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Abstract

Background
Evidence-informed decision-making is increasingly recognised as essential for strengthening health
systems. Yet, in low- and middle-income countries, the use of research evidence in policy and practice
remains uneven. In Guinea, recurrent epidemics such as Ebola and COVID-19 have exposed systemic
weaknesses, highlighting the urgent need for robust knowledge systems. This study explored the
knowledge, attitudes, and practices (KAP) of knowledge producers (academics, research fellows and
assistants) and users (decision-makers) regarding evidence-informed decision-making for health policy
and practice and analysed the main barriers in Guinea.

Methods
A KAP survey using a sequential explanatory mixed-methods design was conducted between June and
December 2025. The quantitative survey was completed by 173 health-system stakeholders. The
qualitative component comprised 48 interviews with key informants in Conakry. Descriptive statistics
and bivariate analysis were performed for quantitative data and thematic analysis for qualitative data.

Results
Findings reveal a paradox: although most knowledge producers and decision-makers report positive
attitudes toward collaboration and evidence use, the actual use of research evidence in policy and
practice remains limited. Structural barriers include the absence of communication bridges between
knowledge producers and decision-makers, limited use of social media, and a weak culture of policy
brief writing. Knowledge producers prioritise academic publications for career advancement, while
decision-makers face political and financial pressures that limit structured engagement. Knowledge
brokers are scarce.

Conclusion
Strengthening evidence-informed decision-making in Guinea requires capacity-building in policy-oriented
communication, institutional reforms to align incentives with the production and use of research
evidence, structured platforms for sustained dialogue, and resource mobilisation. This study provides
novel insights into knowledge systems dynamics in francophone West Africa, offering a foundation for
context-sensitive strategies to bridge the research-policy gap.

1. Background
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Evidence-informed decision-making is increasingly recognized as essential for strengthening health
systems [1]. The World Health Organization repeatedly emphasizes its central importance to achieving
the Sustainable Development Goals and universal health coverage [2, 3]. The principle is straightforward
– decisions about health policy and practice should be guided by the best available evidence, ensuring
that interventions are effective, efficient, and equitable [4]. Yet, despite global consensus on its
importance, the use of research in policy remains uneven, particularly in low- and middle-income
countries (LMICs) [5]. The gap between knowledge production and its practical application has been
described as one of the most persistent challenges in global health governance [6].

In Africa, the need for robust mechanisms to connect evidence with policy is particularly acute [6, 7].
Health systems across the continent face recurrent crises, ranging from infectious disease outbreaks to
chronic underfunding and workforce shortages [8, 9]. These challenges underscore the necessity of
evidence-informed decision-making to optimize scarce resources and improve population health
outcomes. However, barriers such as limited institutional capacity, weak communication channels
between researchers and policymakers, and inadequate incentives for evidence use often hinder
progress [10, 11]. Studies have shown that while researchers frequently produce valuable findings, these
results are not systematically integrated into policy processes, leading to missed opportunities for health
system improvement [12].

Knowledge translation (KT) has been widely adopted to describe the synthesis, dissemination, exchange,
and application of research evidence [13]. However, it has drawn increasing criticism for implying a
linear, unidirectional process – one in which knowledge is produced by researchers and then "translated"
for consumption by decision-makers [14]. This metaphor obscures the relational, iterative, and system-
dependent nature of evidence use [15]. In practice, the uptake of research into policy is rarely a matter of
packaging findings in accessible formats; it depends on sustained relationships, institutional incentives,
political will, and the existence of platforms that bring knowledge producers and users into ongoing
dialogue. Reflecting this complexity, scholars have increasingly called for approaches that move beyond
individual behaviours and technical fixes to address the broader knowledge system – the system-level
interventions and infrastrure designed to strengthen capacity for the production and use of knowledge in
specific citizen, policy and practitionner spaces [16].

Frameworks such as integrated KT represent an important advance beyond linear models, emphasizing
collaboration between researchers and policymakers throughout the research and policy cycles, from
problem identification to dissemination of research findings, from agenda-setting to policy evaluation.
This approach has been shown to enhance the relevance and uptake of research evidence in several
African countries [12]. Yet even integrated models depend on the broader knowledge system with
enabling conditions such as the institutional architecture, incentive structures, and governance norms
that determine whether research-policy collaboration is possible, valued, and sustained [17]. Where these
enabling conditions are absent, even the most collaborative intentions may fail to produce meaningful
evidence uptake [17–19].
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In Guinea, the knowledge system through which research is communicated, interpreted, and
incorporated into health policy and practice remains insufficiently understood. Limited empirical
evidence is available on how knowledge producers and decision-makers perceive and engage in the use
of evidence, or on the institutional and contextual factors that facilitate or hinder collaboration between
them. Knowledge brokers – actors who mediate between research and policy – may play an important
role in fostering communication, dialogue, and trust between these groups. However, the availability and
role of such actors, as well as the factors influencing sustained interaction between knowledge
producers and decision-makers, have not been systematically assessed in Guinea. These questions are
particularly important in the context of the country's health system, where recurrent epidemics, including
Ebola and COVID-19, have exposed deep structural weaknesses and underscored the urgent need for
evidence-informed responses [20].

The only available report on KT in Guinea indicates that medical research may struggle to shape policy
because of constrained infrastructure, limited resources, and weak institutional linkages [21]. However,
further empirical research is needed to examine how these and other contextual factors influence
interactions between knowledge producers and decision-makers. A deeper understanding of how these
actors perceive and engage in evidence use – and of the contextual factors that shape their engagement
– remains lacking. To address this gap, the present study aimed to explore the knowledge, attitudes, and
practices (KAP) of knowledge producers and decision-makers regarding the use of research evidence for
health policy and practice, and to analyze the related barriers in the Guinean context.

Ultimately, this study aims to inform strategies for knowledge systems strengthening, fostering stronger
synergies between research, policy and practice, and ensuring that evidence not only informs academic
discourse but also drives tangible improvements in health outcomes in Guinea.

2. Methods

2.1. Study design and general setting
We conducted a knowledge, attitudes, and practices (KAP) survey designed as an explanatory sequential
mixed-methods study (quantitative→qualitative). The choice of an explanatory sequential mixed-
methods design is justified by the very nature of the study topic and the research context. First, the
quantitative phase, consisting of a questionnaire survey administered to a broader sample of knowledge
producers, knowledge brokers and decision-makers, was used to measure KAP related to KT – the term
adopted in the survey instrument as the one most widely recognised by Guinean stakeholders (pretest of
the survey questionnaire) – and to identify the main barriers reported at the national level. However, this
approach alone cannot capture the complexity of the underlying mechanisms shaping evidence use or
explain the discrepancies observed between discourse and actual practices. Therefore, the qualitative
phase, comprising semi-structured interviews with key informants selected on the basis of the
quantitative findings, was conducted to deepen understanding of the perceptions, courses of action, and
contextual constraints (infrastructural, institutional, and relational) that shape evidence-informed
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decision-making in Guinea. This sequential design thus offers a dual advantage: it provides an overall
and generalizable view of KAP while enabling an in-depth exploration of the explanatory factors, in a
context where the literature on evidence uptake in health policy remains very limited. It also follows a
methodological triangulation approach, thereby strengthening the validity and richness of the findings.
The study was conducted over a seven-month period (June – December 2025) in the Republic of Guinea,
a French-speaking West African country with an estimated population of 17,521,167 in 2025 and an area
of 245,857 km² [22]. It is a baseline assessment of knowledge systems in Guinea, conducted under the
'Partnership for Stronger Knowledge Systems in Guinea' (PASCOR Guinée) project [23]. PASCOR is an
Alliance-funded initiative [24]. The paper was written in accordance with the Good Reporting of A Mixed
Methods Study (GRAMMS) guidelines [25].

Throughout this manuscript, KT is used when referring to the survey instrument, participants' own
vocabulary, and the established literature. However, the study was conceptually designed and is
analytically framed within a broader knowledge systems perspective [16]. This dual usage reflects a
pragmatic choice: KT remains the term most widely recognised by Guinean stakeholders and was
therefore retained in the survey instrument, while the study's analytical contribution is to situate
individual and relational findings within the structural conditions of Guinea’s knowledge system.

2.2. Quantitative strand
Specific setting

The quantitative component, conducted using an electronic questionnaire, targeted all levels of the
health system (central, regional, and district) across all eight health regions of the country.

Study population

The study participants included academics, research fellows, research assistants, knowledge brokers
and decision-makers from research, academic, or policy institutions. In this study, knowledge brokers
were defined as individuals or organizations that facilitate the link between research and decision-
making. They may include technical advisers, research officers, liaison officers, or institutional units
(such as knowledge management units, planning departments, and documentation centers) that
translate, disseminate, and communicate evidence to policymakers and practitioners. They therefore
differ from academics, researchers and research assistants (hereafter, knowledge producers) and
decision-makers (end users) through their intermediary or interface role [26, 27].

Selection criteria

Within academic and research institutions, we targeted: (1) research assistants, research fellows,
lecturers, associate professors, research directors, and full professors who had been engaged in
research for at least two full years; and (2) researchers without an academic rank who had worked at the
selected institutions for at least two full years. Within policy institutions, we targeted selected health-
sector stakeholders from the Ministry of Health and Public Hygiene at the central, regional, and district
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levels. Individuals whose telephone numbers and/or email addresses were not included in the lists
obtained from the secretariats of the respective institutions were excluded from the study.

Sampling

We used a non-probability, exhaustive sampling approach among participants who met the inclusion
criteria. This approach was chosen because no comprehensive sampling frame was available and
because the target population in Guinea was finite and geographically dispersed. It enabled us to invite
all eligible participants to achieve the required minimum sample size and ensure maximum coverage of
the profiles of stakeholders involved in evidence-informed decision-making.

Sample size

The sample size was determined using the Schwartz formula: n = (z²α × p(1 − p)) / e².

The calculation was based on estimating a parameter (proportion or prevalence) in a population.
Because this study addressed a topic for which we found no previous study to provide a reference
prevalence, p, we used an estimated prevalence of 50%.

Here, n represents the minimum sample size; Z is the critical value for 1 − α/2 (Z = 1.96); p is the
estimated prevalence of stakeholders involved in translating research findings into health policies and
practices; and e is the estimated margin of error, set at 8%. Applying the formula yielded a minimum
sample size of 150 participants. After adding 10% to account for nonrespondents, the minimum sample
size for the study was 165 participants.

Variables

Quantitative data were collected on sociodemographic variables (age, sex, profession, position,
educational level, number of years of experience in the current position, and affiliated institution), as well
as participants' knowledge, attitudes, and practices related to KT (the term adopted in the survey
instrument; see Terminology note above).

Quantitative Data Collection

Six data collectors were trained in questionnaire administration. Quantitative data collection lasted one
month, from August 1 to 30, and preceded the qualitative data collection. Data were collected in French
using an electronic questionnaire developed in KoboToolbox. The questionnaire was pretested online
and in-person and partcipants’ suggestions (e.g., to use the knowledge translation terminology) were
integrated. The final questionnaire was distributed via email addresses, professional WhatsApp groups,
and social media platforms (Facebook and LinkedIn). In-person questionnaire administration was
organized in September 2025 to achieve the minimum required sample size.

Data Analysis
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Quantitative data were analyzed using descriptive statistics in SPSS, version 30. Pearson's chi-square
and Fisher's exact tests were used to examine associations between sociodemographic variables,
participants' knowledge, and their attitudes and practices regarding the use of research findings in
policies and practices.

2.3. Qualitative strand
Specific setting

The qualitative component was conducted in the Special Zone of Conakry (the country's capital), which
hosts the majority of the organizations where the key informants work, notably universities with faculties
of health sciences and techniques, research institutes, the relevant ministries (Ministry of Health and
Public Hygiene, and Ministry of Higher Education and Scientific Research), national hospital facilities,
non-governmental organizations, and international institutions.

Participants and selection process

Participants came from five professional categories – academics (A), research fellows (RF), research
assistants (RA), knowledge brokers (KB), and decision-makers (D). Purposive selection [28] was done,
taking into account their role in the production, dissemination, and use of knowledge relevant to health
decision-making in Guinea. It followed the maximum variation strategy [29], including participants from a
range of institutions (ministries, universities, hospitals, national programmes, international
organizations), in order to reflect the plurality of actors involved in the production and use of research
evidence.

The number of participants was determined by the principle of data saturation (no new information and
no further relevance). In total, 48 key informants were interviewed.

Study themes

This component aimed to provide a qualitative explanation of the following elements: the low use of
social media, the low frequency with which knowledge producers write policy briefs, and the barriers
related to the use of research findings for policy development or political decision-making (such as the
lack of communication/collaboration between researchers and policymakers, political resistance, and
budgetary/administrative constraints). These elements emerged as the main findings of the quantitative
part of the study.

Data collection

Six interviewers were trained in qualitative data collection with a focus on key informant interviews. The
key informant interviews were conducted in French over a two-month period (from 1 September to 30
October 2025), following the collection and analysis of the quantitative data. They were carried out using
an individual interview guide, face-to-face, with participants who had indicated their willingness to take
part in individual interviews when completing the online questionnaire and during the in-person
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administration of the questionnaire aimed at reaching the minimum sample size for the quantitative
component. Three teams of two interviewers conducted the interviews under the supervision of the
principal investigator (TMM).

Interview appointments were made by telephone. Some key informants did not keep the appointments
made, even those rescheduled to a later date of their own choosing. Interviews were conducted in
various locations at the convenience of the key informants, notably in participants' offices, at their
homes (on the terrace), in meeting rooms at their workplaces, and in restaurants. Some interviews that
had begun were not completed because of the unavailability of the respondents (partial interviews).

Data analysis

The interviews, including the partial interviews, were transcribed in full and then analysed using NVivo 14
software. Coding was carried out inductively, in accordance with the principles of thematic analysis [30],
and consisted of identifying units of meaning, grouping them into categories, and organizing them into
major themes reflecting the information provided by respondents. Coding consistency was ensured
through cross-review by several researchers involved in the study (TMM, PAN, MS, MJN, AK, TL, JGYS).

An integrated thematic analysis was carried out to explain certain quantitative results. The viewpoints of
knowledge producers were compared with those of decision-makers. This comparison made it possible
to highlight the convergences and divergences in perspectives between knowledge producers and
decision-makers. Since only one knowledge broker took part in the in-depth individual interviews, his
account was not included in the comparison of viewpoints. However, his remarks were drawn upon
illustratively in the presentation of the results below, in order to highlight the mediating role that these
actors can play in linking research and policy.

2.4. Ethical considerations
The research protocol was approved by the National Ethics Committee for Health Research of Guinea
(No.: 124/CNERS/25). Informed written consent was obtained from all key informants (qualitative
component). Confidentiality and anonymity were guaranteed through the coding of data and the removal
of identifying information.

2.5. Researcher positionality
The researchers involved in this study are themselves actors within the Guinean health system. This
proximity facilitated access to participants and enriched the understanding of the dynamics studied, but
it could also introduce interpretation bias. To address this, particularly for the qualitative component, a
reflexive stance was adopted, combined with cross-validation mechanisms (review and coding by
several team members), in order to maintain analytical distance and strengthen the credibility of the
findings.

3. Results
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We structured the results into six subsections: 1) the sociodemographic characteristics of participants
(knowledge producers, brokers and users), 2) the knowledge of participants regarding the translation of
research evidence, 3) the attitudes of knowledge producers and decision-makers regarding the
translation of research evidence, 4) the practices of knowledge producers and decision-makers
regarding the translation of research evidence, 5) the results of the bivariate analysis, and 6) the barriers
to the use of research evidence for policy formulation or decision-making. As noted in the Methods
section, the survey instrument used KT, which was the terminology most familiar to Guinean
stakeholders; the results presented below report participants' responses using that framing while the
study's analytical lens remains that of the broader knowledge system.

3.1. Sociodemographic characteristics of participants
(knowledge producers, brokers and users)
In total, 173 stakeholders took part in the study. The median age was 40 years (IQR: 35–46). The most
represented age group was 35–44 years (45.1%), followed by 20–34 years and 45–54 years (22% each).
The majority of participants were male (79.2%). In professional terms, physicians made up the large
majority (74.0%), followed by pharmacists (8.7%) and other health or related professions. The level of
education was high, with a substantial proportion holding a Master's degree (40.5%), although only a
minority held a PhD (9.2%) or a post-doctorate (7.5%). Residence was heavily concentrated in Conakry
(92.5%). The main roles were diverse: academics (34.1%), research assistants (27.2%), and decision-
makers (20.8%), while knowledge brokers remained marginal (1.2%). Finally, the majority of participants
(58.4%) had less than five years of experience in their current position. The detailed sociodemographic
characteristics of the participants are presented in Supplementary file 1.

3.2. Knowledge of participants regarding the translation of
research evidence into health policy and practice
The results show that 69.9% of participants report being familiar with the concept of translating research
evidence into policies and practices, but only 22.5% state that they have a "very good" command of it.
Fewer than half (33.5%) of respondents were aware of the correct definition of the concept ("a dynamic
and iterative process that includes the synthesis, dissemination, exchange, and ethically sound application
of knowledge, through sustainable partnerships, in order to improve the health of citizens, provide more
effective health services and products, and strengthen the health system") [13], while 20.8% had
insufficient knowledge of it (incomplete definition) and 15.6% did not know its definition (incorrect
definition).

The best-known and most frequently cited channels for disseminating research findings were scientific
publications (93%), workshops/seminars (80.9%), and technical reports (64.2%). The least mentioned
channels were social media (49.7%), the media (45.7%), and policy briefs (40.5%).
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Regarding initiatives, programmes, or institutions that promote the translation of research evidence,
45.7% of participants identified some; these were mainly the programmes to combat malaria (19.0%)
and HIV/AIDS/Hepatitis (15.2%), as well as the Africa Centre of Excellence for the Prevention and
Control of Communicable Diseases (10.1%) and the World Health Organization (8.9%).

Finally, the majority of participants (59.5%) were familiar with the main stages of translating research
evidence into policy and practice, with frequent mention of the synthesis of findings (87.4%), effective
communication (83.5%), monitoring and evaluation (72.8%), identification of practical implications
(70.9%), and implementation (67%). Policy dialogue (32%) and media communication (television or
radio) (26.2%) emerged as less well-known stages. The detailed results are depicted in Supplementary
file 2.

1. Attitudes of knowledge producers and decision-makers regarding the translation of research
evidence into health policy and practice

3.3.1. Knowledge Producers' Attitudes
Knowledge producers' attitudes reflect a willingness to collaborate: 95.4% believe that the role of
knowledge producers is to work with decision-makers to facilitate the application of findings. However,
the majority of knowledge producers (69.7%) remain sceptical about the integration of research evidence
into policy decision-making. A very large majority (93.6%) express a desire to be more involved in
research translation initiatives. The detailed knowledge producers’ attitudes are presented in
Supplementary file 3.

3.3.2. Decision-makers' attitudes
Decision-makers likewise demonstrate a willingness to collaborate: 94.4% believe that the role of
decision-makers is to work with knowledge producers to facilitate the application of findings. The
majority of decision-makers (66.7%) hold a favourable attitude towards the integration of research
findings into policy decision-making. Moreover, all decision-makers (100%) wish to be more involved in
research translation initiatives, revealing considerable potential for strengthening synergies between
research and policy. The detailed decision-makers’ attitudes are presented in Supplementary file 3.

1. Practices of knowledge producers and decision-makers regarding the translation of research
evidence into health policy and practice

3.4.1. Knowledge producers' practices
Actual practices appear limited among knowledge producers. A substantial proportion of knowledge
producers (22.5%) have never contacted decision-makers to identify their research needs, and 27.2% do
so rarely. The main reason is the absence of contact and of a communication bridge between knowledge
producers and decision-makers, which makes it difficult, if not impossible, to approach decision-makers
in order to identify their needs. One knowledge producer stated: "In my opinion, the main barrier there is
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that there is no contact between these two parties. A collaborative link must first be established between
decision-makers and knowledge producers. As long as that link does not exist, I don't think it can work."
(P4_A_52yrs_male). The mechanisms used by some knowledge producers to gather decision-makers'
research needs are mainly official email (46.2%) and exchange platforms (e.g. communities of practice,
round tables, etc.) (40%), reflecting formal but infrequent interaction. Scientific output is heterogeneous:
while the median is six publications, 14.7% have never published, whereas 20% have produced more than
30 articles. With regard to translation activities, 47.7% have never taken part in them, but 25.7% do so
very often. The preferred formats and channels for making research findings accessible to policymakers
and practitioners are PowerPoint presentations (75.2%) and dissemination workshops (50.5%), while
social media (29.4%), policy briefs (13.8%) and innovative channels such as infographics (11%), short
videos (11%) and podcasts (9.2%) remain less frequently or rarely used. The detailed knowledge
producers’ practices are presented in Supplementary file 4.

3.4.1.1. Low use of social media by knowledge producers
Regarding the low use of social media such as LinkedIn and Facebook as channels for communicating
research findings by knowledge producers, participants in the key-informant interviews revealed several
reasons:

Distrust and rejection of social media

several participants consider that social media such as Facebook and LinkedIn are not suited to
disseminating scientific findings, but are instead seen as spaces of distraction, unscientific, unreliable,
and even dangerous to knowledge producers' credibility.

"I'm not a fan of Facebook because it's all nonsense in there." (P19_A_63yrs_male)

"In my view, social media are not made for communicating research findings […] Facebook is just a social
network, and social networks are not scientific." (P14_A_59yrs_male)

Preference for scientific journals and institutional channels

participants emphasise the legitimacy of specialised journals, reflecting a traditional academic culture in
which recognition comes through scholarly journals, not through social media.

"I think that […] the real target in research is journals. That is why, within the Guinean Association of Surgery,
we set up a national scientific journal." (P14_A_59yrs_male)

"I am convinced that it is not social media that will add value to research findings […] no, it has to be done in
scientific journals…" (P13_A_75yrs_male)

Lack of skills or time
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some knowledge producers acknowledge that they do not know how to use social media to disseminate
their findings. Others admit that they do not have enough time to do so.

"Many of us also do not know how to disseminate these findings through social media."
(P11_A_50yrs_male)

"Whenever I find the data and I have free time, I write, I post. […] today you can't get rid of social media… but
it takes time." (P12_A_39yrs_male)

"First, it's lack of awareness and ignorance […], because it's an innovation […]. Many are not yet informed
about it." (P24_RA_40yrs_male)

Fear of misuse or theft of findings

several knowledge producers mention the fear that findings published on social media may be
misappropriated or stolen, reflecting a perceived insecurity on social media.

"On social media, one shall hope that it doesn't fall into the hands of malicious people who might use those
findings in another way. I think that is also what stops some knowledge producers from publishing findings
on social media. Because […] people sometimes misuse them." (P6_RA_40yrs_female)

Selective and differentiated use of social media

some distinguish between "serious" and "non-serious" networks.

"I […] work in geo-epidemiology and I publish on LinkedIn. When I produce maps of Côte d'Ivoire or of real
cases, [or] I measure rainfall, precipitation, the future of malaria, I produce them and publish them. […] but
Facebook, no, I don't publish on Facebook. […] given everything that circulates on Facebook, there can be no
serious readers there, but on LinkedIn […] there are even scientists." (P1_A_38yrs_male)

Lack of awareness of the visibility offered by social media

a few knowledge producers acknowledge that social media could give greater visibility to research
findings.

"Most knowledge producers think social media are not for research findings. It is only now, especially on
LinkedIn, that findings are being shared. But on Facebook, […] they will tell you 'Facebook is for photos'.
Perhaps it is a lack of knowledge that Facebook, Twitter and LinkedIn can serve to showcase our research,
give it greater visibility and also allow us to reach a wider audience." (P22_RA_38yrs_female)

3.4.1.2. Low production of policy briefs by knowledge
producers
With regard to the low level of policy brief writing (40.5%) by knowledge producers as a means of
translating their research findings, the qualitative analysis highlights several explanatory factors,
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grouped into five main themes:

Material and financial constraints

a first obstacle lies in the lack of the financial and technical means required to translate research
findings into policy briefs. Knowledge producers point out that some studies remain "on the table" for
lack of resources to conduct them and translate them into formats suited to policymakers.

"I have a study on the table that has still not started; it concerns the prevention of healthcare-associated
infections. It takes considerable means to clarify the bacteriological profile, to take samples and transport
them to the laboratory. There you go, that's a concrete example: we have no means." (P11_A_50yrs_male)

A weak culture of research communication

the culture of research communication remains limited, and knowledge producers prioritise academic
publication for career advancement rather than dissemination to decision-makers.

"The reasons include the weak culture of research communication at national level, the lack of training
models for these knowledge producers, and the belief that scientific articles matter above all for reaching
higher grades and for their careers. They do not think about policy decisions; what interests them is
publishing just to move up in grade." (P28_A_39yrs_female)

Lack of training and specific skills

insufficient training and limited experience with policy briefs constitute a major obstacle. Knowledge
producers report difficulties in adapting their messages so as to appeal to decision-makers' sensibilities.

"A knowledge producer may be good at their research, but how do they turn their findings into health policy,
so as to make the politicians swallow the pill? If they don't know […] how to make their findings appeal to
politicians' sensibilities, it becomes very difficult." (P16_RA_35yrs_male)

"Most academics do not know politics… It is rare for knowledge producers to be taught how to write a policy
brief, how to disseminate a policy brief and the whole process that goes with it. If they don't know how to do
that, it becomes a limiting factor." (P17_A_45yrs_male)

Institutional and cultural obstacles

the lack of institutional encouragement and the negative perception of policy brief writing also act as
barriers. Some knowledge producers feel that this approach is little valued, or even viewed with
suspicion. Moreover, the contract-based logic of projects limits the possibility of ensuring continuity, let
alone sustaining the findings.

"There is no encouragement, and when you want to present these findings by crossing the academic
boundary, you are told: 'you want to show off'. […] the very fact of wanting to turn your findings into health
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policy is perceived as a desire to put yourself forward [i.e. to be seen]." (P15_A_49yrs_female)

"When my contract is over, well, I stop there. I produce the findings, which I give to the commissioning
parties, I hand the findings over to them and that's where it ends. There is no continuity, in fact. It does not
sustain what I have done up to then." (P6_RA_40yrs_female)

Individual rationales and motivations

finally, individual motivations steer knowledge producers towards conventional scientific output, which is
more widely recognised in academic careers, to the detriment of formats that are useful to decision-
makers.

"[Knowledge producers] limit themselves to publishing in order to meet academic criteria, without seeking
to turn their findings into tools for [policy] decision-makers." (P17_A_45yrs_male)

"What needs to be done is to organise regular training workshops on policy brief writing for these
knowledge producers, to make them understand that research consists in developing knowledge and
correcting problems. It is not only about publishing to move up in grade, but about publishing to contribute
to improving the health system and policies." (P28_A_39yrs_female)

3.4.1.3. Failure to adapt recommendations for decision-
makers
A high proportion (80.7%) of knowledge producers do not adapt their recommendations to make them
more understandable and specific for decision-makers. This is reflected in the use of overly academic
and technical language, as one participant points out: "Often the findings or the recommendations are not
adapted, or they are incomprehensible, or they are couched in language that decision-makers cannot
understand, so this risks biasing their adoption…" (P5_RA_32yrs_male). In addition, the mismatch between
policy priorities and research topics makes recommendations of little relevance to decision-makers,
thereby discouraging knowledge producers from adapting them. As one participant explained:
"Sometimes there is also a problem of relevance. That is to say, the topics that knowledge producers work
on are not always the topics that concern decision-makers at that particular moment. So even if you adapt
your recommendations, if the subject is not on the agenda, it will not be taken into account."
(P17_A_45yrs_male)

3.4.2. Decision-makers' practices
Decision-makers appear relatively more proactive than knowledge producers in communicating their
needs: 38.9% do so regularly and 30.6% sometimes. The mechanisms used are similar to those of
knowledge producers (official email, exchange platforms, telephone calls). The majority (83.3%) have
already taken part in translation activities, mainly seminars (23.3%) and the writing of policy briefs (20%).
However, the diversity of activities remains limited, with low involvement in dialogues with academics
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and knowledge producers (10%) and in media communication (6.7%). The detailed decision-makers’
practices are presented in Supplementary file 5.

3.5. Results of the bivariate analysis
The bivariate analysis focused on attitudes and practices conducive to the translation of research
evidence.

The attitudes conducive to the translation of research evidence are widely shared among participants,
but that they vary according to their profiles (Supplementary file 6). Pearson's Chi-square and Fisher's
exact tests confirm statistically significant associations between:

Academic level and the perception of the influence of research on policies (p = 0.044) and the
willingness to become involved in research translation activities (p = 0.008).

Knowledge of the concept of "knowledge translation" and the way in which the role of knowledge
producers with regard to the translation of research evidence is expressed (p = 0.021).

Knowledge of the definition of "knowledge translation" and the willingness to become involved in
knowledge translation activities (p = 0.013).

Knowledge of national initiatives, institutes or programmes that encourage the use of research
evidence and the perception of the influence of research on policies (p < 0.001) and the willingness
to become involved in knowledge translation activities (p = 0.032).

The practices conducive to the translation of research evidence do exist among knowledge producers,
but that they vary according to their profiles (Supplementary file 7). Pearson's Chi-square and Fisher's
exact tests confirm statistically significant associations between:

Academic level and the frequency of exchanges with decision-makers (p = 0.007).

The number of years of experience in the position and the formulation of understandable and
specific recommendations for decision-makers (p = 0.005).

Knowledge of the concept of "knowledge translation" and participation in knowledge translation
activities (p = 0.022) and the frequency of exchanges (the level of collaboration) with decision-
makers (p = 0.006).

Knowledge of the definition of "knowledge translation" and the frequency of exchanges with
decision-makers (p = 0.003).

Knowledge of national initiatives, institutes or programmes that encourage the use of research
evidence and the frequency of contacts made to gather decision-makers' research priorities (p = 
0.035), participation in knowledge translation activities (p = 0.022) and the adaptation of
findings/recommendations for decision-makers (p = 0.012).

Knowledge of the main stages of knowledge translation and participation in knowledge translation
activities (p < 0.001), the frequency of exchanges (the level of collaboration) with decision-makers
(p = 0.033) and the adaptation of findings/recommendations for decision-makers (p = 0.004).
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Likewise, the practices conducive to the translation of research evidence do exist among decision-
makers, but that they vary according to their profiles (Supplementary file 8). Pearson's Chi-square and
Fisher's exact tests confirm statistically significant associations:

Between knowledge of the concept of "knowledge translation" and participation in knowledge
activities (p = 0.032).

Between knowledge of national initiatives, institutes or programmes that encourage the use of
research findings and the frequency with which research priorities are communicated to knowledge
producers (p = 0.040) and participation in knowledge translation activities (p = 0.014).

3.6. Barriers to the use of research evidence in decision-
making
Figure 1 presents the main obstacles to the use of research evidence in decision-making: the lack of
communication/collaboration between knowledge producers and decision-makers (84.4%), resistance
on the part of decision-makers (56.1%) and budgetary/administrative constraints (54.9%). These results
highlight structural and political barriers that hinder the use of scientific evidence, and they are explained
in turn by the qualitative analysis that follows:

3.6.1. Lack of communication/collaboration between
knowledge producers and decision-makers (84.4%)
Several interrelated factors explain the lack of communication and collaboration between knowledge
producers and decision-makers. In order of importance and causal relationship, these are: (1) lack of
funding and institutional recognition, (2) absence of formal platforms for dialogue, (3) non-involvement
of decision-makers from the design stage of the research, (4) problems of access to and availability of
decision-makers, (5) the gap between scientific language and policy language, and (6) mutual mistrust
between decision-makers and knowledge producers. These barriers help to limit the impact of research
on public policies and to reduce its potential for social transformation.

Lack of funding and institutional recognition of research

knowledge producers often fund their own work, without support from decision-makers. In such cases,
findings are neither valorised nor disseminated on a large scale.

"There is no funding for research projects. Knowledge producers fund their own research and decision-
makers show a complete lack of interest." (P11_A_50yrs_male)

"We make a great deal of effort to produce things, but effective communication causes enormous
problems… Decision-makers do not have the courtesy to make available [to knowledge producers] what is
needed to translate the findings." (P12_A_39yrs_male)
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Absence of platforms and formal frameworks for dialogue

knowledge producers and decision-makers have no institutionalised spaces in which to meet and
exchange. Research findings remain confined to academic journals or university vivas, with no relay
towards policy bodies. Several knowledge producers stress

"There is no platform where they are supposed to meet… I have submitted memos, but I have never been
called." (P13_A_75yrs_male)

"Our students' research work ends up in the library and is never addressed to the political authorities."
(P14_A_59yrs_male)

"The absence of a platform and of funding remains a central problem… If there is no communication
platform between knowledge producers and politicians, it will be difficult to use the data produced."
(P28_A_39yrs_female)

Lack of involvement of decision-makers from the research design stage: studies are often designed by
knowledge producers alone, without consultation with decision-makers. The latter, invited at the end of
the process, do not take ownership of the findings.

"The main barrier is first of all that there is no co-design at the outset… When [decision-makers] are not
involved from the start, the findings are left to gather dust." (P24_RA_40yrs_male)

Problems of access to and availability of decision-makers

knowledge producers struggle to identify the right interlocutors and to obtain hearings. Decision-makers
are often difficult to identify, hard to reach, caught up in overloaded agendas, and sometimes
represented by intermediaries with no decision-making power.

"For example, in our ministerial department, you cannot just go and knock on the Secretary-General's door
like that. It's complicated." (P21_D_50yrs_male)

"If decision-makers are not involved from the very beginning of the study, you can hardly call on them to
present the findings… Sometimes, even when they are invited, it is interns who come and they cannot make
decisions." (P22_RA_38yrs_female)

"With busy schedules, there are problems in arranging appointments. But if the decision-maker has an
interest in really listening to you — that is, if you have already prioritised and defined the problem together —
they themselves will be waiting for the findings of [your research] in order to take a decision. I know they will
not refuse to see you." (P37_D_38yrs_male)

Gap between scientific language and policy language
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decision-makers struggle to understand findings formulated in overly technical language, while
knowledge producers do not sufficiently translate their findings into accessible formats.

"There are barriers of scientific language, sometimes used by knowledge producers, that decision-makers
are unable to unpack." (P28_A_39yrs_female)

"If you give me information that I have not been able to understand, I cannot use it… If this communication
is not adapted, it risks biasing the final result." (P5_RA_32yrs_male)

Mutual mistrust between decision-makers and knowledge producers

some decision-makers sometimes perceive knowledge producers as critics or competitors, which fuels
mistrust and limits collaboration. Likewise, the absence of political will and of shared leadership blocks
collaboration.

"Research in Guinea is clan-based and ethnicised… Those who make public policy believe that those at the
university are coming to take them apart piece by piece… This hampers collaboration." (P1_A_38yrs_male)

"There is a mismatch between policy priorities and research topics… There is also a lack of trust, or the
perception that knowledge producers are looking over their shoulder." (P28_A_39yrs_female)

"I will focus mainly on the barrier of hatred of the other, on the ethnic barrier, and on the lack of
communication between decision-makers and knowledge producers." (P30_A_45yrs_female)

"It is a problem of leadership and of ego… If each side says that it is the boss and does not need the other,
that will create problems." (P17_A_45yrs_male)

3.6.2. Resistance on the part of decision-makers (56.1%)
The qualitative results show that decision-makers' resistance to research findings is explained by factors
identified both by knowledge producers and by decision-makers themselves. While some observations
converge, others reflect divergences in perception and in the attribution of responsibility.

3.6.2.1. Convergences
The views of knowledge producers and decision-makers converged on four main issues, presented
below in order of importance in the Guinean context: (1) insufficient research funding, (2) a mismatch
between research and policy priorities, (3) limited interest in research findings, and (4) knowledge
producers’ fear of exposure, alongside mutual mistrust.

Lack of funding

Knowledge producers described the absence of follow-up and implementation mechanisms as a major
obstacle to translating research recommendations into action:
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“We produce recommendations, but without follow-up mechanisms they remain theoretical and are not
translated into concrete action.” (P11_A_50yrs_male)

Similarly, decision-makers reported that the lack of financial support and feedback discouraged research
teams from pursuing their work:

“In the health districts, we send two protocols a year [to the Ministry], but we never get any feedback. This
absence of funding is a major obstacle that discourages the teams.” (P31_D_65yrs_male)

Mismatch between research and policy priorities

Participants also highlighted the disconnect between the subjects addressed by research and the
priorities currently pursued by policymakers. Knowledge producers explained that publicly disseminating
findings that expose weaknesses in the health system could be perceived as threatening by decision-
makers:

“Wanting to put all of this into the public arena can lead our decision-makers to lynch us. […] Because in a
way, it exposes them. Do they go into dental practices to see what people are like, how the services are
equipped and so on? No. If I put that online, I will be lynched.” (P30_A_45yrs_female)

From the perspective of decision-makers, even methodologically sound research may remain unused
when it does not correspond to current political or programme priorities:

“Even if the study is valid, if it is not among my current priorities, I am not going to use it. Policy priorities are
different from scientific ones. There are programmes with solid studies behind them, but for the time being
there is no funding. The priorities lie elsewhere, and that explains why certain research is not taken into
account.” (P3_D_67yrs_male)

Lack of interest in research findings

Knowledge producers perceived limited engagement from authorities, even when efforts were made to
disseminate findings through conferences, publications, and the media:

“It is not that we fail to disseminate; it is that the authorities show little interest. Even when we organise
conferences or propose publications in the media, it is difficult to secure their attention.”
(P12_A_39yrs_male)

Decision-makers similarly acknowledged that research findings were often presented but not
subsequently used to inform decisions or programmes:

“Research findings lie sleeping in drawers. Workshops are organised, reports are presented, but afterwards
the documents are never used. Many projects remain in abeyance for want of decisions and funding.
Everyone is aware of this situation, but it persists in the absence of any real will to valorise the findings.”
(P44_D_51yrs_male)
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Knowledge producers’ fear of exposure and mutual mistrust

Finally, participants described a climate of mistrust and political sensitivity that could discourage
knowledge producers from disseminating findings openly. One knowledge producer explained that
research exposing institutional weaknesses might be interpreted as a personal criticism of those
responsible:

“Wanting to put all of this into the public arena can lead our decision-makers to lynch us. If I publish on a
topic that denounces a great many negative things, the head of the national programme may think that he is
the one I am targeting. Because in a way, it exposes him. […] And yet I do it for everyone’s good. But in this
country, if you put that online, you risk your life. It is complicated, because the spirit in which you [work] is
not seen [in the same way] by others.” (P30_A_45yrs_female)

Decision-makers also referred to mistrust and the potential political consequences of research findings.
They explained that recommendations perceived as exposing institutional weaknesses or failing to
account for political and professional sensitivities could encounter resistance:

“There is often mistrust. Some recommendations are awkward, which means that decision-makers do not
grasp their importance. If they expose or compromise people, there will be resistance. When they fail to
take account of political sensitivity or of the socio-professional context, they are not accepted. Knowledge
producers bring out our weaknesses, and instead of remedying them, some prefer to block them so as not
to be seen in a bad light.” (P25_D_45yrs_male)

3.6.2.2. Divergences
The divergences between knowledge producers and decision-makers in Guinea concerned three main
issues: (1) the purpose of scientific research, representing a fundamental divergence; (2) responsibility
for decision-makers’ resistance to using research findings, reflecting a conflictual divergence; and (3)
communication and mutual understanding, constituting an operational divergence. These themes are
presented below in order of importance and causal relationship.

The purpose of scientific research

Knowledge producers viewed scientific research primarily as a means of generating concrete
improvements in the health system and in people’s lives. One participant emphasized that research
findings should ultimately be translated into action:

“The knowledge producer would very much like their findings to be translated into concrete action on the
ground. […] The main objective remains to change the health system and improve people's lives.”
(P22_RF_38yrs_female)

By contrast, decision-makers described the use of research findings as being influenced by political
interests and the anticipated benefits for politicians, rather than by scientific evidence alone:
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“Anything that can work to the politician's advantage will be supported. But whatever is not to his advantage
will not be implemented. It is a game of interests, a matter of popularity ratings. Decisions are made
according to what they yield politically, not necessarily according to scientific evidence.”
(P34_D_65yrs_male)

Attribution of responsibility for decision-makers’ resistance

The participants also differed in their explanations of why research recommendations are not taken up.
Knowledge producers attributed this resistance mainly to the limited political influence of researchers
and the authorities’ lack of interest or political commitment:

“Recommendations never end up being answered because the person carrying out the research does not
hold a political or institutional position that gives them the right to influence those findings. The authorities
show little interest and demonstrate no political will.” (P12_A_39yrs_male)

Decision-makers, however, placed greater emphasis on the limited involvement of decision-makers
throughout the research process. From their perspective, failing to engage decision-makers from the
outset can generate resistance when the findings are eventually presented:

“The knowledge producer must involve decision-makers in every compartment of the research. But often we
are not informed, and we discover the findings only at the dissemination meeting. If we are not involved
from the outset, there will be resistance.” (P31_D_65yrs_male)

Communication and mutual understanding

Finally, the two groups identified different communication-related obstacles. Knowledge producers
pointed to the absence of institutional guidance and standardized tools for preparing and disseminating
policy briefs, which limited the effective communication and translation of research findings:

“We have had no guidelines or templates for drafting and disseminating policy briefs. This lack of an
institutional framework for effective communication hampers the dissemination and translation of our
findings.” (P4_A_52yrs_male)

Decision-makers, in contrast, focused on the failure of knowledge producers to adapt their
communication to political and institutional contexts. They suggested that presenting findings without
considering these contexts could create resistance and conflict:

“Knowledge producers do not manage to communicate well. If communication is not adapted, it generates
resistance. Politicians want to be applauded, even when applause is not warranted. The knowledge
producer, for his part, communicates the findings as they are, which creates overlap and conflict.”
(P32_D_42yrs_male)

3.6.3. Budgetary/administrative constraints (54.9%)
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Budgetary and administrative constraints were identified by the majority of participants (54.9%) as major
obstacles to the translation of research findings. A qualitative comparison of the accounts provided by
knowledge producers and decision-makers revealed strong convergences, as well as marked
divergences, in how these constraints were perceived and explained.

Convergences

The two groups expressed convergent views regarding inadequate funding and administrative red tape.

Inadequate funding

Both groups emphasized the lack of financial resources as a central obstacle to conducting research
and implementing research recommendations. Knowledge producers described how insufficient funding
can delay or prevent studies requiring costly data collection and laboratory analyses:

“We struggle to carry out our studies for want of resources. For example, a study on healthcare-associated
infections has been left on the table for years, because it would require funding for specimen collection,
bacteriological analyses and costly single-organism cultures. Our patients cannot bear these costs and,
without funding, we cannot move forward.” (P11_A_50yrs_male)

Decision-makers similarly highlighted the inadequate public financing of health programmes and the
resulting dependence on external partners:

“The budget allocated to the Ministry of Health is negligible. In my programme, we have no national subsidy
at all and 99% of activities depend on external funding. You cannot ask for results without providing the
means. Normally it is the State's duty to care for its population, but for want of a budget we are forced to
hold out our hand to partners.” (P10_D_53yrs_male)

Administrative red tape

The two groups also recognized administrative barriers as an obstacle to the uptake and implementation
of research findings. Knowledge producers emphasized institutional blockages and the limited influence
of researchers within decision-making structures:

“Decision-makers say they will pass the information up to the appropriate authority, but these are
recommendations that never end up being answered… the knowledge producer does not hold a political or
institutional position that allows them to influence decision-making.” (P16_RA_35yrs_male)

Decision-makers confirmed that administrative procedures can delay or obstruct the mobilization of
funding, even when knowledge producers identify external funding opportunities:

“Even when the knowledge producer identifies funding opportunities abroad and submits an application,
once the State has to play its part it often becomes a problem… administrative red tape is an obstacle.”
(P38_D_53yrs_male)
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Divergences

The divergence between the two groups concerned the relevance, contextual appropriateness, and
feasibility of recommendations developed by knowledge producers. Knowledge producers considered
their findings relevant but insufficiently supported or acted upon, whereas decision-makers felt that
some recommendations were not sufficiently adapted to the local context or required resources that
were not available. This divergence reflects a structural misunderstanding: both groups acknowledged
the existence of implementation challenges but attributed their causes to different factors.

Knowledge producers described the difficulties they experienced in communicating their findings and
obtaining the institutional support required to translate them into action:

“We make considerable efforts to produce things, but effective communication remains a problem.
Decision-makers do not have the courtesy to make available [to knowledge producers] what is needed to
translate the findings.” (P12_A_39yrs_male)

Decision-makers, by contrast, emphasized that recommendations may generate resistance when they
require substantial resources or fail to account for political and socio-professional realities.
Nevertheless, they indicated that recommendations adapted to the local context could be implemented:

“When implementation requires substantial resources, or when recommendations fail to take account of
political sensitivity or of the socio-professional context, this generates resistance. But if they are adapted to
the real context, policymakers can apply them.” (P35_D_55yrs_male)

4. Discussion
To our knowledge, this study represents the first empirical exploration of how Guinea's knowledge
system connects producers and decision-makers, and it is among the few such investigations in
francophone West Africa. While evidence-informed decision-making has been increasingly studied in
other LMICs, empirical data from Guinea remain scarce. By documenting both attitudes and practices,
this study fills a critical gap in the African literature – it not only reveals the paradox of favorable
dispositions coexisting with weak implementation but also situates Guinea within broader continental
debates on knowledge systems strengthening. The findings thus provide a novel empirical basis for
designing context-sensitive strategies that address the structural architecture of knowledge systems in
francophone Africa, where institutionalised mechanisms of dialogue and co-production remain
underdeveloped [31, 32].

The paradox is that, while both knowledge producers and decision-makers in Guinea express strong
attitudes in favour of collaboration and evidence use (nine out of ten in each group), actual practices
remain limited and fragmented. This disconnection underscores a core insight from the knowledge
systems literature: individual willingness, however genuine, does not automatically translate into
effective evidence use when the broader institutional environment – its incentive structures,
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communication channels, and governance norms – fails to support it [31, 32]. The findings thus point
less to a deficit of motivation and more to a knowledge system whose architecture has not yet been
configured to convert favourable dispositions into routine practice.

One major structural gap identified by knowledge producers is the absence of contact and
communication bridges between the two communities, which makes it difficult, if not impossible, to
approach decision-makers in order to identify their research priorities. This finding reveals a critical
weakness in the system's linkage and exchange infrastructure: without structured channels of
communication, researchers struggle to engage decision-makers and align their work with policy
priorities. The absence of institutionalised contact mechanisms not only limits the relevance of research
outputs but also weakens evidence uptake and erodes trust between the two communities. Addressing
this systemic gap requires interventions at the level of institutional design – such as formal dialogue
platforms, liaison structures, and co-production processes – that embed researcher–decision-maker
interaction into the routine functioning of the knowledge system rather than leaving it to ad hoc initiative
[33].

The limited use of social media as a dissemination channel constitutes another feature of the current
knowledge system that warrants attention. Although channels such as LinkedIn and Facebook could
enhance visibility and broaden audiences, many knowledge producers perceive them as non-scientific or
professionally risky. This reflects entrenched academic norms – a component of the system's cultural-
institutional fabric – that privilege peer-reviewed publications over public engagement. Similar patterns
have been documented across African health systems, where researchers often resist non-traditional
dissemination methods due to concerns about credibility and intellectual property [6]. Addressing this
barrier requires not only capacity-building initiatives that train researchers in digital communication but
also a shift in the normative environment so that public-facing scholarship is recognised as a legitimate
and valued dimension of academic work.

The limited use of policy briefs and innovative channels such as infographics, recorded short videos, and
podcasts further illustrates a misalignment within the knowledge system between how evidence is
produced and how it could be used. Knowledge producers often lack training in adapting findings into
concise, actionable formats for policymakers. Institutional incentives compound this problem: academic
promotion systems reward publications, not policy briefs or the above-mentioned innovative channels.
This structural misalignment – between what the system rewards and what evidence-informed decision-
making requires – discourages knowledge producers from investing time in policy-oriented outputs.
Evidence from other LMICs suggests that both structured training programs and institutional reforms,
such as recognising policy-oriented outputs in academic evaluations, can significantly reconfigure these
incentive structures and enhance evidence mobilisation practices [5].

Decision-makers, in contrast, appear more proactive in expressing research needs and participating in
mobilisation activities. However, they remain weakly engaged in sustained dialogues with knowledge
producers and in media communication (television and radio). This asymmetry highlights the need for
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structured platforms that make interaction a continuous, institutionalised feature of the knowledge
system rather than a series of isolated events. Regional initiatives, such as communities of practice,
have shown promise in fostering sustained dialogue and should be adapted to the Guinean context [12].
The Health System Experts Community of Practice and Think Tank (ESyS Community) could play a
critical role in achieving that imperative [34].

The bivariate analysis provides further insight into how individual positioning within the knowledge
system shapes mobilisation practices. Associations between academic level, knowledge of the
definition of the KT concept, and willingness to engage in evidence mobilisation suggest that senior
knowledge producers and those familiar with the KT concept may be better positioned to adapt
recommendations for policymakers. Conversely, junior knowledge producers and those unfamiliar with
the KT concept often remain confined to academic outputs. These patterns are not merely individual
attributes; they reflect a knowledge system in which seniority and conceptual literacy act as informal
gateways to policy engagement. Tailored training and mentorship programs could help bridge these
generational gaps, ensuring that younger knowledge producers acquire the skills and confidence needed
to navigate the knowledge – policy interface [31, 35].

Ultimately, the study's findings resonate with broader debates on knowledge systems strengthening in
LMICs. Favourable attitudes alone are insufficient; the architecture of the knowledge system – its
incentive structures, communication infrastructure, and governance arrangements – must be
deliberately configured to translate willingness into practice. Strengthening Guinea's knowledge system
will require a multi-pronged approach: capacity-building (training researchers in policy brief writing,
digital communication, and stakeholder engagement) [36]; institutional reforms within academia
(aligning academic incentives with policy engagement, recognising knowledge mobilisation outputs in
career progression) [31]; structured platforms for dialogue (establishing communities of practice and
forums that sustain researcher–decision-maker collaboration as a routine function of the system) [12,
34]; and resource mobilisation (ensuring adequate funding and logistical support for evidence
mobilisation activities) [37].

By addressing these systemic barriers, Guinea can move closer to realising the vision of evidence-
informed decision-making and to laying the foundation of a learning health system [38, 39]. The study
contributes to a growing body of literature emphasising that knowledge systems strengthening is not
merely a technical undertaking but a socio-political endeavour requiring trust, collaboration, and
institutional commitment.

Limitations

This study has several limitations that should be acknowledged. First, data collection was concentrated
in Conakry, which may limit the generalizability of findings to rural regions where health system
dynamics and research-policy interactions could differ. Second, reliance on self-reported measures of
knowledge, attitudes, and practices introduces the possibility of social desirability bias, potentially
inflating favourable responses. Third, the participation of knowledge brokers was minimal, with only one

Page 26/33



included in qualitative interviews, restricting deeper exploration of their mediating role within the
knowledge system. Finally, the cross-sectional design captures perspectives at a single point in time and
does not account for changes in attitudes or practices over time.

Conclusion
This study highlights the paradox of favourable attitudes toward evidence use coexisting with weak
mobilisation practices in Guinea. The findings reveal that this gap is not primarily a deficit of individual
motivation but a property of a knowledge system whose structural architecture – its communication
channels, incentive structures, and institutional norms – has yet to be configured to support routine
evidence-informed decision-making. Yet, the strong willingness expressed by both communities signals
a foundation upon which reform can be built. Strengthening Guinea's knowledge system will require
systemic solutions: building researcher capacity in policy-oriented communication, reforming academic
promotion criteria to value knowledge mobilisation outputs, establishing communities of practice to
sustain dialogue, and mobilising resources for evidence mobilisation activities. By addressing these
structural barriers, Guinea can move closer to institutionalising evidence-informed policymaking and
serving as a reference point for francophone West Africa. Ultimately, knowledge systems strengthening
is not merely a technical exercise but a socio-political process requiring trust, collaboration, and
institutional commitment.
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Figure 1

Main barriers to the use of research evidence in decision-making in Guinea, 2025 (n=173).
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