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ABSTRACT
Professionals and decision‐makers in regional or local administrations often face time and resource constraints that hinder

evidence‐based decision‐making. This article examines the practices, obstacles, and needs relating to evidence use within the

Regional Health Agency of Ile‐de‐France, a decentralized agency of the French Ministry of Health and Access to Care. We used

a mixed‐methods action research approach, including an online questionnaire completed by 60 agents. In addition, we con-

ducted 27 semi‐structured interviews with certain staff members. We also conducted an exploratory group interview with three

documentalists. The results of the structural equation models show that agents' skills in accessing evidence, institutional

support and being a project leader were correlated with evidence use in decision‐making 89% (p= 0.009), 35% (p< 0.001), and

48% (p= 0.031) respectively. Respondents reported having skills in identifying and accessing experiential (84.1%, p= 0.007),

contextual (84.8%, p= 0.002), and scientific (73.6%, p= 0.486) knowledge. In addition, 79.5% (p= 0.274) of respondents stated

they felt competent in assessing the reliability and relevance of evidence to inform their decision‐making. Although the

quantitative results show that respondents generally declared moderate to moderately high levels of competence in accessing

and assessing the quality and reliability of evidence, the qualitative analysis highlights partial discrepancies. Several agents

mentioned lacking the necessary skills to access and evaluate evidence effectively. This discrepancy can be explained by several

factors, including a subjective overestimation of respondents' ‘competence’ in the closed‐ended questionnaires, resulting in an

overall positive self‐perception, as well as obstacles to identifying and accessing scientific knowledge (language barrier),

difficulties in accessing paid scientific journals, lack of time on the part of agents, and work overload. These findings highlight a

disconnect between agents' perceived competence and actual capabilities in accessing and evaluating evidence. It is therefore

essential to go beyond simple self‐reported measurement by using mixed‐method approaches to understand better the com-

plexity of the factors that influence the use of evidence in decision‐making in public health agencies. Building an evidence

ecosystem in decentralized organizations could lead to better‐informed policies, reduced social inequality in health, and

improved resource allocation.
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1 | Introduction

There is a gap between the available evidence and its use in
public policy‐making (Oliver et al. 2014). The evidence‐based
policy (EBP) approach, initially developed in the 1990s in the
medical field, has since been extended to various sectors of
public decision‐making (Laurent et al. 2009). To enhance the
effectiveness and adaptation of public decisions to the needs of
society, EBP aims to help public decision‐makers at all levels
and professionals in the field to make informed decisions by
effectively using available knowledge in their decision‐making
processes and practices (Agence nouvelle des solidarités
actives 2017; Galluccio 2021).

Although many decision‐makers are familiar with the principles of
EBP, the use of evidence in daily practice remains limited (Laurent
et al. 2009; Floyd et al. 2019). In this article, we define evidence as
scientific knowledge (articles published in peer‐reviewed journals,
books, literature reviews, meta‐analyses, experiential knowledge
(professional articles and reviews, blogs, policy narratives, data-
bases, promoters' activity reports), and contextual knowledge
(working documents, activity reports, study or research reports,
collective expertise, best practice guidelines, local health diag-
noses, consensus conferences) (Institut national de santé publique
du Québec 2009; Cambon 2021).

Evidence is the result of a search for useful knowledge. The
characterization of evidence is linked to the explanation given
for the knowledge (Banta 2003). Public health knowledge can
be categorized into three main types: knowledge derived from
research (research reports or scientific articles, literature re-
views, systematic reviews and meta‐analyses), knowledge
derived from tacit knowledge (public health and expert opin-
ions) and knowledge derived from analyzed data (data on the
state of health and well‐being of the population, socio‐
demographic data, etc.) (Institut national de santé publique du
Québec 2009). In this article, we use the concepts of evidence
and public health knowledge interchangeably because they are
closely related.

1.1 | Evidence‐Based Policy Practice in France

Policymakers and practitioners face many challenges in devel-
oping and implementing EBP (Agence nouvelle des solidarités
actives 2017). The France 2030 investment plan aims to position
France as a leader in healthcare research and innovation
(Campus France 2023). While EBP is gaining traction in France,
with growing recognition of the importance of integrating sci-
entific evidence into public decision‐making (Agence nouvelle
des solidarités actives 2017; Maxim 2024), several familiar
obstacles persist. These obstacles include limited access to ex-
isting knowledge, language barriers that make it difficult to
understand evidence, and a lack of time and skills to synthesize
and apply the evidence effectively (Laurent et al. 2009; Agence
nouvelle des solidarités actives 2017).

While evidence is encouraged as a foundation for public health
policies, its implementation is often complex and depends on
the context of implementation (Orton et al. 2011). In France,
efforts have created a favorable environment for evidence‐based
health promotion. However, interventions are shaped by spe-
cific contexts, making it difficult to apply universal evidence
(Cambon et al. 2010). Addressing these local contexts is
essential to effectively implement evidence‐based policies
(Andersen and Smith 2022).

1.2 | The Practices of the Regional Health Agency
of Ile‐de‐France in Terms of Using Evidence to
Reduce Social Inequalities in Health

The Ile‐de‐France region has a great capacity for producing and
promoting knowledge, which makes a major contribution to
strengthening links between local players (Benamouzig 2023). One
of the missions of the Regional Health Agency (RHA) is to
translate evidence into public policy at the regional level
(Benamouzig 2023). An RHA is an administrative body under the
authority of the Ministry of Health and Access to Care, which
manages the health system in each French region and oversees
local initiatives. A study in France showed that vulnerable popu-
lations face a combination of social inequalities in health (SIH)
when exposed to risks, differential vulnerability to illness, differ-
ences in care, or even confinement (Bajos et al. 2022). A study
found that at the start of the COVID‐19 pandemic, there was
excess mortality in departments, particularly those with the
most pronounced territorial inequalities in urbanization, popula-
tion density, housing conditions, and occupational exposure
(Mangeney et al. 2020; Ridde et al. 2024). The French depart-
ments are administrative divisions at an intermediate level
between the region and the municipality. They are placed
under the authority of a prefect. The department's areas of
responsibility are mainly health and social services, rural
amenities, departmental roads, and investment and running
costs for colleges.

In the field of public health, one of the major advances of the
COVID‐19 health crisis has been the use and discussion of
evidence by players in the health field and beyond
(Benamouzig 2023). While there is unanimous agreement on
the existence of SIHs during the COVID‐19 pandemic in the Ile‐
de‐France region, efforts by the RHA Ile‐de‐France to take into

Summary

• Both individual skills and institutional support influ-
ence access to evidence. Staff who report skills in iden-
tifying and accessing evidence are more likely to use it
in their professional practices.

• Although agents perceive themselves as competent to
assess the quality and reliability of evidence, it is
important to consider the social desirability biases that
may influence their response.

• Although the agents say that they have the personal
skills to synthesize and adapt evidence, the vast majority
believe that they do not have the time to do so and that it
is not their role. They need support in synthesizing the
evidence.

• Scientific knowledge is used less frequently than con-
textual and experiential knowledge by agents in
decision‐making, revealing a major challenge in an-
choring a culture of evidence‐based decision‐making.
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account the social determinants of inequalities in public action
have “come up against a dearth of knowledge, and/or poor
translation of this knowledge into an understanding of levers
for action in real‐life situations” (Ginot and Grémy 2022). For
RHA Ile‐de‐France, as for most public organizations, a number
of structural obstacles stand in the way of better use of evidence:
(1) a lack of strategies on the use of evidence, (2) an over-
abundance and fragmentation of available knowledge, (3) weak
links between research and public players, (4) difficulties in
translating the results of studies into decision‐making processes
and professional practices, (5) divergent temporalities between
the pace of knowledge production and the pace of public action
(Benamouzig 2023). To improve evidence‐use, RHA Ile‐de‐
France has proposed establishing a knowledge brokerage func-
tion (Ibid).

1.3 | Knowledge Brokerage as an Interface to
Facilitate Evidence‐Based Policy

The term knowledge translation (KT) encompasses “all the ef-
forts made to help publicize and recognize research activities
and results…. with a view to their use by practitioners, decision‐
makers and the general public, whether interactive or not”
(Fonds de recherche du Québec—Société et culture 2011).
Knowledge brokering is a key component of KT strategies
(Yamanie et al. 2023). For several years now, knowledge bro-
kering has been increasingly promoted as an innovative sys-
temic approach to reducing the gap between the production of
knowledge and its use by decision‐makers, managers, and sta-
keholders in the field (Langeveld et al. 2016; Dobbins
et al. 2007; Clark et al. 2022). Brokering at the science‐policy
interface can be described as an essential intermediary function
between the world of research and decision‐makers, practi-
tioners, or the general public. Brokering enables evidence to be
adapted, interpreted, and synthesized according to the needs
and demands of decision‐makers, thereby facilitating its prac-
tical use (Gluckman et al. 2021).

Using a knowledge broker can increase the likelihood of
evidence‐based policies being adopted (Combs et al. 2022;
National Collaborating Centre for Methods and Tools 2022).
Knowledge brokers are individuals or organizations whose
role is to facilitate access, sharing, development, and use of
evidence by an organization's actors. However, we lack sci-
entific evidence of the effectiveness of knowledge brokering,
including the factors that influence its success and the
mechanisms for achieving impact (Chapman et al. 2017;
Chapman et al. 2021).

The structure of the interface between science and public
policy and the associated work processes determines whether
and how scientific knowledge reaches decision‐makers
(Maxim 2024). In France, several structures play the role of
interface between science and public policy, for example,
universities, engineering schools, research institutes (which
account for the bulk of scientific knowledge production),
ministry departments, etc. (Maxim 2024). These organizations
can act as producers of scientific knowledge, synthesizers
(meta‐analyses, literature reviews), or knowledge brokers
(Maxim 2024).

1.4 | Decentralization of the Healthcare System
and the Use of Evidence

The use of evidence is influenced by factors such as the level of
centralization, democratization of the state, bureaucratic orga-
nization, and the relationship between evidence and social
norms (Liverani et al. 2013; Ansah et al. 2024). The majority of
KT schemes operate at the national level (Lacouture 2016). In
the United Kingdom, for example, some knowledge brokering
organizations aim to promote research by middle managers and
professionals in the field (Agence nouvelle des solidarités
actives 2017).

When policies are decentralized, it is more important to
inform decision‐makers and professionals at the regional or
local level (Agence nouvelle des solidarités actives 2017).
When these players have more room to manoeuvre to adapt
public policy to the local context, the question arises of their
ability to make evidence‐informed decisions, this challenge is
compounded by their generally limited time and resources
(Agence nouvelle des solidarités actives 2017). It is necessary
to consider these political and institutional factors that
influence the use of health evidence in decision‐making
(Liverani et al. 2013).

In France, the directorates and departments of the Ministries
play a key role in brokering scientific knowledge (Maxim 2024).
However, these structures remain a research field that is often
difficult to access for studies on the science‐policy interface
(Maxim 2024). It is essential to understand the needs, practices,
and obstacles of decision‐makers in a decentralized inter-
mediary organization to improve the integration of evidence
into the practice of decision‐makers and professionals. In
France, to our knowledge, no scientific articles have explored
the influences of facilitating factors or obstacles to using evi-
dence within a decentralized institution like the RHA at the
regional healthcare level. To address this gap, we conducted a
study to understand the barriers, practices, and needs in terms
of using evidence for decision‐making in a decentralized in-
termediary organization of the French health system, such as
the RHA Ile‐de‐France.

2 | Methods

2.1 | Study Context

RHA Ile‐de‐France is a public body under the authority of the
Ministry of Health and Access to Care (Agence Régionale de
Santé Île‐de‐France 2023). Its primary missions are to steer
public health and regulate healthcare provision. The Agency
has a workforce of around 1200. It is structured into eight
departmental delegations (local RHA branches responsible for
implementing public health policies at the department level),
five business divisions at head office (Department of Autonomy,
Innovation, Research and Digital Transformation Department,
Healthcare Services Department, Public Health Department,
Health Monitoring and Safety Department), and three support
directorates (accounting agency, directorate for resource
allocation and steering, and the general secretariat), (Agence
Régionale de Santé Île‐de‐France 2023).
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2.2 | The CourtISS Project

In France, knowledge brokering initiatives within institutions
like the RHA are rare. To bridge the gap between available
evidence and the public response to SIH in Ile‐de‐France, the
head office of RHA Ile‐de‐France, on the recommendation of
the Public Health Department, decided to pilot a knowledge
brokering intervention in November 2021. Two research teams
(Centre Population et Développement [Ceped] and Équipe
RENARD) and members of the Public Health Department
administration thus implemented a knowledge brokering action
research project to reduce SIH (CourtISS).

CourtISS was an action research project testing knowledge
brokering intervention within RHA Ile‐de‐France to improve
staff use of evidence in reducing SIH. Action research is
defined as a process with, for, and by the people involved in
both the questioning and the production of meaning, to inform
the research and intervention of which it is at the heart
(Reason and Bradbury 2011) (Reason and Bradbury 2011).
This scientific approach is advocated in research on health
systems and policies to promote their social relevance (Gilson
et al. 2013).

The project's senior investigators have the experience and ex-
pertise in setting up such action research on healthcare systems
and knowledge brokering (Ridde et al. 2011; Boaz and
Nutley 2019; Mc Sween‐Cadieux et al. 2019). The project was
carried out by a research team from the Ceped laboratory at the
Institut de Recherche pour le Développement (IRD) in collab-
oration with the RENARD team, KT experts from Quebec
(Canada), and RHA Ile‐de‐France staff.

The CourtISS project ran from April 2022 to September 2023. It
consisted of two components: a research component and an
action component. The action component includes the imple-
mentation of several knowledge brokering activities (thematic
working groups, expert presentations, training, practical ex-
ercises) within RHA Ile‐de‐France over a 12‐month period
(September 2022–September 2023). The research part includes
(1) the study of the context and the evidence‐use needs of RHA
Ile‐de‐France staff (the subject of this study); and (2) the eva-
luation of the effectiveness and implementation of the knowl-
edge brokering intervention.

This action research approach was characterized by the
involvement of the staff members from RHA the very beginning
of the co‐construction of the research questions. The project
was co‐developed by researchers and RHA staff members, and
the agency co‐funded 50% of the action‐research project, dem-
onstrating its commitment and involvement.

The data collection tools were developed and validated in
collaboration with three ARS agents involved in the action‐
research. The presence of a broker (T.Z.), who joined the staff
members from RHA, made it possible to work iteratively with
the agents to define and adapt the knowledge brokering
activities. This iterative process, which is the very essence of
action research, made it possible to incorporate feedback from
participants to adjust and improve the intervention in
real time.

Action research is distinguished from other approaches to
public health research by its participatory approach, its demo-
cratic impetus, and its simultaneous contribution to the social
sciences (production of knowledge) and to social change
(improvement of policies and practices) (Koshy et al. 2011).
Table 1 shows the knowledge brokering activities carried out
within RHA Ile‐de‐France. Coordinated by two knowledge
brokers (T.Z. and L.T.), these activities had the following ob-
jectives: (i) to identify scientific knowledge relating to SIH that
would inform decision‐making and to make this knowledge
available in a concise and accessible format; (ii) to train and
support the professional staff involved so that they identify and
use scientific knowledge in their work; and (iii) to test reflective
tools for observing, understanding and analyzing the inclusion
of SIH in public health interventions.

Thirty‐four staff members from RHA Ile‐de‐France participated
in the CourtISS project activities. For more details on the con-
ceptual framework of the knowledge brokering activities, see
the action research protocol (Traverson et al. 2024), and the
progress of the action research (Traverson and Zitti 2023).

2.3 | Research Strategy

To realize our research in a complex organizational context, we
used a mixed‐methods action research approach (Ivankova and
Wingo 2018; Proudfoot 2023). Action research is a collaborative
process that involves participants in both the questioning and
the production of meaning, allowing for ongoing adjustments to
research and action (Reason and Bradbury 2011). We used a
convergent mixed‐methods approach (quantitative and quali-
tative collected simultaneously from June to July 2022) to
identify stakeholders' perceptions and practices regarding evi-
dence use within the RHA (Creswell and Plano Clark 2018). We
analyzed qualitative and quantitative data separately and then
compared these findings to draw more general conclusions.

2.4 | Data Collection Tools

We adapted the validated tool from the Canadian Foundation
for Healthcare Improvement (Canadian Foundation for
Healthcare Improvement 2014); see Supporting Information S1:
Appendix 1. The reliability and validity of a measuring instru-
ment are elements that help to guarantee its quality (Kimberlin
and Winterstein 2008; Mohajan 2017). The four dimensions for
assessing the use of evidence within a healthcare organization,
as identified by the validated Canadian Foundation for
Healthcare Improvement tool, are shown in Table 2.

We used a three‐stage methodology to translate and test data
collection tools based on the original tool. The questionnaire
adaptation process took place in three phases: (1) the ques-
tionnaire adaptation phase; (2) adaptation of the questionnaire
by means of a test; and (3) development of the final version of
the questionnaire. The first phase involved selecting questions
relevant to our context and translating the questionnaire from
English to French. The questionnaire was adapted in line with
the action research objectives pursued in our research and the
various dimensions derived from the validated tool we selected.

4 of 15 World Medical & Health Policy, 2025



The questionnaire adaptation phase consisted of a question-
naire test, the aim of which was to adapt the questions so that
they were clear, relevant, and appropriate for our sample. The
first version of the questionnaire was submitted to four external
researchers and by members of the action research team—
including six researchers and three RHA staff involved in
designing and implementing the project. These reviewers pro-
vided feedback on question order and wording. The final ver-
sion of the questionnaire incorporated all the changes made to
the initial questionnaire.

The interview guides focused on key questions exploring the
resources available to staff for identifying and using evidence;
the role of evidence in decision‐making processes and practice;

staff skills in analyzing the quality, relevance, and reliability of
evidence; and proposals for increasing the capacity (individual
and organizational) to mobilize evidence within the Agency.

2.5 | Sampling

The questionnaire survey and semi‐structured interviews were
carried out with staff who used evidence in their work in two
departmental delegations (DD 1 and DD 2) and three business
divisions at the head office level (Research and Digital Transfor-
mation Department, Healthcare Services Department, Public
Health Department). To collect quantitative data, we distributed an
online questionnaire to all staff concerned (N=100). Seventy‐five

TABLE 1 | Activities carried out as part of the knowledge brokerage intervention.

Activities
MOOC introduction to knowledge

translation (KT)* Creation of thematic groups (TG)**

Objectives ■ Familiarize yourself with the
concepts, main activities and tools
of KT

■ Apply what is learned from the MOOC

■ Enhance the skills of RHA Ile‐de‐France staff
(training in bibliographic research, bibliographic
management tools, realizing summaries and
computer graphics)

■ Meet with researchers who are experts in the topics
in question

■ Create networks of practice

Method ■ Four months of viewing

■ One meeting organized by the
brokers per month

■ One meeting organized by the brokers per month
per TG

Benefits for RHA
Ile‐de‐France staff

■ Better understanding and grasp of
KT concepts, activities, and tools

■ Useful routine learning

■ Better understanding and grasp of
themes

■ Opening up to the humanities and
social sciences

■ A better understanding and grasp of the issues
involved

■ Opening up to the human and social sciences

■ Reflections on the functions and missions of RHA
Ile‐de‐France staff

Challenges
encountered

■ Low MOOC completion rate (26.66%
obtained a certificate of
achievement)

■ The challenge of engaging staff over the long term

■ The institution does little to value staff involvement

■ Difficulty for professionals to apply learning in their
routine work

*MOOC accessible at: https://catalogue.edulib.org/fr/cours/umontreal-renard101/.
**The three SIH‐related themes selected—‘Discrimination and/or health’, ‘Atmospheric pollution and health’, and ‘Complementary human resources in health’ ‐ were
chosen by the professionals at RHA Ile‐de‐France who wanted and needed to acquire more scientific knowledge of the subject.
Source: Traverson and Zitti 2023.

TABLE 2 | Four general areas for assessing evidence use within a healthcare organization.

Dimensions Questions

Acquire Can your organization find and obtain the research findings it needs?

Assess Can your organization assess research findings to ensure they are reliable, relevant, and applicable to you?

Adapt Can your organization present research to decision‐makers in a useful way?

Apply Are there skills, structures, processes, and a culture in your organization to promote and use research findings
in decision‐making?

Source: Canadian Foundation for Healthcare Improvement 2014, p. 4.
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people responded, with a total of 60 fully completed responses to
the questionnaire (80% completion rate). The reference population
for the quantitative survey consisted of staff (project managers,
project officers, thematic advisers, department heads) from the
Public Health Department (N=40), Healthcare Services Depart-
ment (N=20), Research and Digital Transformation Department
(N=10), DD1 (N=15), DD2 (N=15).

To target the staff using evidence, we sent the questionnaire to
the heads of the business divisions and the departmental dele-
gations. Then, it was sent to those staff who had to use evidence
in their routine work. We followed up twice with the staff to
complete the questionnaire, which took an estimated 15min to
complete.

We collected qualitative data at the same time as the online
questionnaire. T.Z. and L.T. conducted 27 exploratory semi‐
structured interviews with several staff members (project
managers, project officers, thematic advisers, and department
heads). We contacted respondents by e‐mail. We conducted the
interviews at the respondents' place of work. We selected these
people according to their status/function, their experience and
seniority within RHA Ile‐de‐France, their availability, and ac-
cording to the empirical saturation observed as the interviews
progressed. We have reached empirical saturation for qualita-
tive sampling. Empirical saturation refers to the point in the
data collection where respondents no longer provide any addi-
tional information so that further data collection becomes
redundant (Saunders et al. 2018; Hennink and Kaiser 2022).
T.Z. also conducted an exploratory group interview with the
three documentalists in the monitoring and documentation
department. This group interview provided insight into the
department's functioning and the challenges faced by the three
documentalists. The interviews lasted an average of 45min.

2.6 | Data Processing and Analysis

2.6.1 | Quantitative Data

The quantitative analysis involved a sample of 60 people who
provided information about the different general areas of evi-
dence use within a healthcare organization. This sample was
representative of the reference population (N= 100), in that the
differences between those not included and those included in
the quantitative analysis were insignificant (see table in Sup-
porting Information S1: Appendix 2). The variables used and
the associated questions in the questionnaire are summarized in
Supporting Information S1: Appendix 3. Respondents to the
questionnaires provided declarative answers based on their
professional position. For example, being a thematic adviser
refers to the functions of certain agents as well as their pro-
fessional positions. We carried out quantitative analyses using
Stata® 17 SE software. Individual characteristics, access to evi-
dence, its assessment and adaptation, and ultimately its appli-
cation (i.e., time spent by staff identifying and analyzing
different types of evidence for decision‐making) are described in
terms of the proportion of responses from the sample to each
question asked. The questions used in the analysis are sum-
marized in Supporting Information S1: Appendix 3. In partic-
ular, access to evidence is described in terms of skills and

collaboration, and evidence use is defined in terms of application
to decision‐making and institutional support for evidence use. We
used the Chi‐squared test with a 5% error threshold to determine
whether the differences in proportions were significant.

We developed the hypothesis following the semi‐structured
interviews and the initial descriptive analyses. According to this
hypothesis, evidence use in decision‐making depends on factors
such as the gender of the individual; the position held by the
staff; their skills and collaborations for accessing, assessing the
relevance of, and adapting evidence; and the institutional sup-
port for evidence use. The questions in Supporting Information
S1: Appendix 3 were used to measure these dimensions. The
structural equation model allows for path analysis to test
the hypothesis by aggregating the information contained in the
question responses to measure the dimensions and then high-
light those that had the greatest influence on evidence use.

In the model, the dependent variable is the use of evidence,
which is a latent variable measured using the frequency of use
of scientific, contextual or experiential data. We consider five
latent explanatory variables: (1) staff skills in accessing evidence
(measured using skills for accessing scientific, experiential, and
contextual data, as well as time spent accessing these data),
(2) institutional support (measured by the availability of
resources for accessing evidence, the promotion of evidence use,
and clear communication of research priorities), (3) collabora-
tions to access evidence (measured using the frequency of
internal and external collaborations), (4) evaluation of evidence
(measured using skills and collaborations to evaluate the reli-
ability of evidence), and (5) adaptation of evidence (measured
using skills and collaborations to present evidence in a concise
way that is adapted to target audiences). Finally, the model is
adjusted for individual characteristics (gender and position
held) to measure their influence on each latent variable Sup-
porting Information S1: Appendix 4.

2.6.2 | Qualitative Data

We chose thematic analysis as our approach. Thematic analysis
consists of identifying and grouping a certain number of repre-
sentative themes in a corpus, and analyzing the data to realize an
overview of the corpus as a whole, identifying complementary or
divergent aspects (Paillé and Mucchielli 2021). We processed the
data in three stages. In the first stage, the recordings of the in-
terviews were transcribed. To analyze the data, we developed a
code tree based on the dimensions of the validated tool
(Supporting Information S1: Appendix 5), corresponding to the-
second stage of data processing. This code tree was used to code
the transcribed data using QDA Miner Lite (V2.0.5). The third
stage consists of coding the interviews. Coding is defined as a
process by which the raw data is systematically transformed and
aggregated into units (codes) that allow a precise description of
the relevant characteristics of the content (Bardin 2013; Paillé
and Mucchielli 2021). T.Z. carried out the coding.

We followed a deductive and inductive content analysis
approach (Elo and Kyngäs 2008). This integration of both ap-
proaches allowed us to identify empirical themes that provided
deeper insights into the context in which evidence was used
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within the Agency. By integrating these two approaches, we
have sought to draw on the complementary strengths of each
approach. The deductive approach ensures that our analysis
remains grounded in existing theoretical knowledge (use of
theoretical framework; hypotheses or validated tool), allowing
us to assess whether the data collected confirms or qualifies
previous findings (Elo and Kyngäs 2008). Whereas the induc-
tive approach allows us to let new themes emerge from the
raw data, without being limited by a predefined conceptual
framework, to capture the complexity and diversity of
respondents' perceptions, experiences or behaviors (Elo and
Kyngäs 2008).

2.7 | Ethical Approval

Ethical approval for this action research was granted by the
Research Ethics Committee of the Université Paris Cité (CER
U‐Paris Cité), IRB No. 00012022‐61.

3 | Results

The quantitative results relate to a sample of 60 people, 70.0%
(N= 42) of whom were women. The sample consisted of
project officers (28%, N= 17), service or department heads
(25%, N= 15), thematic advisers (20%, N= 12), project man-
agers (18%, N= 11), and other positions (health research en-
gineer, trainee) (8%, N= 5) (Supporting Information S1:
Appendix 6). The quantitative data were used to assess the
distribution of individuals who did or did not use evidence
(i.e., scientific, experiential, or contextual knowledge) in their
decision‐making, according to individual characteristics; level
of access to evidence, its assessment and adaptation; and
institutional support for evidence use (Supporting Information
S1: Appendix 6).

3.1 | Identification and Access to Evidence by
Agents

The results of the structural equation models (Figure 1) show
that the personal skills of agents in accessing evidence are sig-
nificantly associated (contribute the most) with the use of evi-
dence by agents in decision‐making within the Agency.

Thus, evidence access skills are 89% (p= 0.009) correlated with
the use of evidence in decision‐making (Supporting Information
S1: Appendix 5). Variables related to access to evidence, in par-
ticular skills in identifying experiential knowledge (p= 0.007)
and contextual knowledge (p= 0.002) as well as the fact of
having had internal (p= 0.035) and external (p= 0.004) collab-
oration to access this data, are those significantly associated with
the use of evidence in decision‐making (Supporting Information
S1: Appendix 4). These results highlight that agents with better
skills in accessing experiential and contextual knowledge are
more likely to use it. Furthermore, the descriptive results show
that agents report better skills in identifying experiential
knowledge (84.1%, p= 0.007) and contextual knowledge (84.8%,
p= 0.002) than scientific knowledge (73.6%, p= 0.486). The
qualitative results confirm that scientific knowledge is the least
used compared to contextual and experiential knowledge by
agents in decision‐making. However, they think that scientific
knowledge can be useful for decision‐making. The majority of
respondents think that access to contextual and experiential
knowledge is easier than access to scientific knowledge:

We tend to mobilise experiential data instead… we work

in a network with other delegations that are structured in

the same way as us and that also implement local in-

itiatives, which they share in a network with other

delegations.
[Department head, female]

FIGURE 1 | Structural equation model explaining the use of evidence.
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Staff often relied on publications from three main sources,
whose quality they deemed credible: (1) the Haute Autorité de
Santé (HAS, an independent scientific public authority man-
dated to improve the quality and sustainability of the French
healthcare system); (2) the Haut Conseil de la Santé Publique
(HCSP, an advisory body that deals with public health issues);
and (3) Santé publique France (SPF, the French national public
health agency, a public administrative body under the auspices
of the Minister for Health that is a center of reference and
expertise in public health). These publications were a mainstay
for respondents, and scientific knowledge was the least used.
However, respondents believed scientific knowledge could be
useful to them in decision‐making: “Basically, as far as we're
concerned, as soon as we start working on a programme or
implementing certain actions, we're already looking at the grey
literature [HAS, HCSP, SPF, etc.]” explained one project offi-
cer (male).

The descriptive results show that 73.6% of the agents stated that
they felt competent to seek out scientific knowledge to inform
their decision‐making. Although the quantitative analysis did
not show a statistically significant association between agents'
skills in accessing scientific knowledge and the use of evidence
(p= 0.486), the qualitative interviews showed that the majority
of agents stated that they were competent in seeking out sci-
entific knowledge to inform their decision‐making. Although
the quantitative results indicate that the majority of agents
declare themselves competent to seek out scientific knowledge,
the qualitative analysis highlights an important nuance: some
agents mention a lack of competence in effectively seeking out
scientific knowledge.

This partial discrepancy may be explained by a subjective
overestimation of competence in the closed questionnaires,
resulting in a generally positive self‐perception, as well as by
organizational obstacles to identifying and accessing scientific
knowledge. There could be a gap between their perception of
their competence to access scientific knowledge and reality. We
hypothesize that the fact that they do not have regular access to
scientific knowledge reduces their ability to access this knowl-
edge over time:

I think perhaps the institution thinks that their thematic

referents will by definition mobilise this data (evidence‐
based data). In a way, that's their role in fact…Maybe my

colleagues do. But in any case, for me,…I don't even really

know where to find the evidence, in other words I don't

even know how to look for the data.
[Thematic referent, female]

RHA Ile‐de‐France agents have access to the Cairn portal (an
online platform providing access to scientific publications in the
humanities and social sciences) and to a few scientific journals,
as do all RHA and social ministry departments. The Agency
does not have enough subscriptions to scientific journals. The
agents found it difficult to access paywalled scientific journals.
Faced with this difficulty in accessing paywalled articles, a few
respondents reported adopting certain strategies, such as
(1) paying for certain articles or subscriptions to specialized
journals themselves; (2) using sites for pirating scientific articles

(e.g., Sci‐Hub); or (3) requesting access to certain paywalled
journals from collaborators or acquaintances outside the
Agency (e.g., researchers, hospital practitioners, etc.):

It's already happened on PubMed where, in fact, you

have articles that aren't always directly accessible [free]….
I think I used Sci‐Hub…I believe I bookmarked it, after-

wards…it doesn't always work, but in any case you have

articles…. [M]aybe doing that on my work computer, gi-

ven that it's not very legal, isn't a good idea.
[Project manager, male]

3.2 | Agents' Skills in Assessing the Reliability
and Relevance of Evidence

The descriptive results show that 79.5% of agents stated that
they felt competent to assess the reliability and relevance of
evidence to inform their decision‐making. Although the quan-
titative analysis did not show a statistically significant associa-
tion between agents' skills in assessing the reliability and
relevance of evidence and the use of evidence (p= 0.274), the
qualitative interviews showed that the majority of agents stated
that they were competent in assessing the reliability and rele-
vance of experiential and contextual knowledge but not scien-
tific knowledge. The qualitative analysis highlights the
difficulties agents have in assessing the reliability and relevance
of scientific articles in the field of public health. For the
majority of respondents, the language barrier (the majority of
scientific articles are in English) is an obstacle that adds to the
feeling that they lack the skills to judge the quality, relevance,
and reliability of scientific articles:

I was trained to do that [assess the quality of scientific

articles], but it's far too difficult a job, frankly. It's not

easy to say that an article has a good methodology, I

don't even feel capable of it, and yet I was trained in that.

[Project officer, female]

Already in English, I'm not super mega at ease, we don't

practise at all, and I wasn't trained during my studies to

read articles critically.
[Thematic adviser, female]

3.3 | Skills and Collaboration of Agents to Adapt
Evidence

The descriptive results show that 78.9% of people who use
evidence have the personal skills, time, and organizational
resources to present evidence to target audiences in a synthetic
and appropriate way. Although the quantitative analysis did not
show a statistically significant association between personal
skills, time, and organizational resources to present evidence to
target audiences in a synthetic and adapted way and the use of
evidence (p= 0.353), the qualitative interviews show that some
agents declare that they are competent to present evidence to
target audiences in a synthetic and adapted way (literature
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review). However, some respondents stated that it was not their
role to carry out literature reviews:

I don't associate being up to date on the state of the art…
with being able to do documentary research…. I think it's

a waste of time to use a doctor to do documentary

research. It's not a waste of time to use a doctor to read

the documentary research that's been done and keep up‐
to‐date. And synthesise it, know how to synthesise it,

know how to regurgitate it, know what's relevant and

what's not, and all that, but doing literature monitoring

and literature searches is not actually a medical skill.
[Thematic adviser, male]

The descriptive results show that 80.6% of agents who use evi-
dence say that they work with internal or external experts to
help them present the relevant evidence identified in a synthetic
and adapted way. The qualitative results show that agents col-
laborate more with external experts than with internal experts
to help them present evidence in a synthetic and adapted
manner. The qualitative results show that there is little internal
collaboration between RHA Ile‐de‐France staff and the mon-
itoring and documentation department, which offers a range of
resources and documentary services in the Agency's areas of
expertise. However, with three workers for around 12,000 staff,
that department lacked the human, material, and financial
resources it needed to respond to all requests. Most respondents
were unaware of the monitoring and documentation depart-
ment's existence, the documentary resources it has and to
which the Agency subscribes (e.g., journals, databases, etc.),
and the services it offers. Some respondents reported that the
procedure for requesting documents from the monitoring and
documentation department required a lot of effort.

Sometimes, staff contacted the monitoring and documentation
department to help them access certain journals and databases.
The documentalist said they sometimes advised agents on da-
tabases. They spoke of their difficulties in carrying out literature
reviews for the agents:

At one point, we had a partnership with them [the doc-

umentalist] where we determined after targeting topics on

which they would do a sort of literature review for us…. it
was really good, even if it wasn't done very well because

they weren't super experts…. in fact, it's super hard to

target what you want, because at the beginning you read

everything, and then afterwards, well, actually it fell

through.
[Thematic adviser, female]

3.4 | Organizational Support for Staff in Using
Evidence in Decision‐Making

The results of the structural equation models (Figure 1) show
that institutional support and the position held (in this case that
of project manager) are significantly associated (contribute the
most) to the use of evidence by staff in decision‐making within

the Agency. Institutional support and being a project manager
were respectively correlated at 35% (p< 0.001) and 48%
(p= 0.031) with the use of evidence in decision‐making
(Supporting Information S1: Appendix 5). The qualitative
results confirm that the use of evidence varies according to the
profiles and career paths of the agents. In addition, institutional
support is perceived by respondents as an essential lever for
promoting the use of evidence within the Agency. In their view,
there are a number of organizational obstacles to the use of
evidence by agents: (1) lack of a culture of evidence use within
the Agency; (2) lack of visibility of the missions and resources
(databases, journal subscriptions, etc.) offered by the monitor-
ing and documentation department; (3) lack of financial,
human, and material resources in that department; (4) staff lack
of time to mobilize evidence; and (5) work overload. Some
respondents thought the Agency reacted more to emergencies
and that not enough time was taken to reflect on the short and
medium terms:

People are all very overworked or overbooked…. I find it

complicated, too, and I realize…there's a real frustration

at not having the time… particularly for everything that

will be in the data… to go and look, to think, to inquire,

and to construct things.
[Thematic adviser, female]

Some also noted that the high turnover of contractual staff
within the agency could be detrimental to evidence use. In their
view, this high turnover would not facilitate contractual staff
commitment to developing their skills to make better use of
evidence:

I think that contractual staff on fixed‐term contracts are

less focused on the long term, and so we may be less

committed to even training or developing this type of skill

[in them], as they leave after a certain time.
[Department head, female]

In addition, this high turnover of positions can have a negative
impact on organizational memory in terms of experiential
knowledge. When staff leave an organization, they take
their knowledge and expertise with them, which can result in
loss of knowledge and skills for the organization: “When I
arrived, I had zero files, so I had to make enquiries of partners
at the RHA each time to get information,” explained one
project officer (male).

The descriptive results show that 70.3% of officers stated that
the agency valued them and encouraged them to consider evi-
dence in their work. Although the quantitative analysis did not
show a statistically significant association between the Agency
valuing and encouraging officers to use evidence in their work.
and the use of evidence (p= 0.283), the qualitative interviews
show that the majority of officers state that the use of evidence
in decision making is a priority for the Agency, in theory.
However, for them, in practice, there is no culture within RHA
of using evidence in decision‐making, nor is there a structure or
process to promote it. The qualitative analysis helps to qualify
the quantitative results:

9 of 15



I find that in words it [evidence] is valued and in practice

it's not. The most important thing is that the contract is

signed, it's that… the brief is written, and it's not reading

an article or spending an afternoon doing research.

[Project manager, male]

Despite this, most respondents believed using evidence was
necessary to support their work. However, some considered that
they did not always need to use evidence in their more
administrative roles (e.g., financial monitoring of partners). At
the start of the CourtISS project, most of the agents were sus-
picious of the action research. However, once they understood
its purpose, they had a positive perception of it. Even so, the
majority of respondents expressed doubts about changes that
the CourtISS action research project could bring about within
the Agency. To be able to use evidence autonomously, some
respondents thought they needed training to help them make
better use of evidence, especially scientific evidence:

My first reaction when I was told about this project

[CourtISS], I confess, was to say to myself, isn't this sort of

thing, to some extent, supposed to be our basic job, to

mobilise knowledge to make decisions? Which isn't nec-

essarily what we do.

[Department head, female]

4 | Discussion

Our study examines the context, barriers, and needs for
knowledge use in a regional public health organization in
France, such as an RHA. Our findings show that evidence plays
an important role in public health decision‐making. In addition,
we identified factors that influence the use of evidence within a
regional public health organization, such as an RHA staff.

The role of evidence in decision‐making aimed at reducing SIH is
essential, as it informs policies and interventions designed to
reduce these SIH. While evidence exists to support public health
decision‐making in favor of reducing SIH, its use is not always
optimal. There is as yet no consensus on the definition of evi-
dence in public health, particularly in the field of health pro-
motion (Smith et al. 2006; O'Neill 2003; Cambon et al. 2010;
Lamboy 2021). The lack of consensus on the definition of evi-
dence can have an impact on public health practice and research,
particularly in health promotion. This lack of consensus gener-
ates divergences in the hierarchy of levels of evidence deemed
valid or relevant (Cambon et al. 2010; Banta 2003). For example,
while Evidence‐Based Medicine often privileges randomized
controlled trials as the strongest form of evidence, health pro-
motion places greater importance on qualitative, contextual, non‐
comparative methods or expert consensus, which considers the
complexity of the social determinants of health. This hierarchy of
evidence borrowed from medicine has shown its limits in health
promotion (Maunier 2019). There are still debates as to what
constitutes quality or adequate evidence for policy and practice
(Boaz and Nutley 2019). Our study shows that scientific knowl-
edge is the least used compared to other types of knowledge in
public health decision‐making. Boaz and Nutley (2019) show that
scientific knowledge is rarely sufficient on its own and that it

needs to be combined with other types of knowledge. It is,
therefore, necessary to continue thinking in terms of plural ap-
proaches that recognize the diversity of forms of evidence.

Our results were obtained by collecting and analyzing quanti-
tative and qualitative data separately. To triangulate and vali-
date the data, we compared the similarities and differences
between our qualitative and quantitative results (Creswell and
Plano Clark 2018). We obtained an overall convergence
between the quantitative and qualitative results, although
nuances emerged from the qualitative data, which we have
presented in a table in Supporting Information S1: Appendix 7.
The comparison of the quantitative and qualitative results en-
abled us to make a nuanced analysis of the skills declared by the
agents in terms of access to scientific knowledge to guide their
decision‐making. Our quantitative results show that skills in
accessing evidence are 89% (p= 0.009) correlated with the use
of evidence in decision‐making. In addition, 73.6% of respon-
dents stated that they felt competent to search for scientific
data, reflecting an overall positive perception of their ability to
use scientific knowledge in their professional practices. The
qualitative data revealed that some agents, although expressing
a general feeling of competence, actually recognized specific
limitations when it came to carrying out in‐depth documentary
research, assessing the quality of scientific knowledge or
translating this knowledge into concrete action.

Our results show that there is a gap between respondents' per-
ceived skills and their actual skills in using evidence. Several
studies confirm our results by showing that there is a gap
between the perceived skills of respondents to a self‐declared
questionnaire and their actual skills in the use of evidence
assessed objectively (Caspi et al. 2006; Lai and Teng 2011). Per-
ceived competence is the perception people have of their ability
to carry out a task and the importance they attach to it
(Bandura 1997; Marrs et al. 2022). This concept, derived from
Bandura's socio‐cognitive theory, plays a decisive role in ex-
plaining behavior and intentions to act (Bandura 1997). Deci and
Ryan (2000) show that the perception of competence is a need for
social relationships. The wording of quantitative questions, which
focus on perceived competence as measured by a self‐assessment
questionnaire, can be influenced by cognitive biases, in particular
the social desirability bias (Pierce et al. 2023). Social desirability
bias refers to the tendency of individuals to respond in such a
way as to be perceived favorably by others, rather than reflecting
their true opinion or behavior (Pierce et al. 2023). In environ-
ments where the use of scientific knowledge is theoretically en-
couraged institutionally, agents may have tended to overestimate
their perceived level of competence, to comply with the agency's
expectations. The comparison of quantitative and qualitative data
highlights the importance of adopting a differentiated analysis
between respondents' perceived competence and their actual
ability. Measuring perceived competence alone is not always
sufficient to assess professionals' actual ability to seek out and
use evidence. It seems essential to go beyond simple declarative
measurement by combining mixed approaches to gain a better
understanding of the complexity of the factors that influence the
use of evidence in decision‐making. Furthermore, there is a
heterogeneous interpretation of the term competence by respon-
dents, and this semantic variability is often underestimated in
quantitative studies, which highlights the value of combining
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methodological approaches (quantitative and qualitative) to
capture the depth and complexity of respondents' perceptions of
competence. Qualitative interviews offer a framework that is
more conducive to the expression of doubts, personal limitations,
or contextual obstacles (lack of time, restricted access to scientific
databases) that influence the actual use of evidence.

Every day, administrators, managers, practitioners, street‐level
workers, funders, and executives in the healthcare system are
responsible for defining, developing, financing, and implementing
healthcare interventions and public policies (Kothari et al. 2009;
Cohen and Aviram 2021). There are very few KT systems
designed specifically for decision‐makers (Lacouture 2016). Our
results showed that agents had to contend with using evidence in
decision‐making. The various strategies they adopted to access
scientific articles, which are not free, clearly showed there was a
need to use evidence, especially scientific knowledge. While
decision‐makers are advised to make decisions based on the best
available evidence, there are a number of obstacles to the use of
this evidence (World Health Organization 2021; Combs
et al. 2022). Our study identified four main obstacles to the use of
evidence, especially in the use of scientific knowledge for
decision‐making: (1) a sense of not having sufficient skill for ac-
cessing and assessing the reliability and relevance of scientific
knowledge; (2) lack of time; (3) lack of organizational culture of
evidence use; and (4) lack of organizational support. These same
obstacles have been identified in the literature. The main obsta-
cles to the effective use of evidence in an organization are users'
lack of resources (human, material, financial), time, skills, and
motivation to access, interpret, and critically assess the validity of
research and to relate it to their practices, lack of access to bib-
liographic resources, and lack of support for the EBP process
(Odierna et al. 2013; Loncarevic et al. 2021; Boutcher et al. 2022;
Engels et al. 2020).

To improve the use of scientific knowledge within an organi-
zation, it is essential to address six key mechanisms of change:
(1) awareness of the importance of the role of evidence;
(2) consensus‐building between researchers and decision‐
makers on policy‐relevant issues and the type of evidence
needed; (3) decision‐makers’ access to scientific knowledge in
an appropriate format; (4) interaction between researchers and
decision‐makers to build trust, relationships and collaborations;
(5) an increase in decision‐makers’ skills to access and use
evidence; (6) a change in the decision‐making structure
increases both the opportunity and motivation to use evidence
(Bornbaum et al. 2015; Odierna et al. 2013). Engels et al. (2020)
show that to promote the use of evidence by healthcare profes-
sionals in France, it is important to integrate this approach into
(1) daily practice through reflective analysis, (2) facilitate access
to scientific literature, (3) set up journal clubs and (4) train
professionals in the approach to using evidence for decision‐
making. We believe that to deal with the obstacles we observed at
the RHA Ile‐de‐France in terms of the use of knowledge, it would
be important to act on several of the six mechanisms for change
outlined above. In addition, a number of KT activities that could
be implemented within the organization should help to improve
the use of evidence within the organization.

Although, in theory, the Agency encourages agents to use evi-
dence for decision‐making, the findings of this study show that,

in practice, few activities have been organized to support this
process. The same conclusion is drawn by Mbachu et al. (2024),
who show in their study in Nigeria that despite the fact that
decision‐makers recognize the importance of evidence in
decision‐making, there is still a weak culture of evidence within
many public health institutions. The use of evidence is not
explicitly included in the staff job descriptions (project officer,
project manager, department head, etc.). Instead, their job
descriptions are more focused on operational responsibilities.
To encourage regional health agencies in France to align with a
KT approach, they should prioritize the creation of a culture
receptive to KT (Golhasany and Harvey 2023). Establishing an
evidence‐based culture within the RHA will require the
implementation of several KT mechanisms. Lacouture (2016)
has, for example, identified a number of KT mechanisms used
in other countries to encourage decision‐makers to use data on
evidence‐based or promising interventions in the field of pre-
vention and health promotion that could be implemented in
France: (1) access to databases on interventions or bases of
interventions, (2) access to portals of guides or recommenda-
tions, (3) access to interfaces for methodological support and
training, (4) access to experience‐sharing networks, (5) setting
up structures responsible for KT, and finally (6) schemes that
may be a mixture of the above.

Furthermore, to promote the use of evidence within an orga-
nization, it is essential to develop an evidence ecosystem that
includes a variety of initiatives to be effective (Golhasany
and Harvey 2023; Institut national de santé publique du
Québec 2009; Martin‐Fernandez et al. 2021; Boaz and
Nutley 2019). In Box 1, we outline some activities that can be

BOX 1. | Some activities that can be implemented in an orga-

nization to facilitate the use of evidence in decision‐making

Some initiatives that can be implemented in these organi-
zations: (1) the development of communities of practice,
which bring together groups of people to participate in a
collective learning process around an area of common
interest, (2) scientists‐in‐residence, these are scientists who
integrate the premises of practitioners to work together on
practical problems in their environment, (3) evidence syn-
thesis centers, which are knowledge sharing and exchange
centers funded to produce and disseminate high‐quality
evidence syntheses, (4) knowledge brokers, who are inter-
mediaries between researchers and potential users,
(5) research champions are individuals who provide lead-
ership to support the use of research in an organization,
(6) research networks provide opportunities for knowledge
exchange and facilitate research‐related interactions
between individuals and organizations, (7) research‐
practice partnerships are long‐term collaborations between
people from research and practice settings (identifying
problems requiring research, conducting studies and
applying findings in practical contexts), (8) research train-
ing programs for policymakers and practice settings build
capacity to do and/or use research (Golhasany and
Harvey 2023; Boaz and Nutley 2019).
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implemented in an organization to facilitate the use of evidence
in decision‐making.

Researchers often have gaps in effectively communicating
research findings to decision‐makers (Mbachu et al. 2024). In
addition to improving evidence‐use capabilities within public
health organizations, it is equally important to improve re-
searchers' skills so that they can better communicate research
findings to decision‐makers. However, one of the challenges that
can arise in terms of improving researchers' skills to better
communicate research results to decision‐makers is that KT
activities are not valued in their career progression. What's more,
some researchers may feel that it's not their job to communicate
the results of their research to decision‐makers. To meet these
challenges, knowledge brokering can be a KT strategy that can
facilitate the link between researchers and decision‐makers. A
review of the literature shows that, beyond strengthening skills at
the individual level, it is also essential to prioritize skills en-
hancement at the organizational level by the recruitment of
knowledge brokers (Golhasany and Harvey 2023).

4.1 | Limitations of the Study

In this study, we were able to identify several biases. The study
was not anchored in a conceptual framework at the outset
which may have led to the omission of important dimensions
that could have an impact on the use of evidence—such as
factors beyond the agents' control, including political influ-
ences, media, and legislation. In future studies, we believe it
would be beneficial to ground the research from the outset in a
conceptual framework in several categories of theoretical ap-
proaches, models and conceptual frameworks that exist
(process models, evaluation frameworks, determinant frame-
works and classical theories) (Nilsen 2015; Graham and
Tetroe 2007; Ziam et al. 2024; Redman et al. 2015). For example,
the knowledge‐to‐action framework developed by Graham et al.
(2006) is a process model that describes and plans the various
stages involved in translating evidence into action.

Also, because the action research project was co‐financed by the
RHA Ile‐de‐France, there is a risk of bias in the selective re-
porting of results—known as selective outcome reporting bias
(Sterne et al. 2016). The size of the sample used for the quan-
titative analyses limited the number of questions we could ex-
plore and reduced the power to detect statistically significant
effects. However, we did not observe any significant differences
in individual characteristics between the target population and
the analysis sample (Supporting Information S1: Appendix 2),
thus supporting the validity of our findings. Despite the small
sample size, our results showed significant effects on the de-
terminants of evidence use.

While this study provides information on the use of evidence in
the context of RHA Ile‐de‐France, our results can also be gen-
eralized to other RHA contexts in France. We believe the rep-
resentativeness of our sample means that our results can be
generalized to other regional public health organization con-
texts, such as RHAs in France. The validated ‘Is research
working for you?’ tool we used may have limitations that affect
its effectiveness. Many of these limitations may be related to

content and construct validity, validation processes, tool inter-
pretation, and cultural and linguistic validity (Roebianto
et al. 2023; Squires et al. 2013). To reduce the limitations of the
tool, we adapted it to the context of our study so that it met the
needs of the study. The tool has been adapted to our specific
context. Looking ahead, a more systematic approach to vali-
dating the tool may help enhance its utility and relevance.

5 | Conclusion

To effectively address SIH, it is essential to integrate evidence
into decision‐making processes. Building an evidence eco-
system within decentralized organizations can lead to better‐
informed policies that more effectively address SIH and guide
resource allocation. Because evidence use is context‐dependent,
efforts to promote it need to consider the specific political,
organizational, and cultural contexts in which decisions are
made. By adopting a KT approach that considers the various
factors influencing the use of evidence in decentralized orga-
nizations, decision‐makers can create ecosystems or interfaces
that facilitate the integration of evidence into decision‐making.
Testing initiatives to improve evidence use within these orga-
nizations should be seen as an essential learning opportunity,
given the paucity of research on the use of evidence in French
organizations. Knowledge brokering could have a particularly
important impact within decentralized healthcare organiza-
tions, such as regional health agencies. Implementing and
evaluating knowledge brokering activities in these contexts
could provide valuable insights into the factors that determine
the success or failure of such interventions in the French set-
ting. Building internal capacity and supporting the integration
of scientific knowledge into organizational practices is essential
to achieving global health goals.
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