, acquire, adapt and apply research 0.843 0.801
evidence
Current knowledge transfer mechanisms 0.869 0.749
Groups or factors that influence health policymaking 0.835 0.797
Inhibiting factors, the use of evidence by health policy makers 0.927 0.861
Overall 0.961 0.867

3.13 Data entry and analysis

3.13.1 Quantitative part

Data entry model has been designed and questionnaires and variables were coded and
entered, then data cleaned by using the SPSS program. Later the analysis process was done
by using the different tests of the SPSS, central tendency measures were performed,
including descriptive frequencies, mean, median, mode, standard deviation (SD) and
frequency tables for the quantitative variables and the percentages were found out for the

qualitative variables.

The researcher used inferential analysis to test the statistical significance of differences; an
independent t-test was used to mean scores of the independent variable with two categories
such as gender. One-way Analysis of Variance (ANOVA) test was used to compare the

mean scores of the independent variable with more than two options such as governorates.

The P-value equal to or less than 0.05 was considered statistically significant, with a

confidence interval of 95%.

The Statistical Package for Social Sciences version (SPSS) program, version 23 was used

for data entry and analysis.
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3.13.2 Qualitative part

Debriefing reports for each interview were made immediately after the end of each one.

Related qualitative data and reflections on initial results were obtained Transcription was

done to every interview, and then an open coding thematic analysis technique was used to

examine the records of the in-depth interviews. The researcher, achieved the main results

from the records of the interviews. Then, the classification of related ideas and comparison

and a combination between the quantitative and the qualitative results were done to

generate rich items for discussion.

3.14 Limitations of the study

1.

The study in the quantitative part included policy makers in the MoH and did not
include policy makers in other health sectors, such as the private sector, UNRWA
and NGOs.

The study was limited to the GS and did not include the WB.

The study includes researchers in health policies as a qualitative part that is not
covered by the quantitative part.

The study did not include stakeholders and actors outside the MoH, such as the
Legislative Council, donor institutions, and others that could also influence health
policy adoption.

The study includes evidence-based health policies and does not include evidence-
based practices and EBM.
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Chapter Four

Results and Discussion

4.1 Introduction

This Chapter illustrates the results of statistical analysis of the data, including descriptive
analysis that presents the demographic characteristics of the study sample and the answers
to the questions of the study.

The researchers used statistical tests, including frequencies, bivariate, and multivariate
analysis to analyze the connotative data. The Chapter also summarizes the main findings of
the qualitative data. Also, the Researcher discusses the results of the study in the light of
similar studies, both local and international and determine the extent of compatibility or

difference with this study findings.
4.2 Descriptive statistics

4.2.1 Distribution of the study participants according to selected demographic data

In this domain, the researcher will discuss the main finding of the demographic
characteristics of the respondents which include but not limited to age, gender, residency,

professional background, level of education).

B Male

@ Female

Figure (4.1): Distribution of the study participants according to gender

Regarding the distribution of participants by gender, the results showed that most of the
study participants were male (90.3%) while 9.7% of them were female Figure (4.1). These
results were somewhat consistent with a study that included 245 managers at the MoH in
the GS, (86.1%) of males compared to 13.9% of females (Balawi, 2013). The results of this
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study also differed with a study that included managers in 42 NGOs in the GS, where the
percentage of male managers was (67.7%) and females 32.3% (Abu Aisha, 2014). It also
differed with a study in Canada targeting policymakers in the field of agricultural, food and
public health, where the results showed that 72.7% of the participants were women (I.
Young et al., 2014). A study conducted on the policy makers in Nigeria showed an
increase in the percentage of females 34.6% compared to our study (Uneke et al., 2011).
Another study in the Israeli occupation state showed a difference with this study, where the
results showed that 71.8% of policymakers are men and 29.2% are women (Ellen,
Horowitz, Vaknin, & Lavis, 2016). According to many local and international studies, the
researcher believes that the representation of women in administrative positions in the
MoH in the GS is low and the researcher believes that the culture of Palestinian society,
especially the GS, is a culture that tends to males and reduces the ability of women to bear
burdens. The researcher recommends an in-depth study to determine the true causes of the

underrepresentation of women in managerial positions.

Table (4.1) Distribution of the study participants according to their demographic
characteristics

Items | Number | %
Age
Less than 45 years 38 26.2
From 45 to 50 years 47 32.4
From 51 to 55 years 24 16.6
More than 55 years 36 24.8
Total 145 100.0

Mean= 49.26, MD = 49.00, Std= 6.40

Level of education

Bachelor 63 43.4
Master 54 37.2
PHD 10 6.8

Board 18 12.4
Total 145 100.0

Professional background

Medicine 31 21.4
Pharmacy 17 11.7
Nurse 25 17.2
LAP Technician 17 11.7
Management 34 23.4
Other 21 14.5
Total 145 100.0
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Table 4.1 with regard to the age groups of the study participants, the results showed that
the highest percentage of age groups among the study population were from 45 to 50 years
(32.4%) followed with less than 45 years (26.2%), more than 55 years (24.8%) and lowest
groups were from 51 to 55 years (16.6%).

In brief, the average mean age of participants was 49.26 years. The results of this study age
group differed with the results of another study conducted in the Gaza Strip, where the
study included the administrative level in the MoH and the results showed in the age group
more than 50 years (18%) while the result was in this study of the same category (41.4%)
(Balawi, 2013).

The results of this study also differed with a study that included managers in 42 Non-
Governmental organizations (NGOSs) in the GS, where the mean age of managers was 40.9
while our study was the mean age of 49.26 (Abu Aisha, 2014). Also in another study
conducted in Israel, it included the same group that was included in our study, and the

average age of the participants was 54.7% (Ellen, Horowitz, et al., 2016).

The researcher explains this difference is that our study included the top and middle

management levels It did not include the first management level.

Regarding the distribution of participants by place of residency; Figure (4.2) the results
showed that the highest percentage of participants (51%) was from the Gaza governorate,
while the North Governorate were ranked second with 15.9% of the total, and these results

are consistent with Balawi (2013) findings.

60.0% - 51%
50.0% -
40.0% -
30.0% -

20.0% 15.9% 15.2%
. o ]

7.6% 10.3%
N l ]

0.0%

North Gaza Middle Khanyonis  Rafah

Figure (4.2): Distribution of the study participants according to their place of
residency
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With regard to the level of education, the study results showed that (56.2%) hold post-
graduation degree distributed as follows: 37.2% Master, 6.8% Ph.D, 12.4% Board, and the
remaining numbers of managers hold a Bachelor's degree with a percentage of 43.4%. Our
study agreed to a study that included managers in the MoH (Balawi, 2013). It was also
consistent with a study conducted with NGOs directors (Al-Khaldi, 2012), a clear
difference was observed in the post-graduation between managers in the MoH and their
peers in NGOs (Abu Aisha, 2014; Nassar, 2011), where the results showed a decrease in
the number of managers holding higher post-graduation in NGOs (31.3%) compared
Managers in the Ministry of Health (56.2%). The study also differed with a study
conducted on policymakers in Nigeria, where it showed a decrease in the educational level
of the postgraduate level (31.8%) compared to the results of our study (56.20%) (Uneke et
al., 2011).

Regarding the distribution of participants according to the professional background, the
medical profession ranked first, with a 21.4%, followed by the management profession,
with a 23.4% at the second level and then the nursing profession third with a 17.2%. These
results were somewhat in agreement with other studies (Balawi, 2013).

4.2.2 Distribution of the study participants according to work related variables

This domain will discuss work-related variables of study participants such as place of work,
current managerial position, years of experience at current position, years of experience at the
MoH, employees are you currently managing, the number of articles read per month, and the

number of times evidence is used per month.

Table (4.2) Distribution of the study participants according to work-related variables

Items | Number | %

Place of work
PHC 27 18.6
Hospital 52 35.9
Supportive technical administrations 66 45.5
Total 145 100.0

Current managerial position
Head of Department (Middle level manager) 125 86.2
Male 111 88.8
Female 14 11.2
Total 125 100.0
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Gender of top-level manager: Unit manager 13 9.0
Male 13 100.0
Female 0 0
Total 13 100.0
Gender of top-level manager: General 7 4.8
Director
Male 7 100.0
Female 0 0
Total 7 100.0
Total 145 100.0

Years of experience at the current position
5 years and less 42 29.0
From 6 to 10 years 63 43.4
More than 10 years 40 27.6
Total 145 100.0

Mean = 8.43, MD = 9.00, Std = 4.09

Years of experience at MoH
14 years and less 21 14.5
From 15 to 20 years 49 33.8
More than 20 years 75 51.7
Total 145 100.0

Mean =21.77, MD = 21.00, Std = 6.71

Number of employees currently Managing
10 and less 40 27.6
From 11 to 20 21 14.5
From 21 to 50 43 29.7
More than 50 41 28.3
Total 145 100.0

Mean = 61.55, MD = 25.00, Std = 105.10

Number of articles you read per month
Zero 27 18.6
From1to 2 33 22.9
From3to5 40 27.8
More than 5 44 30.6
Total 145 100.0

Mean =6.72, MD = 3.00, Std = 12.85

How often do you use results of scientific research and literature in the decision /

policy making
Never 32 22.1
once per month 47 32.4
2-5 times per month 44 30.3
6-10 times per month 12 8.3
More than 10 times a month 10 6.9
Total 145 100.0
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Table 4.2 regarding the workplace variable, the study results showed that supportive
technical administrations at the first level (45.5%) and hospitals at the second level
(35.9%), followed by primary health care (18.6%). The MoH in the GS consists of several
general administration such as the general administration of hospitals and the general
administration of primary care and both of them considered the largest administrations in
the MoH. The researcher divided the general administration into three sections: the general
administration of hospitals and the general administration of primary care and the third
section included the rest of the administrations in MoH and named supportive technical
administrations, including but not limited to general administration for pharmacy, general
administration for financial and administrative affairs, general administration for
supportive medical units, general administration for legal affairs, general administration for
mental health, general administration for international cooperation, general administration

of nursing, ambulance and emergency unit and other departments.

Regarding the current managerial position, the study showed that 86.2% of the study
participants are head of the department (111 males, 14 females), 9.0% and unit managers
(13 males, zero females) and 4.8% general manager (7 males, zero females).

Our results showed the lack of representation of women in top management positions (unit
managers and general managers). According to the Palestinian Central Bureau of Statistics
(PCBS), women working in the government sector in Palestine constitute 11.6% of general
managers, compared to 88.4% for men in the same class, and this does not correspond to
the results of our study (PCBS, 2018), as the results showed that there were no women
among the respondents to study in the position of general manager at MoH in the Gaza
Strip, the results of a study that included manager in NGOs was better than the MoH,

where the results showed 20.6% of general managers are female (Abu Aisha, 2014).

When the participants were asked about years of experience in the current position, 29%
answered that they have 5 years of experience and less, and 43.4% said that they have
experience from 6 to 10 years, and the remaining respondents, 27.6% answered that they
have experience in the current position more than 10 years. Also, our results did not agree
with a study conducted on policy makers in Canada, where the category of experience less
than 5 years constituted 48.5% of the participants, while our study for the same category
made up 29% of the participants. (I. Young et al., 2014).
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As for the years of experience in MoH, 14.5% of the respondents answered that they have
14 years and less of experience, 33.8% answered that they have experience from 15 years
to 20 and the rest (51.7%) answered that they have more than 20 years’ experience in
MoH. The mean for years of experience in MoH was 21.77, this result is inconsistent with
the Al-Balawi (2013) study that included decision makers in MoH where the mean was
13.2 years.

When the participants were asked about the number of employees who currently manage
them, the weighted mean the mean among study participants was 61.55, came first to
29.7% of respondents answered that they manage from 21 to 50 employees, followed by
28.3% who answered that they manage more than 50 employees, and 27.6% answered of
respondents said that they manage 10 employees and less, and finally answer 14.5% that

they manage 11 to 20 employees.

When asked of respondents about the number of articles he reads monthly, 18.6% said that
they do not read any articles, and 22.9% answered that they read from 1 to 2 articles per
month, followed by 27.8% who answered that they read 3 to 5 articles per month, and
30.6% answered that they read more than 5 articles per month, where the average number
of articles was 6.72 articles per month. When asked the study participants about the
number of times they use scientific evidence and literature in policy / decision making,
22.1% said they do not use any evidence in policy / decision making, while 32.4% of the
respondents answered that they use evidence once a month, and 30.3% of respondents
answered that they use evidence 2 to 5 times a month, and 8.3% said they use evidence 6 to
10 times a month, and 6.9% of respondents said they use evidence more than 10 times a

month.

4.2.3 The distribution of the study participants according to available resources and

training

This scope will discuss variables related to availability of resources and training, such as
(resources and training, received training in health policy, access to search engines, access
to electronic libraries, access to a computer, access through your smart phone, access to

databases, access to publications).
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Table (4.3) Distribution of the study participants according to available resources

and training
Items | Number | %
Received training in health policy
Yes 82 56.5
No 63 43.5
Total 145 100.0
Have access to search engines to access health policy research free of charge at
workplace?
Yes 139 95.9
No 6 4.1
Total 145 100.0
Search engines accessed often
Google 130 90.3
Yahoo 13 9.0
PubMed 12 8.2
UpToDate 7 4.8
Other 21 14.4
Have access to electronic libraries
Yes 46 31.7
No 99 68.3
Total 145 100.0
Have access to computer at work
Yes 145 100.0
No 0 0.0
Total 145 100.0
Have access to search engines through smart phone at work
Yes 130 89.7
No 15 10.3
Total 145 100.0
Have access to MoH database at work
Yes 133 91.7
No 12 8.3
Total 145 100.0
Have access to MoH publications including annual reports
Yes 141 97.2
No 4 2.8
Total 145 100.0

Table 4.3 Regarding health policy training answered 56.5% of the respondents indicated
that they received training in health policy While 43.5% answered that they did not receive
any training on health policy. This result is somewhat close to a study conducted on health
policy makers in the Middle East and included Palestine (El Jardali, Lavis, Ataya, Jamal, et
al., 2012). The researcher believes that this percentage is relatively low, as failure to
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develop and train policymakers in making health policies will lead to wasting the already
limited resources, and this will ultimately be reflected in people's health.

Regarding the availability of resources, 95.9% of study participants indicated that they can
access health policy research from their workplace. The majority of respondents (90.3%)
said that Google is the engine they use most often for evidence, and 9% of respondents
said they use the Yahoo engine often to search for evidence, and 8.2% said they use
PubMed and 4.8% of respondents reported that they use Up-To-Date.

As for the participants when asked about the availability of a computer in the workplace,
100% of the respondents answered yes, and in a question about access to electronic
libraries such as Henri from the workplace 68.3% answered that this is not possible while
31.7% answered that they can access e-libraries from a place the work, and when the
participants are asked About the possibility of access to search engines through a
smartphone 89.7% answered yes, 91.7% of the respondents replied that they had access to
the MoH database related to their work and 8.3% answered no, and 97.2% of the
respondents indicated that the reports and publications of the MoH, including annual
reports, reached them. The researcher believes that the infrastructure for using evidence is
fairly good and needs some minor improvements. Based on the results of this scope, the
researcher believes that we need to develop other aspects such as developing skills and

providing incentives for policymakers / decision makers to increase reliance on evidence.
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4.2.4 Distribution of the study participants according to Perceptions of Policymaker

about the use of evidence in policy making process

This domain will discuss participants' perceptions, knowledge, and attitudes about the use

of evidence in health policy making.

Table (4.4) Distribution of the study participants according to perceptions of
policymaker about the use of evidence in policy making process

N S.trongly Disagree | Neutral Agree Strongly
ltems disagreed agree WM
N % N| % [N| % |N| % | N| %

1. | Evidence-informed policymaking EIPM
is necessary to improve the performance 2 14 0|00 |11| 76 | 39| 269 | 73| 64.1 | 90.40
of the health care system

2. | laminterested in improving the skills
needed to integrate EIPM in my 0 0.0 0| 00| 6 | 41 |52|359|87]600]9120
organization/ department

8. | EIPM improves the quality of services | o | 5 | o | 9o | 3 | 21 |46 |3L7 | 96 | 66.2 | 92.80
provided by my organization/department

4. | EIPM takes into account the surrounding
contexts in policy making / health 0 0.0 1] 07 [26]|179 |63 | 434 |55 | 379 | 83.80
decisions

5. | Research evidence should always be used 0 0.0 1 07 |16 | 1101 70 | 283 | 58 | 20.0 | 8560
to develop health plans

6. | Research evidence should always beused | | 5 | 4 | 28 | 18| 124 | 65 | 44.8 | 58 | 40.0 | 84.40
in health decision-making

7. | Research evidence should always be used | |5 | o | o0 | 17 [ 1.7 | 71 | 490 | 57 | 39.3 | 85.60
in health service provision and practices

8. | Health policy literature (such as
magazines and textbooks) and research 0 0.0 6 | 41 |49 |338 |60 | 414 | 30| 20.7 | 75.80
findings are useful in my daily work

9. | There is a lack of necessary evidence in
my work that | can use as a health policy/ | 6 41 | 39269 |48 (331 |45|310| 7 | 48 | 6120
decision maker

10.| I need to develop the skills needed to
improve the process of using evidence in 1 07 |17 | 117 | 37 | 255 | 61 | 421 | 29 | 20.0 | 73.80
policy / decision making.

11.| EIPM is a waste of time and adds a 89.60
burden on me 84 | 579 |51 (3526 |41 |4 |28 | 0| 00 .

12.| I have an interest in attending workshops
related to the use of evidence in health 0 0.0 2 14 |19 | 131 | 63 | 434 | 61 | 421 | 85.20
policymaking

13.| Health policy refers to decisions, plans,
and actions that are undertaken to achieve | 2 14 2 14 | 6 | 41 | 77| 53.1| 58 | 40.0 | 85.80
specific health care goals within a society

14. Mo_stofthetlme, relevant research is not 111 76 1381262 15713931321 2211 7 | a8 | 5800
available

15.| Decision making is mostly judgmental in 151103 | 242 1 290 | 20 | 276 | 42 | 200 | & | 41 62.40
my department *

16.| Decision-making is influenced by 48.00
political views 9 6.2 9 | 6.2 | 43]29.7 |54 |37.2| 30| 207 .

17.| Decision making is most_lybased on 191131 |53 1366150345017 11171 6 | a1 68.60
personal preference and interest *

Mean = 77.7, MD =77.65, Std=7.17

* Negative question
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Table 4.4 shows that the total mean score for the domain perceptions of policymaker about
the use of evidence in policy making process was 77.77%. The highest results that
managers agreed upon was that “EIPM improves the quality of services provided by my
organization / department” with a weighted mean of 92.80%, followed by the phrase “I am
interested in improving the skills necessary to integrate EIPM into my organization/
department” with a weighted mean 91.20%.

Participants answered the phrase "Evidence-informed policymaking EIPM is necessary to
improve the performance of the health care system” with a high approval rating of
90.40%, and respondents also answered the phrase "EIPM is a waste of time and adds a
burden on me" with a high disapproval rate of 89.60%, this reflects a positive attitude of
the participants on the importance of using evidence in policy / decision making.

The results of the qualitative part of the interview of the main informants in this study
showed that there is awareness for both researchers and policymakers about the importance
of using evidence as one KlIlI 58years said, "We can only advance and develop when we
make the research a daily culture” (KII, researcher). Another KII 55years added that "In
the health system administration, it is not possible to think of setting any policy without
conducting an assessment of the aspect in which we want to develop a policy and this
evaluation should be based on accurate and accurate information and evidence confirming
the validity of this information in order for us to develop a correct policy" (KII,
policymaker). Another KII 53years added that “Relying on any false and unedited evidence
will definitely lead you to make an incorrect policy and will have to review it again” (KII,

policymaker).

The researcher added the WHO definition of health policy to know the extent to which the
participants understood the concept of health policy, where the respondents answered with
a score of 85.80% agreeing the phrase "health policy refers to decisions, plans, and actions
that are undertaken to achieve specific health care goals within a society"”. Participants
also answered the following two statements with the same approval score of 85.60%
"Research evidence should always be used to develop health plans” and "Research

evidence should always be used in health service provision and practices".

When respondents were asked in the phrase "I have an interest in attending workshops
related to the use of evidence in health policymaking™, the respondents answered with an
approval score of 85.20%. In another phrase, "Research evidence should always be used in
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health decision-making" with an approval score of 84.40%. The phrase "EIPM takes into
account the surrounding contexts in policy making / health decisions” received an approval
score of 83.80%.

The phrase "Health policy literature (such as magazines and textbooks) and research
findings are useful in my daily work™ got a score of 75.80%, while the phrase "I need to
develop the skills needed to improve the process of using evidence in policy / decision
making" approval score of 73.80% where the result of this phrase shows that the
participants have a lack of skills in using evidence, and this can be linked to a previous
question about the participants receiving training in health policy, where the proportion of

those who received training was 56.5% which is a low percentage.

The phrase "Decision making is mostly based on personal preference and interest”
obtained a rejection rate of 68.60%, meaning that the approval of the statement is 32.4%.
The phrase "Decision making is mostly judgmental in my department” got a rejection rate
of 62.40%. The phrase "There is a lack of necessary evidence in my work that | can use as
a health policy / decision maker" obtained a score of 61.20%, meaning that 39.8% suffer
from a lack of evidence necessary in their work. As this study agreed to some extent with
the El Jardali (2012) study, which included several countries in the Middle East, where
36.8% of the respondents reported the lack of sufficient evidence related to preparing

health policies.

Almost half of respondents (48.00%) indicated when asked "Decision-making is influenced
by political views". More than half of respondents (58.00%) answered the question "Most

of the time, relevant research is not available".

Quantitative results did not agree with the qualitative results in this study regarding the
availability of evidence and its relevance to the work of policymakers where most of the
KII participants indicated that the evidence is available, sufficient and relevant, as One of
K1l said that (48years), "The evidence is available and available, but some decision makers

consider it a kind of intellectual luxury"” (KII, researcher).

Another KII added that (50 years), "There is evidence that is relevant and available at the
right time but decision makers do not have access to it because they have not learned it"
(K1, researcher). Another KII added that (52 years), "Global research is available, but
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there is a lack of local evidence and a lot of local evidence available there is a problem
with its quality” (KII, policymaker).

In the results of one of the studies that included health policy makers in many countries in
the Middle East region, including the State of Palestine, where the study included 237
policy makers, the results were better than the results of this study regarding the
perceptions and opinions of participants about the use of evidence in health policy making
Where respondents (88.5%) answered that they are interested in searching for scientific
evidence to support the formulation of health policies, while the results of our studies in
this domain weighted Mean 77.7 (MD = 77.65) (El Jardali, Lavis, Ataya, Jamal, et al.,
2012).

The results of a study conducted in the Israeli occupation state on the views of
policymakers on the role of health policy research in making health policies. The study
included 37 policy makers, where about half of the respondents indicated that political
influences hindered the use of health policy research, while two thirds of the participants
felt that health policy research It helped to identify or select policy alternatives, and nearly
half of the respondents indicated that health policy research helped raise awareness about
public policy issues (Ellen, Horowitz, et al., 2016).

In general, the quantitative part was consistent with the qualitative part of the study
regarding perceptions health policy makers' about the use of evidence since the majority of
KIl participants confirmed that the knowledge and attitudes of decision makers are
somewhat positive, as One of KII said that (48years), "The Ministry of Health in Gaza The
age group that governs the ministry is a young class, most of whom have higher degrees
that support the idea of being a healthy decision-maker, because we are talking about a

qualified class" (KII, policymaker).

Another KII added that (40 years), "Knowledge and attitudes are generally positive, but
add to them personality, which is a key factor in the sense that the decision maker may
have knowledge, trends and good practices, but he does not have the personal ability to
impose change™ (KII, researcher).

Another KII added that (58 years), "Policymakers’ perceptions of scientific evidence are
good in theory but on the ground, we do not find this, and we rely on our plans for what we

desire, not for evidence" (KII, researcher). Also, two of KlI the participants considered that
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they did not agree with the opinions of the other 10 participants. One of Kll added that (70
years), "The attitudes are positive for everyone, as everyone says we want something based

on science, but knowledge is little” (KII, researcher).

Finally, results appear in this domain that weighted Mean 77.7%, which means that 23.3%
of policy makers in MoH in the GS have negative perceptions about the use of evidence in
health policy making as the qualitative results have shown somewhat consistent with
qualitative results. The researcher believes that the result is somewhat acceptable, but it is
assumed that policymakers have a higher degree of awareness of the importance of using
evidence in health policy making, especially with the Palestinian health system suffering
from a scarcity of resources and thus making the policy based on opinion without being
informing by scientific evidence will lead to more waste for resources. The researcher
recommends the concerned authorities to raise more awareness about the importance of

evidence and how it can be used in making health policies.

4.3 Distribution of the study participants according to Determine the ability to
assess, acquire, adapt and apply research evidence

This section will discuss the results of the second domain with regard to the ability to
assess, acquire, adapt and apply research evidence. The primary strength of this domain is
that it provides a fundamental assessment of the ability of policy / decision makers to
assess, acquire, adapt and apply research, which can be used to identify areas of future
capacity building strategies. In addition, the data for this study can be used in future
evaluations of organizational capacity after implementing capacity building initiatives.
However, the results should be interpreted with caution given that the survey included
policy / decision makers in the MoH in the GS only. Adding to that the survey did not
include NGOs.
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Table (4.5) Distribution of the study participants according to Ability to the ability to
assess, acquire, adapt and apply research evidence

N Items Mean | MD Std

1. | Ability to acquire research evidence 69.51 | 68.89 | 9.45
2. | Ability to assess research evidence 73.33 | 76.67 | 12.03
3. | Ability to adapt research evidence 74.90 | 75.56 | 10.42
4. | Ability to apply research evidence 63.12 | 63.53 | 12.84
5. :\:Z ::; IE:ty to assess, acquire, adapt and apply research 6877 | 68.80 | 863

Table (4.5) shows that the weighted mean of the total sub-domains of the second domain in
the study was 68.77%. According to the results of the first (highest) sub-domain (3)
"Ability to adapt research evidence™ with a weighted mean of 74.90%, the second is a sub-
domain (2) "Ability to adapt to research evidence" with a weighted mean of 73.33%,
followed by sub-domain (1) " Ability to acquire research evidence "with a weighted mean
of 69.51%, Finally, (lowest) sub-domain are (4)" Ability to apply of research evidence
"with a weighted mean of 63.12%.

Regarding the skills of health policy makers in how to use evidence, there was an
incompatibility between researchers and health policy makers participating in in-depth
interviews where most researchers indicated that health makers in MoH do not have
sufficient skills to use evidence and they need more training on this, One of KII said that
(55 years) "I think there is a weakness in that, and if there was no weakness, our health
status would be better than that and | think this is the main problem in not using the
evidence" (KII, researcher). And another Kl (40 years) explained that, "The main problem
is not having the skills to use the evidence, and the reason for this is that the choice of
decision makers is not based on competence, and also the lack of institutional interest in
developing skills and neglecting decision makers to develop themselves” (KII, researcher).
On the other side, the participants in the in-depth interviews of policymakers indicated that
a large number of decision makers in the Ministry of Health have the skills to use evidence

in health policy making.

One of Kl said that (55 years) "the largest group to know them have a lot of skills, but the
ministry is required to weigh these skills As the skills do not stop at a certain limit, but

there is a disparity between decision makers, so they are at a very high level and some of
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them are at a low level and therefore we need to reduce this disparity and make everyone a
good level of skill” (KII, policymaker).

4.3.1 Distribution of the study participants according to ability to acquire research

evidence

This domain answers the extent to which participants are able to acquire the research
evidence and whether the participants were searching for the research evidence in the right
places.

Table (4.6) shows that the average overall score on the ability of policy/decision makers to
acquire research evidence is 69.51%. According to the results, the highest results that were
agreed by the participants were that "My workplace is equipped with computers connected
to the Internet” with a weighted mean of 89.00% followed by a statement explaining that
"Computers are available to all policy /decision makers in your organization” with a
weighted mean of 86.40 %.

Looking at the results previously mentioned in the same study, when the participants were
asked about the availability of resources such as computers and the Internet, the
respondents answered with a high approval rate, and this corresponds to what came in this

range.

Participants also answered the phrase "l learn from peers through informal and formal
networks to exchange ideas, experiences, and best practices” with weighted mean of
80.40%, and respondents also answered the phrase "I look for information on different web
sites”, with a weighted mean of 76.40% .This was followed by the phrase "I look for
evidence in different databases™ with a weighted mean of 73.60%.Then came the phrase "I
have good experience in conducting research studies” with a weighted mean of 72.40%,
while the respondents answered the phrase "I regularly follow internationally published
reports such as WHO and WB reports™ with a weighted mean of 71.80%, and the degree of
approval of the participants came to the phrase "I have the motivation to conduct research™

is lower than the previous phrases, reaching a weighted mean of 71.60%.
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Table (4.6) Distribution of the study participants according to ability to acquire
research evidence

N Strongly Strongly
disagree | Disagree | Neutral Agree Weighted
Items d agree M
ean
N| % |N| % |[N| % |[N| % | N| %
1. | I'have good experiencein | | 4 | 13| 90 |43|29.7|75|517 |14 | 97 | 72.40
conducting research studies
2. | Computers are available to
all policy / decisionmakers | 0 | 0.0 | 1 | 0.7 | 19| 13.1 |57 | 39.3 | 68 | 46.9 86.40
in your organization
3. | My workplace is equipped
with computers connected 000 |1]|07 |11| 76 |55|379|78|53.8 89.00
to the Internet
4. | 1 have enough time to
search health policy 5| 34 |21|145|44|303|58|40.0| 17| 117 68.40
evidence
5. | ! have the motivation to 2 | 14 | 14| 97 | 45|310| 66| 455 | 18 | 12.4 | 71.60
conduct research
6. | Ihavetheresourcestodo 14y | 74 | 41| 2834128343 |207| 9 | 62 | 59.80
research related to my work
7. | always look for evidence |, | » g | 55 | 179 | 54 | 372 [ 51| 352 | 11| 7.6 | 65.60
in peer-reviewed journals
8. | I'look for evidence in 1|07 |23|159|34|234|73(503|14| 97 | 7040
locally published reports
9. | I regularly follow
internationally published
reports such as WHO and 2 | 14 | 23]159(29|20.0|70|483|21|145| 7180
WB reports
104 1 look for evidence in 2| 14 | 11| 76 | 34| 2348256616 |11.0| 73.60
different databases
11, I look for information on
different web sites 4 | 28| 8| 55|20]138|91|628]|22]|15.2 76.40
12, I work with researchers
through formal networking 5|34 |30|207|45|31.0|53|366|12| 83 65.20
meetings with our staff
13, 1 work with researchers
through informal 2| 14 | 4229049338 |46|317| 6| 41| 6160
networking meetings with
our staff
14/ 1 getinvolved with 12| 83 |55|37.9|43|207|26|179| 9 | 62 | 5520
researchers as a researcher
15, |1 get involved with
researchers as a decision- 6 | 41 |22|152 (33228 |69 |47.6| 15| 10.3 69.00
maker
164 1 get involved with 29 | 200 | 53 | 36.6 |36 | 248 |18 | 124 | 9 | 6.2 | 49.60
researchers as a sponsor
17 1 learn from peers through
informal and formal
networks to exchange 000 | 3|21 |25|17.2|83|57.2|34|234 80.40
ideas, experiences, and best
practices
18, | can use statistics
(technical language) 6 | 41 |27 |186|49|338|52|359|11| 7.6 64.80
efficiently
Mean = 69.51, MD =68.89, Std= 9.45
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With regard to monitoring and informing health policy makers about international and
domestic publications, these questions got a weighted average of 70% to 76%, and these
results did not consistent what the researchers said during in-depth interviews. One of KII
(55-year) said that, "I expect that the percentage of managers who do not follow local and
international publications is more than that, and the participant says" We just finish a
study and we feel we know everything "and that is why | think part of the study respondents
have answered that they are shy about the researcher” (KII, researcher). Another Kl (58-
year) Added that, "My perception is that the percentage of those who do not follow local
and international publications is more than that because those who do not have a
motivation to read will not read where the concerns of people are very great and the
concerns of society are great and | think that the answers of some were ashamed of the
researcher and the result is less than that, except for those who are policymakers and

academics at the same time, they are forced to read"” (KII, researcher).

The participants agreed on the phrase "I look for evidence in locally published reports”
with a weighted mean of 70.40%, and the respondents answered the phrase "I get involved
with researchers as a decision-maker” with a weighted mean of 69.00%, while the
respondents answered with a low degree of approval reaching a weighted mean of 68.40%

on the phrase "I have enough time to search health policy evidence".

The phrase "I always look for evidence in peer-reviewed journals™ got a weighted mean of
65.60%, while phrase "I work with researchers through formal networking meetings with
our staff" got a weighted mean of 65.20%, and Participants responded to the phrase "I can
use statistics (technical language) efficiently” with a weighted mean of 64.80%, and the
phrase "l work with researchers through informal networking meetings with our staff" got

a low approval score of a weighted mean of 61.60%.

While the lowest score statement stating that "l get involved with researchers as a
sponsor” with a weighted mean of 49.60%, followed by a statement stating that "I get
involved with researchers as a researcher™ with a weighted mean of 55.20%, followed by
the phrase "I have the resources to do research related to my work™ where | got a weighted

average of 59.80%.

In a study conducted in Nigeria targeting health policy makers in the filed of maternal and

child health, the results of this study were consistent with the results of this study, where
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total the weighted mean was 65.32%, while the total weighted mean in our study for the
same sub-domain was 69.51% (Uneke, Sombie, Keita, Lokossou, Johnson, Ongolo-zogo,
etal., 2017).

Regarding the availability of resources and incentives to acquire scientific evidence as well
as the skills of policymakers to access evidence, the results of this study were slightly
better than another study that took place in Canada and included the executives of the
community organizations concerned with HIV / AIDS, where the executives reported that
there is a lack of skills, time, resources and incentives to acquire scientific evidence
(Wilson et al., 2011).

In a study that included 107 policy makers or those involved in making health policy
decisions in the health sector in Nigeria, where the study included both the governmental
and non-governmental sectors; the results appeared in the sub-domain of acquiring
scientific evidence somewhat inconsistent with the results of this study where total the
weighted mean was 60.60 % (Uneke et al., 2011).

The researcher believes that the result is somewhat acceptable, but it needs to be
improvements through encouraging continuous meetings between researchers and policy
makers, as well as providing incentives and resources to encourage health policy makers to
see and follow up on the latest produced evidence and finally it is necessary to facilitate

methods of accessing evidence of all kinds.

4.3.2 Distribution of the study participants according to Ability to Assess of

Research Evidence

This domain answers the ability of policy/decision makers to know if the research evidence
is reliable and of high quality and also their ability to determine whether the research
evidence is relevant and applicable.
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Table (4.7) Distribution of the study participants according to ability to assess of
research evidence

N Strongly Strongly
Items disagreed agree
N % N % N % N % N %

Disagree Neutral Agree Weighted

Mean

1. | You have critical appraisal skills
for evaluating the quality of 4 |1 28|15]|103|33|228| 84 |579| 9 | 6.2 70.80
methodology used in research

2. | You have critical appraisal skills
to evaluate the reliability of 4 |1 28|21|145|38|262| 75 |517| 7 | 48 68.20
specific research

3. | Are you in contact with experts
who could help you in critically

assess the reliability of specific 2 |15|12| 83 [ 26| 179 | 90 | 62.1 | 15| 10.3 74.40
research (either internal or
external)
4. | You can relate research to your
organization and point out 0 |00| 5|24 |29|200]| 91 | 628 | 20 | 138 77.40

similarities and differences

5. | You can identify the relevant
similarities and differences
between what we do and what the
research says

6. | Are you in contact with experts
who could help you to identify the
relevant similarities and 2
differences between what we do
and what the research says (either
internal or external)

0 |00]|10| 69 |32]221| 87 |60.0| 16 | 11.0 75.00

14| 9| 6.2 |33 |228 | 87 | 600 |14 | 9.7 74.00

Mean = 73.33, MD =76.77, Std= 12.03

Table (4.6) shows that the weighted mean of participants' ability to evaluate research
evidence was 73.33%. The highest results that participants agreed upon was that "You can
relate research to your organization and point out similarities and differences™ with a
weighted mean of 77.40% followed by a statement explaining that "You can identify the
relevant similarities and differences between what we do and what the research says”
weighted mean 75.00%.

When the respondents answered the phrase "Are you in contact with experts who could
help you in critically assess the reliability of specific research (either internal or external)"
their approval with a weighted mean was 74.40%, and the following statement got "Are
you in contact with experts who could help you to identify the relevant similarities and
differences between what we do and what the research says (either internal or external)"on
a score of approval lower than the previous phrases with a weighted mean 74.00%.

While the lowest phrase indicates that "You have critical appraisal skills to assess the
reliability of specific research” at a weighted mean of 68.20%, followed by a statement
stating that "You have critical appraisal skills for evaluating the quality of methodology

used in research" with a weighted mean 70.80%.
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Uneke and Colleagues (2017) showed that the ability of policy makers to assess research
evidence was relatively low, with total a weighted mean of 63.86%, and the results showed
that there was a decrease in the ability of study participants to assess the authenticity,
validity, and reliability and assess the quality of evidence and its applicability, Also, the

incentives to assess research evidence were very low.

The results of another study also showed a weakness in the ability of respondents to assess
the research evidence, and this corresponds to some extent with the results of our study
(Wilson et al., 2011)

Uneke and Colleagues (2011) results have shown a significant decrease in the field of
assessing the research evidence where total the weighted mean was 62%, and this range
includes the ability of decision makers to assess the quality, validity and applicability of
research evidence where our study was slightly better in this area where it reached The
total weighted mean was 73.33%.

Looking at the qualitative results, where most of the participants confirmed in the in-depth
interviews that there is a weakness in the ability of health policy makers to assess the
quality and reliability of research evidence and this is somewhat inconsistent with the
quantitative results as the researcher believes that the participants in the quantitative part of
the study may have overestimated their capabilities evidence assess. The researcher urges
the concerned authorities to increase attention to the capabilities of policymakers through

training and the weight of skills for evaluating scientific evidence.

4.3.3 Distribution of the study participants according to Ability to adapt research

evidence

This domain answered the ability of policy / decision makers to summarize research
findings in an easy-to-use manner if time, incentives, and resources are available to them.
It also answered policy/ decision makers ’arrangements with external experts to assist it if

needed.
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Table (4.8) Distribution of the study participants according to ability to adapt
research evidence

Strongly . Strongly
) Disagree Neutral Agree Weighted
ltems disagreed agree
Mean

N % N % N % N % N %

You have the ability to present
research results concisely and in an 1 (07| 11| 76 | 32 |221| 9 |621| 11| 7.6 73.60
easy language

Avre you in contact with experts who
could help you to research results

. . . 3 |21} 8 55 | 33 |228| 92 | 634 | 9 | 6.2 73.20
concisely and in accessible language

(either internal or external)

You have the ability to summarize
findings of any research/reportinone | 1 | 0.7 | 8 55 | 37 | 255 | 84 | 579 | 15 | 10.3 74.40
document

Are you in contact with experts who
could help you to synthesize in one

3 |21 15|103| 37 |255| 8 |566| 8 | 55 70.60
document all relevant research

(either internal or external)

You have the ability to link research
results to key issues facing policy 0 |00 3 21 | 26 | 179 | 103 | 71.0 | 13 | 9.0 77.40
makers in your organization

Are you in contact with experts who
could help you to link research

results to key issues facing policy 2 | 14| 13| 90 | 36 | 248 | 81 |559| 13 | 9.0 72.40
makers in your organization (either

internal or external)

You have the ability to provide
recommended actions to policy 0 |00 1 0.7 | 23 | 159 | 85 | 586 | 36 | 24.8 81.60

makers in your organization

Are you in contact with experts who
could help you to provide

recommended actions to decision- 2 |14 8 55 129 |20.0| 90 | 62.1 | 16 | 11.0 75.20
makers in your organization (either

internal or external)

You have the ability to push your
results and recommendations into the 2 |14 5 34 | 39 | 269 | 75 | 51.7| 24 | 16.6 75.80

agenda of policy makers.

Mean = 74.90, MD =75.56, Std= 10.42
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Table (4.8) shows that the weighted mean about the ability of policy / decision makers to
adapt research evidence was 74.90%, where the highest statement that participants agreed
was that "You have the ability to provide recommended actions to policy makers in your
organization" at a weighted mean of 81.60%, followed by the statement that "You have the
ability to link research results to key issues facing policy makers in your organization"
with a weighted mean 77.40%.

Participants answered the phrase "You have the ability to push your results and
recommendations into the agenda of policy makers™ with a weighted mean of 75.80%, and
also answered the phrase "Are you in contact with experts who could help you to provide
recommended actions to decision- makers in your organization (either internal or external)

"with a weighted mean of 75.20%.

In the phrase "You have the ability to summarize findings of any research / report in one
document”, the participants agreed with a weighted mean 74.40%, while the participants
agreed to the phrase "You have the ability to present research concisely and in an easy
language" with a weighted mean 73.60% , and the phrase "Are you in contact with experts
who could help you to research results concisely and in accessible language (either
internal or external)" received a score of approval lower than the previous phrases with a
weighted mean of 73.20%.

Whereas the lowest phrase indicates that "Are you in contact with experts who could help
you to synthesize in one document all relevant research (either internal or external)" at a
weighted mean of 70.60%, followed by a phrase stating that "Are you in contact with
experts who could help you to link research results to key issues facing policy makers in

your organization (either internal or external) "with a weighted mean of 72.40%.

The results of one of the studies showed a convergence of results with our study on the
ability of policymakers to adapt research evidence and this domain included the ability to
summarize the results of research in an easy to use way and the ability to present research
results to decision makers in addition to organizational incentives to encourage the

provision of research evidence to decision makers (Uneke et al., 2017).

In this scope, the study of Uneke et al., (2011) coincided to some extent with this study,
where the total weighted mean was 71.20%, while the total weighted mean in this study

was 74.90%, as the study included the ability to summarize research findings, prepare
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recommendations, and access to experts in research and policy development. The results of
another study in the same domain were very low, as the results of our study were better
(Wilson et al., 2011).

With regard to the ability to adapt research evidence, the results were somewnhat
acceptable, as the researcher believes that these skills need to be improved by improving
the ability of decision makers to summarize research results and extract recommendations
in addition to finding structures that support the use of evidence as these structures help
policymakers from By connecting them with experts in the field of research and providing

the necessary consultations.

4.3.4 Distribution of the study participants according to ability to apply of research

evidence

This field discusses the ability to apply research evidence by knowing the value of research
among policy / decision makers and also whether research has a place in policy / decision-

making processes

Table (4.9) Distribution of the study participants according to ability to apply of
research evidence

Strongly . Strongly )
Items disagreed Disagree Neutral Agree agree Weighted

N % | N | % N % N % N %

Mean

Using research findings is a priority 9 621261179 47 | 324 | 61 | 2421 | 2 14 62.80
in your organization

Your organization has committed
resources to ensure research is 11 | 76 | 38| 262 | 48 | 331 | 46 | 317 | 2 14 58.60
accessed in making policy

Your organization has committed
resources to ensure research is 9 | 62|43 | 297 | 47 | 324 | 44 | 303 | 2 | 14 58.20

adapted in making policy

Your organization has committed
resources to ensure research is 10 | 69 | 49 | 338 | 43 | 297 | 40 | 276 | 3 2.1 56.80
applied in making policy

Your organization ensures staff is
involved in discussions on how
research evidence relates to
organization main goals

The management of your
organization has clearly

communicated its priorities so that 6 | 41|21|145| 44 |303| 69 |476| 5 | 34 | 6640
those conducting or monitoring
research know what is needed in
support of organization goals
Your organization communicate
internally in a way that ensures there 2 14 |16 | 110! 44 | 303 | 64 | 241 | 19 | 131 71.40
is information exchanged across the
entire organization

2 14|27 | 186 | 54 | 372 | 60 | 414 | 2 14 64.60
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Strongly . Strongly )
tems disagreed Disagree Neutral Agree agree Weighted

Mean
N % | N | % N % N % N %

Your organization has a culture that
accepts change and provides 5 | 34|25|172| 51 | 3.2 |52 |39 12 | 83 65.60
resources for it

Your organization seeks to improve
continuous quality and provides 2 14 | 11| 76 | 34 | 234 | 84 | 579 | 14 | 9.7 73.40
resources for it

Your organization has the flexibility
to accept new evidence

When your organization make major
decisions, your organization usually
allow enough time to identify
researchable questions and
create/obtain, analyses, and consider
research results and other evidence
Your management team evaluates
the feasibility of each option,
including potential impact across the 5 | 34|23 |159| 71 |490 | 40 | 276 | 6 4.1 62.60
organization as well as on clients,
partners, and other stakeholders
Decision makers in your
organization give formal
consideration to any
recommendations from staff who
have developed or identified high-
quality and relevant research

Staff and stakeholders know when
and how major decisions will be 5 | 34|47 | 324 | 54 |372 |38 |262| 1 0.7 57.60
made

Staff and stakeholders contribute to
building evidence

Staff who provides evidence and
analysis usually participate in policy- | 5 | 3.4 | 39 | 269 | 46 | 31.7 | 53 | 366 | 2 14 61.20
making discussions.

Staff and stakeholders are informed
of how available evidence influenced
the choices made in your
organization

2 14 119|131 | 48 | 331 | 66 | 455 | 10 | 6.9 68.60

8 | 55|31 |214| 49 | 338 55 379 2 1.4 61.60

12 | 83 | 24 | 166 | 59 | 40.7 | 44 | 303 | 6 41 61.20

3 | 21]26|179 | 57 | 393 | 57 | 393 | 2 14 64.00

4 | 28 |41 (283 | 62 | 428 | 38 | 262 | O 0.0 58.40

Mean = 63.12, MD =63.53, Std= 12.84

Table (4.9) shows that the total mean score for the range of ability to apply research
evidence was 63.12%. According to the results, the highest results approved by the
participants are the phrase "Your organization seeks to improve continuous quality and
provides resources for it" with a weighted mean of 73.40%, followed by a phrase stating
that "Your organization communicates internally in a way that ensures there is information
exchanged across the entire organization "with a weighted mean of 71.40%, followed by
the phrase™ Your organization has the flexibility to accept new evidence" with weighted
mean 68.60%.
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Participants answered the phrase "The management of your organization has clearly
communicated its identities so that those conducting or monitoring research know what is
needed in support of organization goals™ with a weighted mean of 66.40%, followed by
the phrase "Your organization has a culture that accepts change and provides resources
for it" where participants answered them with a weighted mean of 65.60%, followed by the
phrase "Your organization ensures staff is involved in discussions on how research

evidence relates to organization main goals "with a weighted mean of 64.60%.

Participants responded to the phrase "Staff and contribute to building evidence™ with a
weighted mean of 64.00%, while they answered with a lower degree of approval on the
phrase "Using research results is a priority in your organization” with a weighted mean of
62.80%, followed by the phrase "Your management team evaluates the feasibility of each
option, including potential impact across the organization as well as on clients, partners,

and other banks "with a weighted mean of 62.60%.

When respondents were asked in the phrase "When your organization make major
decisions, your organization usually allow enough time to identify researchable questions
and create / obtain, analyzes, and consider research results and other evidence",
respondents answered with a weighted mean of 61.60%, while the phrases "Decision”
makers in your organization give formal consideration to any recommendations from staff
who have developed or identified high-quality and relevant research” and "staff who
provides evidence and analysis usually participate in policy-making discussions "less
consistent than previous phrases as the weighted mean of both 61.20%, while the phrase
"Your organization has committed resources to ensure research is accessed in making
policy" got a weighted mean of 58.60%, followed by the phrase "Staff and citizens are
informed of how available evidence influenced the choices” made in your organization

"with a weighted mean of 58.40%.

whereas the lowest phrase approved by the participants that "Your organization has
committed resources to ensure research is applied in making policy” with a weighted mean
of 56.80%, followed by a phrase stating that "Staff and informed know when and how
major decisions will be made™ with a weighted mean of 57.60%, followed by the phrase
"Your organization has committed resources to ensure research is adapted in making

policy™” with a weighted mean of 58.20%.
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With regard to the ability of policy makers to apply research evidence, the results of this
sub-domain were low and this result was the lowest of between the other sub-domains in
the second domain, and in view of another study conducted in Nigeria this result was
somewhat close to our study where the total weighted mean was 59.81%, the total
weighted mean in our study was 63.12% (Uneke, Sombie, Keita, Lokossou, Johnson,
Ongolo-zogo, et al., 2017).

In the study of Uneke and Colleagues., (2011), where the result was somewhat close to the
results of our study as it showed a decrease (weighted average total of 56.24%) in the
ability of health policy makers to apply research evidence and also agreed with our study
that this sub-domain received the lowest weighted mean among other subdomains. Our
study also coincided with another study in Canada (Wilson et al., 2011).

Regarding the use of evidence in health policy making, participants differed in in-depth
interviews, where most researchers indicated that the use of evidence is limited. One of KlI
(58-year) said that, “Health policy makers do not use evidence and if they use it, they are
used randomly because most of their time is occupied with problem solving, crisis
management, and extinguishing fires” (KII, researcher). Another KII (52-year) Added that,
"The decision maker who has the skill and the knowledge uses the evidence, and the one

who does not have the skill and the knowledge does not use™ (KII, researcher).

Participants in the in-depth interviews of policymakers were more positive than the
researchers, as they indicated that evidence is an essential thing in all decisions and policy
that take place. One of KII (55-year) said that, "The important factor in the ministry is that
it is not possible to make a health policy without evidence and if the policy is not based on
evidence you will find from within the ministry itself From the top category who prevents
that" (KII, policymaker). Another KII (48-year) Added that, "When adopting any policy or
protocols, specialized technical committees are formed to review everything that is
updated to reach the best and security of protocols based on the best evidence" (KIl,
policymaker).

The researcher believes, through quantitative and qualitative results, that the application of
scientific evidence is limited, yet there are distinct individual efforts that try to make their

policies informed by evidence.
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The researcher also believes that policymaking informed by evidence should be directed to
the ministry and not limited to individuals and provide the necessary resources for the
application of evidence and that the use of evidence is linked to the strategic plans of the
ministry and that the culture of research within the ministry is encouraged and perhaps the
most important factor is the weight of the skills of policymakers and who help them on
how to understand and reach research evidence.

4.4 Distribution of the study participants according to current knowledge transfer

mechanisms

Table (4.10) shows that the overall weighted mean for the scope of knowledge transfer and
exchange mechanisms was 57.25%. The highest results that were agreed upon by the
participants were that "Language is an issue for policy makers as most publications are in
English” with a weighted mean of 63.20%, followed by the phrase "There is an
administrative structure suitable to support the use of evidence-informed health
policymaking process ( for example; a policy analysis department or a decision support
unit)" where | got a weighted mean of 62.40%, followed by the phrase "There is a lack of
ability for health policymakers to understand the numbers and statistics in research

papers" got a weighted mean of 62.00 %.

Regarding the existence of an administrative structure suitable to support the health policy-
making process, 28% of policymakers participating in one of the studies indicated that they
agree and strongly agree and this result was somewhat close to our study, where the
percentage of agree and strongly agree was strongly 39.3% and this is very low, and in
another study in Israel, Occupied Palestine, , the results were inconsistent with our study,
as the percentage of agree and strongly agree with reached 68% (EI Jardali, Lavis, Ataya,
Jamal, et al., 2012; Ellen, Horowitz, et al., 2016).
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Table (4.10) Distribution of the study participants according to current knowledge
transfer mechanisms

Strongly . Strongly
. Disagree Neutral Agree Weighte
ltems disagreed agree

d Mean
N % N % N % N % N %

There is a lack of interactions between
researchers and policymakers within your 2 14 32 | 221 | 35 [ 241 | 60 | 414 | 16 | 110 | 5220*

organization

Dissemination of research findings is done
only through academic papers and

. . . . 5 3.4 26 | 179 | 34 | 234 | 61 |421| 19 | 131 | 5140*
journals (inappropriate channels as policy-

makers might not read)

There is a lack of ability for health
policymakers to understand the numbers 8 5.5 49 (338 | 44 304 | 37 | 255 7 48 62.00 *
and statistics in research papers

Language is an issue for policy makers as
L ) . 11 7.6 58 | 400 | 28 | 193 | 39 | 269 9 6.2 63.20 *
most publications are in English

| participate in meetings with researchers
to identify high-priority policy issues for
. fy hig .p yp _y 5 34 46 31.7 40 27.6 45 31.0 9 6.2 61.00
which research is needed to inform how to

address these issues

There is an administrative structure

suitable to support the use of evidence-
informed health policymaking process (for 7 4.8 39 | 269 | 42 | 290 | 44 | 303 | 13 9.0 62.40
example; a policy analysis department or a

decision support unit)

There is limited coordination among
policy and research institutions and 8 55 46 | 317 | 26 | 179 | 59 | 407 6 41 58.80 *

researchers

Researchers are generally unaware of the
. 12 8.3 43 29.7 35 | 241 | 47 | 324 8 55 60.60 *
necessity of knowledge transfer

Policy makers lack searching skills to
18 12.4 42 29.0 26 17.9 51 35.2 8 55 61.60 *
access research results

Media plays a key role in disseminating
o 4 2.8 17 11.7 32 22.1 71 | 49.0 21 145 47.80 *
knowledge within our context

Methods used in knowledge dissemination
. 3 2.1 33 | 228 | 39 | 269 | 55 379 | 15 | 103 | 53.60*
are not effective

Strategy for research uptake is mostly not
h 5 41 34 234 25 17.2 61 | 421 19 131 52.60 *
there

Mean = 57.25, MD =56.67, Std= 10.32

* Negative question

In the phrase "Policy makers lack searching skills to access research results” got a
weighted mean of 61.60%, while another phrase "l participate in meetings with
researchers to identify high-priority policy issues for which research is needed to inform

how to address These issues" got a weighted mean of 61.00%, followed by the phrase
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"Researchers are generally unaware of the necessity of knowledge transfer” where you get
a weighted mean of 60.60%.

The results indicated that 74.2% of the participants in study EI Jardali, Lavis, Ataya,
Jamal, et al., (2012) agreed that they participate with researchers identifying high-priority
policy issues, while the results of our study showed that 61% of the participants agreed that

they participate in meetings with researchers.

Study respondents responded to the phrase "There is limited coordination among policy
and research institutions and researchers" with a weighted mean of 58.80%, while
respondents responded to the phrase "Methods used in knowledge dissemination are not
effective™ with a weighted mean of 53.60%, and the consensus of the participants was low
in the phrase "Strategy for research uptake is mostly not there™ as it got a weighted mean
of 52.60%.

While the phrase "Media plays a key role in disseminating knowledge within our context"
was the least agreed upon among the participants as it obtained a weighted mean of
47.80%, followed by the phrase "Dissemination of research findings is done only through
academic papers and journals inappropriate channels as policy-makers might not read”,
with a weighted mean of 51.40%, followed by the phrase "There is a lack of interactions
between researchers and policymakers within your organization” with a weighted mean of
52.20%.

Regarding to the interaction between researchers and health policy makers, one of the
studies that conducted in the Middle East region, including Palestine, found that 63% of
the total participants from Middle Eastern countries and 63.4% of participants from
Palestine answered that there is interaction and cooperation between researchers and policy
makers, and Yemen ranked the lowest in the study with a 52.6% and Lebanon came first a
69%, and this study did not agree with the results of our study as 48.8% of the participants
agreed that there is cooperation between researchers and policy makers, which is a very
low percentage (El Jardali, Lavis, Ataya, Jamal, et al., 2012). The results of a study in
Israel were better than the results of our study, where 32% of the participants who were
strongly agree and agree indicated that there is a lack of interaction between researchers
and policy makers (Ellen, Horowitz, et al., 2016). In another study, 133 researchers from

12 Eastern Mediterranean countries responded, a total of 65% of the respondents indicated
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that there is a lack of interaction between researchers and health policy makers in their
countries (El Jardali, Lavis, Ataya, & Jamal, 2012).

The qualitative results showed consistency with the quantitative results as most of the
participants in the in-depth interviews confirmed that the mechanisms for transferring and
exchanging knowledge are ineffective and need a lot of efforts and capabilities. One of KlI
(48-year) said that, “This distance between research and decision-making is a distance that
needs a lot of development as many of the results of scientific studies which has taken
place within the MoH so far has not been clearly utilized within the Ministry” (KII,
policymaker). Another KIl (52-year) Added that, “Producers of evidence and information
work toward and decision-makers work in another direction, Sometimes the decision-
maker gets the information, but in an unorganized or systematic way because there are no
structures that support it, as there is no body in the organizational structure, anybody
whose function is to transfer or exchange knowledge” (KII, researcher). And another K1l
(55 years) explained that, “There is a gap between decision makers and researchers, as we
find that the research department in the Ministry of Health has only one employee and it is
considered the authority responsible for determining the ministry's need for research and

reducing the gap between decision makers and researchers” (KII, researcher).

Another KII (52-year) Added that, "If an article needs $ 20 to $ 30, do you think that the
decision-maker has this amount to buy in light of the current salary crisis?" (KII,
researcher). Another KII (54-year) Added that, there is also indifference by decision
makers to the results of research, perhaps due to the weak links between researchers and
decision makers, and some decision makers consider that researchers give unrealistic
recommendations and cannot be implemented” (KII, researcher). Another KIl (55-year)
Added that, "The link between research and decision makers has a problem, so if we can
fix it, it will be better” (KII, researcher).

Another KII (40-year) added that, "In a big gap between researchers and decision makers,
this gap has many reasons, among which there is no scholarship abroad to gain skills and
see other people's experiences. Also, there is no continuous education for workers where
the employee after graduation several years ago becomes the science that he studied is old

and does not work update it through continuing education programs” (KII, policymaker).

In the end, and looking at the results, the researcher believes that the relevant authorities
should put effective plans and strategies to accommodate scientific evidence in health
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policy making, where the results show a significant weakness in the mechanisms of
transfer and exchange of knowledge, and also the researcher sees the need to strengthen the
relationship between researchers and policy makers and find a strong administrative
structure within The Ministry of Health supports the development of evidence-based

policies.

4.5 Distribution of the study participants according to Groups or factors that

Influence Health Policymaking

Table (4.11) the results showed that the phrase "Donor organizations exert a strong
influence on the health policymaking process" ranked first in the factors that affect health

policy making process with a weighted mean of 76.2%.

In view of previous studies, the results of our study were consistent with other studies,
where Palestine ranked first in 10 countries of the Eastern Mediterranean in terms of strong
influence of donors on health policy-making processes. In the same study, Yemen ranked
second after Palestine, and Algeria came least affected by donor organizations (El Jardali,
Lavis, Ataya, Jamal, et al., 2012). The results of our study also differed with the results of
another study in the Israeli occupation state, where 3% of the respondents answered
(strongly agree and agree) that there is an impact for donor organizations (Ellen, Horowitz,
et al., 2016). The researcher believes that donor organizations cannot build an effective
health system because these organizations strive to achieve their goals and objectives. In
addition, the Palestinian health system has not clearly defined its strategic needs to compel

donor organizations to support the real needs.

While the second phrase is "Values of governing parties exert a strong influence on the

health policymaking process" with a weighted mean of 72.6%.

78



Table (4.11) Distribution of the study participants according to groups or factors that
influence health policymaking

Strongly . Strongly
) Disagree Neutral Agree Weighted
ltems disagreed agree

N % | N | % N % N % N %

Mean

From your perspective, there is a
lack of coordination among
ministries (such as the MoH, 9 6.2 | 23| 159 | 41 | 283 | 55 | 379 | 17 | 11.7 66.6
Ministry of Finance, etc.) hindered
the health policymaking process

Lack of coordination between
government and health service
. . 7 48 |26 | 179 | 41 | 283 | 54 | 372 | 17 | 11.7 66.6
providers hindered the health

policymaking process

Do you think physicians exert a
strong influence on the health 5 34 | 20| 138 | 33 | 228 | 62 | 428 | 25 | 17.2 714

policymaking process?

Do you think nursing exert a strong
influence on the health policymaking | 5 34 | 591|407 | 26 | 179 | 51 | 352 | 4 | 238 58.6

process?

Private health providers exert a
strong influence on the health 12 | 83 | 45|310| 48 | 33139 (269 | 1 0.7 56.2
policymaking process

Private insurers exerted a strong
influence on the health policymaking | 35 | 24.1 | 71| 49.0 | 32 | 221 | 9 4.1 1 0.7 41.6

process

Values of governing parties exert a
strong influence on the health 5 34 | 17 | 117 | 32 | 221 | 63 | 434 | 28 | 19.3 72.6

policymaking process

Public opinion exerts a strong
influence on the health policymaking | 6 41 | 18 | 124 | 33 | 228 | 72 | 49.7 | 16 | 11.0 70.2

process

Media exerts a strong influence on
. ) 5 34 | 19131 | 39 | 269 | 65 | 448 | 17 | 117 69.6
the health policymaking process

Donor organizations exert a strong
influence on the health policymaking | 2 14 | 191|131 | 23 | 159 | 61 | 421 | 40 | 276 76.2

process

Mean = 65.00, MD =64.00, Std= 9.85

The results of our study regarding the effect of values of governing parties on health policy
making process were consistent with the study of El Jardali, Lavis, Ataya, Jamal, et al.,
(2012), while it differed with the results of the study of Ellen et al., (2016).
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The researcher believes that this result in the Palestinian case had a negative impact on the
health policy-making process as the health sector entered within the framework of
divisions between political parties (Fatah and Hamas) and these divisions led to the
existence of two ministries in the West Bank and Gaza and also led to the absence of the

role of the Legislative Council related to laws related to health and weakness Control.

Thirdly came the phrase "Do you think physicians exert a strong influence on the health
policymaking process" where it got a weighted mean of 71.4%.

The results of our study regarding the effect of doctors on the health policy-making process
were incompatible with another study where the percentage of agreed and strongly agreed
with was 25.4%, while the result of our study was compatible with a study in the Israeli
occupation state where the percentage of participants who were agreed and strongly agreed
was 59%. The percentage of those who agreed and strongly agreed with our study was
60% of the total participants (El Jardali, Lavis, Ataya, Jamal, et al., 2012; Ellen, Horowitz,
etal., 2016).

When asked the participants "Public opinion exerts a strong influence on the health
policymaking process”, the respondents answered with a weighted mean of 70.2%, and the
participants had agreed on the phrase "Media exerts a strong influence on the health
policymaking process™ with a weighted mean of 69.6%, while it was participants' answers
to the following phrases "among ministries (such as the MoH, Ministry of Finance, etc.)
From your perspective, there is a lack of coordination hindered the health policymaking
process” and "Lack of coordination between government and health service providers
hindered the health policymaking process” with a weighted mean of 66.6%.

While the respondents answered the phrase "Private insurers exerted a strong influence on
the health policymaking process” where the phrase was the least agreed among the
participants and received a weighted mean of 41.6%, followed by the phrase "Private
health providers exert a strong influence on the health policymaking process" where it got
a weighted mean of 56.2%, followed by the phrase "Do you think nursing exert a strong
influence on the health policymaking process™ with a weighted mean of 58.6%.
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4.6 Distribution of the study participants according to inhibiting factors the use of
evidence by health policy makers

Table (4.12) Distribution of the study participants according inhibiting factors the use
of evidence by health policy makers

Strongly . Strongly
. Disagree | Neutral Agree Weighted
Items disagreed agree
Mean
N % N % N % N % N %
Lack of policy relevant research 8 | 55 | 25| 172 | 32 | 221 | 60 | 414 | 20 | 13.8 68.20
Lack of time 7 48 | 37| 255| 25 | 172 | 58 | 40.0 | 18 | 124 66.00

Insufficient skills to critically
) . 3 21 | 24| 166 | 38 | 262 | 63 | 434 | 17 | 117 69.20
appraise / evaluate the literature

Insufficient skills for interpreting
3 21 | 29200 | 35 | 241 | 57 | 393 | 21 | 145 68.80
research

An unacceptable environment for
) L ) . 5 | 34 |29|20.0| 58 |40.0| 38 | 26.2| 15 | 10.3 64.00
evidence-making in policy-making

Lack of incentive to participate in
. . . . 4 28 |16 | 110 | 36 | 248 | 69 | 476 | 20 | 13.8 71.80
Evidence-informed policymaking

Insufficient skills to apply research
o ) 3 21 | 36|248| 28 | 193 |69 | 476 | 9 | 6.2 66.20
findings to health policy

Lack of resources (i.e. access to a
computer, the internet or online 28 | 193 |49 | 338 | 20 | 138 | 35 | 241 | 13 | 9.0 54.00
databases)

Lack of interest in Evidence-
. . . 15 | 103 | 32 | 221 | 47 | 324 | 35 | 241 | 16 | 11.0 60.60
informed policymaking

Compliance with existing policies or
4 28 | 27| 186 | 38 | 26.2 | 57 | 39.3 | 19 | 131 68.20
laws, which limits improvements

Mean = 66.00, MD =65.00, Std= 13.64

Table (4.12) shows that most of the barriers that prevent the use of evidence in health
policy-making according to participants' perspectives are "Lack of incentive to participate
in Evidence-informed policymaking™ with a weighted mean of 71.80%, followed by the
phrase "Insufficient skills to critically appraise / evaluate the literature” With a weighted
mean of 69.20%, followed by the phrase "Insufficient skills for interpreting research™ with
a weighted mean of 68.80%.

Regarding the barriers to using evidence in the health policy-making process, the
incentives were the biggest obstacle according to the results of our study, as these results

did not coincide with the results of the Ellen et al., (2016) study, which the percentage of
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agreed and strongly agreed with was 15% of the total participants, while the percentage of
agreed and strongly agreed with in our study reached 61.4%.

Participants answered the following phrases "Lack of policy relevant research” and
"Compliance with existing policies or laws, which limits improvements™ with a weighted
mean of 68.20%, while answered on the phrase "Insufficient skills to apply research
findings to health policy” with a weighted mean of 66.20%, followed by the phrase "Lack
of time" where the respondents answered with a weighted mean of 66.00%.

The study participants indicated that there is a lack of research studies related to health
policies and this result did not coincide with another study, as the study showed that 14%
of the participants confirmed that there is a lack of relevant research, while the proportion
of those who agreed and strongly agreed with our study was 55.2% of the total participants
(El Jardali, Lavis, Ataya, Jamal, et al., 2012).

Whereas, the phrase "Lack of resources (such as access to a computer, the internet or
online databases)" came the least agreed among the participants, where the weighted mean
was 54.00%, followed by the phrase "Lack of interest in Evidence-informed policymaking"
with a weighted mean of 60.60%. This was followed by the phrase "An unacceptable
environment for evidence-making in policy-making"”, which got a weighted mean of
64.00%.

The results showed the quantitative results consistent with the opinions of researchers in
the in-depth interviews. The results concluded that the environment of the Ministry of
Health is not encouraging to use evidence, One of KII (58-year) said that, "The
environment is not encouraging, as there is no culture that supports the use of evidence,

and also the capabilities and resources are not available” (KII, researcher).

Another KII (52-year) Added that, "I think that the environment is weak and does not have
the capabilities, but even what is available does not use it. For example, the ministry
provides almost free access to some electronic libraries, but unfortunately a few use

that"(KII, researcher).

While the quantitative results did not coincide with the opinions of policy makers in the in-
depth interviews, where decision makers emphasized that the environment is encouraging
and supports the use of evidence. One of KII (48-year) said that, "Certainly the

environment is encouraging and we are one of the ministries that encourages this, but we
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need more efforts in addition to the necessity of activating the role of the research

department in the Ministry"(KII, policymaker).

Another KII (54 years) explained that, "Of course the environment is encouraging, and

what prevents this, but the Ministry is required to weigh these skills” (KII, policymaker).

In fact, the participants disagreed about the environment for using evidence in the Ministry
of Health, but they agreed that the use of evidence in the Ministry needs to exert more
efforts and provide human and logistical resources to improve the environment for using

evidence, in addition to enhancing the research culture of employees.

A total of 65% of the researchers participating in a study the eastern Mediterranean region
(EMR) indicated that what hinders the use of evidence in the health policy making process
Is that the policy environment does not accept the use of evidence in health policy making,
this study did not match the results of our study where the proportion of those who agreed

and strongly agreed with was 36.5% (EI Jardali, Lavis, Ataya, & Jamal, 2012).

During the discussion of factors facilitating the use of evidence in health policy making
with researchers and policy makers in in-depth interviews, opinions varied. One of KllI
(58-year) said that, "Existence of strategies and promotion of a culture of research and the
existence of an infrastructure for evidence and research and the provision of resources,
and finally that the use of evidence be part of a plan" (KII, researcher). Another KII (70-
year) Added that, "Creating an appropriate environment for scientific discussion and
meetings, for exchanging information and building a strong relationship between
universities and research centers on the one hand and the various ministries on the other
hand, and these relationships, whenever they are strengthened, will create a good

atmosphere for using evidence” (KII, researcher).

Another KII (55 years) explained that, "To have an easily accessible information center
and also to develop the skills of decision makers and to develop advisers for health policy
makers who have experience in the field of research” (KII, researcher). Another KII (40
years) explained that, "I think nothing prevents the use of evidence" (KII, researcher).

Another KII (48 years) explained that, "There should be confidence in the results of the
research produced and also confidence in those in charge of research and also confidence

that these topics meet the needs of decision makers, and greater efforts must be made to
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convince decision makers that this research can offer many things to them. It is also good

to start research that adopts priorities and challenges of MoH " (KII, policymaker).

Another KII (55 years) explained that, "The most important factor that facilitates the use of
evidence is that the existing system in the ministry does not accept to adopt a policy that is
not based on evidence. Secondly, there is an authorization from the ministry for decision
makers, but it is not an absolute mandate in the sense that decision-makers have no
absolute freedom to make policies independently of the ministry's policy that ensures that

the policy is evidence-based” (KII, policymaker).

As for the barriers that prevent the use of evidence, participants answered in in-depth
interviews, as most of them agreed that scarcity of resources and lack of incentives is a
major obstacle in not using the evidence. One of KII (58-year) said that, "General
conditions, lack of resources, scattered priorities and instability. Decision makers focus on
the survival strategy, that is, how do we maintain what is there and this is the biggest
achievement" (KII, researcher). Another KII (70-year) added that, "The obstacle is always
in the available resources, and often they know what is right, but this entails obligations
that they cannot do" (KII, researcher). Another KII (50-year) added that, "What prevents
many things, including the number of a warehouse to collect local research, and also there
are no things that attract people to research in addition to that experts in the field of
research in our reality did not reach the required expertise in filtering and criticizing the
research completely and this is because we do not work and therefore we are not learning
and are afraid to mistake™” (K11, researcher).

Another KII (48 years) explained that, "I think a lot of research presents scientific papers,
but some of these papers are theoretical or repeated and sometimes need to be checked in
order to be convincing and sometimes the research does not take into account the
priorities of the ministry” (KII, policymaker). Another KII (55 years) explained that,
"There is nothing to prevent, but the ministry acknowledges and admits that there is a
large amount of research but is not beneficial from it and is looking at how the ministry
can solve this problem by administrative solutions by making the dependency of the
scientific research department to other departments to increase the effectiveness of the
department and | appreciate that researchers are asking about all these productive
research Which only took a small part of its results and left the rest” (K1, policymaker).
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In the end, the researcher believes that the qualitative results include adding new barriers
and facilitators that the researcher could not include in the quantitative part where the
quantitative and qualitative results agreed that the lack of resources, incentives and weak
capabilities of knowledge users are the main barriers that prevent the use of evidence while
the quantitative and qualitative results were not consistent with the availability of research
related to health policy, where the participants indicated in the in-depth interviews that
research is sufficiently available in most health fields, and quantitative results showed
additional barriers, including the lack of a warehouse to collect evidence, especially local,
and the participants also indicated that there is a weakness in the body of scientific
research in the MoH, but with regard to facilitators, the participants in the in-depth
interviews varied their opinions, but the common denominator between them was that
establishing a strong relationship between knowledge producers and health policy makers
and the continuous communication between them and unifying research priorities jointly

would greatly improve the use of evidence .

4.6.1 Participants’ suggestions in-depth interviews to improve the use of evidence in
health policy making

When asked in-depth interviews about their proposals to improve the use of evidence in
health policy-making, the participants' proposals varied. One of KII (54-year) said that, "It
IS to improve the use of evidence, which could be through the establishment of a research
repository to collect all evidence, especially local research from them, and also teach
users of evidence about how to make a health policy informed by evidence and finally
provide research according to priorities and facilitate access to it" (KII, researcher).
Another KII (58-year) Added that, "We must have a unified strategy to absorb research
and also care for the employee because it is the primary component of any improvement
process, in addition to providing incentives and budgets related to absorbing research and
creating a research body that is strong and energetic” (KII, researcher). Another KII (70
years) explained that, "Increasing trust and interdependence between the MoH and
research objects in society. Also, health research and health research support should not
be without capabilities"(KII, researcher). Another KIl (55-year) Added that, "Training
university graduates in the skills of using evidence before granting them a university
degree and providing financial and logistical capabilities, and also it is better to have a
repository for local research” (KII, researcher).
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Another KII (52 years) explained that, "Administrative promotions in MoH should be
linked to evidence through assessments of the capabilities of the candidates, and also the
creation of a platform in which all information and research will be collected and readily
available to all, in addition to the work of programs that improve the culture of research in
society”" (KII, policymaker). Another KII (48-year) Added that, "For the parties concerned
with health research to communicate the results of researchers and not remain trapped in
the drawers, and that greater effort be made in informing decision makers of these
researches, whether through annual workshops or an annual meeting or by circulating
through an annual booklet on all the researches discussed within a year” (KII,
policymaker). Another KII (55 years) explained that, "To have a body in MoH that receives
research and to find research results have an important place and to reduce the disparity
between decision makers through the weight of the skills of decision-makers who have
weak skills and activate participation in external conferences and not to recognize reality
and the blockade and to open a gap in this wall is to benefit from the experiences of other

countries” (KII, policymaker).

Finally, in view of the participants ’proposals, the researcher summarizes the most
important proposals agreed upon by both policy makers and researchers. Most of the
participants agreed on the necessity of establishing a repository of scientific evidence,
especially local evidence, and that scientific research capabilities be built through
developing the skills of health policy makers on how to use evidence and strengthening the
body of scientific research in MoH by providing logistical and human resources for this
body and also supporting the culture of scientific research among the policy makers of

MoH and providing incentives for them.

4.7 Distribution of the study participants according to the domains

Table (4.13) Distribution of the study participants according to the domains

N Items Mean MD Std

Perceptions of policymaker about the use of evidence in policy
making process
2. | The ability to assess, acquire, adapt and apply research

7177 | 77.65 7.17

68.77 | 68.80 8.63

evidence
Current knowledge transfer mechanisms 57.25 | 56.67 | 10.32
Groups or factors that influence health policymaking 64.98 | 64.00 9.85

Inhibiting factors, the use of evidence by health policy makers | 6570 | 66.00 | 13.64
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Table 4.8, according to the results the first (highest) domain (1) " Perceptions Policymaker
about the use of evidence in policy making process" with a weighted mean of 77.77%, the
second domain is a domain (2) " The ability to assess, acquire, adapt and apply research
evidence" with a weighted mean of 68.77%, followed by domain (5) " Inhibiting factors
the use of evidence by health policy makers" with a weighted mean of 65.70% and domain
(4) " Groups or factors that Influence Health Policymaking " with a weighted mean of
64.98%. Finally, (lowest) domains are (3) " Current knowledge transfer mechanisms " with

a weighted mean of 57.25%.

4.8 Inferential Statistics

This part represents the relationships between study domains and their relation of
participant socio-demographic variables regarding governorates, age, gender, level of
education, professional background, work related variables, available resources and

training.
4.8.1 Difference between study domains and demographic variables.

Differences between Domains and Place of residency

Shows that there are no statistical differences between domains and Place of residency (P-
value = 0.691), (P-value = 0.579), (P-value = 0.792), (P-value = 2.081), (P-value = 0.257)
respectively and sig. >0.05. Annex (11)

Differences between Domains and Gender

Shows that there are no statistical differences between domains and gender (T = 0.803), (T
= 0.700), (T = 0.313), (T = 0.733), (T = 0.622) respectively and sig. >0.05. which mean
that the male and female had the almost had the same opinion about the domains Annex
(12).

Differences between Domains and age

Shows that there are no statistical differences between domains and age (P-value = 0.464),
(P-value = 1.232), (P-value = 0.382), (P-value = 1.474), (P-value = 0.306) respectively
and sig. >0.05. Annex (13).
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Differences between Domains and level of education

Table (4.16) shows that there are no statistical differences between domains and level of
education (P-value = 1.322) (P-value = 0.185) (P-value = 0.122) (P-value = 0.215) (P-
value = 0.463) respectively and sig. >0.05. Annex (14)

Differences between Domains and Professional background

Table (4.14) shows that there are no statistical differences between domains (Perceptions
Policymaker about the use of evidence in policy making process, current knowledge
transfer mechanisms, groups or factors that Influence health policymaking and inhibiting
factors, the use of evidence by health policy makers and professional background (P-value
= 1.267), (P-value = 0.631), (P-value = 0.561), (P-value = 0.330) respectively and sig.
>0.05.

While there is statistical difference between the ability to assess, acquire, adapt and apply

research evidence and professional background (F = 4.300, P-value =0.001).

While there is statistically significant differences between the ability to assess, acquire,
adapt and apply research evidence and the professional background. Participants from the
management profession (F= 4.300, P-value= 0.001), with a higher mean score (72.27)
followed by participants from the other profession with a mean score (71.94). The
participants from lab technician profession a mean score of (70.19), followed by
participants from nurse profession with a mean score (66.83), followed by participants
from physician profession with a mean score (66.65), followed by participants from
pharmacist profession with a mean score (63.13) came last, by using scheffe in Annex
(15).
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Table (4.14) Differences between Domains and Professional Background

Domain Profession Nu Mean Std F Sig.
Perceptions Policymaker about | Physician 31 75.41 | 7.57 1.267 | 0.282
the use of evidence in policy Pharmacist 17 78.75 | 8.26
making process Nurse 25 78.21 | 6.53

Technician 17 78.06 | 5.06

Management 34 79.55 6.45

Other 21 76.81 | 8.58

Total 145 7077 | 7.17
The ability to assess, acquire, Physician 31 66.65 | 6.87 | 4.300 | 0.001
adapt and apply research Pharmacist 17 63.13 | 9.01
evidence Nurse 25 66.83 | 8.56

Lab 17 70.19 | 8.93

Technician

Management 34 72.27 7.99

Other 21 71.94 | 8.47

Total 145 68.77 | 8.63
Current knowledge transfer Physician 31 55.43 | 10.78 | 0.631 | 0.677
mechanisms Pharmacist 17 56.37 | 10.24

Nurse 25 5753 | 9.23

Technician 17 59.22 | 11.49

Management 34 56.57 | 10.59

Other 21 59.84 | 9.94

Total 145 57.25 | 10.32
Groups or factors that Physician 31 63.29 | 6.23 | 0561 | 0.730
Influence Health Policymaking | Pharmacist 17 64.71 | 8.97

Nurse 25 64.40 9.57

Technician 17 64.47 | 13.74

Management 34 67.24 8.61

Other 21 65.14 | 13.35

Total 145 64.98 | 9.85
Inhibiting factors, the use of Physician 31 66.26 | 12.34 | 0.330 | 0.894
evidence by health policy Pharmacist 17 66.71 | 14.05
makers Nurse 25 63.68 | 13.05

Technician 17 63.06 | 15.69

Management 34 66.88 | 13.45

Other 21 66.67 | 15.44

Total 145 65.70 | 13.64
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4.8.2 Difference between study domains and work-related variables.

Differences between Domains and workplace

Table (4.15) shows that there are no statistical differences between domains (the ability to

assess, acquire, adapt and apply research evidence, current knowledge transfer
mechanisms, groups or factors that influence health policymaking and inhibiting factors,
the use of evidence by health policy makers and workplace (P-value = 0.636), (P-value =
0.295), (P-value = 0.039), (P-value = 0.103) respectively and sig. >0.05. While there is
statistical difference between Perceptions Policymaker about the use of evidence in policy
making process and workplace.The participants from Hospital (F = 4.526, P-value =
0.012), with a higher mean score (78.96) followed by participants from Other
administrative units with a mean score (78.31). The participants from PHC got a mean
score of (74.16) came last, by using scheffe in Annex (16) the differences was for

management profession with mean 72.27%.

Table (4.15) Differences between Domains and Workplace

Domain workplace Nu Mean Std F Sig.
Perceptions Policymaker PHC 27 74.16 7.36 4,526 | 0.012
about the use of evidence in Hospital 52 78.96 6.42
policy making process Admin. Units 66 78.31 7.30

Total 145 77.77 7.17
The ability to assess, acquire, | PHC 27 68.59 8.13 0.636 | 0.531
adapt and apply research Hospital 52 67.80 9.03
evidence Admin. Units 66 69.60 8.56

Total 145 68.77 8.63
Current knowledge transfer PHC 27 56.98 | 11.22 | 0.295 | 0.745
mechanisms Hospital 52 56.51 | 10.56

Admin. Units 66 57.95 9.86

Total 145 57.25 | 10.32
Groups or factors that PHC 27 64.52 7.47 0.039 | 0.962
Influence Health Hospital 52 65.00 | 10.54
Policymaking Admin. Units 66 65.15 | 10.25

Total 145 64.98 9.85
Inhibiting factors, the use of PHC 27 65.41 12.13 0.103 0.902
evidence by health policy Hospital 52 66.38 | 15.39
makers Admin. Units 66 65.27 | 12.93

Total 145 65.70 | 13.64
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Differences between Domains and Managerial Position

Table (4.18) shows that there are no statistical differences between domains and
managerial Position (P-value = 0.875), (P-value = 0.564), (P-value = 1.001), (P-value =
4.588), (P-value = 1.239) respectively and sig. >0.05, Annex (17).

Differences between Domains and experience in current position

Table (4.19) shows that there are no statistical differences between domains (Perceptions
Policymaker about the use of evidence in policy making process, the ability to assess,
acquire, adapt and apply research evidence, current knowledge transfer mechanisms, and
groups or factors that influence health policymaking) and experience in current position (P-
value = 0.272), (P-value = 0.057), (P-value = 0.870), (P-value = 1.568) respectively and P-
value >0.05, While there is statistical difference between inhibiting factors, the use of
evidence by health policy makers and experience in current position (F = 3.434, P-value =
0.035). Participants whose ages are from 5 years and less with a higher mean score (69.33)
followed by Participants whose ages are More than 10 years with a mean score (66.85).
The Participants whose ages are from 6 to 10 years a mean score of (62.54) came last, by

using scheffe in Annex (18).

Table (4.16) Differences between Domains and experience in current position

Domain experience in current Nu Mean Std F Sig.
position
Perceptions Policymaker 5 years and less 42 77.73 6.40 0.272 | 0.762
about the use of evidence in From 6 to 10 years 63 77.37 7.76
policy making process More than 10 years 40 78.44 7.10
Total 145 77.77 7.17
The ability to assess, acquire, | 5 years and less 42 68.53 7.84 0.057 | 0.944
adapt and apply research From 6 to 10 years 63 68.68 9.13
evidence More than 10 years 40 69.15 8.81
Total 145 68.77 8.63
Current knowledge transfer 5 years and less 42 56.83 10.65 | 0.870 | 0.421
mechanisms From 6 to 10 years 63 58.47 10.30
More than 10 years 40 55.79 10.04
Total 145 57.25 10.32
Groups or factors that 5 years and less 42 65.86 8.00 1.568 | 0.212
Influence Health From 6 to 10 years 63 63.37 11.07
Policymaking More than 10 years 40 66.60 9.38
Total 145 64.98 9.85
Inhibiting factors, the use of 5 years and less 42 69.33 14.34 | 3.434 | 0.035
evidence by health policy From 6 to 10 years 63 62.54 12.57
makers More than 10 years 40 66.85 13.72
Total 145 65.70 13.64
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Differences between Domains and experience in MoH

Shows that there are no statistical differences between domains and experience in MOH
(P-value = 2.442), (P-value = 0.602), (P-value = 1.503), (P-value = 2.212), (P-value =
0.074) respectively and sig. >0.05, Annex (19).

Differences between Domains and number of employees currently managing

Shows that there are no statistical differences between domains and number of employees
currently managing (P-value = 0.835), (P-value = 0.809), (P-value = 2.394), (P-value =
0.349), (P-value = 0.167) respectively and sig. >0.05, Annex (20).

Differences between Domains and Number of articles, related to your area of work,

do you read per month

Shows that there are no statistical differences between domains and Number of articles,
related to your area of work, do you read per month (P-value = 0.851), (P-value = 1.014),
(P-value = 0.951), (P-value = 0.914), (P-value = 0.853) respectively and sig. >0.05, Annex
(21).

Differences between Domains and How often do you use results of scientific research

and literature in the decision / policy making

Table (4.17) shows that there are no statistical differences between domains (perceptions
policymaker about the use of evidence in policy making process, current knowledge
transfer mechanisms, groups or factors that influence health policymaking, and inhibiting
factors, the use of evidence by health policy makers) and how often do you use results of
scientific research and literature in the decision / policy making (P-value = 1.195), (P-value
= 1.729), (P-value = 0.936), (P-value = 0.716) respectively and sig. >0.05, while there is
statistical difference between the ability to assess, acquire, adapt and apply research
evidence and How often do you use results of scientific research and literature in the
decision / policy making (F = 2.722, P-value = 0.032), Participants who use the results of
scientific research and literature more than 10 times a month , with a higher mean score
(74.88), followed by participants who use the results of scientific research and literature
from 6-10 times per month with a mean score (71.77), followed by participants who use
the results of scientific research and literature from 2-5 times per month with a mean score

(69.70) followed by participants who use the results of scientific research and literature
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once per month with a mean score (67.34)The Participants who do not use the results of
scientific research and literature got a mean score of (66.54) came last, by using sceffee in
Annex (22).

Table (4.17) Differences between domains and how often do you use results of
scientific research and literature in the decision / policy making

Domain How often do you use
results of scientific
research and literaturein | Nu | Mean | Std F Sig.
the decision / policy
making

Perceptions Policymaker | Never 32 | 77.32 | 8.27 | 1.195 | 0.316
about the use of evidence | once per month 47 | 7745 | 7.42
in policy making process | 2-5 times per month 44 | 77.49 | 557
6-10 times per month 12 | 82.06 | 7.25
More than 10 timesa month | 10 | 76.82 | 8.17
Total 145 | 77.77 | 7.17

The ability to assess, Never 32 | 66.54 | 8.88 | 2.722 | 0.032
acquire, adapt and apply | once per month 47 | 67.34 | 7.29
research evidence 2-5 times per month 44 | 69.70 | 8.20
6-10 times per month 12 | 71.77 | 11.58
More than 10 timesa month | 10 | 74.88 | 8.84
Total 145 | 68.77 | 8.63

Current knowledge Never 32 | 54.22 | 9.26 | 1.729 | 0.147
transfer mechanisms once per month 47 | 56.38 | 9.81
2-5 times per month 44 | 58.64 | 11.68
6-10 times per month 12 | 61.94 | 9.40
More than 10 timesa month | 10 | 59.33 | 8.79
Total 145 | 57.25 | 10.32

Groups or factors that Never 32 | 67.94 | 10.15 | 0.936 | 0.445
influence health once per month 47 | 63.96 | 7.94
policymaking 2-5 times per month 44 | 64.18 | 9.47
6-10 times per month 12 | 64.33 | 15.18
More than 10 times amonth | 10 | 64.60 | 11.12
Total 145 | 64.98 | 9.85

Inhibiting factors, the use | Never 32 | 67.44 | 13.09 | 0.716 | 0.583
of evidence by health once per month 47 | 64.72 | 11.90
policy makers 2-5 times per month 44 | 6727 | 1477
6-10 times per month 12 | 62.00 | 18.55
More than 10 times amonth | 10 | 62.20 | 11.87
Total 145 | 65.70 | 13.64
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Differences between Domains and have access to search engines to access health

policy research free of charge from your workplace

Table (4.18) shows that there are no statistical differences between domains (Perceptions
of Policymaker about the use of evidence in policy making process, Current knowledge
transfer mechanisms, and Inhibiting factors, the use of evidence by health policy makers)
and have access to search engines to access health policy research free of charge from your
workplace (T = -0.656), (T = 1.895), (T = -1.107) respectively and sig. >0.05, while there
are statistical differences between the ability to assess, acquire, adapt and apply research
evidence and Groups or factors that Influence Health Policymaking with having access to
search engines to access health policy research free of charge from your workplace (T = -
2.325), (T =-2.316), respectively and Sig. <0.05 the differences were for who have access
to search engines to access health policy research free of charge from your workplace with

mean 69.11% and 65.37% respectively.

Table (4.18) Differences between domains and have access to search engines to access
health policy research free of charge from your workplace

Domain Yes/ No N Mean Std T Sig.

Perceptions Policymaker about the use of No 6 75.88 9.17 -0.656 | 0.513

evidence in policy making process Yes 139 77.85 7.11

the ability to assess, acquire, adapt and apply | No 6 60.87 13.18 | -2.325 | 0.021

research evidence Yes 139 69.11 8.28

Current knowledge transfer mechanisms No 6 65.00 7.15 1.895 | 0.060
Yes 139 | 56.92 | 10.32

Groups or factors that Influence Health No 6 56.00 5.22 -2.316 | 0.022

Policymaking Yes 139 65.37 9.82

Inhibiting factors, the use of evidence by No 6 59.67 | 14.22 | -1.107 | 0.270

health policy makers Yes 139 65.96 13.61
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Differences between Domains and have access to electronic libraries

Shows that there are no statistical differences between domains and have access to
electronic libraries (T = 0.431), (T = -0.502), (T = 0.379), (T = 0.632), (T = -0.130)
respectively and sig. >0.05, Annex (23).

Differences between Domains and have access to search engines through your smart

phone at work

Shows that there are no statistical differences between domains and have access to search
engines through your smart phone at work (T =-0.203), (T = -1.819), (T = 0.295), (T = -
0.350), (T = 0.529) respectively and sig. >0.05, Annex (24).

Differences between Domains and have access to the Ministry of Health (MoH)

database at work

Shows that there are no statistical differences between domains and have access to the
Ministry of Health (MoH) database at work (T = -0.505), (T =-1.501), (T =-1.033), (T =-
0.053), (T = 0.609) respectively and sig. >0.05, Annex (25).
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Chapter Five

Conclusion and Recommendation

5.1 Conclusion

This study was conducted to find out the extent of using evidence in health policy making
among health policy makers in the MoH in the GS. This was done by using a set of
quantitative and qualitative tools to evaluate perceptions about the use of evidence in the
policy making process, determine the ability to assess, acquire, adapt, and apply research
evidence, explore current knowledge transfer mechanisms, identify enhanced and
inhibiting factors that affect the use of evidence, and identify the factors that influence

policy making Health.

The results showed that the domain of policy makers' perceptions about the use of evidence
came first, and secondly, the domain of the ability to assess, acquire, adapt, and adapt
research evidence followed by the domain of inhibiting factors the use of evidence in
health policy making, then the domain of groups or factors that influence health policy

making, and finally , domain of existing knowledge transfer mechanisms.

The participation rate in this study was about 85% of the study population, where the
results showed that most of the participants were men, in addition to that the higher
administrative positions did not include any of the women, more than half of the
participants with post-graduate certificates, and that more than half participants are less
than 50 years old, and with regard to the place of residence about half of the participants
reside in Gaza City and the rest are distributed over the rest of the governorates, also

average years of experience for the participants in MoH were about 21 years.

The results showed that more than half of the participants use the evidence in their work
once and less per month, while about half of the respondents answered that they did not
receive any training in preparing health policies, the majority of participants indicated that
they possess the computer and the internet in their work and also have the ability to access
the databases associated with their work, while about two-thirds of the participants
indicated that they do not have free access to electronic libraries, Google's browser was the

most used by the participants, followed by Yahoo's browser.
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The results of this study showed that health policy makers in the MoH of the GS have
positive perceptions about the importance of using evidence in health policy making, and
the results also showed a general lack of skills of health policy makers with regard to
assess, acquire, adapt and apply research evidence, as it was their ability to adapt research
evidence has obtained the highest score out of the four sub-domains and their ability to
apply research evidence has obtained the lowest results.

The results of this study showed that the current mechanisms for transferring and
exchanging knowledge are ineffective and this domain has obtained the least degree among
other major domains where the participants emphasized that there is a lack of interaction
between researchers and policy makers and the lack of appropriate structures to support
evidence-based policy making and also the lack of strategies effective for the use of
research evidence, as participants indicated in in-depth interviews that improving
mechanisms for the transfer and exchange of knowledge primarily requires resources,

incentives and a culture that supports the use of evidence and this is not currently available.

As for the factors that affect health policy making, the results have shown that the biggest
impact on health policy making is donor organizations, followed by the values of political
parties. On the barriers that prevent the use of evidence, the participants agreed that the
lack of resources and the absence of incentives are among the most important barriers that
prevent the use of evidence. As for the participants in the qualitative interviews, they
indicated that what is preventing is political instability, the Israeli blockade, repeated
crises, and also the lack of an environment that encourages the use of evidence. As for
what facilitates the use of evidence, the participants unanimously agreed that strengthening
the research and evidence infrastructure and improving the capabilities and skills of
policymakers on how to use evidence and promoting a culture of evidence use within
MoH.

The most important suggestions to improve the use of evidence were that the infrastructure
for scientific research be strengthened through an appropriate structure and the provision of
human and financial resources for it and the establishment of a research repository to
collect local evidence in one place, and research priorities must be agreed between the
producers and users of the research, and staff should also be taken care of within the
ministry and motivating it to use evidence and train policy / decision makers and those

around them on how to access and use scientific evidence.
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5.2 Recommendations

Based on the results and conclusion of our study, the following recommendations are

proposed:

1.

Promoting the culture of using evidence in policymaking within the MoH through
supporting researchers, developing guidelines to the use of evidence, and develop
mechanisms of knowledge sharing

Create a research repository to compile local research and all stakeholders can have
free access including health policy makers.

The MOH should regularly determine its priorities in an accurate and thoughtful
manner, and universities and research institutions are informed accordingly.
Researchers and policy experts should be involved in identifying national health
priorities conduct a continuous training program to strengthen health policy makers'
capacities to access and the use of evidence.

Strengthening the relationship and trust between researchers and decision-makers
through continuous meetings, workshops, conferences, etc.

Promote the production of scientific research within the MoH and not to limit it to
external researchers. This could be done by hiring researchers and allocating
enough funds to support them.

Develop incentives system to policymakers who use evidence in policymaking.

The MOH needs to strengthen accountability and temperance in decision making in

order to reduce the impact of political affiliations in decision making.

5.3 Recommendation for a new area of research

1.

Conduct a study to review the appropriateness of current policies, plans, and
procedures to use the best available evidence.

Conduct mixed methods studies to examine the use of evidence in clinical settings,
such as evidence-based medicine and evidence-based nursing.

Study the use of evidence in health policy-making at the national level, covering

both the WB and GS and covering main providers.
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Annexes

Annex (1): Palestine Map

Source: (PCBS, 2017)
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Annex (2): Distribution of Gaza Strip Governorates

Source: (PCBS, 2010)
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Annex (3) KII participants

Organization No. of key informant position
involvement

MoH 5 General directorate in MoH
(Policy maker)
Palestinian universities (Quds 5 Researchers in the field of
University, Islamic University, evidence and health policy
Al Azhar university)
(Researchers)
MoH 2 Scientific Research
(Researchers) Committee in the General

Department for Human

Resource Development
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Annex (4) The study instrument
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Serial Number: ................ .

Part 1: Demographic Data

1. | Gender | 0 Male 1 Female
2. | Age: .ol years
3. | Professional [l Physician [ Pharmacist ] Nurse
background ] Technician ] Management [ Other:.............
4. | What is your 0 PHC 1 Hospital
current (1 Other: ...ooevvvvivininnnn.
workplace in
MoH?
5. | Years of schooling: ............... .
6. | Level of [J Board [J Master 1 Diploma or less
education ] PhD ] Bachelor
7. | Place of [l Gaza North [ Gaza 1 Middle
residency ] Khan yonis ] Rafah
8. | Managerial [0 Head of [ Unit Manager I General Director
position Department
[0 Other, please specify: ..................
9. | How many years have been serving in this position: ..................
10. | Does your O Yes 7 No
work entail
decision
making?
11.| How many years of experience do you have as a decision/ policy maker:
........................... years
12. | How many years of experience do you have working for MOH: ...........................
years
13.| What is the number of employees currently managing? .....................
14.| Do you have access to search engines to access health 1 Yes 1 No
policy research free of charge from your workplace?
15.| Which search engines do you access often? (more than one answer)
1o 2 3.
16.| Do you have access to electronic libraries? \ 1 Yes 1 No
17.| How many articles, related to your area of work, do you read per month?
..................... article
18.| How often do you use results of scientific (1 Never
research and literature in the decision / ] once per month
policy making? ] 2-5times per month
[1  6-10 times per month
] More than 10 times a month
19. | Do you have access to computer at work? (1 Yes . No
20. | Do you have constant internet access at work? 1 Yes 1 No
21. | Do you have access to search engines through your [J Yes 0 No
smart phone at work?
22. | Do you have access to the Ministry of Health (MoH) [J Yes | No
database at work?
23.| Do you have access to MoH publications including 1 Yes 1 No
annual reports?
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Part 2: Perceptions Policymaker about the use of evidence in policy making

process
(Perceptions of health policymakers According to many studies it can have an impact on the use of evidence in health policy-
making)

Strongly Disagree Disagree Neutral Agree Strongly

1 2 3 4 Agree
5

No. Question 2131415
1. | Evidence-informed policymaking EIPM is necessary to improve the

performance of the health care system

2. | laminterested in improving the skills needed to integrate EIPM in
my organization/ department

3. | EIPM improves the quality of services provided by my
organization/department

4. | EIPM takes into account the surrounding contexts in policy making /
health decisions

5. | Research evidence should always be used to develop health plans

6. | Research evidence should always be used in health decision-making

7. | Research evidence should always be used in health service provision
and practices

8. | Health policy literature (such as magazines and textbooks) and
research findings are useful in my daily work

9. | Thereis a lack of necessary evidence in my work that | can use as a
health policy/ decision maker

10. | I need to develop the skills needed to improve the process of using
evidence in policy / decision making.

11. | EIPM is a waste of time and adds a burden on me

12. | I have an interest in attending workshops related to the use of
evidence in health policymaking

13. | Health policy refers to decisions, plans, and actions that are
undertaken to achieve specific health care goals within a society

14. | Most of the time, relevant research is not available

15. | Decision making is mostly judgmental in my department

16. | Decision-making is influenced by political views

17. | Decision making is mostly based on personal preference and interest

Part 3: Determine the ability to assess, acquire, adapt and apply research evidence

(Among the major challenges associated with the lack of uptake of research evidence into policy and practice is the capacity

constraints of policymakers to use research evidence in policy making)

1. Acquire Research Evidence
Strongly Disagree Disagree Neutral Agree Strongly Agree
1 2 3 4 5
A. Ability to Acquire Research Evidence

N Question 213415
1. | I have good experience in conducting research studies
2. | Computers are available to all policy / decision makers in your

organization
3. | My workplace is equipped with computers connected to the

Internet
4. | I have enough time to search health policy evidence
5. | I have the motivation to conduct research
6. | I have the resources to do research related to my work
7. | lalways look for evidence in peer-reviewed journals
8. | I'look for evidence in locally published reports
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9. | I regularly follow internationally published reports such as WHO and
WB reports

10. | I look for evidence in different databases

11. | I look for information on different web sites

12. | I work with researchers through formal networking meetings with
our staff

13. | | work with researchers through informal networking meetings with
our staff

14. | 1 get involved with researchers as a researcher

15. | | get involved with researchers as a decision-maker

16. | | get involved with researchers as a sponsor

17. | I learn from peers through informal and formal networks to
exchange ideas, experiences, and best practices

18. | | can use statistics (technical language) efficiently

2. Assess of Research Evidence

19.| You have critical appraisal skills for evaluating the quality of
methodology used in research

20.| You have critical appraisal skills to evaluate the reliability of
specific research

21.| Are you in contact with experts who could help you in critically
assess the reliability of specific research (either internal or external)

22.| You can relate research to your organization and point out
similarities and differences

23.| You can identify the relevant similarities and differences between
what we do and what the research says

24.| Areyou in contact with experts who could help you to identify the

relevant similarities and differences between what we do and what the
research says (either internal or external)

3. Adapt Research Evidence

25. | You have the ability to present research results concisely and in an
easy language

26. | Are you in contact with experts who could help you to research
results concisely and in accessible language (either internal or
external)

27. | You have the ability to summarize findings of any research/report
in one document

28. | Are you in contact with experts who could help you to synthesize in
one document all relevant research (either internal or external)

29. | You have the ability to link research results to key issues facing
policy makers in your organization

30. | Are you in contact with experts who could help you to link research
results to key issues facing policy makers in your organization
(either internal or external)

31. | You have the ability to provide recommended actions to policy
makers in your organization

32. | Are you in contact with experts who could help you to provide
recommended actions to decision-makers in your organization
(either internal or external)

33. | You have the ability to push your results and recommendations into

the agenda of policy makers.

4. Apply of Research Evidence

34.

\ Using research findings is a priority in your organization \
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35. | Your organization has committed resources to ensure research is
accessed in making policy

36. | Your organization has committed resources to ensure research is
adapted in making policy

37. | Your organization has committed resources to ensure research is
applied in making policy

38. | Your organization ensures staff is involved in discussions on how
research evidence relates to organization main goals

39. | The management of your organization has clearly communicated its
priorities so that those conducting or monitoring research know
what is needed in support of organization goals

40. | Your organization communicate internally in a way that ensures
there is information exchanged across the entire organization

41. | Your organization has a culture that accepts change and provides
resources for it

42. | Your organization seeks to improve continuous quality and
provides resources for it

43. | Your organization has the flexibility to accept new evidence

44. | When your organization make major decisions, your organization
usually allow enough time to identify researchable questions and
create/obtain, analyses, and consider research results and other
evidence

45. | Your management team evaluates the feasibility of each option,
including potential impact across the organization as well as on
clients, partners, and other stakeholders

46. | Decision makers in your organization give formal consideration to
any recommendations from staff who have developed or identified
high-quality and relevant research

47. | Staff and stakeholders know when and how major decisions will be
made

48. | Staff and stakeholders contribute to building evidence

49. | Staff who provides evidence and analysis usually participate in
policy-making discussions.

50. | Staff and stakeholders are informed of how available evidence
influenced the choices made in your organization

Part 4: Current knowledge transfer mechanisms
(Knowledge Transfer and Exchange (KTE) is one of the tools used to bridge the 'know-do' gap')

Strongly Disagree Disagree Neutral Agree Strongly Agree
1 2 3 4 5
N | Question 213 |4

1. | There is a lack of interactions between researchers and policymakers
within your organization

2. | Dissemination of research findings is done only through academic
papers and journals (inappropriate channels as policy-makers might
not read)

3. | There is a lack of ability for health policymakers to understand the
numbers and statistics in research papers

4. | Language is an issue for policy makers as most publications are in
English

5. | I participate in meetings with researchers to identify high-priority
policy issues for which research is needed to inform how to address
these issues
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6. | There is an administrative structure suitable to support the use of
evidence- informed health policymaking process (for example; a
policy analysis department or a decision support unit)

7. | There is limited coordination among policy and research institutions
and researchers

8. | Researchers are generally unaware of the necessity of knowledge
transfer

9. | Policy makers lack searching skills to access research results

10. | Media plays a key role in disseminating knowledge within our
context

11. | Methods used in knowledge dissemination are not effective

12. | Strategy for research uptake is mostly not there

Part 5: Groups or factors that Influence Health Policymaking
(Policy-making process must be informed and not based on evidence because other factors can influence policy making).
This goal will show us what these factors are

Strongly Disagree Disagree Neutral Agree Strongly Agree
1 2 3 4 5
N | Question 12314

1. | From your perspective, there is a lack of coordination among
ministries (such as the MoH, Ministry of Finance, etc.) hindered the
health policymaking process.

2. | Lack of coordination between government and health service
providers hindered the health policymaking process.

3. | Do you think physician exert a strong influence on the health
policymaking process?

4. | Do you think nursing exert a strong influence on the health
policymaking process?

5. | Private health providers exert a strong influence on the health
policymaking process.

6. | Private insurers exerted a strong influence on the health policymaking
process.

7. | Values of governing parties exert a strong influence on the health
policymaking process.

8.| Public opinion exerts a strong influence on the health policymaking
process.

9. | Media exerts a strong influence on the health policymaking process.

10. | Donor organizations exert a strong influence on the health
policymaking process.

Part 6: Inhibiting factors the use of evidence by health policy makers
(Although the role of researchers and policymakers is important in the use of evidence, some studies have indicated political,
economic and technical constraints to which researchers and policymakers have little impact)

Strongly Disagree Disagree Neutral Agree Strongly Agree
1 2 3 4 5
N | Question 1]2]3]4
1. | Lack of policy relevant research
2. | Lack of time
3. | Insufficient skills to critically appraise / evaluate the literature
4. | Insufficient skills for interpreting research
5. | An unacceptable environment for evidence-making in policy-
making
6. | Lack of incentive to participate in Evidence-informed
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policymaking

7. | Insufficient skills to apply research findings to health policy

8. | Lack of resources (i.e. access to a computer, the internet or
online databases)

9. | Lack of interest in Evidence-informed policymaking

10.| Compliance with existing policies or laws, which limits

improvements
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Annex (5) Quantitative instruments

1. What do you think of the importance of using evidence in making health policies in
Palestine? Please explain
e If the answer is yes: is it sufficient and relevant and is it available in a timely

manner?

¢ If not, why do you think the evidence is not available?
e Auvailable scientific evidence can be used? Please explain

2. What do you think of the knowledge, attitudes, and skills of decision makers about the
use of evidence in health policy / decision making?

3. What are the attitudes of decision makers on the use of evidence in health policy /

decision making?
Positive Please explain
Negative please explain

4. Do health policy / decision makers have sufficient knowledge of how to use evidence
in health policy / decision making?
e If the answer is yes, please explained
e If they are not, please explained
e Do decision makers have the skills to gain and evaluate evidence?
5. Do you think we have mechanisms for transferring and exchanging knowledge?
(Explain the meaning of mechanisms)
o If yes, please explain
e If they are not, please explained
e Present but not enough
6. Do you think that policy / decision makers use evidence in their work and when they
make the decision?
e If the answer is yes, please explained
e If they are not, please explained
o Insufficiently
e How is the decision-making process?

e Who influences the decision?
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7. Inyour opinion, what are the factors that encourage policymakers to use the evidence,
and what are the factors that prevent them from using it? If any
e Auvailability of recent research
8. Do you think the current Ministry of Health environment encourages the use of
evidence in health policy / decision making?
e Are decision makers adequately trained how to use evidence?

e Do they have the ability to apply that?

e Isthere oversight by the Ministry of Health to see if the decisions are based on
evidence?

9. In your view, how can the use of health evidence in health policy / decision making in
the Gaza Strip be improved?

10. Is there anything else you want to offer?
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Annex (6) An official letter of approval from Helsinki Committee in the Gaza Strip
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Annex (7) Universities Approval
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Annex (8) Administrative Approval

Staﬂ:lelc:f P'a’!e?tine [ oubaali 50
nistry of health "s‘,,‘b
07/10/2019: &1 ,all poiaall dolall laskis sse gl ¢

376077 iLulyall o3,

Lasall 5,155/ = 2y il (sl Rpain) aalall 5,15¥1/ 5,15500 ale siaa
e ¢Sl o Sl
Shaall @ulis /e Wl Zage Jagusi /g suo gall

1 Jaua il

) Slaall Yo ol fialll Lage Jigud o2 odhel g g sall o s,

—iolsia ting ehal (@ Guo gl puall Zaals — Laall 5,101 5lue — Zalall Lavall jiuwale galiyy 3alall
"Use of Evidence in Health Policy Making in the Gaza Strip"

daall 5,05 A (Llally Jo¥1 outill) Galub¥ Slaswall 630 Cre sie e Gliw! 2iead) Talay oaldl uya

Lot (ehua pala (lal pesSa) rlslill aall pUeill i L Olasal b sae po Ziane Yulia clal WlliS
At gl eliel T3,1580 Jani o505 ,r«-h]"‘u-sd' SLdlal ey Jaall ialias pe ol ¥

coppaitll g Bpadll Joudy Islindsy

A0 e bl B 5aad b adtel 2uwlyully alall Tagall Jigus / iiad

gJLmJ.u." doas r&hb.g’ Jdaas
= & pdull g il Byaiil Zaladl 5,0¥ 15000 ite

daal!

Gaza Tel. (+970) 8-2846949 2846949-8 (970+) .y sili 538
Fax. (+970) 8-2826295 2826295-8 (970+) .Sl

123



Annex (9): List of arbitrators

Name

Dr. Yehia Abed

Dr. Bassam Abu Hamed

Dr. Khitam Abu Hamed

Dr. Nasser I. Abu El-Noor

Dr. jehad okasha

Dr. Maher Shamia

N o g AW

Dr. Yousef Aljeesh

124




Annex (10): Validity measures

Validity of participants according to Perceptions of Policymaker about the use of evidence in
policy making process

Items R Sig.
Evidence-informed policymaking EIPM is necessary to improve the performance of the 0.585 0.000
health care system
I am interested in improving the skills needed to integrate EIPM in my organization/ 0.674 0.000
department
EIPM improves the quality of services provided by my organization/department 0.574 0.000
EIPM takes into account the surrounding contexts in policy making / health decisions 0.535 0.000
Research evidence should always be used to develop health plans 0.653 0.000
Research evidence should always be used in health decision-making 0.634 0.000
Research evidence should always be used in health service provision and practices 0.542 0.000
Health policy literature (such as magazines and textbooks) and research findings are 0.401 0.000
useful in my daily work
There is a lack of necessary evidence in my work that | can use as a health policy/ 0.270 0.001
decision maker
I need to develop the skills needed to improve the process of using evidence in policy / 0.445 0.000
decision making.

EIPM is a waste of time and adds a burden on me 0.469 0.000
I have an interest in attending workshops related to the use of evidence in health 0.453 0.000
policymaking

Health policy refers to decisions, plans, and actions that are undertaken to achieve 0.543 0.000
specific health care goals within a society

Most of the time, relevant research is not available 0.233 0.005
Decision making is mostly judgmental in my department 0.334 0.000
Decision-making is influenced by political views 0.256 0.002
Decision making is mostly based on personal preference and interest 0.338 0.000

Validity of the study participants according to Ability to Acquire Research Evidence

ltems R Sig.

I have good experience in conducting research studies 0.393 0.000
Computers are available to all policy / decision makers in your organization 0.249 0.033
My workplace is equipped with computers connected to the Internet 0.336 0.000
I have enough time to search health policy evidence 0.342 0.000
I have the motivation to conduct research 0.575 0.000
I have the resources to do research related to my work 0.561 0.000
I always look for evidence in peer-reviewed journals 0534 0.000
I look for evidence in locally published reports 0.646 0.000
I regularly follow internationally published reports such as WHO and WB reports 0.528 0.000
I look for evidence in different databases 0.649 0.000
I look for information on different web sites 0.574 0.000
I work with researchers through formal networking meetings with our staff 0.610 0.000
I work with researchers through informal networking meetings with our staff 0.592 0.000
I get involved with researchers as a researcher 0.546 0.000
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I get involved with researchers as a decision-maker 0.588 0.000
I get involved with researchers as a sponsor 0.533 0.000
I learn from peers through informal and formal networks to exchange ideas, 0.537 0.000
experiences, and best practices

I can use statistics (technical language) efficiently 0.533 0.000

Validity of the study participants according to Ability to Assess of Research Evidence

ltems R Sig.
You have critical appraisal skills for evaluating the quality of methodology used in 0.827 0.000
research
You have critical appraisal skills to evaluate the reliability of specific research 0.818 0.000
Avre you in contact with experts who could help you in critically assess the reliability of 0.778 0.000
specific research (either internal or external)
You can relate research to your organization and point out similarities and differences 0.651 0.000
You can identify the relevant similarities and differences between what we do and what 0.730 0.000
the research says
Avre you in contact with experts who could help you to identify the relevant similarities 0.698 0.000
and differences between what we do and what the research says (either internal or
external)

Validity of the study participants according to Ability to Adapt Research Evidence
Items R Sig.
You have the ability to present research results concisely and in an easy 0.596 0.000
language
Are you in contact with experts who could help you to research results 0.763 0.000
concisely and in accessible language (either internal or external)
You have the ability to summarize findings of any research/report in one 0.630 0.000
document
Are you in contact with experts who could help you to synthesize in one 0.774 0.000
document all relevant research (either internal or external)
You have the ability to link research results to key issues facing policy makers 0.728 0.000
in your organization
Are you in contact with experts who could help you to link research results to 0.789 0.000
key issues facing policy makers in your organization (either internal or
external)
You have the ability to provide recommended actions to policy makers in your 0.609 0.000
organization
Are you in contact with experts who could help you to provide recommended 0.766 0.000
actions to decision-makers in your organization (either internal or external)
You have the ability to push your results and recommendations into the 0.578 0.000

agenda of policy makers.
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Validity of the study participants according to Ability to Apply of Research Evidence

ltems R Sig.
Using research findings is a priority in your organization 0.569 0.000
Your organization has committed resources to ensure research is accessed in making 0.750 0.000
policy

Your organization has committed resources to ensure research is adapted in making 0.751 0.000
policy

Your organization has committed resources to ensure research is applied in making 0.768 0.000
policy

Your organization ensures staff is involved in discussions on how research evidence 0.748 0.000
relates to organization main goals

The management of your organization has clearly communicated its priorities so that 0.712 0.000

those conducting or monitoring research know what is needed in support of
organization goals

Your organization communicate internally in a way that ensures there is information 0.717 0.000
exchanged across the entire organization

Your organization has a culture that accepts change and provides resources for it 0.745 0.000
Your organization seeks to improve continuous quality and provides resources for it 0.659 0.000
Your organization has the flexibility to accept new evidence 0.767 0.000
When your organization make major decisions, your organization usually allow enough 0.745 0.000

time to identify researchable questions and create/obtain, analyses, and consider
research results and other evidence

Your management team evaluates the feasibility of each option, including potential 0.726 0.000
impact across the organization as well as on clients, partners, and other stakeholders
Decision makers in your organization give formal consideration to any 0.740 0.000

recommendations from staff who have developed or identified high-quality and
relevant research

Staff and stakeholders know when and how major decisions will be made 0.623 0.000
Staff and stakeholders contribute to building evidence 0.693 0.000
Staff who provides evidence and analysis usually participate in policy-making 0.687 0.000
discussions.

Staff and stakeholders are informed of how available evidence influenced the choices 0.740 0.000

made in your organization

Validity of the study participants according to Groups or factors that Influence Health
Policymaking

ltems R Sig.
There is a lack of interactions between researchers and policymakers 0.506 0.000
within your organization

Dissemination of research findings is done only through academic 0.494 0.000

papers and journals (inappropriate channels as policy-makers might not
read)

There is a lack of ability for health policymakers to understand the 0.441 0.000
numbers and statistics in research papers

Language is an issue for policy makers as most publications are in 0.389 0.000
English

| participate in meetings with researchers to identify high-priority 0.188 0.023

policy issues for which research is needed to inform how to address
these issues

There is an administrative structure suitable to support the use of 0.305 0.000
evidence- informed health policymaking process (for example; a policy
analysis department or a decision support unit)
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There is limited coordination among policy and research institutions 0.626 0.000
and researchers

Researchers are generally unaware of the necessity of knowledge 0.590 0.000
transfer

Policy makers lack searching skills to access research results 0.655 0.000
Media plays a key role in disseminating knowledge within our context 0.338 0.000
Methods used in knowledge dissemination are not effective 0.636 0.000
Strategy for research uptake is mostly not there 0.688 0.000

Validity of the study participants according to Groups or factors that Influence Health
Policymaking

Items R Sig.
From your perspective, there is a lack of coordination among ministries (such as the 0.446 0.000
MoH, Ministry of Finance, etc.) hindered the health policymaking process.

Lack of coordination between government and health service providers hindered the 0.484 0.000
health policymaking process.

Do you think physician exert a strong influence on the health policymaking process? 0.458 0.000
Do you think nursing exert a strong influence on the health policymaking process? 0.251 0.002
Private health providers exert a strong influence on the health policymaking process. 0.512 0.000
Private insurers exerted a strong influence on the health policymaking process. 0.460 0.000
Values of governing parties exert a strong influence on the health policymaking 0.515 0.000
process.

Public opinion exerts a strong influence on the health policymaking process. 0.619 0.000
Media exerts a strong influence on the health policymaking process. 0.689 0.000
Donor organizations exert a strong influence on the health policymaking process. 0.506 0.000

Validity of the study participants according Inhibiting factors the use of evidence by health
policy makers

ltems R Sig.

Lack of policy relevant research 0.645 0.000
Lack of time 0.565 0.000
Insufficient skills to critically appraise / evaluate the literature 0.743 0.000
Insufficient skills for interpreting research 0.748 0.000
An unacceptable environment for evidence-making in policy-making 0.681 0.000
Lack of incentive to participate in Evidence-informed policymaking 0.572 0.000
Insufficient skills to apply research findings to health policy 0.693 0.000
Lack of resources (i.e. access to a computer, the internet or online databases) 0.582 0.000
Lack of interest in Evidence-informed policymaking 0.635 0.000
Compliance with existing policies or laws, which limits improvements 0.594 0.000
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Annex (11) Differences between Domains and Place of residency

Domain Place of Nu Mean Std F Sig.
residency

Perceptions Policymaker about the use | North 23 78.47 8.95 0.691 0.6
of evidence in policy making process

Gaza 74 78.01 6.77

Middle 11 75.19 8.62

Khanyounis 22 78.61 6.56

Rafah 15 76.16 6.06

Total 145 77.77 7.17
the ability to assess, acquire, adapt and | North 23 69.72 8.05 0.579 0.678
apply research evidence

Gaza 74 68.79 9.06

Middle 11 68.40 5.65

Khanyounis 22 69.85 9.17

Rafah 15 65.87 8.64

Total 145 68.77 8.63
Current knowledge transfer North 23 54.71 9.74 0.792 0.532
mechanisms

Gaza 74 57.32 10.42

Middle 11 57.73 9.41

Khanyounis 22 60.08 11.69

Rafah 15 56.33 9.37

Total 145 57.25 10.32
Groups or factors that Influence North 23 69.22 7.83 2.081 0.086
Health Policymaking

Gaza 74 65.27 10.25

Middle 11 64.18 7.67

Khanyounis 22 61.27 10.56

Rafah 15 63.07 9.35

Total 145 64.98 9.85
Inhibiting factors, the use of evidence | North 23 65.65 13.21 0.257 0.905
by health policy makers

Gaza 74 66.68 13.69

Middle 11 63.09 14.40

Khanyounis 22 64.64 17.37

Rafah 15 64.40 6.98

Total 145 65.70 13.64

129




Annex (12) Differences between Domains and Gender

Domain Gender Nu Mean Std T Sig.
Perceptions Policymaker about the | Male 131 77.93 | 7.06
use of evidence in policy making 0.803 | 0.423
process Female 14 76.30 | 8.34
the ability to assess, acquire, adapt | Male 131 68.93 | 8.55
and apply research evidence 0.700 | 0.485
Female 14 67.23 | 9.57
Current knowledge transfer Male 131 57.34 | 10.28
mechanisms 0.313 | 0.754
Female 14 56.43 | 11.03
Groups or factors that Influence Male 131 65.18 | 9.47
Health Policymaking 0.733 | 0.465
Female 14 63.14 | 13.19
Inhibiting factors, the use of Male 131 65.47 | 12.96
evidence by health policy makers -0.622 | 0.535
Female 14 67.86 | 19.43
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Annex (13) Differences between Domains and age

Domain age Nu Mean Std F Sig.
Perceptions Policymaker about the use | Less than 45 38 78.85 6.66
of evidence in policy making process
From 45 to 50 47 77.67 7.54
0.464 0.708
From 51 to 55 24 76.81 8.09
More than 55 36 77.39 6.72
Total 145 77.77 7.17
the ability to assess, acquire, adapt and | Less than 45 38 69.71 8.56
apply research evidence
From 45 to 50 47 67.82 8.37
1.232 0.301
From 51 to 55 24 71.13 9.64
More than 55 36 67.43 8.25
Total 145 68.77 8.63
Current knowledge transfer Less than 45 38 57.02 10.25
mechanisms
From 45 to 50 47 57.87 10.84
0.382 0.766
From 51 to 55 24 58.47 8.87
More than 55 36 55.88 10.83
Total 145 57.25 10.32
Groups or factors that Influence Less than 45 38 66.21 8.12
Health Policymaking
From 45 to 50 47 62.85 10.70
1.474 0.224
From 51 to 55 24 67.50 8.51
More than 55 36 64.78 10.92
Total 145 64.98 9.85
Inhibiting factors, the use of evidence Less than 45 38 67.42 14.58
by health policy makers
From 45 to 50 47 64.60 13.69
0.306 0.821
From 51 to 55 24 65.50 9.94
More than 55 36 65.44 15.00
Total 145 65.70 13.64
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Annex (14) Differences between Domains and level of education

Domain level of Nu Mean Std F Sig.
education

Perceptions Policymaker about the use | Bachelor 63 78.69 7.26 1.322 0.270
of evidence in policy making process

Master 54 77.28 6.63

PHD 10 79.18 6.88

Board 18 75.23 8.32

Total 145 77.77 7.17
the ability to assess, acquire, adapt and | Bachelor 63 69.10 8.90 0.185 0.906
apply research evidence

Master 54 68.54 8.75

PHD 10 69.84 10.44

Board 18 67.69 6.60

Total 145 68.77 8.63
Current knowledge transfer Bachelor 63 57.17 10.54 0.122 0.947
mechanisms

Master 54 57.69 9.72

PHD 10 57.67 11.92

Board 18 56.02 11.18

Total 145 57.25 10.32
Groups or factors that Influence Bachelor 63 65.21 9.85 0.215 0.886
Health Policymaking

Master 54 65.26 11.02

PHD 10 65.20 9.44

Board 18 63.22 6.18

Total 145 64.98 9.85
Inhibiting factors, the use of evidence | Bachelor 63 66.98 13.61 0.463 0.709
by health policy makers

Master 54 64.67 13.57

PHD 10 67.00 14.31

Board 18 63.56 14.27

Total 145 65.70 13.64
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Annex (15): Differences between the ability to assess, acquire, adapt and apply
research evidence and Professional background

Multiple Comparisons

Scheffe
95% Confidence
(1) QO3A: (J) QO3A: Mean Interval
Dependent Professional Professional Difference Std. Lower Upper
Variable background background (1-J) Error Sig. Bound Bound

the ability to Physician Pharmacist 3.51575| 2.46721 .844 -4.8133 11.8448
assess, acquire, Nurse -.18684 | 2.19753 | 1.000 -7.6055 7.2318
adapt and apply Technician -3.54307 | 2.46721| .840| -11.8721 4.7860
research Management -5.62543 | 2.03015 183 -12.4790 1.2281
evidence Other -5.29770 | 2.31048 .390| -13.0976 2.5023
Pharmacist Physician -3.51575| 2.46721 .844| -11.8448 4.8133
Nurse -3.70259 | 2.56993 .838| -12.3784 4.9732
Technician -7.05882 | 2.80402 .281| -16.5249 2.4073
Management -9.14118" | 2.42835 .018| -17.3391 -.9433
Other -8.81345 | 2.66716 .059| -17.8175 .1906
Nurse Physician .18684 | 2.19753| 1.000 -7.2318 7.6055
Pharmacist 3.70259 | 2.56993 .838 -4.9732| 12.3784
Technician -3.35624 | 2.56993 .887| -12.0321 5.3196
Management -5.43859 | 2.15381 278 | -12.7096 1.8325
Other -5.11086 | 2.41986 488 | -13.2801 3.0583
Technician Physician 3.54307 | 2.46721 .840 -4.7860 11.8721
Pharmacist 7.05882 | 2.80402 .281 -2.4073 16.5249
Nurse 3.35624 | 2.56993 .887 -5.3196 12.0321
Management -2.08235| 2.42835 .981| -10.2802 6.1155
Other -1.75462 | 2.66716 .994| -10.7587 7.2494
Management Physician 5.62543 | 2.03015 .183 -1.2281 12.4790
Pharmacist 9.14118" | 2.42835 .018 .9433 17.3391
Nurse 5.43859 | 2.15381 .278 -1.8325 12.7096
Technician 2.08235| 2.42835 .981 -6.1155|  10.2802
Other 32773 | 2.26894 | 1.000 -7.3320 7.9874
Other Physician 5.29770 | 2.31048 .390 -2.5023 13.0976
Pharmacist 8.81345 | 2.66716 .059 -.1906 17.8175
Nurse 5.11086 | 2.41986 488 -3.0583| 13.2801
Technician 1.75462 | 2.66716 .994 -7.2494 10.7587
Management -.32773| 2.26894 | 1.000 -7.9874 7.3320

*. The mean difference is significant at the 0.05 level.
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Annex (16): Statistical difference between Perceptions Policymaker about the use of

evidence in policy making process and workplace

Multiple Comparisons

Scheffe
95% Confidence
(1) QO4A: What is | (J) QO4A: What is Mean
Dependent ) Std. ) Interval
) your current your current Difference Sig.
Variable . . Error Lower Upper
workplace in MoH? | workplace in MoH? (1)
Bound Bound
Perceptions PHC Hospital -4.79806" | 1.66168 .017 -8.9087 -.6874
Policymaker Other supporting -4.14538" | 1.60031 .038 -8.1042 -.1865
about the use medical units
of evidence Hospital PHC 4.79806" | 1.66168 | .017 6874 8.9087
Other supporting .65268 | 1.29892 .882 -2.5606 3.8660
medical units
Other supporting PHC 4.14538" | 1.60031 .038 .1865 8.1042
medical units Hospital -.65268 | 1.29892 .882 -3.8660 2.5606

*. The mean difference is significant at the 0.05 level.
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Annex (17) Differences between Domains and Managerial Position

Domain Managerial Position Nu Mean Std F Sig.

Perceptions Policymaker about Head of Department 125 77.46 7.35 0.875 0.419
the use of evidence in policy
making process Unit Manager 13 80.00 5.06

General Director 7 79.16 7.27

Total 145 77.77 7.17
the ability to assess, acquire, Head of Department 125 68.48 8.38 0.564 0.570
adapt and apply research
evidence Unit Manager 13 71.08 9.52

General Director 7 69.60 11.92

Total 145 68.77 8.63
Current knowledge transfer Head of Department 125 57.01 10.37 1.001 0.370
mechanisms

Unit Manager 13 56.67 10.65

General Director 7 62.62 8.38

Total 145 57.25 10.32
Groups or factors that Influence Head of Department 125 65.31 9.59 4.588 0.012
Health Policymaking

Unit Manager 13 67.38 7.46

General Director 7 5457 13.25

Total 145 64.98 9.85
Inhibiting factors, the use of Head of Department 125 65.95 13.45 1.239 0.293
evidence by health policy makers

Unit Manager 13 67.38 13.10

General Director 7 58.00 17.59

Total 145 65.70 13.64
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Annex (18) Statistical difference between Inhibiting factors, the use of evidence by

health policy makers and experience in current position

Multiple Comparisons

Scheffe
95% Confidence
Mean
Dependent (1) Years in this () Years in this . Std. ) Interval
) - . Difference Sig.

Variable position position () Error Lower Upper

Bound Bound
Part6.Total 5 years and less From 6 to 10 years 6.79365" | 2.67293 .042 1814 13.4059
More than 10 years 2.48333 | 2.96442 .705 -4.8500 9.8167
From 6 to 10 years |5 years and less -6.79365" | 2.67293 .042| -13.4059 -.1814
More than 10 years -4.31032 | 2.71273 286 -11.0211 2.4004
More than 10 years |5 years and less -2.48333 | 2.96442 .705 -9.8167 4.8500
From 6 to 10 years 4.31032 | 2.71273 .286 -2.4004 11.0211

*. The mean difference is significant at the 0.05 level.
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Annex (19) Differences between Domains and experience in MOH

Domain experience in MOH Nu Mean Std F Sig.

Perceptions Policymaker about 15 years and less 31 79.05 7.31 2.442 0.067
the use of evidence in policy
making process From 16 to 20 years 39 79.49 5.81

From 21 to 25 years 34 75.47 8.73

More than 25 years 41 77.07 6.42

Total 145 77.77 7.17
the ability to assess, acquire, 15 years and less 31 69.82 7.47 0.602 0.615
adapt and apply research
evidence From 16 to 20 years 39 69.64 9.27

From 21 to 25 years 34 67.44 7.44

More than 25 years 41 68.24 9.78

Total 145 68.77 8.63
Current knowledge transfer 15 years and less 31 59.52 9.45 1.503 0.217
mechanisms

From 16 to 20 years 39 56.92 11.28

From 21 to 25 years 34 54.41 8.60

More than 25 years 41 58.21 11.08

Total 145 57.25 10.32
Groups or factors that Influence 15 years and less 31 63.48 10.65 2.212 0.089
Health Policymaking

From 16 to 20 years 39 64.56 9.32

From 21 to 25 years 34 68.65 8.69

More than 25 years 41 63.46 10.17

Total 145 64.98 9.85
Inhibiting factors, the use of 15 years and less 31 66.00 13.85 0.074 0.974
evidence by health policy makers

From 16 to 20 years 39 65.13 14.55

From 21 to 25 years 34 65.24 11.94

More than 25 years 41 66.39 14.37

Total 145 65.70 13.64
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Annex (20) Differences between Domains and number of employees currently
managing

Domain number of employees Nu Mean Std F Sig.
currently managing

Perceptions Policymaker about 10 years and less 40 79.00 7.30 0.835 0.477
the use of evidence in policy
making process from 11 to 20 years 21 77.59 6.86

from 21 to 50 years 43 76.53 7.51

More than 50 years 41 77.96 6.88

Total 145 77.77 7.17
the ability to assess, acquire, 10 years and less 40 67.81 7.24 0.809 0.491
adapt and apply research
evidence from 11 to 20 years 21 70.86 10.28

from 21 to 50 years 43 67.93 8.58

More than 50 years 41 69.51 9.08

Total 145 68.77 8.63
Current knowledge transfer 10 years and less 40 53.63 9.32 2.394 0.071
mechanisms

from 11 to 20 years 21 59.13 9.68

from 21 to 50 years 43 58.18 10.80

More than 50 years 41 58.86 10.52

Total 145 57.25 10.32
Groups or factors that Influence 10 years and less 40 66.25 9.73 0.349 0.790
Health Policymaking

from 11 to 20 years 21 63.81 12.46

from 21 to 50 years 43 64.79 9.33

More than 50 years 41 64.54 9.23

Total 145 64.98 9.85
Inhibiting factors, the use of 10 years and less 40 66.70 12.98 0.167 0.919
evidence by health policy makers

from 11 to 20 years 21 64.76 13.83

from 21 to 50 years 43 66.05 14.67

More than 50 years 41 64.83 13.48

Total 145 65.70 13.64
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Annex (21) Differences between Domains and Number of articles, related to your
area of work, do you read per month

Domain Number of articles, Nu Mean Std F Sig.
related to your area of
work, do you read per
month
Perceptions Policymaker about Nothing 27 78.04 8.42 0.751 0.523
the use of evidence in policy
making process From1to 2 33 76.58 7.35
From3to5 40 79.03 6.21
More than 5 44 77.43 7.16
Total 144 77.79 7.19
the ability to assess, acquire, Nothing 27 67.50 9.50 1.014 0.388
adapt and apply research
evidence From 1to 2 33 67.71 6.79
From3to5 40 68.71 8.20
More than 5 44 70.59 9.62
Total 144 68.83 8.63
Current knowledge transfer Nothing 27 55.62 9.18 0.951 0.418
mechanisms
From1to 2 33 55.45 9.30
From3to5 40 57.92 12.19
More than 5 44 58.83 9.90
Total 144 57.20 10.34
Groups or factors that Influence Nothing 27 67.04 9.96 0.914 0.436
Health Policymaking
From1to 2 33 65.21 8.37
From3to5 40 65.60 8.09
More than 5 44 63.23 12.01
Total 144 65.06 9.84
Inhibiting factors, the use of Nothing 27 65.48 11.46 0.853 0.467
evidence by health policy makers
From1to2 33 68.12 12.43
From3to5 40 66.65 15.56
More than 5 44 63.32 14.03
Total 144 65.75 13.68
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Annex (22) Statistical difference between the ability to assess, acquire, adapt and

apply research evidence and How often do you use results of scientific research and

literature in the decision / policy making

Multiple Comparisons

Scheffe
(1) Q18A: How (J) Q18A: How 95% Confidence
often do you use often do you use Interval
Dependent results of scientific | results of scientific Mean Std.
Variable research and research and Difference Error Sig. Lower Upper
literature in the literature in the (1-J)
decision / policy decision / policy Bound Bound
making? making?
Part3.Total Never once per month -.80718 1.93237 | .996 -6.8395 5.2252
2-5 times per month | -3.16250 | 1.95887 | .627 -9.2776 2.9526
6-10 times per -5.22917 | 2.85405| .502 -14.1388 | 3.6804
month
More than 10 times | -8.34250 3.05457 | .120 -17.8781 | 1.1931
a month
once per month Never .80718 1.93237.996 -5.2252 6.8395
2-5 times per month | -2.35532 1.76867 | .777 -7.8766 3.1660
6-10 times per -4.42199 2.72701 | .623 -12.9350 |4.0910
month
More than 10 times |-7.53532 | 2.93623 | .166 -16.7015 |1.6308
a month
2-5 times per month | Never 3.16250 1.95887 | .627 -2.9526 9.2776
once per month 2.35532 1.76867 | .777 -3.1660 7.8766
6-10 times per -2.06667 | 2.74586 | .966 -10.6385 | 6.5052
month
More than 10 times |-5.18000 | 2.95374 | .547 -14.4008 | 4.0408
a month
6-10 times per Never 5.22917 2.85405 | .502 -3.6804 14.1388
month once per month 4.42199 2.72701|.623 -4.0910 12.9350
2-5 times per month | 2.06667 2.74586 | .966 -6.5052 10.6385
More than 10 times |-3.11333 | 3.61012|.945 -14.3832 | 8.1565
a month
More than 10 times | Never 8.34250 3.05457 | .120 -1.1931 17.8781
a month once per month 7.53532 2.93623 | .166 -1.6308 16.7015
2-5 times per month | 5.18000 2.95374 | .547 -4.0408 14.4008
6-10 times per 3.11333 3.61012 | .945 -8.1565 14.3832
month

140




Annex (23): Differences between Domains and have access to electronic libraries

have
Domain access t9 Nu Mean Std T Sig.
electronic
libraries

Perceptions Policymaker about the use of No 99 77.94 7.22 0.431 0.667
evidence in policy making process

Yes 46 77.39 7.13
the ability to assess, acquire, adapt and apply | No 99 68.52 8.72 -0.502 0.617
research evidence

Yes 46 69.30 8.51
Current knowledge transfer mechanisms No 99 57.47 10.22 0.379 0.705

Yes 46 56.78 10.63
Groups or factors that Influence Health No 99 64.63 9.80 -0.632 0.528
Policymaking

Yes 46 65.74 10.02
Inhibiting factors, the use of evidence by No 99 65.60 12.72 -0.130 0.897
health policy makers

Yes 46 65.91 15.60

141




Annex (24): Differences between Domains and have access to search engines through

your smart phone at work

have
access to
search
engines
Domain through Nu Mean Std T Sig.
your
smart
phone at
work
Perceptions Policymaker about the use of No 15 77.41 6.26 -0.203 0.840
evidence in policy making process
Yes 130 77.81 7.29
the ability to assess, acquire, adapt and apply | No 15 64.96 11.42 -1.819 0.071
research evidence
Yes 130 69.21 8.19
Current knowledge transfer mechanisms No 15 58.00 12.17 0.295 0.768
Yes 130 57.17 10.14
Groups or factors that Influence Health No 15 64.13 11.07 -0.350 0.727
Policymaking
Yes 130 65.08 9.74
Inhibiting factors, the use of evidence by No 15 67.47 17.65 0.529 0.597
health policy makers
Yes 130 65.49 13.17

142



Annex (25): Differences between Domains and have access to the Ministry of Health

(MoH) database at work

have
access to
the
. Ministry .
Domain of Health Nu Mean Std T Sig.
(MoH)
database
at work
Perceptions Policymaker about the use of No 12 76.76 7.11 -0.505 0.614
evidence in policy making process
Yes 133 77.86 7.20
the ability to assess, acquire, adapt and apply | No 12 65.20 7.59 -1.501 0.135
research evidence
Yes 133 69.09 8.67
Current knowledge transfer mechanisms No 12 54.31 12.96 -1.033 0.303
Yes 133 57.52 10.07
Groups or factors that Influence Health No 12 64.83 9.08 -0.053 0.957
Policymaking
Yes 133 64.99 9.94
Inhibiting factors, the use of evidence by No 12 68.00 15.68 0.609 0.543
health policy makers
Yes 133 65.49 13.49
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