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About us

The Mitchell Institute for Education and Health Policy at Victoria University is one of the
country's leading education and health policy think tanks and trusted thought leaders. Our
focus is on improving our education and health systems so more Australians can engage with
and benefit from these services, supporting a healthier, fairer and more productive society.

The Australian Health Policy Collaboration is led by the Mitchell Institute at Victoria University
and brings together leading health organisations and chronic disease experts to translate
rigorous research into good policy. The national collaboration has developed health targets
and indicators for preventable chronic diseases designed to contribute to reducing the health
impacts of chronic conditions on the Australian population.
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The Mitchell Institute's policy evidence briefs are short monographs highlighting the key
evidence for emerging policy issues. We work with our partners in the Australian Health
Policy Collaboration to seek expert advice on topics, content and context.
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Definitions

Capacity building for evidence-informed public health is defined as the strengthening and
development of skills, knowledge, abilities, processes, and resources of an individual, an
organisation, a community or a system [1] for evidence-informed public health. This includes
activities like training, workshops, internships, etc.

Evidence-informed public health includes "the development, implementation, and
evaluation of effective programs and policies in public health through the application of
principles of scientific reasoning including the systematic use of data and information systems
and appropriate use of program planning models".[2] This brief is focused on the use of
research evidence in the development and implementation phases of programs and policies
in public health.

Health promotion is, according to the World Health Organization (WHO) Ottawa Charter of
1986, "the process of enabling people to increase control over, and to improve, their health".
[3] The concept of health promotion goes beyond the health sector and includes lifestyle,
societal and personal resources.

Implementation research can be conceptualised as a "sub-domain of implementation
science" [4] and defined as "the scientific study of methods to promote the systematic uptake
of research findings and other evidence-based practices into routine practice, and, hence, to
improve the quality and effectiveness of health services and care".[5]

Knowledge translation is defined by the Canadian Institutes of Health Research as a
"dynamic and iterative process that includes synthesis, dissemination, exchange, and ethically
sound application of knowledge to improve population health, provide more effective health
services and products, and strengthen the healthcare system".[6]

Public health is "the art and science of preventing disease, prolonging life and promoting
health through the organized efforts of society".[7] It refers to activities focused on "prevention,
promotion and protection rather than on treatment, on populations rather than on individuals,
and on the factors and behaviours that cause illness and injury rather than the injury itself".[8]

Public health workforce are "people whose primary function is the protection [promotion
and/or restoration] of the collective health of whole or specific populations (as distinct from
activities directed to the care of individuals)".[9]

Public health organisation is "an organisational unit that provides public health services with
the aim to protect, restore, promote, and improve the health of populations. The term ‘public’
is important not only because it refers to the function associated with the notion of public health.
It also indicates the role of the public sector in shaping, designing, and providing the
organisational infrastructure for public health services".[10] In this policy evidence brief, we
primarily focus on organisations from the public sector, i.e. government actors and do not focus
on other organisations that can also be considered ‘public health organisations’ such as some
not-for-profit organisations, universities, and research institutes.



Research evidence, in this brief, includes evidence from peer-reviewed, published research
articles and papers, also sometimes called academic evidence.

Research evidence translation in this brief is defined as a "dynamic and iterative process
that includes synthesis, dissemination, exchange, and ethically sound application of" research
evidence to "improve population health, provide more effective health services and products,
and strengthen the healthcare system".[6] For the purpose of this brief, we modified the
definition of 'knowledge translation' by the Canadian Institutes of Health Research to define
'research evidence translation'.

Research evidence utilisation in public health can be described as the adoption or
application of research evidence to make an impact on or change public health practice and

policy.



Introduction

To achieve national objectives for improved population health, more widespread adoption of
evidence-informed public health has been recommended.[9, 10, 13] Evidence-informed public
health requires effective translation and utilisation of research evidence into public health
practice and policy. Research evidence is only one type of evidence but has the advantages
of greater rigour, relevance, and independence compared to some other types of evidence
(e.g. surveillance data, community reports, government reports).[14] The conduct and
publication of research evidence involves detailed documentation of methods, peer review and
external scrutiny, resulting in rigour and openness. These processes contribute to its
systematic nature, help provide a means to judge the trustworthiness of findings and offer the
potential to assess the validity and/or credibility of one claim compared to another.[15]
Although evidence-informed public health policy should utilise a range of forms of evidence, in
this policy evidence brief, we explicitly focus on the utilisation of research evidence.

Research that informs public health is conducted with the expectation that it advances
knowledge and eventually translates into improved population health.[16] Indeed,
governments invest in health research in the hope of benefits, not only in terms of academic
excellence but also in societal impacts on health and wellbeing.[17] Despite this, the translation
of research evidence into practice and policy remains relatively limited.[18] The magnitude of
the research to practice and policy gap has stimulated governments and research funders
worldwide to focus more on the translation of research into practice and policy and to increase
the efficiency of resource allocation.[16, 19]

Responding to calls for increased evidence-informed public health [9, 10, 13] and increased
impacts from research [9-10, 13], the aims of this policy evidence brief are to:
1. Present the main barriers to research evidence translation and utilisation in public
health;
2. Explore strategies that can address these barriers; and
3. Suggest policy options that might lead to more effective research evidence translation
and increased utilisation of research evidence in practice and policy, to improve
population health outcomes.

In this policy evidence brief, we focus on policy options for consideration by the Australian
Government Department of Health. However, we acknowledge that improving research
evidence translation and utilisation also requires action from the whole system, including other
federal government departments, state and local governments, and sectors (e.g., training of
researchers in how to effectively synthesise and disseminate their work to a range of
audiences). Additionally, the policy options presented in this brief cannot address the identified
barriers in isolation. These options need to be implemented as a part of a system-wide
approach that is necessary to tackle the overarching problem of poor translation and
underutilisation of research evidence in public health.



The problem

Poor translation and underutilisation of research evidence in public health

The evidence created through research is essential for improving population health. Evidence-
informed public health! is an approach that recognises that research evidence and other forms
of evidence, including community preferences and values, practitioner experience and
judgment, should be integrated into the decision-making process in public health practice and
policy.[6] Evidence-informed public health also recognises that evidence needs to be
contextualised and is influenced by the broader political and funding constraints and by
organisational environments.[20] Benefits to using evidence-informed public health include the
utilisation of higher-quality information on what works; greater productivity in the workforce;
more efficient use of public health resources, higher likelihood of evidence-informed programs
being implementable; and an overall improvement in public health.[11, 21]

Every year, the outcomes of millions of dollars in health research funding are, if not “lost in
translation”, at least significantly delayed in being integrated into practice and policy. [22-26]
Translating research evidence and utilising it in practice and policy is a significant challenge
that has long been noted in the public health literature.[16, 27-29] Concerns about 'research
to practice gaps' have been widespread in Australia, Canada, the Netherlands, United
Kingdom (UK) and the United States of America (USA), where evidence-informed movements
have been most active.[30] Despite strong advocacy in high-income countries for evidence-
informed public health (Box 1), assessments of public health policy development continue to
conclude that they are often not based on the best available research evidence.[30, 31].

The magnitude of the 'research to practice gap' has stimulated governments and research
funders worldwide to recognise the importance of the active translation of research into
practice and policy.[32] An additional stimulus to closing the ‘gap’ was the COVID-19 pandemic
that forced governments around the world to react promptly and follow medical and science-
based advice. Australia’s response, especially in the early phase of the pandemic, has been
assessed as “exemplary” [33]. Consequently, there is increasing interest in 'knowledge
translation' [34] and ‘implementation science’.[23] Both implementation science and
knowledge translation focus on applying research evidence in practice and policy so that
scientific discoveries are fully utilised and result in improved population health.

Many barriers contribute to the research to practice and policy gap, such as the natural attrition
of research projects which may lead to discontinued studies that may prevent research
utilisation. In this brief, we focus on three key barriers that we consider the most relevant from
a research/academic perspective in their contribution to poor translation and underutilisation
of research evidence in public health practice and policy:
1. Research evidence generally does not address the needs of practitioners and decision-
makers;

1 In the literature, there are several similar terms related to ‘evidence-informed public health’ that are often used interchangeably
such as ‘evidence-based public health’, ‘evidence-based decision-making in public health’, ‘evidence-informed policy making in
public health’, ‘evidence-based practice’ or ‘evidence-informed practice’. For the purpose of this brief, we use evidence-informed
public health as a synonym with these terms.



2. Research findings are generally not communicated or disseminated in ways that reach
decision-makers and practitioners; and

3. Practitioners, decision-makers, and organisations often do not have the capacity to
adopt and apply research evidence.

It is important to note that these barriers are not static and isolated which means they cannot
be addressed by a single strategy and/or policy action. Even though there have been
fragmented attempts to support practitioners and decision-makers in evidence-informed public
health, this effort has not been undertaken systematically and there are limited systems and
infrastructure available.[35] The factors that contribute to the 'research to practice gap' are
interconnected, as there are dynamic interrelations between various system components [36,
37], which means that only a whole-of-system approach can help address the research to
practice and policy gap.

Research evidence generally does not address the needs of practitioners
and decision-makers

Historically, the underutilisation of research evidence was considered simply a dissemination
failure — that is, practitioners and decision-makers were unaware of research findings. It is now
recognised that research evidence underutilisation, at least in part, is the result of ‘research
production failure’, that is, researchers do not produce evidence that addresses the problems
practitioners and decision-makers face or do not produce evidence in a format that is
actionable.[16, 24, 30, 38] Producing relevant research evidence for public health practice and
policy is more complex than, for example, research evidence that informs medical/clinical
practice.[28] Researchers, who are often discipline-based, tend to focus on topics that are
oriented to their very specific professional practice, which may be considered ‘narrow’ from a
public health perspective and might not align with the complex issues faced by public health
practitioners and decision-makers.[38-40] Additionally, research may not always be of high
standard, in terms of quality [41, 42] and research findings are often not timely and actionable
due to typical procedures for publishing in academic journals [30], which makes it difficult for
decision-makers and practitioners to utilise them.

The research designs that are considered to be ‘gold standard’ can also act as a barrier to
research to practice and policy translation and utilisation:

e Efficacy trials, using randomised controlled trial (RCT) designs, are dominant, but there
are several issues as these: often measure impact on outcomes that are not central or
meaningful for services (e.g. symptom reduction vs. functional outcomes); have
inclusion criteria that are often very stringent (e.g. excluding individuals with co-
morbidities or severe symptoms, when these are often the norm in real world services);
and are designed to achieve evidence of impact but do not consider organisational and
contextual/local factors integral for translation into practice.[14, 38, 43, 44]

e Implementation research is less common in research studies that inform public health.
Implementation research seeks to understand and work within real-world conditions
and is more focused on context.[45] Implementation research considers practice
relevance and local context and therefore has the potential to be actionable in policy
and practice, yet is often considered lower scientific quality by researchers.[38]

¢ Incentives within the academic research environment favour efficacy RCTs, whereas
implementation research is often seen as inferior or resulting from less rigorous



methods.[39] Grants are scored and manuscripts critigued based on their potential for
impact in a highly controlled research setting rather than their feasibility and
scalability.[46-48] This results in many academics conducting research that aims to
have academic impact over impact on public health.

Research findings are generally not communicated or disseminated in
ways that reach decision-makers and practitioners

One of the most significant barriers to translation and utilisation of research evidence is a
disconnect between how researchers disseminate their findings (i.e. peer-reviewed
publications/academic journals and conferences)[49] and how practitioners and decision-
makers learn about the latest research evidence (e.g. webinars and workshops, individual
communication, social media).[49-52] Research findings are often not easily accessible or
understood, tailored, or effectively disseminated and shared with practitioners and decision-
makers.[53-55] Often, they are presented in a way that does not demonstrate their relevance
and applicability to local circumstances and that is not easily accessible to various audiences
due to academic language and communication style focused on experts and discipline-based
readership (e.g. practitioners may have limited understanding of statistical terms and jargon
used in research [56]). Furthermore, researchers are often not incentivised to engage in
knowledge translation activities.[30, 57] However, this is slowly changing and some academic
institutions are exploring the ways in which to incentivise researchers’ engagement with
decision-makers.[58]

Practitioners, decision-makers, and organisations often do not have the
capacity to adopt and apply research evidence

Although producing relevant research evidence and making findings accessible through both
targeted and wide dissemination are essential, they are insufficient for the utilisation of
research evidence as part of evidence-informed public health.[20, 59] Public health
practitioners, decision-makers and organisations need to have the capacity to utilise research
evidence. However, many public health practitioners, decision-makers and organisations have
insufficient capacity to apply evidence-informed public health measures [60-63], and lack the
resources, infrastructure, and leadership to support the utilisation of research evidence.[20,
35] Building capacity for research evidence utilisation requires consideration of the individual,
organisational, and system-level factors.[1]

Many public health practitioners and decision-makers do not have the knowledge and skills to
implement evidence-informed public health; most have not had formal training in any of the
public health disciplines (e.g. epidemiology, health promotion).[35, 59, 64] Skills and
knowledge related to searching, assessing, adapting, and applying research evidence within
the organisational context are essential for evidence-informed public health [35]; however,
many public health practitioners and decision-makers lack such skills and knowledge [35, 63].
Some of the specific barriers regarding knowledge and skills required for utilising research
evidence as part of evidence-informed public health include the inability to understand
statistical terms and insufficient understanding of the jargon used in research; an inadequate
understanding of what constitutes evidence-informed information; limited knowledge or skills
regarding how to use electronic databases; and limited ability to appropriately appraise the
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guality of research studies.[56, 65-68] Besides lack of knowledge and skills, other barriers
towards adopting evidence-informed public health, reported by practitioners and decision-
makers, include: not having enough funding for continued training in evidence-informed public
health; lack of time for engagement in finding adequate evidence; high costs associated with
accessing electronic resources; lack of incentives/rewards for engaging in evidence-informed
public health; and a perception that decision-makers and organisational managers do not
support evidence-informed policies and interventions.[35, 56, 59, 65-70]

These barriers to adopting evidence-informed public health (e.g. lack of funding, time, and
incentives) highlight the importance of organisational and system-level factors [1] in supporting
practitioners’ and decision-makers’ capacity to engage in evidence-informed public health.
Organisational factors that are barriers to adopting evidence-informed public health are often
related to organisational culture that is “marked by inertia” [71]. Hierarchical bureaucratic
structures may be restricted by inflexible processes, limited funding, and no incentives to
support evidence-informed public health [71]. Adopting evidence-informed public health on an
organisational level includes practices that promote evidence informed public-health such as:
workforce capacity building (e.g. formal training, workshops, conference attendance);
encouraging and motivating staff (e.g. through incentives and rewards); implementing policies
and processes that enable adoption of evidence-informed public health (e.g. funding and
resource allocation for monitoring and evaluation); and leadership supportive of evidence-
informed public health.[1, 71]

System-level factors that are barriers to adopting evidence-informed public health are related
to the political, legal, social, and economic context under which the system operates.[1, 71]
For example, the government can decide to implement a program or intervention based on its
political popularity and not because the best available evidence-base suggests its potential
effectiveness.[71] The decision-making in public health is commonly based on bargaining and
compromise rather than on systematic analysis, which is generally considered the opposite of
the decision-making in research and academia.[71] Promoting evidence-informed public health
on a system-level includes practices such as: local, state, and national-level government
funding arrangements to support evidence-informed public health; encouraging and funding
continuous monitoring and evaluation practices for all public health programs and
interventions; advocacy efforts by key decision-makers for the adoption of evidence-informed
public health; and the development, implementation, and evaluation of policies that support
evidence-informed public health practices.[1, 71]



Box 1. International and national commitment to evidence-informed
public health

More than 15 years ago, the World Health Organization (WHO) established a knowledge
translation platform called Evidence-Informed Policy Network (EVIPNet) that promotes
“systematic use of health research evidence in health policy-making” [72]. As a part of their
effort to promote evidence-informed public health, the WHO/Europe’s program on evidence,
policy, and information facilitates different stages of the following process:

define: clearly define the health problem or issue;

search: efficiently search for research evidence;

appraise: critically and efficiently appraise the research sources;

synthesise: interpret/form options or recommendations for practice or policy based on
the literature found;

adapt: adapt the information to a local context;

implement: decide whether to use the adapted evidence in practice or policy; and
evaluate: evaluate the effectiveness of implementation efforts.[73]

B W=
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The Australian Government Department of Health's vision is for “better health and wellbeing
for all Australians, now and for future generations, achieved through:

e evidence-based policy,

o well-targeted programs, and

e Dbest practice regulation.[74]

The strategic priorities of the National Health and Medical Research Council (NHMRC) affirm
the importance of research evidence translation and capacity building for evidence-informed
public health:

o Create knowledge and build research capability through investment in the highest
quality health and medical research and the best researchers;

e Drive the translation of health and medical research into clinical practice, policy and
health systems and support the commercialisation of research discoveries, contributing
to an Australian health system that is research-led, evidence-based, efficient and
sustainable, and

e Maintain a strong integrity framework, which underpins rigorous and ethical research,
and relevant and evidence-based guidelines, thereby promoting community trust.[75]


https://www.who.int/evidence/about/en/

The evidence

The evidence section presents strategies that can address the three barriers outlined above.

Strategies for producing research evidence that addresses the needs of
practitioners and decision-makers

An effective strategy that might lead to actionable research is promoting collaborative research
across disciplinary and organisational boundaries.[30] Collaborative research involves
researchers from various disciplines working together to tackle complex public health issues,
in partnership with people with lived experience, i.e. those who have been affected by the
issue, as well as those practitioners and decision-makers, i.e. those who are in a position to
do something about the issue. Promoting collaboration between interdisciplinary researchers,
practitioners, and decision-makers is considered to increase the relevance, applicability, and
impact of research.[16] This approach shifts the paradigm from the researcher being regarded
as the expert to researchers, practitioners, and decision-makers being considered as experts
who all bring complementary and important skills, experience, and knowledge to the team.[34]
Emerging research that supports such collaborations may produce research that is more useful
to practitioners and decision-makers; increase the adoption and application of research in
practice and policy; and improve population health outcomes.[40, 76, 77] These collaborations
can also result in capacity building for evidence-informed public health through positive
changes in institutional and individual attitudes towards research and the creation of longer-
term connections among researchers, practitioners, and decision-makers.[17]

Creating successful collaboration across disciplines and organisational boundaries can be
challenging, but it has been argued that agreement about research needs or other research
priority setting activities can be used to stimulate researchers to consider addressing questions
of relevance to public health policy.[78] Bringing together discipline experts and working
alongside diverse stakeholder groups requires specialist researchers with a particular
methodological skill set to effectively harness the contributions of the full team.[79] As such,
the inclusion of a ‘System Intermediary’ role (known as knowledge broker, boundary spanner,
partnership broker, knowledge integration specialists [80-82]) as a part of transdisciplinary
teams, is a potential strategy to assist with successful collaboration. These professionals
usually have expertise in the integration of disciplinary expertise, research translation and
implementation.[79, 83] They assist in bringing together researchers, practitioners and
decision-makers to generate new research findings and translating those findings into practice
and policy.[82]

A long-term commitment beyond the life of singular projects is needed for collaborations
between researchers, practitioners, and decision-makers to be successful in research
translation.[17] Institutional support, especially from government, for ongoing collaboration is
required, and incentives and financial support for activities that connect researchers,

2 For simplicity purpose, we use the term ‘System Intermediary’ as an umbrella term for various roles found in the
literature (e.g. knowledge brokers, boundary spanners, partnership brokers, collective change facilitators etc.; see
Table 1) that all share a similar function in supporting knowledge translation. Various terms and roles have emerged
from different disciplines and it is beyond the scope of this policy evidence brief to discuss in detail the differences
in their names, roles, and functions. Rather, we decided to focus on the common aspects all roles share under
umbrella term ‘System Intermediary’.



practitioners, and decision-makers, and enable knowledge translation activities, even after the
formal end of projects, are needed.[17]

Finally, increased focus and incentives for implementation research may help overcome the
barriers relating to the relevance of research for practice and policy. To maximise research
impact, researchers must balance efficacy studies and implementation research [44, 53],
giving greater attention to context and local conditions relevant to practice and policy [40]. In
2013, only 6.9% of NHMRC funding was allocated to implementation research [47], and there
seems to have been a tendency for some methodologies to be favoured over others.[47,84]
Currently, the NHMRC has funding schemes that specifically address research translation
(Box 2). In 2021, commitments for the following schemes — Partnership Projects, Partnership
Centres, Centres of Research Excellence and Clinical Trials and Cohort Studies Grants —
totalled $155.5 million, accounting for 16% of the total NHMRC funding for competitive grants
[85].

Other study designs and methods, besides efficacy RCTs, may lead to more translatable
research findings. Examples of promising alternative study designs and methods include:

e Time-series analyses, fractional factorial designs, natural experiments, and
preference designs offer scientifically rigorous alternatives and generate
evidence in study conditions that resemble the real world.[53]

e Community-based participatory research, which can help bridge the gap
between research and practice and policy through community engagement and
attention to existing relationships, needs, and assets in a community.[86]

e Pragmatic RCTs and hybrid efficacy-implementation studies.
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Box 2. Initiatives and funding schemes by the National Health and
Medical Research Council (NHMRC) to promote knowledge translation
and collaborative research

The main NHMRC initiative to promote knowledge translation and collaborative research in
Australia is the Research Translation Centre initiative, comprising the Advanced Health
Research and Translation Centres, established in 2014 and Centres for Innovation in Regional
Health, established in 2016. The initiative encourages “excellent health research and
translation in Australia by bringing together researchers, healthcare providers, education and
training to improve the health and well-being of patients and the populations they serve”.[87]
Furthermore, the NHMRC has the following funding schemes [87] that promote research
translation:
1. Partnership Projects foster partnerships between decision-makers, clinicians,
researchers, and managers. This scheme provides an opportunity for all team members
to work collaboratively throughout the whole research process, from defining research
guestions and undertaking research to interpreting the findings and implementing them
into policy and practice.
2. Partnership Centres aim to enhance the availability and quality of research evidence
to decision-makers, managers, and clinicians. They bring together teams of decision-
makers and researchers to jointly create better health services.
3. Centres of Research Excellence support researchers in pursuing collaborative
research and developing capacity in public health research, health services research,
clinical research, and dementia research.
4. Clinical Trials and Cohort Studies Grants scheme support clinical trials and cohort
studies that address knowledge gaps and lead to implementable findings that benefit
human health.

Even though knowledge translation and collaborative research are supported through these
NHMRC funding schemes, there is limited guidance on how researchers from diverse
disciplinary backgrounds should collaborate with practitioners and decision-makers.
Researchers, practitioners, decision-makers and funders may underestimate the time, skills
and resources needed to collaborate, especially in complex and multifaceted research areas
[88]. The NHMRC guide Collaborative research, A guide to supporting the Australian Code for
the Responsible Conduct of Research briefly outlines the legal responsibilities of institutions
and researchers. However, it does not provide any other practical guidance on forming
research teams, good practices for successful Collaborative research, conflict resolution
strategies, or methods to guide partnerships.[88]
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Strategies for communicating and disseminating research findings in
ways that reach decision-makers and practitioners

For research evidence to be effectively disseminated and used in practice and policy, it needs
to be relevant, accessible and available in a form that practitioners and decision-makers can
use (e.g. webinars, conferences, workshops, advocacy groups, social media, newsletters.[49-
52]).[30, 35, 57] For example, research evidence dissemination needs to target practitioners
and decision-makers through tailored messages and appropriate mediums, such as summary
briefings with clear statements of implications for practice and policy, tools and guidance,
interactive educational sessions, and media engagement.[30, 52, 89] For this to occur,
researchers need to be trained and to be incentivised to make their research more accessible
and disseminate research findings through a range of channels, beyond academic journals
and conferences.[30] Besides that, establishing and enhancing partnerships with
communication specialists in academic institutions who specialise in the delivery of research
messages to the public or employing a project-specific communication specialist may be an
efficient way of communicating and disseminating research findings.[90]

An effective strategy to disseminate research evidence may be establishing a national public
health knowledge exchange portal. ‘Knowledge exchange portals’ are web platforms that
provide practitioners and decision-makers with a single point of access to relevant and
evidence-informed resources (see example in Box 3).[91] They allow integrated and user-
friendly access to appropriate resources and content in one place, bringing researchers,
practitioners, and decision-makers together for knowledge exchange and encouraging the
distribution and sharing of tailored, evidence-informed information.[91] As suggested by
formative evaluation studies, practitioners and decision-makers need concise and easily
accessible information and collaborative features to engage in knowledge exchange.[91]
Evidence suggests that ‘knowledge exchange portals’ in combination with other translation
strategies (e.g., tailored and targeted messaging, ‘System Intermediaries’) can influence the
use of research evidence in public health practice (see examples in Box 4).[91, 92]
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Box 3. Health Evidence™ knowledge exchange portal — An example from
Canada

Health Evidence™ portal was founded in 2005 by Maureen Dobbins, a practising nurse who
was struggling to juggle her front-line daily responsibilities with finding time to utilise the best
available evidence in her job. In her own words, Health Evidence™ “is an attempt to ensure,
at a minimum, that public health professionals can quickly and easily access research evidence
on the effectiveness of public health interventions”.[93]

The mission of the McMaster University’'s Health Evidence™ portal is to make research
evidence easily accessible and contribute to developing individual and organisational capacity
for evidence-informed public health. All evidence available through the portal is appraised
based on both quality and relevance. Besides critically appraised research evidence, the portal
contains webinars and practical tools to support practitioners and decision-makers in evidence-
informed public health. One of its features, especially useful for the public health workforce, is
the availability of high-level synthesis for complex topics for which multiple reviews evaluating
public health interventions exist. The funding of the portal is enabled through project-based
support from various funders such as: Public Health Agency of Canada, National Collaborating
Centre for Methods and Tools, City of Hamilton, and Region of Peel Public Health.

Another effective strategy, used in combination with ‘knowledge exchange portals’, may be
tailored and targeted messages sent directly (via email or other direct communication) to
practitioners and decision-makers. ‘Tailored’ indicates that the message is focused on the
specific scope of the practitioner/decision-maker and 'targeted' implies that the content of the
message is directly applicable and relevant for practitioners and decision-makers.[92] As
previously emphasised, none of the strategies will work as an isolated, standalone intervention.
Rather, they need to be regarded as a part of a system-wide approach that uses multiple
channels, strategies, and means to address the research to practice and policy gap.
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Box 4. Examples of Australian organisations acting as ‘System
Intermediaries’

Several Australian organisations act as ‘System Intermediaries’ in public health such as
Australian Research Alliance for Children and Youth (ARACY), Australia’s National Research
Organisation for Women’s Safety (ANROWS) and the Australian Prevention Partnership
Centre (TAPPC).

ARACY *“brings together researchers, policymakers, and service providers from diverse
backgrounds from across Australia to work together to improve the wellbeing of children and
young people” [94]. It supports a cross-sectoral, collaborative, and cross-disciplinary approach
to tackle complex problems Australian children and youth people are facing [94]. It is focused
on: catalysing collective action, growing capacity across sectors; and influencing decision
making processed [95].

ANROWS was established by the Commonwealth and all state and territory governments as
an initiative of Australia’s first National Plan to Reduce Violence against Women and their
Children 2010-2022.[96] Its main purpose is to produce, disseminate, and support the
application of evidence practice and policy related to addressing violence against women and
children.[96] Besides undertaking research, ANROWS is focused on effective dissemination
and utilisation of research evidence “to build, maintain and promote collaborative relationships
with and between stakeholders”.[96]

TAPPC was established as one of three NHMRC Partnership Centres that brings together
decision makers, researchers, and practitioners to co-create knowledge. It was founded “to
trial co-produced partnership research, with the aim of increasing the use of research evidence
in policy and practice”.[97]
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Capacity building strategies for public health organisations, practitioners,
and decision-makers to utilise research evidence

Building capacity to support and sustain evidence-informed public health is crucial.[20]
Capacity building for evidence-informed public health should address individual practitioner
and decision-maker skills and knowledge, as well as organisational-level and system-level
factors.[70] Capacity building includes the development of the workforce and “taps into existing
abilities of individuals, communities, organisations, or systems to increase involvement,
decision making and ownership of issues”.[1] It should be time-efficient; consistent with
organisational climate, culture, and resources; relevant to local context; and aligned with the
needs and skills of staff members.[98] Capacity building for evidence-informed public health
should involve a core set of the following activities: 1. training; 2. use of tools; 3. technical
assistance; 4. assessment and feedback; 5. peer networking; and 6. incentives [20]:

1. Training to support evidence-informed public health. Putting research into
practice and policy requires a range of knowledge and skills: including asking the right
guestions; searching for the best available research evidence; interpreting the evidence;
assessing the quality of the evidence through critical appraisal; determining the
relevance of the evidence to practice and policy decisions; and acting on the evidence if
and when appropriate.[99] The findings of a systematic review suggest that capacity
building interventions can increase practitioners’ adoption and implementation of
evidence-informed interventions.[98] Additionally, evidence suggests that ‘train-the-
trainer’ is an effective method for broadly disseminating evidence-informed public health
principles. ‘Train-the-trainer’ allows for training to be tailored to local issues, thus making
it a viable approach to disseminating and scaling up new public health practices [100].
Another useful strategy to increase capacity in evidence-informed public health is an
interdisciplinary curriculum for public health students, practitioners and decision-makers
that builds knowledge and skills in evidence-informed public health, knowledge
translation, and implementation science.[101] Training practitioners and decision-
makers in knowledge translation and implementation science has the potential to
increase the reach and impact of public health and other health-related research.[76]

2. Use of tools includes media or technology resources to plan, implement and evaluate
activities related to evidence-informed public health. Several tools have been developed,
including free online resources in the following topics: training and planning tools, health
surveillance, policy tracking and surveillance, systematic reviews and evidence-informed
guidelines, economic evaluation, and grey literature.[20]

3. Technical assistance is the provision of personalised and interactive education and
skill-building [20], and it can be provided by the ‘System Intermediary’. As shown in Table
1, there are various ‘System Intermediary’ roles and they all share and perform some
key functions such as: connecting people (e.g. researchers and practitioners);
communicating and sharing knowledge; capacity building of others; facilitating
collaborative decision-making and sense-making, which includes “learning how to use
evidence as a collective”.[102] They have been identified as key support personnel in
knowledge translation [80] as they link researchers, practitioners and decision-makers,
enabling their interactions so that they can appreciate each other's goals and
professional cultures, influence each other's work, form new partnerships, and integrate
research with other forms of knowledge in decision making [103]. These are individuals
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with the technical research skills and expertise who can help explain and interpret
research, and who can facilitate the identification and use of research. They may have a
crucial role in spanning organisational boundaries, helping researchers, practitioners and
decision-makers to find a common language, facilitating interactive events and dialogues
that, when sustained, can increase the likelihood that research evidence is utilised.[17]
The inclusion of ‘System Intermediary’ roles in public health organisations may develop
a positive culture for evidence-informed public health, improve facilitation of resources
and support collaboration between researchers and practitioners and decision-
makers.[17, 70] However, although emerging [17], clear evidence of the effectiveness of
these roles in facilitating knowledge translation processes and their impact is
unclear.[104] Further, even though education and training opportunities for ‘System
Intermediary’ roles in Australia are available (see Box 5), training for ‘System
Intermediaries’ still appears to be in its infancy.

4. Assessment and feedback includes assessing and providing data-based feedback
on performance related to evidence-informed public health.[20]

5. Peer networking brings together practitioners and decision-makers to learn from each
other.[20] Networking is sometimes achieved through ‘communities of practice’, a group
of people brought together by mutual interests and a desire to interact continually.[105]
‘Communities of practice’ that support evidence-informed public health show promise in
using analytic tools [20], such as standardised outcome measurement tools that monitor
people’s response to service and treatment outcomes [105].

6. Incentives are most commonly understood as financial compensation and resources
to support progress or build capacity in evidence-informed public health.[20] However,
incentives can also be provided in a non-monetary form such as time allocation to ensure
ready access to research findings and summaries or relevant attribution/credit for
utilising evidence.

Although the development of individual practitioner and decision-maker skills in evidence-
informed public health is essential, capacity building for evidence-informed public health
requires thinking beyond individual ‘skills’ (see example in Box 6). It requires capacity
development at organisational and system levels.[1] Organisational level factors associated
with evidence-informed public health include: workforce development (e.g., allocation of
financial resources for capacity building activities), leadership, organisational climate and
culture (e.g. supervisor expectations for the use of research evidence; performance evaluation
based partially on evidence-informed public health), relationships and partnerships, and
financial processes.[106, 107] The development of organisational policies for each of these is
paramount. For example, policies that give priority to the allocation of funds for capacity
building, the inclusion of evidence-informed public health as part of human resource
performance expectations and enabling infrastructure (such as access to knowledge portals)
are all essential for sustainable changes to practice. Thus, workforce development should be
considered for those in public health management and leadership positions, leading to
organisation-level changes and helping to create a stronger culture for evidence-informed
public health practice within teams.[35]

Broader system support, especially from local, state and federal governments, is critical for
establishing organisational and workforce norms that reinforce motivation to use research
evidence.[20, 69] System-level considerations include funding, external political influence, and
competing priorities.[63] Consideration of system-level factors is essential because support
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through funding, infrastructure, and timelines can remove barriers to evidence-informed public
health and support capacity building for the public health workforce.

Box 5. Current education and training opportunities in Australia for
‘System Intermediary’ roles

As a part of Creating Pathways to Prevention: CREATE-ing Pathways to Child Wellbeing in
Disadvantaged Communities program, Griffith University (Queensland, Australia) is providing
a four-day training course in collective change facilitation.[108] Throughout the research that
preceded the development of the training materials, key skills that collective change facilitators
need to have were identified such as: communication skills, experience with community
development, and so called ‘soft skills’.[108]

A small number of commercial and not for profit organisations currently offer specialised
training and consulting services. Some examples of small companies that have emerged and
are providing training in Australia are:

e Research Impact Academy, which identifies itself as providing Specialist Knowledge
Translation Training (for more details see Box 4) curriculum adopted for the Australian
context, originally developed by the Hospital for Sick Children (SickKids) in Canada.

e The Knowledge Brokering Group, a commercial provider of courses for individuals and
organisations from academia, government, and not-for-profit sector to develop
capacities to “work more successfully at the research, policy, and practice interface”
[109].

e Partnership Brokers Association is a not-for-profit social business based in the UK that
offers a four-day face-to-face Partnership Brokers Training course in Australia as well
as a five-week online Brokering Partnership Remotely course. Partnership Brokers
Training is focused on theoretical frameworks for partnership brokering, skills
development for partnership brokers (e.g. resource mapping, facilitation, negotiation),
brokering challenges, and action planning.
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Table 1. Description of the key System Intermediary roles identified in the literature®

[102]

System
Intermediary
role

Knowledge
Broker

[63, 104, 110,
111]

Partnership
Broker
[112-115]

Critical Friend
and
Professional
Companion
[116-123]

Central Agent
and Health
Impact Fellow
[124]

Boundary
Spanner
[125]

Collective
Change
Facilitator

Key aspects of the role

Facilitate processes that support the production and sharing of
knowledge

Engage in strategic practices that mobilise action and maintain
relationships

Engage in facilitation that strengthens relationships and the conditions for
successful partnerships

Encourage a culture of learning

Seek to strengthen the capacity of those they work with, particularly
enhancing the ability to engage in evidence-informed decision-making
and planning

Encourage partnerships for transformational change and, in particular,
systems change

Challenge 'business as usual' practice and encourage a culture of
learning

Engage in facilitation that strengthens relationships and the conditions for
successful partnerships

Encourage innovative solutions to complex-adaptive challenges
Translate between sectors and systems to improve communication and
understanding

Create a space where partners feel they can speak openly and honestly
Facilitate coming together activities such as relationship building,
relationship maintenance, and role clarity

Engage in collaborative sense-making and decision-making

Shift leaders from 'heroes' to ‘hosts' and members from 'me' to ‘we'
Encourage individual and group reflection and a learning culture

Are independent to those they are working with, in order to offer honest
observations and challenge the status quo

Work flexibly and change as the needs of those they are supporting
changes

Seek to be transformational and to create lasting change at the
individual, group, and system levels

Are explicit about their role (independence is vital to supporting change)
Support integrated knowledge translation (IKT)

Focus on strengthening the relationships between decision-makers and
others

Promote systems thinking and the use of evidence when planning
Encourage a culture of learning

Act as a bridge between systems

Focus on capacity and capability-building

Translate, communicate, and mediate across boundaries for shared
understanding

Are explicit about their role (independence is vital to supporting change)
Acts as ‘change agent’ and a ‘human bridge’ between the prevention and
translation support system (research) and the delivery system (practice)
Work flexibly and change as the needs of those they are supporting
changes

8 Table reproduced with permission of authors of the System intermediaries literature review, Pathways in Place:
Co-creating community capabilities [102].
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[108, 126,
127]

Seek to be transformational and to create lasting change at the
individual, group, and system levels

Promote a culture of learning

Are explicit about their role (independence is vital to supporting change)
Translate between sectors and systems to improve communication and
understanding

Create a safe space where partners feel they can speak openly and
honestly

Support two-way communication between systems

Work with community coalitions, coalition leaders, and coalition
members

Enhance the functioning of community coalitions and their use of
evidence-informed decision-making and planning
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Box 6. Capacity building for utilisation of research evidence in SickKids
Hospital

A successful example of ongoing capacity building for evidence-informed public health is
taking place in SickKids Hospital in Toronto, Canada. The SickKids Hospital offers some of the
core activities such as training and use of tools [20] to support capacity building for utilisation
of research evidence. The hospital offers three types of trainings:

Specialist Knowledge Translation Training is a workshop for educators, researchers,
clinicians, practitioners, knowledge integration specialists, and decision-makers
interested in sharing research evidence and other forms of knowledge with audiences
beyond the academic community. It was designed to teach unique skillsets necessary
for the knowledge translation practice.[128]

Knowledge Translation Professional Certificate is a professional development
certificate course for knowledge translation practitioners (such as knowledge
integration specialists and knowledge brokers). Since 2013, Knowledge Translation
Professional Certificate has been recognized as a Leading Practice by Accreditation
Canada and is fully accredited by the Continuing Professional Development
Office.[128]

Planning for Implementation Practice is designed for researchers, decision-makers,
practitioners, implementers and community partners. It supports participants to:
enhance their understanding of implementation science and various factors that may
affect the success of an implementation endeavour; develop a draft implementation
plan for innovation, intervention or other practice they wish to implement; and develop
and apply new skills and knowledge for implementation planning.[128]

Besides trainings, SickKids Hospital offers ‘innovative and practical’, evidence-informed tools
and resources that assist in addressing ‘research to practice gaps’ such as eLearning modules
(e.g. Introduction to Knowledge Translation, How to Prepare a Knowledge Translation Plan),
Knowledge Translation Planning Template), the Knowledge Translation Game and the

Knowledge Translation Companion Tool.[128]

20


https://www.sickkids.ca/en/learning/continuing-professional-development/knowledge-translation-training/#pip
https://www.sickkids.ca/en/learning/continuing-professional-development/knowledge-translation-training/#pip
https://www.sickkids.ca/en/learning/continuing-professional-development/knowledge-translation-training/#pip
http://wapps.sickkids.ca/modules/Introduction-KT/story_html5.html
http://wapps.sickkids.ca/modules/How-to-Prepare-KT-Plan/story_html5.html
https://www.sickkids.ca/en/learning/continuing-professional-development/knowledge-translation-training/knowledge-translation-planning-template-form/
http://www.cvent.com/events/the-kt-game/event-summary-b5c05251f8ed4edaa8c401a3d603a060.aspx
https://www.sickkids.ca/contentassets/7a614355fe9248c899c3b2499cd61a92/ktpt-companion-tool-feb-15-2019.pdf

Policy options

The following section outlines some of the potential policy options to address more effective
research evidence translation and increased utilisation of research evidence in public health.
However, it is important to note that knowledge translation is a relatively underdeveloped area.
More evidence will be required over time to identify strategies that work and contribute to
closing the research to practice and policy gap.

Policy options related to research evidence production

1. Examination of the process and outcomes of collaborative research should become
a priority area:

There is a growing need to address current complex problems such as global public
health crises, e.g. the COVID-19 pandemic. These complex, or sometimes called
“wicked” problems are those for which there is no one, single and straightforward
solution [129]. Such problems have the best chance of being addressed through
collaborative research [88, 129].

Even though collaborative research is supported through funding schemes such as
NHMRC’s Partnership Projects, there is still limited guidance available on how
researchers from different disciplines and practitioners and decision-makers should
collaborate. The methods to guide collaborative partnerships are poorly defined,
leading to difficulty in context-sensitive replication.[16]

Although emerging, evidence for the effectiveness of collaborative research on the
uptake of research evidence in practice and policy is in its infancy.[43] Therefore,
funding needs to be directed at examining the process and outcomes of collaborative
research.[130] A focus not just on the uptake of research evidence and health
outcomes, but also intermediate outcomes, such as attitudinal change and institutional
change in approach to research and long-term connections, should be seen as
important in their own right. A good example of such research, funded by the NHMRC,
can be found here. Given the increased focus on research impact, there is an
opportunity within Excellence in Research for Australia (ERA)'s Engagement and
Impact Assessment [131] to provide researchers with evidence-informed tools and
guidance for collaboration and designing research for impact.

2. Funding schemes should recognise the need for a long-term commitment in
collaborations between researchers, practitioners, and decision-makers:

Successful collaborations in research translation between researchers, practitioners,
individuals with lived experience and decision-makers require a long-term commitment
and financial and institutional support for ongoing collaboration.[17, 130] For example,
after the formal end of a collaborative project, a memorandum of understanding can be
encouraged between the institutions or other inter-institutional agreements can be
established to support post-project research translation events and activities, which will
keep researchers, practitioners and decision-makers connected. This may provide a
foundation for follow-up research that is co-designed based on mutually identified
needs and priorities, which in turn has a potential to further enhance research impact
and population health outcomes. Another example would be to include the allowance
of funding asks in project applications to support ongoing engagement beyond project
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delivery. This could be done in the form of resourcing a ‘System Intermediary’ role (or
a similar role such as monitoring and evaluation specialist) [132, 133] through the life
of a project and up to three years beyond and allowing a proportion of salary funding
beyond ‘project’ delivery for lead chief investigators to support this ongoing
engagement and continue discussions on implementation success and other
opportunities for embedding evidence in practice.

3. Funding schemes should recognise and support ‘System Intermediary’ roles on
collaborative teams:

Recent studies show that activating a ‘System Intermediary’ can be an effective
strategy in producing actionable messages for decision-makers [134] and increasing
the likelihood of the adoption of evidence-informed policy [135]. To facilitate effective
collaborations, funding schemes should recognise and fund ‘System Intermediary’
roles or similar positions such as communication specialists [90], ‘researchers in
residence’ [136], or monitoring and evaluation specialists to ensure the contributions of
all team members are fully utilised [79, 82, 83, 130] and to increase the chance for
successful collaboration.

Project timelines should reflect the time needed to successfully engage in collaborative
research and to disseminate research findings effectively to a range of audiences
beyond academia.[88]

4. Alternative research designs and methods should be recognised in funding
guidelines and training for reviewers:

Training should be provided to grant reviewers regarding acceptable study designs
beyond RCTs. Reviewers should avoid de-valuing study designs that are not RCTSs.
[53].

Ensure expert reviewer panels include sufficient representation of specialists with
expertise in study designs beyond RCTs.

Funding guidelines should specify that study designs should fit the research context
and are not limited to RCTSs.

Grant criteria should include, as a critical part of the assessment matrix, issues relating
to implementation, such as feasibility and scalability, as much as the potential for
efficacy.

Additionally, as suggested by Scarrow and colleagues, while grant reviewers may be
experts in their respective fields, they “may lack the competencies to rigorously assess”
the knowledge translation component of the grant applications.[137]

Policy options related to communication and dissemination of research
findings

1. Support strategies to encourage researchers to communicate and disseminate
research findings beyond peer-reviewed publications:

Research funding should cover dissemination costs beyond peer-reviewed journals
through full funding of knowledge translation plans. Timelines for such activity should
be recognised (e.g., dissemination is likely to occur during and after the project's
conclusion), and mechanisms for monitoring dissemination activity from funded
projects should be examined.
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Incentives for researchers to disseminate research findings beyond peer-reviewed
publications and conferences (e.g. prioritising knowledge translation in track records
in funding applications) would motivate researchers to disseminate their research to a
range of audiences.[30]

It should be noted that very often discussions on effective dissemination of research
findings suggest strategies that solely rely on capacity and skills of researchers who
are expected to have a range of additional skills in areas such as mass media and
social media communication and marketing, public policy communication, and graphic
design.[138] However, besides strategies that focus on individual capacity building of
researchers (e.g. education and training for researchers in communication and
knowledge translation), barriers to research communication and dissemination on
organisational and systemic level could also be addressed using strategies such as:
providing support to researchers by communication specialists when
communicating/disseminating their research; valuing non-traditional research outputs
in researchers’ promotion applications and grant applications; advocacy by decision-
makers and practitioners for open access journals to improve access to scientific
information and reduce their fees; additional funds available for researchers to engage
various stakeholders in research process as it may increase effective communication
and dissemination of research findings.[139]

2. Establish a national, interactive public health knowledge exchange portal to evaluate,
synthesise, and disseminate research evidence that is designed to meet the needs of all public
health services and practitioners. The portal would support practitioners’, decision-makers’,
researchers’ and public access to evidence-informed literature and resources and be a forum
for knowledge exchange across sectors and organisational boundaries:

Whilst there has been investment in resources to support practitioners and decision-
makers, such as online repositories and evidence summaries, the effort has not been
systematic. There are limited systems or infrastructure available to the public health
workforce in Australia to access evidence-informed resources.[35]

To overcome fragmentation, consolidate existing knowledge and advance practice, a
knowledge bank related to research evidence translation and collaborative research
could be integrated within a public health knowledge exchange portal.[79] Such a portal
would need to be appropriately resourced to ensure that it is more than a mere
repository.

Policy options related to capacity building for public health organisations,
practitioners and decision-makers in evidence-informed public health

1. Conduct a pilot of ‘System Intermediary’ role in public health organisations and
examine processes and effectiveness:

‘System Intermediary’ roles have been identified as key supports in knowledge
translation.[17, 103, 132-135] They could support public health organisations with
collaboration across sectors and the capacity building required to enhance knowledge
translation.

They undertake a range of activities that could be beneficial for public health
organisations, including the provision of information, capacity building for research use
through training and/or technical assistance, initiating and maintaining stakeholder
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engagement, and liaising with partners. Often, ‘System Intermediaries’ are employed
for discrete projects and not for longer-term positions. Longer-term positions are likely
to be more effective for increasing organisational capacity for evidence-informed public
health.[17]

e Although promising, evidence of the effectiveness of ‘System Intermediary’ roles in
facilitating knowledge translation processes and health outcomes is unclear, and
evaluation of this role is required.[104, 132] Therefore, it would be useful to conduct
and evaluate a pilot project to assess their effectiveness in public health organisations.

e An alternative option to a standalone ‘System Intermediary’ position is to upskill existing
public health practitioners and/or decision-makers and integrate this into their existing
roles.[17, 140]

2. Ensure that public health practitioners and decision-makers have access to training
in evidence-informed public health:

e Grants for public health practitioners and decision-makers training in evidence-
informed public health should be made available by the Department of Health. Models
such as ‘train-the-trainer’ could be utilised for scaling up training approaches. Training
could be complemented with ongoing support for evidence-informed public health, such
as support from ‘System Intermediary’ roles.[141] An alternative option is to promote
and prioritise the skill set and functions that ‘System Intermediary’ roles have (e.g.
collaborative skills, efficient communication and knowledge sharing, facilitation skills)
in the existing relevant staff in government (e.g. decision-makers and staff engaged in
policy development and implementation).

The list of suggested options is not exhaustive and, independently, will not entirely address the
issue — the policy options are complementary to each other, and he evidence indicates a
systematic approach is likely to be the most effective. In the Australian context, a systematic
approach could be achieved through a national framework or strategy that involves all
jurisdictions. For public health services, practitioners, and decision makers to consistently
access the best evidence and to develop knowledge, skills, culture, and infrastructure to deliver
services/policies/programs that are evidence-based, the establishment of a national
agencyl/entity, funded jointly by Australian health budgets or through the Commonwealth,
would be an option. In addition to the above policy options, the establishment of a national
agency/entity could work with public health organisations and health departments to develop
and support systematic application of evidence-informed public health and could:

e Prioritise public health organisations’ use of research evidence in the design of
services/policies/programs and focus on demonstrating improved health outcomes -
rather than the amount of activity.[130]

e Support voluntary public health accreditation requirements to encourage public health
organisations to develop policies and infrastructure that support evidence-informed
public health, including funding for training and embedding evidence-informed public
health in performance measures.

e Train public health leaders and managers in evidence-informed public health and be
encouraged to develop and implement organisational policies and strategies to support
this, such as: allocating financial resources for capacity building activities; setting
expectations for the use of research evidence; and establishing performance
evaluation based partially on evidence-informed health.[141]
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