‘Connecting research, policy, and practice’:
Knowledge translation in the context of child and family early

intervention and prevention-based research in Ireland

Siobhan O’Connor BA, MSc
Health Research Board Scholar

A Thesis Submitted for the Degree of Doctor of Philosophy

National University of Ireland, Maynooth
Department of Psychology

June 2021

Maynooth
University

National University
of Ireland Maynooth

Principal Supervisor: Professor Sinéad McGilloway
Co-supervisors: Dr. Grainne Hickey
Dr. Melanie Barwick

Acting Head of Department: Professor Ronan Farrell

AR B
J E . lc Evaluaton of Wraparound n retand . CECL L
for Children and familles & Community Research ey
ca.

Research
Board



TABLE OF CONTENTS

ACKNOWLEDGEMENTS ..ottt xii
RESEARCH SUMMARY .....ooiiiiiiiiiiieeet ettt ettt sttt sseesse e eneas xiii
CHAPTER ONE: INtroduction ............cccccoiiiiiiiiiiniiiicicceenteceee e 1
1.1 BACKEIOUNG. ... 1
1.2 Research Rationale..........coueoueiiiiiiniiiieiiiecieeteceeee e 4
1.3 RESEAICH CONTEXL ..ottt ettt ettt ettt et e st eeaeeas 6
1.4 The Current ReSEarch ...........ooouiiiiiiiiiii e 8

1.4.1 Current Research: Aims and ObJeCtiVES .......cceeevviiiiiiieiiieiiieeiee e 9
1.5 ThesSiS OULHNE ..ottt sttt 10
CHAPTER TWO: Literature Review...........c.c.ccoceoiiiiiiiiiiiiiiiececcceeee e 12
2.1 INEOAUCTION ...ttt ettt sttt et et be et eseesbeeneeeaeens 12
2.2 Dissemination of Health Research Evidence: Evolution...........c.cccceeviieniiiiiienieennn. 12

2.2.1 What 1S EVIA@NCET.......oiiiiiiiiiiet e 12

2.2.2°Evidence-based’ versus ‘Evidence-informed’ Approaches to using Research

EVIARNCE ...t ettt ettt e 13
2.2.3 Bridging the ‘Knowledge-to-Dissemination’ Gap .........cceceevervuerveneneeneenneenn 16
2.3 Dissemination of Health Research Evidence: Terminology...........cccecceeviieiiieninennnnn. 18
2.3.1 Knowledge Translation: Dissemination and Implementation........................... 19
2.3.2 Types of Knowledge Translation - Integrated KT and End-of-Grant KT......... 21
2.4 Key Factors Influencing Health Research Dissemination ............ccocceveevienieneniennnen. 23
2.4.1 Availability of Resources and Access to Research Evidence ...........cccccceeueeee. 23
2.4.2 KT-D Strategies used to Communicate Research Evidence...........ccccccuveeneee. 27
2.4.3 Knowledge Users’ Capacity and Skills to access Research Evidence.............. 29
2.4.4 Enhancing Collaboration between Knowledge Users and Producers................ 31
2.4.5 The Organisational Context in which KUs and KPs Operate............cccccccuenneee. 32
2.5 Evaluating KT-D Goals and KT-D Strat€gies ..........ccccveervieircieeeniieerieeeieeeevee e 39
2.6 Knowledge Translation - Dissemination Frameworks ............ccccocvveeeviieniiiencneennnnn. 42
2.6.1 Theory Underpinning KT-D Frameworks.............ccccoociiviiiiiiiniiiiiienieciee 43

1



2.6.2 The Development of KT-D Frameworks ..........cccceevcviiiiiieniiieiiiieciec e, 46

2.6.3 The Emergence of Knowledge Translation Planning Tools ...........c.cccccvvennee.. 49
2.7 CONCIUSION 1.ttt ettt sttt st sttt et sbe et eaeesaeens 53
CHAPTER THREE: Research Design and Overall Method...........................c.c.... 56
3.1 StUAY DESI@N...eeiiiiiieeiiie ettt et et e e e e e e et e e e aa e e e b e e enbaeenrbeeennraeenns 56
3.2 Methodolo@ICal ISSUES .......viieiiiieeiiieciiee et ettt e et e e et eeaeeeensaeees 58
3.6.1 Ethical Considerations...........ccoeeeueeriiiriieenie ettt ettt ettt 58
3.6.2 Qualitative Analysis: Epistemological Considerations.............ccccecvevveerivennnnns 60
3.6.3 Ensuring Methodological Soundness.............cceevveriieniiiniiieiieniieiecieeee e 60
3.6.4 Reliability and Validity ......c.ccoeoiieeiiiieiiieccie et 60
3.6.5. Researcher Reflexivity/ObJeCtiVIty ...ccouvieeiiieiiiieciie et 62
3.7 CONCIUSION ...ttt ettt ettt sb e st e b 63
CHAPTER FOUR: Realist-Informed Evidence Synthesis ..................ccocceeviinnnnnn. 64
4.1 TNEEOAUCTION ...ttt ettt ettt ettt sttt et st e bt et sseenbeenbeeaeens 64
A2 METROM ...ttt sttt ettt ettt et et ens 64
4.2.1 SEATCH SHIATEZY ...uvvieeiiieeiieeeiie ettt ettt e st e e e e e saae e e b e e e sbeeeaaeeennseeenaeas 67
4.2.2 Inclusion and EXCluSion CriteTia.......cccuiiiuieiieiiiieniieiiesiie ettt 69
4.3 RESUILS ...ttt et b e et e b e st s b e e bt e et e e beeeaneens 71
4.3.1 Descriptions of Commonly Employed KT-D Strategies ..........cccceeeveenieeieenerennnenn. 71
4.3.1.1 Educational KT-D Strat€gies .........cccercueerurerieeiiieniieeiieniieereenieeeieesieesveeeees 72
4.3.1.2 Technological KT-D Strate@ies.........cccceeruieriieriienieeiienie e ereesiee e 74
4.3.1.3 Networking KT-D Strategies .........ccceervureerieeeiieeeiieeniieesieeesveeesereeseveesneens 77
4.3.1.4 Role-based KT-D Strategies.........ccccueerurierireeiieeeiieeeiieeeieeesveeesreeeeveeeeeees 79
4.3.1..5 Arts-based KT-D Strategies .........ccccverieeruienieeiieiieeieeiie e v eseee e eeees 80
4.4 The POIICY CONEXL ..eovvieiiieiiieiieeiieeite et eiee et et et eteesteebeesbeesseeenseeseesnseenseesnsaens 82
4.4.1 Educational KT-D Strategies for Policy Makers...........cccccceevvviiiieniiiencenieene. 82
4.4.2 Technological KT-D Strategies for Policy Makers...........ccccceevcviiiniieinieennneen. 83
4.4.3 Networking KT-D Strategies for Policy Makers ..........ccceeevvveeviieieieecieeennee. 84
4.4.4 Role-based KT-D Strategies for Policy Makers..........ccccoeeeeveiieiieniiienienieene. 87
4.4.5 Summary of the POlicy CONteXt .......cccveviieiiiiniieiieeieeeeeie e 88
4.5 The PractiCe COMEEXT.....ccutetiiiiiiiieeieeiie ettt ettt sttt et e site st esbe e et e e bt e eabeesaeeens 89

111



4.5.1 Educational KT-D Strategies for Practitioners............ccccceeevveeeviiencieesieeennen. 89

4.5.2 Technological KT-D Strategies for Practitioners...........cccceeveeevveencnieescneeennnnn. 90
4.5.3 Networking KT-D Strategies for Practitioners...........ccccceeeereveeerreenieeneeeneennnn. 91
4.5.4 Role-based KT-D Strategies for Practitioners..........c.cceceeverierieniieneeniennenenn 94
4.5.5 Arts-based KT-D Strategies for Practitioners ..........ccceeeeveeecieeecieencveeeeeeeenenn 94
4.5.6 Summary of the Practice CONteXt......c.eeevurieiieeeiiieeiieeeiie et e 95
4.6 The ReSearch CONtEXT.......c.euuieriiriiiriiiieieeiierieeie ettt sttt 97
4.6.1 Educational KT-D Strategies for Researchers .........c..ccoceeverienenicniincniennenn. 97
4.6.2 Technological KT-D Strategies for Researchers..........c.cccoeevvveevciiiicieeinieeennen. 97
4.6.3 Networking KT-D Strategies for Researchers .........ccccoocveeviieiiiiiiiiiecieeee, 98
4.6.4 Role-based KT-D Strategies for Researchers............cccoecvveiieiiiieniiiniieiiienn, 100
4.6.5 Arts-based KT-D Strategies for Researchers ............cccoeeveevienieeciienieeniennenn, 100
4.6.6 Summary of the Research ConteXt.........cccvevviieriiireiiiieerieeeiee e 101
4.7 The Service USEr COMEEXL .....coiuiiiiiiiiiiiieiieeiie ettt st e e s 102
4.7.1 Educational KT-D Strategies for Service USers........cccoevvveeriiererieeieieeeneeeenne 102
4.7.2 Technological KT-D Strategies for Service USers.........cceevverieecieeneeenieennenns 103
4.7.3 Networking KT-D Strategies for Service USers.........ccoecverieiiiienieeiiienieeneens 103
4.7.4 Arts-based KT-D Strategies for Service USers ........ccceevevvierieeerieeeiieeeieeene 104
4.7.5 Summary of the Service User COnteXt.........cccvervuirervieeenieeerieeeieeeieeesveee s 105
4.8 CONCIUSION ...ttt ettt ettt ettt et sbe et st e sae e b eaees 106
CHAPTER FIVE: Documentary Analysis ............cccoooviiiiiiiiiiieiiieniceeeeeeee e 115
5.1 INEOAUCHION ...ttt ettt ettt et 115
5.2 MEEROA ...ttt et 115
5.2.1 Inclusion and EXclusion Criteria.........ccoouieiuieriiiiiiiniiieiieiiie ettt 116
5.2.2 SEAICH StIAtEZY ....eeiiiiieiiieeiiee ettt ettt e e et e e s e e e ee e seree e sbeeeaaeeesaeeennaeas 116
I BN 1 1 ] TSRS 117
5.3 RESUILS .ttt et 117

5.3.1 Child and Family Policy and Service Provision in the 1990s: A Brief History .... 117

5.4 A Chronological Overview of Policy and Practice Developments Relating to Children

and Families in Ireland............cccooiiiiiiiiiiiioe e 120
5.4.1 2000 — 2004: Early Developments...........cccuveerieeerieeeiieeeieeeieeeereeesvee e 120
5.4.2 2005-2009: Creating a National Evidence Base .........ccccccccveevciiieciecnciieenee. 124

v



5.4.3 2010—2014: Next Steps — Collaboration and Large-Scale Evaluation........... 128

5.4.4 2015 — 2019: Sector Growth and EXpansion ..........ccccccceeveveeevieeeiieescieeenen. 135
5.5 A Critical Analysis of the Role of Research Evidence in Informing Child and Family
Policy/Practice in Ireland............cooouieiiiiiiiiniieiice e 140

5.5.1 Theme 1: Increasing Emphasis on Evidence-Informed PEI Policy and Services141

5.5.2 Theme 2: Successes and Limitations of Evidence-Informed Policies and

SETVICES .ttt ettt et e b e et ettt e bt e et e bt e et e e sbt e et e et e eateas 144

5.5.3 Theme 3: The Role of KT-D in Policy and Practice Development ................ 147
5.6 CONCIUSION ...ttt sttt ettt sb et st beeaees 149
CHAPTER SIX: KT-D Case Study..........ccceoeriiirieriieieiieieeeseeeee e 152
6.1 Section One: KT-D Case Study Paper.........ccccveeeiieeciiieiieeeieee e 152
6.2 Section Two: Supplementary Contextualising Information .............ccceeeevverciveennenn. 193
CHAPTER SEVEN: DISCUSSION ......cocoiiiiiiiiiiiiiiiiiiiieceeceeete ettt 199
7.1 INEEOAUCHION ...ttt ettt et sttt et st sbe e 199
7.2 Summary of Key FINAINGS .....c.coeoviiiiieiieiiieiiecceeeeeeee e 199

7.2.1 The Expanding Role of Evidence in Policy and Practice............ccccveevuvennnenn. 199

7.2.2 Understanding the Effectiveness of KT-D Strategies ........ccccecvveeecvveenveeennenn. 200

7.2.3 Networking KT-D Strategies and Collaboration............cccceeevevveneenienienennens 205

7.2.4 Measuring KT-D Strategies .........ccoevveriieriienieeiieeie ettt 206

7.2.5 KT-D PLaNning ........ccccuieriiiiiieiieeiieiee ettt ettt et et siee e e 207
7.3 Research IMpliCations..........cccuiieeiiieeiieeciie ettt evee e e s 209
7.4 The Strengths and Limitations of the Research............cccooeeeiiiiiiiniiiie, 215
7.5 Directions for Further Research............cocoveiiiiiiiiiiiniiiiicceeeeeee 223
7.6 CONCIUSION ...ttt sttt ettt st sae e eaees 226
REFERENCES.........ooiitiii ettt sttt ettt sttt s 228
APPENDICES ... .ottt ettt ettt e e bt et e e e saeeneas 263
Appendix 1: List of ENRICH Publications (SO’C as Co-Author)........ccccceeevevveeerennnee. 263
Appendix 2: Document Analysis FOM .........ccccueveiiieriiiieiiieceie e 264
Appendix 3a: Survey Information Sheet..........ccccooviieiiiiiiiiieiece e 265
Appendix 3b: Interview/Focus Group Information Sheet .............cccceeeriieniiiiieniieenenne, 267
Appendix 4a: Research Dissemination Survey for Practitioners/Policy Makers............ 269



Appendix 4b: Research Dissemination Survey — Researcher Section............ccceeuveeneee. 277

Appendix Sa: Sample Feedback FOrm..........ccccvveiiiiiiiiiiiiccieceeeeeee e 279
Appendix 6a: Survey Consent FOrM.........ccceeiiiiiiiiieiiiecieeeeceee e 280
Appendix 6b: Interview/Focus Group Consent FOrm...........cocceevviiniieiiencieinienieeene, 281
Appendix 7a: ENRICH Team Interview Schedule.............cccoociviiiiiiiiniiniiiiieiceee 282
Appendix 7b: Parent Focus Group Topic GUide...........cccuieviieriienieiiiienieeieerie e 283
Appendix 8: Knowledge Translation Planning Template (Barwick, 2008; 2013; 2019) 284
Appendix 9: Articles included in the Realist-Informed Evidence Synthesis (n=54)...... 287
Appendix 10: Selection of Supplementary Illustrative Quotes relating to Key Factors that
Influence DISSEMINATION .....cc.eiiiiiiiiiiiieiie ettt et eaeeas 295
Appendix 11: Enlarged Versions of Figure 4.4, 4.5, 4.6 ......ccocvvveviiiieiiieieeiee e 297

vi



LIST OF TABLES

Table 2.1 A Summary of the Differences between Evidence-Informed Practice and
Evidence-Based PractiCe........cccoouiiiiiiiiiiiiiicieneieeeeee e 17
Table 2.2 Key KT-D Impact Indicators According to Sullivan et al. (2007) ................... 44

Table 2.3Examples of Frameworks that can be used for KT-D Implementation and
Dissemination, Dissemination Primarily, and Dissemination only ..........ccccceccvvevvveennnen.. 50

Table 4.1 Features of this Realist-Informed Review in Relation to Traditional Realist
REVIBWS ...ttt ettt et b et st h ettt s bt e b et nae e bt 66
Table 5.1 Key Publications and Developments for Children and Families from
2005-2000 ...ttt ettt et sh ettt 129

Table 5.2Key Publications and Developments for Children and Families from

20152009 ettt ettt et e eae et e e neenees 140
Table 6.1 Timeline for the Implementation of the ENRICH KT-D Strategies............... 166
Table 6.2 Core Components of the KTPT (Barwick, 2008; 2013; 2019) applied to the KT
PIAN .t ettt et et 182
Table 6.3KT-D Plan used Throughout the ENRICH Programme...........c.ccccceeeureennenn. 195
Table 6.4Additional KT-D Strategies Facilitated by the LinKT Project...........cccee...... 198

vil



LIST OF FIGURES

Figure 1.1 Current Research in the Content of the Larger ENRICH Research Programme9
Figure 2.1Hierarchy of Research Evidence Pyramid According to Glover et al. (2006). 14

Figure 2.2Word Cloud of Common Terms used to describe the Dissemination Process. 19

Figure2.3General Recommendations for Effective KT-D Strategies.........cccceevvevveneeennene 29
Figure2.4Summary of Key Factors influencing Health Research Use...........ccccoeeeene. 39
Figure2.5Key Elements of Diffusion of Innovations (Rogers, 1962; 2003).................... 46
Figure2.6Main Components of KT-D Planning ToolS .........cccccveeeiiiiriieeniieeiie e, 52
Figure3.1The ENRICH Programme Study Design.........cccccueevcviieeiieiniieeiee e 57
Figure3.2The Three Phases of the Current Research............ccccooeivieiiiiiniiiinieeeee 58
Figure 4.1 CMO Configurations for this Realist-Informed Evidence Synthesis.............. 66
Figure 4.2 Summary of Article Search and Assessment Process ........c.ccocceeveervenierciennnene 70

Figure 4.3 Categories for Commonly Executed KT-D Strategies (Barwick, 2018)......... 72

Figure 4.4 Examples of Educational KT-D Strategies..........ccccevvveriiniiniienienenienienieens 75
Figure 4.5 Example of a Technological KT-D Strategy .........cccccceervieeiiienieenienieeieeeens 77
Figure 4.6 Example of a Networking KT-D Strategy........cccceecvveeviienciienieeeieeeieeeenn 79
Figure 4.7 Example of a Arts-based KT-D Strate@y........cccceevviievrieiniieeiieeiee e 81
Figure 4.8 CMO Configurations for the Policy Context..........cccceevveeiviieeiiieneiiecreeeen. 89
Figure 4.9 CMO Configurations for the Practice Context..........cccceevvirercieencieesceeenneen. 96
Figure 4.10 CMO Configurations for the Research Context..........cccccecevieneriieneenennne. 101
Figure 4.11 CMO Configurations for the Service User Context........c..cceceeveevuervenneenne. 105
Figure 4.12CMO Configurations across CONtEXLS.......ccvrruierierireriienreerieesieenieesneeeees 109
Figure 5.1 Key Publications and Developments for Children and Families from 2000-2004
......................................................................................................................................... 125
Figure 5.2 Key Publications and Developments for Children and Families from 2010-2014
......................................................................................................................................... 136
Figure 5.3 A Timeline of Key Government Policies Relating to Children and Families since
2000, sttt a e bttt ea e b et h e bt et eh e e bt et e satenaeenees 139
Figure 5.4 Key Themes Identified from the Documentary Analysis..........c.cccceveeunennne. 141
Figure 5.5 Pivotal Year of Initiatives for Children and Families in Ireland................... 145

Figure 6.1Stakeholder Analysis using the Power Versus Interest Grid (Eden &
Ackermann, 1998)......ccuuii it e e e 159



Figure 6.2Core Components of the KTPT (Barwick, 2008; 2013; 2019) .........cc.......... 164
Figure 6.3Breakdown of the Stakeholder Groups that took part in the

Surveys/INterviews/FOCUS GIOUPS .......cocvviiiiiieeiiieeiieeeie et eieeesiee e e esveeseseeennee e 174
Figure 6.4Key Factors Influencing Research Use within an Early Years Context......... 176
Figure 6.5 Website and Research Programme Webpage Impact Indicators................... 185
Figure 6.6 Impact Indicators from the Research Programme Twitter Account.............. 187
Figure 6.7 Animated Video Sharing Findings from the ENRICH Programme.............. 196

X



ACRONYMS

ABC - Area Based Childhood

AP - Atlantic Philanthropies

CECDE - Centre for Early Childhood Development and Education
CES - Centre for Effective Services

ChARM - CHildren At Risk Model

CIHR - Canadian Institute of Health Research

CMHCR - Centre for Mental Health and Community Research
CMO - Context, Mechanism, Outcomes

CRA - Children’s Rights Alliance

DCYA - Department of Children and Youth Affairs

DoH — Department of Health

DOI - Diffusion of Innovations

DHC - Department of Health and Children

DSCFA - Department of Social, Community and Family Affairs
EBP — Evidence-based Practice

EoG-KT — End-of-Grant KT

ENRICH - EvaluatioN of WRaparound in Ireland for CHildren and Families
GDPR - General Data Protection Regulations

GUI - Growing Up In Ireland

HRB - Health Research Board

iKT - Integrated Knowledge Translation

KEDS — Knowledge Exchange and Dissemination Scheme

KP — Knowledge Producer

KT - Knowledge Translation



KTA - Knowledge-to-Action Framework

KT-D - Knowledge Translation — Dissemination

KT-I - Knowledge Translation — Implementation

KTPT - Knowledge Translation Planning Template

KU — Knowledge User

LinKT — Linking into Knowledge Translation

NCO — National Children’s Office

OMC - Office of the Minister for Children

OMCYA - Office of the Minister for Children and Youth Affairs
QCBI - The Quality and Capacity Building Initiative

QUERI - Quality Enhancement Research Initiative

PEI - Prevention and Early Intervention

PEIN - Prevention and Early Intervention Network

PEIP/PEII - Prevention and Early Intervention Programme/Initiative
PEIU - Prevention and Early Intervention Unit

PHN - Public Health Nurse

PIN - Parent and Infant Programme

REU - Research and Evaluation Unit

REF - Research Excellence Framework

RCT - Randomised Controlled Trial

WHO - World Health Organisation

X1



ACKNOWLEDGEMENTS

Firstly, I would like to express my sincere and heartfelt thanks to my supervisors, Professor
Sinéad McGilloway, Dr. Grainne Hickey and Dr. Melanie Barwick. Your thorough feedback,
support, and understanding (in my personal life too) guided me through this process. I am
particularly grateful for the late nights and weekends that you sacrificed to help me get this

over the line.

ToPenny, Sharon and Yvonne, thank you for always being there when I needed a chat or
advice. Thank you to my parents and my sister for the laptop loans and for your support.

Thank you also to my in-laws for the gifts and texts of encouragement that always picked me

up.

Finally, to my husband Alan, the most patient man in the world! Thank you for your endless
support, encouragement and kindness during this long and difficult journey. Your belief in
me never faltered and you always cheered me up. Thank you for looking after me so well,
particularly in the last few weeks, and for keeping me company during late night writing

sessions. We can hopefully both look forward to a time where we don’t hear the letters PhD!

xil



RESEARCH ABSTRACT

This multi-method research was carried out as part of a large, six-year research programme
called ENRICH which assessed the effectiveness and cost-effectiveness of two early years
service models developed to support young children and families in Ireland. The overarching
aims of the research were twofold: (1) to explore how research evidence relevant to child and
family services and policies is disseminated in the field of public health; and (2) to increase
visibility and understanding of, and engagement with, the evidence emerging from the
ENRICH programme through a series of strategies targeted at KUs within child and family
services in Ireland.

The research comprised there separate but related phases including an evidence synthesis
using realist principles; a documentary analysis; and a KT-D case study. The results from
Phase One showed that the facilitation of engagements and relationship-building are
important KT-D strategies across a range of contexts. A combination of KT-D strategies is
likely to achieve multiple positive outcomes. More specifically, research summaries and
social media are effective at increasing awareness, promoting engagement, and/or enhancing
understanding. The results from Phase Two showed that research evidence was found to play
an increasingly significant role (but is not the only factor involved) in the decision-making
processes relating to child and family well-being policy and practice in Ireland. Phase Three
of the research involved professionals working in child and family services/research in
Ireland (N=162 ) (research n=57, practice n=67, policy n=9, other (funder, intermediary
organisations) #=29) who completed a Research Dissemination Survey designed to explore a
range of perspectives, experiences and views on research dissemination. Thirty-seven one-to-
one interviews were completed to explore the barriers and facilitators to research
dissemination and to amplify the survey findings (research n=7, practice n=7, policy n=12,

other (funder, intermediary organisation) n=3, and parents n=8). Two focus groups were also
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carried out with parents (#=8) and with members of the ENRICH research team (n=3). The
qualitative data were analysed using standard thematic analysis and the quantitative data were
analysed using appropriate descriptive and inferential statistics; and online tracking analytics.
The main factors influencing the dissemination of evidence, as identified by the participants
were: a lack of resources; an under-developed understanding of research use and
dissemination; insufficient collaboration and communication; and conflicting stakeholder
priorities. The ENRICH research programme was also found to benefit from a multi-
component KT plan, as guided by the Knowledge Translation Planning Template (Barwick,
2008, 2013, 2019). The case study was the first of its kind to provide important insights for
stakeholders in Ireland and elsewhere, about how to improve the research dissemination
process. Exploring the KT planning process resulted in more efficient and targeted
dissemination of research findings, thereby delivering a better return on research investment

and producing positive outcomes from research outputs.
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CHAPTER ONE: INTRODUCTION

1.1 Background

The past 10-15 years have seen significant public investment and continuing global
interest in early intervention and prevention programmes aimed at educating and supporting
parents and nurturing early childhood development (Richter et al., 2017). This is in direct
response to the considerable international evidence demonstrating that adversity early in life
can lead to a series of negative social, emotional, health, and behavioural outcomes in
adolescence and adulthood, including criminality, low educational status, lower life
expectancy and intergenerational transmission of disadvantage, inequality, and maltreatment
(Loeber et al., 2013). Socio-economic disadvantage in childhood coupled with poor parenting
behaviours can also impact negatively on child health and behaviour outcomes (Hickey et al.,
2018; Hutchings et al., 2017; Sanders et al., 2012; Tremblay et al., 2004), whilst also leading
to greater utilisation of health, education, social welfare, and judicial services and therefore
higher costs (Farrington & Welsh, 2007; Odgers et al., 2008; Sethi et al., 2013; Shonkoff et

al., 2012).

Many early childhood interventions involve the delivery of one or more structured
and manualised, evidence-based/evidence-informed programmes(e.g. the Incredible Years
series, Lifestart, and the Triple P-Positive Parenting Programme) which have been
implemented and evaluated with positive outcomes for a range of families (e.g. foster
families, families from disadvantaged backgrounds) in a number of countries, including the
Republic of Ireland, UK, the Netherlands and Canada (e.g. Furlong et al., 2012; de Graaf et
al., 2008; McConnell et al., 2012; Miller, 2015). Specifically, the available evidence suggests
that these parent-focused programmes positively contribute to healthy child development and

well-being, greater educational achievement, improved health outcomes, reduced reliance on



welfare, as well as a lower risk of criminality and antisocial behaviour in the medium to
longer-term (e.g. Leijten et al., 2015; Morawska et al., 2014). These programmes are also
considered to provide a cost-effective means of tackling social disadvantage and promoting

long-term societal health and economic benefits (Garcia et al., 2019; O’Neill et al., 2013).

Many countries have developed and prioritised policies promoting early intervention
and prevention including, for example, Every Child Matters in the UK and Better Outcomes
Brighter Futures in Ireland (Department of Children and Youth Affairs [DCYA], 2014).
Likewise, initiatives such as the Area Based Childhood (ABC) programme in Ireland
(DCYA, 2013) involved the implementation of community-based approaches providing
evidence-based/informed supports to parents and children. Overall, the aim of these types of
policies and initiatives is to improve the long-term outcomes for children and families and
reduce inequality and disadvantage (Dretzke et al., 2009; Leijten et al. 2013; McCart et al.,

2006; Weisz & Kazdin, 2010).

Despite the wealth of research supporting the effectiveness of these family-focused
programmes and considerable attendant investment in public health research both nationally
and internationally, these interventions are not always effectively disseminated (or
implemented) as intended with the targeted knowledge users (KUs) (Cunningham et al.,
2018; Powell et al., 2017). It is unlikely that health research evidence will benefit children
and young people and communities unless the findings are communicated appropriately to
the intended KUs. Inappropriate or ineffective dissemination can, in turn, impede the
realisation of optimal health outcomes for children and families (Li et al., 2018; Moore et al.,

2017).Thus, a growing body of literature focuses on how research is disseminated to a wide



range of KUs as well as the barriers and facilitators to effective dissemination (Barwick et al.,
2012; Milat et al., 2011).

The process of disseminating and/or implementing research evidence is often referred
to as ‘knowledge translation’ (KT) (Canadian Institute of Health Research [CIHR], 2004).
The dissemination element of KT (as opposed to implementation) is the focus of the research
presented here and the term ‘KT-D’ will, therefore, be adopted throughout. This is discussed
in more detail in Chapter Two. KT-D efforts aim to maximise the outcomes of research
findings through a range of processes and strategies that make evidence more accessible and
understandable to numerous KUs, including policy makers, practitioners, researchers, and
service users/the public (Barwick et al., 2012; Sladek & Tieman, 2008).KT-D strategies may
be executed in isolated or multi-faceted ways to achieve a range of goals and, ideally, involve
engagement with multiple KUs throughout the course of a research study (Barwick, 2016;
Vedel et al, 2018). KT-D goals can include generating awareness or enhancing
understanding of the research evidence, promoting KU engagement, and/or informing other
research studies as well as KU decision-making. Indeed, there is increasing support for an
integrated knowledge translation (iKT) approach which involves engaging in well thought
out, often multi-pronged, KT-D efforts as early as possible in the lifetime of a research

project (Barwick, 2016; Cambon et al., 2017; Grimshaw, 2012).

Many studies have reported on the effectiveness of a variety of KT-D strategies that
aim to enhance the dissemination of research evidence and knowledge (Stevens et al., 2014;
Yamada et al., 2015). However, to date, there is no gold standard approach for disseminating
or accessing evidence (Powell et al., 2015). This can lead to difficulties for knowledge
producers (KPs) in selecting appropriate dissemination strategies, as these can vary quite

considerably depending on dissemination goals, KUs, and contexts (Edwards et al., 2019).



Nonetheless, there is consensus that a multi-method approach (i.e. targeting several KUs
using a variety of strategies to share knowledge) results in more successful communication
and is associated with better dissemination outcomes (Li et al., 2018).

KT-D is not a straightforward process. Many interacting factors can influence the
effectiveness of KT-D strategies. For example, KUs can experience difficulties accessing
dissemination outputs, may juggle time constraints and work-related priorities, and may have
preferred formats and ways of accessing and interacting with evidence (Aarons et al., 2009;
Barwick et al., 2009; Palinkas et al., 2014). Furthermore, KT-D strategies targeted at one
particular KU group or setting may not yield the same outcomes as with other KUs or
settings. Thus, it is important to understand and explore the contextual factors that may
impede dissemination efforts and address these with corresponding and appropriate KT-D
planning (Barwick et al., 2008; Bauer et al., 2015; Stevens et al., 2014). Consideration of
these context-specific factors and engagement in adequate dissemination planning can, in
turn, help us understand how KT-D informs practice and policy decision-making (Hack et al.,

2011).

1.2 Research Rationale

The increasing public investment in research across a number of public health and
other domains, including child and family welfare has led to a growing onus on KPs to be
more accountable in demonstrating their research impact beyond academia (Barac et al.,
2014; Barwick, 2016; Tetroe et al., 2008). Maximising the potential of dissemination outputs
can help to ensure that research investments yield better value for money. Recently, there
have been emerging requirements from a number of national and international funding
agencies(e.g. the Health Research Board (HRB) in Ireland and the CIHR Project grants in

Canada) for KT-D plans to be incorporated as part of research grant applications. Funders



have also been offering additional funding opportunities to KPs to enable them to focus more
intensive efforts on effective dissemination (Barwick, 2016).

Although many public health KPs recognise the importance of engaging and
communicating research evidence in ways that go beyond academic outputs targeted
primarily at other researchers(i.e., publications, presentations), most admit to using
opportunistic and haphazard KT-D strategies (Oliver & Cairney, 2019). Typically, these KT-
D outputs tend to neglect non-academic KUs and/or are conducted in the later stages- or at
the end of - a research programme. Although end-of-grant KT may be the most appropriate
dissemination format for a specific piece of research (e.g. clinical research, in cases where
iKT is more suitable), it is often not prioritised appropriately. In fact, evaluations that involve
KUs throughout the research process are historically not well documented in the literature
(Mitton et al., 2007; Wathen & MacMillan, 2018).Further still, specific strategies that help to
improve research dissemination within the policy context — particularly networking strategies
- are still relatively underdeveloped and require further investigation (Haynes et al., 2018;
Oliver & Cairney, 2019; Van de Goor et al., 2017).

However, studies have found that few KPs engage in formal KT-D planning or use a
structured approach to monitor and evaluate KT-D strategies in light of the intended KT-D
goal (Lombardi, 2018; Ngamo et al., 2016). A number of authors suggest that applying and
utilising a KT-D framework or tool and engaging in prospective and considered planning can
ensure a more structured and effective dissemination effort and attainment of KT-D goals
(Barwick, 2016; Cambon et al., 2017; Grimshaw, 2012). Moreover, evaluating dissemination
efforts can contribute to the development of more tailored, cost-effective, and successful
strategies (Barwick et al., 2008). The field of KT-D is evolving and there is still much to

learn, therefore, about how best to conduct and support effective dissemination (Morton &



Sedita, 2018). Further investigation on the effectiveness of dissemination studies in real-
world contexts has been indicated (e.g. Cunningham et al., 2018).
1.3  Research Context

The present research was carried out as part of a larger, six-year research programme
(2014-2019) called ENRICH (EvaluatioN of WRaparound in Ireland for CHildren and
Families). The ENRICH research programme was funded by the HRB under its Collaborative
Applied Research Grant scheme (€1.25m; grant no. 2050146). The research was led by a
multidisciplinary team at the Centre for Mental Health and Community Research (CMHCR),
Department of Psychology, Maynooth University, and conducted in collaboration with a
range of community-based practitioners, stakeholders, and academics based in several
different organisations and institutions in Ireland and the UK.

The overarching aim of the ENRICH programme was to assess the development,
implementation, effectiveness and cost-effectiveness of two wraparound-inspired models
designed to promote child and family well-being in the early years. These models address the
complex health and social care needs of parents and their young children who are deemed to
be at risk of developing emotional and/or behavioural problems, or those families who reside
in communities characterised by socio-economic disadvantaged. Both models evaluated by

the ENRICH research programme (https://cmhcr.eu/enrich-programme) comprised a range of

core components from the Incredible Years programmes designed to promote parent sense of
competence and well-being and encourage positive infant health and development (Menting
et al., 2013; Reid & Webster-Stratton, 2008), and from non-standardised services and
supports targeting additional family needs such as child safety, paediatric first aid and dental
health workshops, as well as play and oral language development sessions.

These two models are described in more detail below.



1. The Parent and Infant (PIN) or UpTo2 programme is a group-based programme for
parents and their infants from age 0-2 years. Itwas developed in Ireland by a non-
governmental organisation in collaboration with public health nurses and other
community-based organisations funded through the ABC programme (Hickey et al.,
2018; Leckey et al., 2019). Practitioners responsible for the deliveringthe programme
includePublic Health Nurses (PHNs), family support workers, local health officers,
and community development workers. This service model is being implemented in
areas characterised by socio-economic disadvantage in West Dublin and County
Louth, Ireland.

2. The CHildren At Risk Model (ChARM) was developed by a child welfare team in
collaboration with the ENRICH research team and is aimed at parents of children
aged 3-11 years to help prevent child maltreatment and improve child well-being
within high-risk families. The programme isdelivered by social workers and family
resource workers in socio-economically-deprived areas of Dublin and Kildare,

Ireland.

Overall, both programmes combine, within a wraparound-inspired framework, a
comprehensive range of developmentally-appropriate parent and family supports tailored to
the parent/community needs. The programmes are coordinated with available supports within
the local community system, involving multidisciplinary service provision. A number of
publications have been produced, to date, on the research (e.g. Hickey et al., 2021; Hickey et
al., 2019; Leckey et al.,, 2019), and dissemination is ongoing. The candidate has been

involved in co-authoring some of these publications (see Appendix 1).



1.4 The Current Research

One of the six work packages within the ENRICH research programme involved a KT
element, designed to help disseminate the research findings as they emerged throughout the
duration of the research (as opposed to at the end of the programme), and also to evaluate the
dissemination process and related outputs on an ongoing basis. This work package formed the
basis of the research reported here (which began in 2015) (see Figure 1.1). Additional
funding for further KT-D strategies during the ENRICH programme was also sought and
secured (€59,944) as part of a subsequent successful application to the HRB Knowledge
Exchange and Dissemination Scheme (KEDS) in 2018. The emergent findings from the KT-
D case study helped to inform the preparation of this application which was co-led by the
candidate (as lead co-applicant).This additional funding (called the ‘LinKT’ study (Linking
into Knowledge Translation) enabled the team to undertake more work on the embedded, and
evolving dissemination process to inform, develop, execute, and evaluate KT-D strategies
within the ENRICH programme and, more importantly, to generate learning on effective
dissemination within an early intervention and prevention context.

A key aim of the ENRICH programme was also to implement the findings by
informing practice and policy (e.g. through the development of an implementation manual for
practitioners). However, it was not possible within the timeframe of the research, to examine
implementation so as indicated earlier, this research investigated, instead, the dissemination
component of KT or KT-D. Further information on the wider implementation context, is

provided later in Chapter Two.



Figure 1.1

Current Research in the Context of the Larger ENRICH Research Programme

THE ENRICH PROGRAMME AIM:

To assess the effectiveness and cost-effectiveness of two wraparound-inspired models in
addressing the complex health and social care needs of family living in disadvantaged areas who
may be at risk of developing, emotional/behavioural problems.

KT STUDY AIM 2:
KT STUDY AIM 1: To increase

To explore how research visibility, understanding, and
evidence is disseminated in the engagement with the findings from
field of public health. the ENRICH programme services in
Ireland.

1.4.1 Current Research: Aims and Objectives

The two overarching aims of this dissemination-focused research were to: (a) explore
how research evidence is disseminated in the field of public health; and (b) to increase
visibility, understanding, and engagement with the ENRICH programme evidence through a
series of KT-D strategies targeted at KUs within child and family services in Ireland.

The specific objectives of this research were:
1. To identify and analyse the underlying contexts and processes involved in
achieving KT-D goals (through KT-D strategies) and resultant KT-D outcomes—
relating to increasing awareness, understanding, and engagement — tailored to

KUs (policy makers, practitioners, researchers, and parents) in public health.



2. To identify and critically review key national policies, website information, and
organisational reports (from the previous 20 years) relating to child and family
health and social care in Ireland in order to ascertain, insofar as possible, the
extent to which - and how - policy and practice have been influenced by research;

3. To identify the influential factors (facilitators and barriers) that shape access,
awareness, dissemination, and the interpretation of evidence in an early years
context in Ireland from the perspective of targeted KUs (e.g. researchers, policy
makers, practitioners, and parents); and to undertake a detailed KT-D case study
on the design and development of a multi-component KT-D plan that involved
documenting, tracking, executing and, where possible, evaluating a series of KT-
D strategies in relation to specified KT-D goals for the ENRICH research

programme, as guided by a planning tool and, in part, by the above findings.

1.5 Thesis Outline

The following section outlines the content of the remainder of the thesis.
Chapter Two presents a review of the international literature on the background and growth
of the field of KT-D including terminology, evidence on the effectiveness of KT-D, and
availability of KT-D tools and frameworks to inform planning and evaluation of KT-D goal
attainment. This chapter also focuses on the literature pertaining to the primary facilitative
and inhibitive factors that have been identified as associated with effective dissemination

conducted with KUs in the field of public health.

Chapter Three details the overall study design and the methodological approach
underpinning the current research in the context of the ENRICH research programme and
addresses other important methodological issues, including ethical considerations, reliability

and validity concerns, and researcher reflexivity.
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Chapter Four presents the method and results pertaining to Phase One and objective one
above. This chapter focuses on an evidence synthesis of international literature using realist
principles to explore the underlying processes and contextual factors involved in KT-D
strategies, and the outcomes of the corresponding KT-D goals for the targeted relevant KUs

(policy makers, practitioners, researchers, and parents).

Chapter Five presents the method and findings relating to Phase Two - a critical
documentary analysis (which aligns with objective two above). The analysis critically
reviews a range of documentation (e.g. national government policies and organisational
reports) to determine how evidence-based research on children and families has informed

policy and practice decision-making over the past two decades.

Chapter Six describes the methodological approach and results from Phase Three - n
integrated case study based on a description and evaluation of the KT-D strategies executed
as part of the ENRICH research programme (including several strategies that were added
midway through the research programme following the additional HRB funding). This
chapter addresses the third research objective. In-depth analysis of the views and experiences
of both KUs and KPs (from qualitative and quantitative findings) are discussed and themes

presented.

In Chapter Seven, all findings are synthesised and critically discussed in the context of
previous research. The chapter concludes with a discussion of the strengths and limitations of
the research, and considers future directions for research, as well as the implications of the

findings for researchers, practitioners, policy makers, and parents.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

This chapter provides a review of the published national and international literature on
the evolution of the KT-D field and the factors that contribute to the effectiveness of
knowledge translation-dissemination (KT-D) in public health. The first section describes the
evolution of health research dissemination, the influence of evidence in public health
decision-making, and related terminology and definitions. The subsequent section focuses on
the literature pertaining to the key barriers and facilitators that are commonly associated with
disseminating public health research evidence, as identified by the primary knowledge users
(KUs) and knowledge producers (KPs).The increasing importance of measuring the impact of
KT-D strategies and the development of KT-D frameworks and planning tools is described in

the concluding section of the chapter.

2.2 Dissemination of Health Research Evidence: Evolution
2.2.1 Whatis Evidence?

According to Puddy and Wilkins (2011), evidence combines the best available
research findings with field-based expertise and contextual factors. Thus, research findings
are deemed a crucial element of the decision-making process in terms of public health policy
formation, service provision, and future research (Comiskey et al., 2015; Squires et al.,
2015).More specifically, Haynes and colleagues (2018), defined research evidence as
“collections or analyses of data, or theory, found in peer-reviewed papers, books, or in grey
literature such as internal evaluations and reports on authoritative websites, or presentations

from researchers” (p. 2).
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2.2.2 ‘Evidence-based’ versus ‘Evidence-informed’ Approaches to using Research
Evidence

The concept of disseminating and implementing evidence in practice settings in order
to improve population health outcomes came to the fore in the late 1970s (Horsley et al.,
1978). The term ‘evidence-based practice’ (EBP) subsequently emerged and was popularised
in the 1990s (Parahoo, 2017). Also, the ‘80s and ‘90s saw a move towards evidence-based
policy formation that evolved from EBP (Banks, 2009). This process of utilising the most
reliable and rigorous available research evidence to improve the efficiency, quality, and
sustainability of health service provision and policy materialised across different sectors (e.g.
health and education) and countries, including Australia and the United Kingdom (e.g.
Baumbusch et al., 2008; Ingold & Monaghan, 2016). Further still, during the 1990s,
the Cochrane Collaboration and Campbell Collaboration were established in the United
Kingdom to compile evidence from the highest quality randomised controlled trial (RCTs) in
order to guide health research, social and educational policies, and practices (The Campbell

Collaboration, 2019).

EBP and evidence-based policy also subscribe to the idea of the hierarchy of
evidence. While there is no universally agreed-upon hierarchy of research evidence,
traditionally the quality of the research is based on its reliability and the likelihood of bias
(Del Mar et al., 2013; Glover et al., 2006) (Figure 2.1). Thereby, the least reliable forms of
research evidence stem from anecdotal or non-empirical designs (Usher & Fitzgerald, 2008).
This is followed by case controlled studies, case reports, and cohort studies which are deemed
to be slightly more reliable in-depth empirical studies that combine both qualitative and
quantitative data (Del Mar et al., 2013).At the higher end of the research quality scale are

RCTs - referred to as the ‘gold standard’ of research design (Koch et al., 2008). Finally, the
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most rigorous and reliable form of evidence are systematic reviews and meta-analyses that
compile all of the available empirical literature on a particular topic (Cochrane Community,
2015). Therefore, evidence hierarchies primarily categorise the strength of the evidence and
can guide decision-making, with less attention to other forms of evidence, such as practice
knowledge(Kumah et al., 2019; McTavish, 2017).However, over-reliance on this approach

leaves little room for flexibility in terms of the how to address population concerns.

Figure 2.1

Hierarchy of Research Evidence Pyramid According to Glover et al. (2006)

Randomised Control
Trials (RCTs)
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Practitioners and policy makers can encounter difficulties when applying more rigid
forms of evidence in policy, creating a reduced desire to implement the evidence among
some researchers, practitioners, and policy makers (Kumah et al., 2019; Wensing & Grol,
2019). For example, Cairney (2016) argues that the process of policy-making is complex and
the use of evidence alone can underestimate other aspects of decision-making, such as
political will. Cartwright and Hardie (2012) also opposed an over-reliance on expensive and
time-consuming RCTs that do not always reflect the reality on the ground and can restrict
decision-making capability, possibly impacting population outcomes. For instance,
the Nurse-Family Partnership- an early intervention parenting programme - was found to be
effective in a California-based RCT, but had non-significant effects in other parts of the
United States and in the UK (e.g. Robling et al., 2016).Assuming the programmes’ lack of
significance outside California reflected an intervention failure and not an implementation
failure, this example illustrates how a programme found to be successful in one setting can
fail in others, despite a ‘gold standard’ level of evidence. It must also be noted that is unclear
whether the programme failed because the intervention did not work in another

setting/context or because it was poorly implemented.

For this reason, ‘evidence-informed’ policy and practice are being increasingly
advocated for and utilised in public health (Ingold & Monaghan, 2016; Van de Goor et al.,
2017). Although both evidence-based and evidence-informed approaches involve utilising
research findings in decision-making -the latter implies, to a greater or lesser degree, the
notion that decision-making should be guided by empirical evidence whilst also giving equal
weight to contextual factors (such as tacit knowledge, the political and social context,
personal values, and professional and lived experience) (Palinkas et al., 2014; Rycroft-

Malone et al. 2011). An evidence-informed approach rejects a strict hierarchy of evidence, in
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favour of contextualised evidence (including systematic reviews, RCTs, qualitative research,
observational studies, and expert opinions). In this way, interventions deemed to be supported
by empirical evidence and suitable for a particular context are considered in the decision-
making process (Epstein, 2009). For example, the likelihood of evidence-based interventions
being taken up in child and family services decreases if usual practices and/or service user
preferences are considered a better fit for the given context (Aarons & Palinkas, 2007;

Morton, 2015).

Whilst some authors, (e.g. Cardoso et al., 2017) use the terms ‘evidence-based’ and —
‘evidence-informed’ interchangeably, others debate which of these approaches best facilitates
the effective dissemination and/or application of evidence (Kumah et al., 2019; Nevo &
Slonim-Nevo, 2011). Some of the differences between the two approaches are outlined in
Table 2.1. For example, according to Epstein (2009), evidence-informed practice should be
utilised more than EBP so that decision-making in healthcare practice “might be enriched by
prior research but not limited to it” (p. 9). Thus, allowing more flexibility in the decision-
making process can benefit the knowledge user (KU) by maximising the impact of research

evidence.

2.2.3 Bridging the ‘Knowledge-to-Dissemination’ Gap

The utilisation of research evidence is not always evident within policy and practice
settings (McCormick, 2013). It has been widely reported that evidence can take, on average,
17 years to be implemented into routine clinical practice and, still, only about half of
evidence-based interventions achieve widespread use in community settings (McClean et al.,
2012).Thus, a recurring finding in the literature over the last couple of decades is the slow

and haphazard process of communicating evidence to practice or policy (e.g. Grimshaw et al.,
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2001;Powell et al., 2017). High-quality evidence that does not reach intended KUs can
arguably negatively impact services and the health and well-being of the population.
Table 2.1

A Summary of the Differences between Evidence-Informed Practice and Evidence-Based

Practice
Evidence-Based Practice Evidence-Informed Practice
e There is no room for flexibility when e Offers a more critical approach and
applying evidence into practice. considers the context of the decision-
e Ranks the quality of different types of making process.
research  evidence  (Nevo & e All forms of research evidence are
Slonim-Nevo, 2011). considered.
e The service user is at the centre of the
decision-making process, not the evidence
(McTavish, 2017).

In the mid-2000s, the World Health Organisation (WHO) recommended the more
effective communication and promotion of reliable and relevant health evidence within
policy and practice (Graham, et al., 2006). Since then, there has been an increasing need to
ensure that high quality and relevant evidence is available, and that it is disseminated and
contextualised in order to enhance population well-being.

Furthermore, there is an increasing need to justify the funding allocated for research
(Proctor et al., 2011). Each year, considerable public investment is devoted internationally to
expanding knowledge in various health research domains including child and family services.
For example, in 2016 alone, Australia committed $6.5billion (Australian dollars), the United
States $171.8billion (US dollars), and the UK £755.5million to health and medical research
(Eljiz et al., 2020). However, it has been estimated that the failure to effectively translate

high-quality evidence has cost approximately $200billion overall, in research waste in the
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U.S. (Graham et al., 2018), signalling a poor return on research investment (Neta et al.,
2014).

Many developed countries have established centres and programmes focused on
maximising knowledge translation, such as: the Centre for Effective Services (CES) in
Ireland; Collaborations for Leadership in Applied Health Research and Care in the UK; the
Quality Enhancement Research Initiative (QUERI) in the United States; and Knowledge
Translation Canada (Bauer et al., 2015; Wensing & Grol, 2019). In addition, major global
funders, such as the National Institute for Health Research in the UK, the National Institutes
of Health in the USA, the Canadian Institutes of Health Research, and Innovationsfond in
Germany, have made substantial funding available to advance research in KT (Wensing &
Grol, 2019). Another example is from one of Australia’s leading research funding bodies —
the National Health and Medical Research Council — that identified research translation as a
priority area in their 2013-2015 Strategic Plan (Commonwealth of Australia, 2012). Research
funders have been key drivers in promoting and disseminating evidence over the last 10-15

years.

2.3 Dissemination of Health Research Evidence: Terminology

There has been considerable investigation and interest in the evolving process of
advancing the use of evidence in both policy and practice. The process and strategies used to
share evidence in policy and practice has been described using numerous terms in the
international literature, many of which are applied interchangeably. McKibbon and
colleagues (2013) found that there are up to 100 terms, with some of the most prominent
including ‘knowledge translation’; ‘knowledge transfer’; ‘knowledge mobilisation’;

‘knowledge exchange’; and ‘diffusion’ (Figure 2.2).
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Figure 2.2
Word Cloud of Common Terms Used to Describe the Dissemination Process (McKibbon et

al,, 2013)

transfer
exchange

knowledge

mobilisation
diffusion
translation

While the meaning of the numerous terms is open to interpretation, all capture the concept of
sharing research evidence between researchers and relevant KUs— usually in a reciprocal way
- using a range of methods and strategies, with the ultimate aim of improving health
outcomes for individuals (Straus et al., 2009). Although the terms are synonymous, they can
differ depending on the field of study. For instance, outside of the healthcare sector,
‘knowledge transfer’ and ‘knowledge mobilisation’ are commonly used terms (Graham et al.,
2006).
2.3.1 Knowledge Translation: Dissemination and Implementation

One of the most commonly used terms to describe the process of sharing evidence in
healthcare, is knowledge translation (KT) (Armstrong et al., 2007). The term KT was coined

by the Canadian Institutes of Health Research (CIHR) in 2000 when Canada was becoming
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the established leader in the field of research dissemination and implementation (Mathew et
al., 2014). While there is no single agreed-upon definition for the term ‘knowledge
translation’ (Wathen & MacMillan, 2018), it is most commonly defined as capturing a
“dynamic and iterative process that includes the synthesis, dissemination, exchange, and
ethically-sound application of knowledge within a complex set of interactions among
knowledge producers and knowledge users” (Canadian Institutes of Health Research [CIHR],
2014, para. 4).This definition suggests that KT is an overarching umbrella term that includes
the dissemination and/or instrumental implementation of evidence in health care settings,

(Barwick et al., 2020).Thus, KT can involve both dissemination and implementation.

Indeed, during the 2000s, KT influenced the emergence of the field of implementation
science and the launch of the now well-known and reputable peer-reviewed journal
Implementation Science in 2006 (Bauer et al., 2015; Ward et al., 2009). Implementation
science has been defined as “the scientific study of methods to promote the systematic uptake
of research findings and other evidence-based practices into routine practice settings, and,
hence, to improve the quality and effectiveness of health services” (Eccles & Mittman 2006,
p. 1). The ambition of this field is to generate knowledge and produce insights into
implementation processes, barriers, and facilitators to evidence uptake, and to identify

strategies that promote better use of evidence (Fixsen et al., 2019; Westerlund et al., 2019).

Importantly, the field of implementation science provides the wider context for the
current research, in the sense that one aspect of this field relates to increasing awareness of,
and understanding, knowledge before it can be implemented (Bauer & Kirchner, 2020). As

outlined in Chapter One, this knowledge dissemination (or KT-D) - rather than evidence
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implementation per se which, arguably, is a much longer and more complex process - is the
sole focus of the current research.

Dissemination itself is a comprehensive and active means of “spreading of
information” and sharing knowledge (Bauer et al., 2015, p. 3). Typically, therefore, this can
be both a process and an outcome, and includes purposeful strategies to help make research
accessible and understandable through two-way communication and collaboration with a
wide range of researchers and knowledge users (Sladek & Tieman, 2008). KT-D has also
evolved over time, moving from primarily disseminating research to other researchers, to
sharing findings with a range of other additional knowledge users such as policy makers,
service users, community and voluntary sector organisations and the general public (Wathen
& MacMillan, 2018). Current KT-D approaches also encourage more tailored processes of
disseminating knowledge in order to better suit the needs and preferences of relevant
knowledge users and their particular contexts (Tetroe, 2007). Indeed, according to Hanneke
and Link (2019) - and in line with a social marketing philosophy - the more tailored a
‘product’ or strategy is, the more likely it is to be seen, hence its importance in effective

dissemination.

2.3.2 Types of Knowledge Translation -Integrated KT and End-of-Grant KT

There are two ways in which researchers and knowledge users can engage with
evidence during the research process- integrated KT (iKT) and/or end-of-grant KT (EoG-KT)
(McClean et al., 2012).The former involves researchers and knowledge users (such as policy
makers or practitioners) working together through interaction and active participation from
the beginning and throughout the research process in a mutually beneficial way (i.e.,
developing research questions, methodologies, carrying out data collection and analysis,

interpreting research findings, and developing and executing KT-D strategies) (Kothari &
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Wathen, 2013). In this way, iKT leverages the mutually beneficial relationship between
knowledge producers and knowledge users and can thereby increase the likelihood that health
evidence will influence policy and practice (Gagliardi et al., 2016; Wathen & MacMillan,
2018). However, it has been highlighted that there is limited evidence and guidance about
how researchers and knowledge users should engage in iKT to maximise impact and, in turn,
how this might be evaluated (Graham et al., 2018; Zuiker et al., 2019).This lack of specificity
and evidence of effectiveness could impact the likelihood that researchers will choose to
engage in this process.

It is also important to note that aspects of iKT overlap with the concept of Public and
Patient Involvement (PPI) in research which has assumed an increasing importance in recent
years. PPI takes into account the opinions, views and experiences of the public and/or
services users — who are at the centre of a research project - in the research process, in order
to increase the relevance and impact of the findings and to strengthen the relationship
between the researchers and the participants (National Institute of Health Research, 2021).
This involvement can also lead to service users or ‘experts by experience’ being included, for
example, as co-applicants on a research project, identifying and advising on research, or
assisting in the development and review of research materials (Walsh et al., 2020). Likewise,
iKT aims to include all KUs in the research process, including service users.

EoG KT-D strategies are more common and are undertaken by researchers at the end
of research programmes and projects. These include strategies such as publications or
presentations, with KUs having a minimal or non-existent role in the knowledge production
and dissemination process (CIHR, 2015). Although EoG-KT is still a necessary and common
practice in academia, an iKT approach is increasingly being adopted by researchers in health
care and clinical sciences in order to maximise the impact of their research (Graham et al.,

2006).
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2.4 Key Factors Influencing Health Research Dissemination

Despite continued growth in health research and improved recognition of the
importance of KT-D, efforts to share research evidence still face many challenges.
Understanding the differing perspectives, needs, and expectations of various KUs remains a
significant challenge to effective KT-D (Barwick et al., 2009). Public health research
programmes, in particular, are often highly complex and comprise multiple interacting
KUs(such as numerous service providers in mental health, physical health, education), which,
in turn, can inhibit or challenge the effective execution of KT-D (Morton & Sedita, 2018;
Darker et al., 2018). For this reason, substantial efforts have been made to identify ways to
overcome barriers and maximise the benefit that can arise from research evidence
(Cvitanovic et al, 2015; Oliver et al, 2014). The following section explores the most common
barriers and facilitators to disseminating research evidence identified in the KT literature.
Notably, these appear to vary little by jurisdiction or by area of health research, including

clinical and public health (Sibley et al., 2017).

2.4.1 Availability of Resources and Access to Research Evidence

The dissemination of evidence to targeted knowledge users requires sufficient
resources to meet the demand (e.g. Margaryan et al., 2011; Tricco et al., 2016). However, for
decades, researchers and KUs (such as policy makers) have reported insufficient resources
available to support the dissemination of evidence, including in both low- and middle-income
countries (Edwards et al., 2019). This has also impeded the general awareness of, and
accessibility to evidence, both of which are imperative if health research findings are to be
considered or introduced into policies and routine service provisions (Haynes et al., 2018;
Oliver et al., 2014). The specific resources that influence research visibility can be sub-

divided into a number of categories as described below.
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Adequate Funding. A lack of adequate funding can be a major barrier to effectively sharing
evidence (e.g. Parahoo, 2017). Funding is required to, for example, attend conferences or
engage in capacity-building training. There is no shortage of national and international
academic journals that contain health research evidence. However, access to many journals
lies behind expensive paywalls (where a paid subscription is required to view articles),
hindering access by non-academic KUs who are then further prevented from benefitting from
the evidence. Limited access to relevant high-quality evidence has been cited as a barrier by
both policy makers and practitioners alike for decades (Aarons & Palinkas, 2007; Stevens et
al., 2014).According to Green (2019), ‘invisible’ research is a waste of time and funding if it
only gathers “digital dust” online by being located behind firewalls. Although academic
journals and conferences are by far the most common means by which researchers
disseminate their research, only half of public health practitioners use academic journals in
their day-to-day work (Hanneke & Link, 2019). This suggests a need to improve access to
research evidence through other means, as conferences and journal articles are not expressly

aimed at non-academic KUs.

Adequate research funding and KT-D incentive schemes for researchers, in particular,
have been found to enhance the dissemination of evidence in practice amongst child mental
health practitioners (Barwick et al., 2008; Moore et al., 2011).Allocating funding to KUs to
access evidence through the paywalls on academic journals and attend conferences and
capacity-building training can enhance the visibility of evidence. Publishing journal articles
in an open access format can allow all KUs to source the evidence more easily (e.g. the
Implementation Science or BMC Health Services Research journal). For example, Horizon
2020 (European Research Council, 2017) - the biggest EU Research and Innovation

programme - aims to develop and implement policies to ensure that publicly funded evidence
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is made available online for free. However, for most academic journals to be open access
there is often a considerable cost for the knowledge producer which, in turn, can create a
barrier to this avenue of research dissemination (Hanneke & Link, 2019). Open access
articles have the advantage of being accessible to all readers free of charge, which increases
the chance of being visible to the readers (Tripathy et al., 2017). However, open access will
only build awareness and knowledge for those KUs who seek it and who can understand what

is being communicated.

Research Funders. Researchers may not prioritise KT-D due to competing demands, limited
timelines and budgets. Funding bodies can play a crucial role in encouraging research
dissemination by providing incentives or funds for KT-D planning, execution, and evaluation
(Barwick, 2016), for instance, through the Health Research Board (HRB) Knowledge
Exchange and Dissemination Scheme in Ireland and the CIHR Planning and Dissemination

grants in Canada) (Mitton et al., 2007).

Available Time for KUs. Typically, KUs (e.g. practitioners such as nurses) report having
insufficient time to source research evidence (Maaskantet al., 2013; Parahoo, 2017). With
hectic work schedules, there can be few incentives for practitioners and policy makers to
invest working hours in identifying, retrieving, reading, and absorbing research findings
(Tricco et al., 2015). Systematic reviews (as championed by the Cochrane Collaboration)
have been used for some time to share evidence with several KUs (including child and family
welfare policy makers and practitioners)and to inform health policy decision-making in a
more synthesised format (Holzer et al., 2007). However, systematic reviews can be daunting
in terms of their length and technical detail and can be challenging for the non-expert reader.
Concise and summarised research dissemination strategies may help to address these

concerns.
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Available Time for KPs. From an academic perspective, researchers may also have
inadequate time and/or incentive to engage and participate in KT-D and to develop and
deliver a variety of KT-D strategies, other than, for example, traditional EoG KT-D strategies
from funder obligations (Stevens et al., 2014). Thus, key resources for promoting research
communication include protected time for the retrieval and evaluation of research findings

and for planning knowledge dissemination and application (Landry et al., 2006).

Human Resources. Within the health practice setting and particularly in the field of mental
health and child and youth services, staff turnover rates tend to be high (Evans & Huxley,
2008). Staff shortages in a practice setting generally lead to high workloads which can impact
on KUs ability to access or disseminate research (Parahoo, 2017; Stevens et al., 2014).
Indeed, staff shortages have also been reported as a barrier in terms of not having designated
personnel to interpret research evidence on behalf of KUs (such as child mental health
providers) or organisations (Barwick et al., 2008).

Researchers at international large-scale organisations often have access to
professionals who can help them engage in targeted KT-D such as policy makers and
community partners. For example, Australia and Canada have seen the emergence of
dedicated teams or new roles (i.e., knowledge brokers or KT practitioners) created to promote
research communication and mitigate the constraints experienced by KUs in accessing and
understanding research evidence (Eljiz et al., 2020). University-based researchers are far less
likely to have access to KT-D supports and resources and identified a need for personnel to
act as KT ‘experts’ to facilitate dissemination, thereby relieving the time constraints of such

activities (Hanneke & Link, 2019).
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2.4.2 KT-D Strategies used to Communicate Research Evidence

The means and strategies by which research findings are communicated and how KUs
prefer to access evidence can also impact the likelihood of successful dissemination (Aarons
& Palinkas, 2007). Traditionally, and as indicated earlier, the translation of research into
public health practice and policy was not a major concern of academic researchers and,
therefore, was carried out usually in a passive and linear way (e.g. publishing papers in
academic journals), reflecting the expectations and pressures of academia (Bauer et al., 2015;
Kernohan et al., 2018).This traditional form of research dissemination still remains the
dominant method of sharing evidence amongst researchers, with more than one million
health-related papers being published in the PubMed database each year —or approximately
two papers per minute (Landhuis, 2016). This strategy usually suggests that the onus is on the
KU to source, filter, and interpret a vast literature in order to identify, critique, and/or apply
relevant findings (Eljiz et al., 2020). Whilst this is still a useful and widely accepted means of
dissemination depending on the KT-D goal (e.g. sharing knowledge within the academic
community and to funding bodies). However, it has been argued that it is no longer enough in
terms of achieving all intended KT-D goals, such as increasing awareness amongst service
users and other KU groups (e.g. child practitioners) that do not normally access academic
journals (Barwick et al., 2008).

KT-D effectiveness depends, in part, on the goal of the dissemination (Mitton et al.,
2007). However, it has also been suggested that the more sources from which evidence
emanates (e.g. print, web-based, and audio), the more likely it is to be heard, seen, and acted
upon (Li et al., 2018). Therefore, employing multiple tailored KT-D strategies to share
knowledge is recommended over the use of a single strategy (Stienstra, 2012). In addition, it
is thought that combining traditional researcher-facing (e.g. peer-reviewed articles,

conference presentations) with more concise and interactive KT-D strategies (e.g. media
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engagement, interactive educational sessions, research summaries) is key to advancing

evidence dissemination across key KUs (Eljiz et al., 2020). There are also important

questions about the kinds of KT-D strategies that are most (or least) effective — this is

discussed in more detail in Chapter 4. Nonetheless, it is proposed that KT-D strategies are

more likely to be effective if they are actioned in line with the following guidelines, as

developed by the researcher (SO’C) based on a review of the literature (Figure 2.3):

1.

Strategically target and tailor research evidence to the KU needs, preferences, and the
particular context such as the practice or policy setting (Flinders, 2013; Graham &
Tetroe, 2009). This includes adapting the evidence content and language so that it fits
the intended context (Darker et al., 2018). This can be achieved through consultations
with key KUs.

Ensure that research evidence is made easily accessible to KUs, with main messages
presented as key points or summarised in plain and shared language. In line with this,
a Plain Language Bill was introduced to Ireland in 2019 to help ensure that
information for the public from the Government is easily interpreted (National Adult
Literacy Agency [NALA], 2020).

Individuals are 80 per cent more likely to read a piece of text when it is accompanied
by an image as it becomes more relevant to the user (Green, 2019). Therefore, it can
be useful to include imagery or infographics that are easy to understand but not over-
simplified within research summaries, posters, educational materials, oral
presentations, and videos (Marquez et al., 2018).

Consider working with an individual(s) or organisations with high credibility - who
usually work within the KU environment — who can act as a champion and advocate

and encourage awareness of the research findings and promote engagement amongst
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KUs throughout the research (Darker et al., 2018). Empirical studies have found that
KUs (e.g. policy makers) are more likely to engage with research shared via trusted
and reputable channels rather than from unknown sources (Hawkes et al., 2016;

Jessani et al., 2020).

Figure 2.3

General Recommendations for Effective KT-D Strategies

Plain Language
Summaries with
Imagery

Target and Tailor
Evidence

2.4.3 Knowledge Users’ Capacity and Skills to access Research Evidence

As highlighted, the ways in which research findings are presented can also impact the
extent to which they are successfully disseminated. Research evidence that is reported using
jargon and complex statistical analyses can be difficult for non-academic KUs (e.g.
practitioners or policy makers) to interpret and can hinder access to emerging findings
(Grimshaw et al., 2012). Presenting research in an academic manner does not account for
KUs who may prefer evidence to be portrayed in plain language or through audio (Bowen &
Graham, 2013; Kajermo et al., 2010; Parahoo, 2017).

Therefore, capacity-building initiatives aim to increase KU ability (i.e. policy maker

and practitioner) to source and interpret academic research and enhance their critical
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appraisal and research skills (Cairney et al., 2016; Melnyk & Newhouse, 2014). According to
Haynes and colleagues (2018), capacity-building is “conceptualised as a suite of strategies
that seek to increase the self-sustaining ability of people to recognise, analyse and solve their
problems by more effectively controlling and using their own and external resources”
(p.100). International and domestic initiatives that aim to build KU capacity in research
dissemination — and typically are aimed at practitioners and policy makers - include, for
example, the Quality and Capacity Building Initiative (QCBI) and ‘What Works’ resource in
Ireland, the Research to Practice Programme in Australia, and the Evidence Request Bank
Project in the UK (DCYA, 2019; Holzer et al., 2007; Morton & Sedita, 2018). For instance,
the first of these, the QCBI offers a central database and online learning platform for policy
makers, service providers, and practitioners to access, appraise, and apply evidence in their
work (DCYA, 2018). These initiatives also highlight the developing importance placed on

KT-D in the health sector.

Knowledge Producers’ Capacity and SKkills to disseminate Research Evidence.

Knowledge producers can also lack the skills and expertise necessary for
dissemination, such as using social media to share findings with diverse audiences and plain-
language writing (Edwards et al., 2019). Therefore, enhancing the visibility of health research
requires knowledge and skills capacity-building for both researchers and KUs (Barwick et al.,
2008). Indeed, over the past decade, researchers have been expressing increasing interest in
learning more about engaging in KT-D, such as developing KT-D plans and working with
KUs (Sibley et al., 2017).Further still, as mentioned previously, the role of funders is an
important influence in this regard as increasingly academics also need to show how they will
engage in KT-D and produce dissemination plans in line with their capabilities (Banks et al.,

2017).
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2.4.4 Enhancing Collaboration between Knowledge Users and Producers

The importance of developing meaningful collaborations among KPs and KUs
involved in health research has been recognised for decades (Caplan, 1979). The need for
two-way exchanges between the researchers and users of knowledge is important because
effectively disseminating knowledge in a one-way fashion is usually not sufficient to achieve
a range of KU goals (Baumbusch et al., 2008). Consequently, collaboration among multiple
KUs represents an important component in improving health and well-being outcomes for
children and families — as well as across health research areas (Moore et al., 2017). A number
of authors have argued that close collaboration between researchers and knowledge users in
the health sector should be encouraged as early as possible (following an iKT approach) and
throughout the research process to increase the relevance of the research results to the user
and promote the uptake of findings (Bowen & Graham, 2013). The quality of these
relationships and clarity around KU roles and how each KU contributes to the research is
another important factor in building and sustaining connections (Grimshaw et al., 2012). Less
tokenistic and more sincere and regular interactive and collaborative meetings between KUs
(e.g. researchers and health policy makers) are considered paramount in facilitating
discussion and communicating the strengths and weaknesses of a research study clearly
(Marquez et al., 2018; Oliver et al., 2014).

Available evidence suggests that specific KT-D strategies may be used to facilitate
collaboration and build capacity to promote access to research evidence. These can range
from formal (e.g. advisory committees) to more informal collaborations (e.g. social
networking groups). Also, researchers can collaborate with KUs, for example, as co-
investigators, co-authors on academic papers, and co-presenters at conferences (e.g.
Semeniuk et al., 2005). Co-authoring fosters a sense of ownership and responsibility that is

key to bringing about any change in policy and/or practice (Tripathy et al.,, 2017).
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Furthermore, according to Oliver and Cairney (2019), the co-production of research is
considered the most likely way to promote the use of research evidence in policy. However,
this can result in biases and differences between researchers and policy makers in how data is
interpreted, which needs to be managed. Commitment to the collaborative research and
dissemination process can create the potential for longer-term professional relationships and
encouraging better research design and dissemination in future research (Langer et al., 2016).
To be most effective, both formal and informal collaborations and interactions require the
investment of time, effort, commitment, and motivation from the KUs involved (Buick et al,
2016). However, it must be noted that there is also no guarantee that this investment of time

will ‘pay off” until years later or not at all.

However, engaging KUs throughout the research process can also be complex and
challenging (Kitson et al., 2013). For example, if a particular public health programme has
shown to be effective, this can be difficult for practitioners to acknowledge, particularly if
they are seeing a positive impact on the frontline while the programme is running (Guerin et
al., 2017). Managing KU expectations and facilitating multiple perspectives can be an
onerous task, leading to mutual mistrust, tension and power struggles between KU groups,
including policy makers (Innvaer et al., 2002). Therefore, a careful balance is required to

meet the demands of research rigour with the realities of practice.

2.4.5 The Organisational Context in which KUs and KPs Operate

There appears to be a consensus in the literature that there is no “one size fits all”
approach to effective dissemination of research, and that numerous complex interacting
factors must be considered, such as the setting, organisation, the individual, the
communication channels, and the properties of the evidence itself (e.g. Dunne, 2011; Morton

and Wright, 2015). Therefore, a key message highlighted within the KT-D literature is the
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need to consider the context or setting in which knowledge will be disseminated as this may
be the most important enabler of successful KT-D (Bowen & Graham, 2013; Van de Gooret
al., 2017). According to Damschroder and colleagues (2009), context is the “set of
circumstances or unique factors” (p. 3) and these can impede or strengthen dissemination
efforts.

A team of researchers in, for example, Australia and Northern Ireland, identified that
many of the barriers to research dissemination reported by practitioners lie in the
organisational contexts in which they work and relate to, for example, inadequate facilities
and infrastructure, and/or administrative constraints (Cherney & Head, 2011; Elueze, 2015;
Parahoo, 2017). Therefore, the organisational setting in which one works can have more
impact in terms of promoting effective research dissemination than even individual factors.
For example, an individual who may wish to engage with research findings may be restricted
by having insufficient authority to do so within an organisation (Glacken & Chaney, 2004).
Therefore, an organisation can constrain or enhance research visibility (Baumbusch et al.,
2008; Li et al., 2018). Interestingly, Williams and colleagues (2017) reported an increase in
intent to access evidence amongst child mental health practitioners in the United States when
the organisation improved supports and resources in relation to evidence uptake. Thus,
enhancing institutional infrastructure and resourcing can impact sourcing research and KT-D

effectiveness (Langer et al., 2016; Park et al., 2018).

‘The Three Cultures’ of Research, Practice, and Policy. Within the public health field —
and according to Stevens et al. (2014) - the contextual factors that influence evidence
dissemination are the different work environments and conflicting roles and priorities of the
KUs involved in the KT-D process. Importantly, Lewig and colleagues (2006) described the

notion of three separate ‘cultures’ or ‘communities’ of research, practice, and policy that can
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influence health research. The contextual experiences of these three key KU groups - as well
as service users - are explored in more detail in the sections that follow.

The Practice Context. As with many professions, practitioners can have a myriad of work
responsibilities that occur alongside the increasing need to source research findings. The
typically high levels of bureaucracy in child and family services, in particular, has been
linked to poor practitioner attitudes toward sourcing and adopting evidence (Aarons &
Palinkas, 2007). Crucially, a practitioner’s attitude or assumptions about research evidence in
mental health services can predict the likelihood of effectively disseminating evidence
(Sundberg et al., 2018). For example, two dominant but diametrically opposed perspectives in
terms of attitudes towards research evidence have been identified amongst health
practitioners working in Ireland (and elsewhere); they may either consider the importance and
need for evidence in the sector, or they are sceptical about the motivation behind some
research and the quality of the findings (Dunne, 2011). High levels of mistrust in research
findings can increase resistance to the research evidence (Armstrong et al., 2007). This, in
turn, leads to a tendency to prioritise ‘practice wisdom’ and service user preferences over
research evidence when engaged in decision-making in ‘real-world’ frontline services (Zeira,
2010). This evidence-informed approach can include a limited consideration of research
findings. As mentioned, meetings and collaborative strategies can engage practitioners and
try to overcome the barrier of mistrust in research.

The Policy Context. There are difficulties experienced when researchers and policy makers
try to engage (Kitson et al., 2013; Oliver et al, 2014). Policy makers have reported that, due
to the nature of their work, they usually need immediate answers to emerging issues and do
not have the time to wait for research findings to be produced (Stevens et al., 2014). As such,
Lewig and colleagues (2006) described how “scholars embrace complexity. Policy-makers

demand simplicity” (p. 182). In these cases, policy makers tend to prioritise expert opinion
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when research findings are deemed insufficient or untimely (e.g. systematic reviews or
longitudinal studies) with regard to their short-term decision-making needs (Haynes et al.,
2011; Saul et al, 2013). According to Baumbusch et al. (2008), more rapid access to
emerging findings (e.g. policy briefs or research summaries) of emerging findings can help to
meet the needs of policy makers rather than waiting until the conclusion of a research project,
even though the findings at the end of a study are more comprehensive and accurate. This can
also help maintain relationships and awareness of the research study and the research
interests of the policy makers. As in the practice context, the effectiveness of KT-D efforts
with decision makers in the field of health depends on their attitude toward research and their
contact with researchers (van de Goor et al., 2017). Therefore, it has been suggested that
health policy makers require more direct interaction with researchers to influence policy
formation (Oliver et al., 2014).

The wider political context - which can differ from country to country - is also an
important consideration (Darker et al., 2018). Political instability can contribute to division
and tension between KU groups; for example, in times of austerity, government departments
may be unwilling to allocate sufficient funding for research and/or for KT-D (Armstrong et
al., 2007). For instance, in the United States, the former Obama administration funded six
major evidence-based social initiatives. However, the subsequent Trump administration de-
funded the Agency for Healthcare Research and Quality, an important resource for
practitioners and policy makers to access the latest evidence-based recommendations on care
(Haskins & Margolis, 2014: Vogel, 2018). Thus, a non-receptive policy environment can
impede research visibility(Jessani et al., 2018). The life cycle of governments can also change
quite frequently, which can also impact howevidence may be considered in the decision-

making process for policy (Oliver & Cairney, 2019).
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The Research Context. The world of academia has not always provided an environment that
encourages KT-D and varied dissemination of evidence (Mueller et al., 2007). For example,
within universities and other academic institutions, researchers are typically focused on peer-
reviewed publications, book contributions, conference presentations/proceedings, and other
academic outputs because these are valued most within academia and are linked to career
promotion prospects, obtaining research grants, and perceived professional success (Sibley et
al., 2017). In this way, there is a pressure for academic outputs to be prepared ‘by academics
for academics’ (Oliver et al, 2014). Engaging in varied KT-D strategies (e.g. interaction
between KUs, social media, or lay language communication) is not traditionally recognised
as a form of scholarship to measure career progression or research impact (Jacobson et al.,
2004; Sibley et al., 2017).In addition, researchers are often required, as a condition of their
funding, to produce a series of reports and other outputs that meet the needs of the funder but
that can divert priorities away from engaging in KT-D (Kothari et al.,, 2009). The vast
majority of research staff appointed to projects work on a contractual basis. As a result, they
face time constraints at the end of a research project to disseminate the findings in effective
and timely ways before they move on to their next post or project. Consequently, researchers
may not feel incentivised to participate in various forms of KT-D, focusing their time,
workload, and energy instead on fulfilling funder requirements and on their career
development. Furthermore, it has been found that researchers may express negative attitudes
(e.g. frustration and/or burnout) toward practising KT-D due to juggling the various project
demands with no guarantee of impact (Oliver and Cairney, 2019; Sibley et al., 2017).

DORA (2020) stressed that peer-reviewed research papers will remain a central
research output in academia that informs research impact but that a comparative importance
should be given to other research outputs by knowledge users such as funding agencies,

academic institutions, journals, and individual researchers. Thus, widespread engagement in
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KT-D strategies by academic researchers may not be commonplace until academic
institutions foster research environments that recognise the value of a variety of KT-D
strategy outputs in terms of research impact and career progression (Jacobson et al., 2004;
Jessani et al., 2018). This has been changing in recent times. In the last decade or so, KT-D is
seen as an important element of engaged research that is a developing concept in Ireland and
academic institutions elsewhere (Campus Engage, 2016). Engaged research is defined as “a
wide range of rigorous research approaches and methodologies with a common interest in
collaborative engagement, and a shared aim to improve, understand or investigate an issue of
public interest or concern, including societal challenges. Engagement may involve, for
example, research planning and design, collecting and analysing data, building capacity and
translating research findings, as well dissemination activities” (p. 15).Although there are
emerging changes to how academia recognises KT-D practices, the extent to which this
occurs in meaningful ways, and is evaluated, in the university or academic setting is still
unclear (Sibley et al., 2017).Nonetheless, systematic changes are now occurring to promote
better outcomes from research production.

In addition, grant schemes that offer funding specifically for researchers to engage in
KT-D, such as the HRB Knowledge Exchange and Dissemination Scheme in Ireland and the
CIHR Planning and Dissemination grants in Canada (as mentioned earlier), provide important
incentives for further development in KT-D and for embedding it throughout the lifetime of a
research project (Jessani et al., 2018). There are also increasing infrastructural changes to
support researchers in this endeavour, with (as mentioned above) many academic institutions
offering training on effectively engaging with KUs including government departments
(Kenny, 2015).
The Service User Context. Service users or recipients have also been identified (and are

increasingly being recognised) as important KUs in the health research process and the
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successful dissemination of health evidence (Ocloo, et al.,, 2016). Hayes and Comiskey
(2012) even declared that researchers working in public health settings have an ethical
obligation to ensure the results of the work carried out within a community are fed back to
those involved in the knowledge production process and shared with KUs and stakeholders as
appropriate. However, as recent as five years ago, there were still only a limited number of
KT-D studies that focused on the experiences, preferences, and views of the service users
themselves (Gagliardi et al., 2011; Rycroft-Malone et al., 2013). Several studies even found
that researchers believe that the public is largely not interested in research evidence as a
source of health knowledge (Besley & Nisbet, 2013). This is somewhat surprising as,
crucially, service user involvement in research and evaluation may increase the reach,
responsiveness, relevance, dissemination, and impact of the findings (Davis et al., 2012).
Therefore, the involvement of this KU group in the research process is critical for gaining an
insight into how the recipient of the research interprets the findings and their presentation.
For example, a service user advisory group can assist researchers in communicating the
findings by providing feedback on the progress (or other aspects) of a research project during
its lifetime (Sick & Abraham, 2011). Encouraging public engagement is another example of
KT-D that can be embedded within a research institution’s ethos and as a form of engaged
research (RCUK, 2010).

To conclude, there are many intertwining and complex factors that can impact
research dissemination (Figure 2.4). Although most of the studies included in this review
have been conducted in developed, English-speaking countries, such as the United States, the
United Kingdom, and Canada (Massarani, 2015), findings in the literature suggests that
similar challenges are experienced in developing countries in terms of a scarcity of resources,
low levels of scientific literacy, and a lack of institutional support (Bakyawa et al., 2013;

Karikari et al., 2016).
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Figure 2.4

Summary of Key Factors Influencing Health Research Use
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2.5 Evaluating KT-D Goals and KT-D Strategies

An important aspect of effective KT-D is the evaluation of benefits and impacts.
According to Oliver and Cairney (2019), research impact is traditionally measured in specific
categories that include ‘instrumental’, ‘conceptual’ and/or ‘symbolic’ research use (Rycroft-
Malone et al., 2011). Instrumental research use involves research findings directly and visibly
influencing decision-making in policy, practice, and behaviour by, for example,
implementing a practice that has been shown to be effective or using research findings to
inform budgetary decisions and/or the funding or decommissioning of particular services or
programmes. This assessment of research use is more applicable to KT-I than KT-D.

Research evidence can also impact KU thinking, understanding, and learning (conceptual
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use) whilst symbolic use of research involves changes in opinions or attitudes towards
research evidence or helping to justify decision-making (Morton, 2015). For example,
attending a research seminar can enhance a practitioners’ understanding of a new practice.
Evaluating and measuring KT-D goals primarily addresses the conceptual and/or symbolic
use of evidence (Barwick et al., 2020).

According to Sullivan and colleagues (2007), KT-D goals can be measured through
several indicators, including reach (i.e. the accessibility of research), usefulness, and/or use
(Table 2.2). For example, reach indicators can include: logging the number of online
downloads of research findings; the number of presentations made by a research team; media
coverage of research findings; research website traffic; and referrals (e.g. sharing of the
research evidence by other websites) (Barwick, 2015). ‘Usefulness’ or quality indicators
assess the extent that KUs are satisfied with the research evidence presented (Sullivan et al.,
2007) including, for example, the number of individuals who indicated that the findings were
usable or useful, or who gained knowledge from the evidence. Other important usefulness
indicators include: additional funding that was secured by the researchers from a piece of
evidence; citations from research articles; and the impact factor of research journals where
findings were published. Another central element of the research process that can be assessed
as part of KT-D includes building the foundations for relationships and capacity-building, on
which future potential research impact may be based (Dew & Boydell, 2017). However,
collaborative impact typically evolves over time so this can be difficult to determine through
one project. Finally, ‘use’ indicators include, for example, quantifying the number of KUs
showing intent or interest in the research knowledge or intending to engage in the research

findings (Barwick, 2015).

Not surprisingly, in recent years, academics have shown a growing interest in non-

traditional methods of evaluating their scholarly impact but there is a reported lack of
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awareness of how to go about this (Brownson et al., 2018; Sibley et al., 2017). These
alternative metrics are known as altmetrics and allow researchers to gauge the impact and
reach of their research in the social web beyond the traditional science citation count and
journal impact factors (Tripathy et al., 2017). While impact factor is useful for researchers in
gauging research usefulness and in applying for grant applications or promotion (as
previously mentioned), but this method is less likely to impact the KUs that do not access
journal articles (Sibley et al., 2017). Thus, in turn, there is an increasing focus on other
measures of research effectiveness, apart from journal impact factors. As such, alternative
metrics represent an opportunity to measure dissemination to populations more diverse than
the scientific community (Hanneke & Link, 2019). For example, measuring the download
counts for a research report is a simple yet effective means of conveying the publication’s
reach, as well as logging attention received through tweets or other social media mentions.
Although it can still be difficult to gauge if this translates to real-world impact of public
health information, such as whether a pamphlet promoting hand hygiene or monthly breast
self-examinations actually improves those practices in the community (Hanneke & Link

2019).

Including ways to measure the impact of an iKT approach is important for
demonstrating that a variety of KT-D strategies are as valuable as traditional academic
measures such as peer-reviewed publications and conference presentations (Boydell et al.,
2016). Thus, journal-based metrics, such as journal impact factors, can be part of — but not

the only way of — determining funding, appointments, and promotions.

Therefore, the use of KT-D impact indicators reflects a growing emphasis on
assessing the broader consequences and effects of research dissemination such as awareness,
visibility, and engagement (e.g. Geddes et al., 2018). Assessing the awareness of research is

an important part of the research process as “invisible research is, by definition, low impact”
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(Green, 2019).Findings from health research cannot positively impact population health
outcomes and progress to KT-I unless they reach the intended KUs (Berwick, 2003). As a
result, researchers internationally—in order to obtain financial support from health research
funding agencies and organisations —increasingly need to demonstrate value-for-money and

returns from research beyond academia (Kothari & Wathen, 2013).

The emergence of assessment schemes, such as the Research Excellence Framework
(REF) or the Knowledge Exchange Framework (KEF) in the UK (or the recent Impact
Toolkit project in Ireland (Univesity College Dublin [UCD], 2020) provide an incentive for
academics to demonstrate the relevance and effects of research-related dissemination (Geddes
et al., 2018; Oliver et al., 2014). For example, in the case of the REF, 25 % of research
impact is based on the reach and significance of research findings with non-academic KUs,
and this documented by, for example, recording the number of individuals/organisations that
may have read, understood, or interacted with a dissemination output/product (insofar as this
can be ascertained); the amount of income derived from various types of collaborative
research; the amount of academic staff time dedicated to dissemination; and the proportion of
publications that have non-academic co-authors (Hill & McAlpine, 2019; Kings College
London & Digital Science, 2015). This information helps to provide accountability and can
be used to help determine the allocation of public funds to research institutions; to benchmark
university performance in relation to research impact; and to provide national-level insights
on research performance and research culture (REF, 2019). These national assessment
frameworks promote varied KT-D strategies and monitoring, and encourage researchers to

gain a better understanding of the impact of their dissemination efforts.

2.6 Knowledge Translation- Dissemination Frameworks
KT-D frameworks and planning tools have emerged to assist researchers in structured

and systematic dissemination. Their relevance aligns with external drivers for dissemination
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(i.e., funder requests). Numerous frameworks and tools are available to support the KT-D
planning process for health and social care research including addressing potential barriers
and facilitators that can inform the design and delivery of KT-D strategies; and to help
evaluate and measure KT-D strategies and the related impact (Ngamo et al., 2016).

The terms theory, model, and framework are often used interchangeably and
imprecisely in the field of KT, which can lead to confusion (Bauer et al. 2015).While some
theories, models, and frameworks pertain to dissemination, an overwhelming number are
implementation-specific, addressing implementation process, determinant factors, strategies,
and evaluation (Strifler et al., 2018). A description of all of these frameworks is beyond the

scope of this research, but their development is explored in more detail below.

2.6.1 Theory Underpinning KT-D Frameworks

Rogers’ classic Diffusion of Innovations (DOI) theory (1962; 2003) - first popularised
in the early 1960s - has been considered the most influential and frequently used theory for
addressing the research dissemination within healthcare (Armstrong et al., 2007; Dunne,
2011; Squires et al., 2015). The DOI has its origin in the United States in the field of rural
sociology and agricultural practices but has since been developed within a variety of sectors,
such as economics, education, geography, and public health (Rogers, 2003). According to
Rogers (2003), diffusion within the DOI is described as “the process by which an innovation
is communicated through certain channels over time among the members of a social system”
(p. 11).The term innovation in a KT context refers to scientific research findings (Sudsawad,
2007). Rogers conceptualised the spread, or diffusion, of innovations as a social process with
multiple determinants beyond the evidence supporting the innovation itself (Dearing et al.,
2018).This reflects the continuing idea that research dissemination involves many interacting

factors.
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Table 2.2

Key KT-D Impact Indicators According to Sullivan et al. (2007)

Impact Indicator Example

Reach Number of research publications distributed

Number of online research downloads

Numbers reached through media coverage/social media
Research website traffic

Postings by other websites/social media

Number of presentations made

Use Numbers intending to use the research

Numbers adapting the research

Incidences of using the research to inform policy and
practice

Intent to engage in behaviour change

Quality or | Numbers who read the research

usefulness Numbers who were satisfied with the research

Numbers who rated the research as usable or useful
Numbers who reported knowledge gained

Numbers who changed their views

Number and significance of awards given to the research
Citations of research articles

Journal impact factor

Relationships and networks

Requests for presentations or research information

Additional funding secured

The DOI theory highlights a number of elements as critical to the dissemination process
(Figure 2.5) including: (1) the research findings/evidence (innovation); (2) the channels of

communication, such as television, print, digital, oral, or radio format; (3) the assessment
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process and time required for monitoring KU awareness of the research; (4) the social system
within which the KU context operates; and (5) the relationships between KUs (Rogers, 2003).
DOI was one of the first attempts to specify the dissemination process through stages
(Hanneke & Link, 2019). All of these elements are considered to influence the rate of the
research ‘diffusion’ or dissemination. Therefore, the first step in the KT process, according to
this theory, represents the point in time when an individual becomes aware of research
findings, either passively or actively (Rogers, 2003). Passive awareness may occur when, for
example, a KU receives an e-mail about an upcoming conference and active awareness
relates to purposely seeking out evidence in an academic journal. However, an individual’s
awareness/knowledge of research does not necessarily translate to enhanced understanding or
intention to utilise the evidence (Rogers, 2003).

The DOI has evolved since the 1960s to reflect the developing world of KT-D.
However, it still primarily follows a linear approach focusing on the practice setting and,
according to Greenhalgh et al. (2005), does not account for the range of complex processes
that can arise when disseminating health research. Nonetheless, the factors described within
the DOI have formed the basis of many modern KT frameworks as described below (Haynes

etal., 2018).
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Figure 2.5

Key Elements of Diffusion of Innovations (Rogers, 1962; 2003)

Innovation Channel

Relationships Time

N

Social System

2.6.2 The Development of KT-D Frameworks

KT-D frameworks tend to either address the research dissemination (alongside
evidence implementation) process or focus on the dissemination of evidence primarily or
solely (Table 2.3). Many of these earlier frameworks primarily focused on the KT-I aspect of
KT and (e.g. Lomas’s [1993] Coordinated Implementation Model developed in Canada)
followed the DOI approach using a linear dissemination route in which research was simply
transferred from researchers to users in a one-way fashion (Nilsen, 2015). This reflected the
thinking that was prominent during the 1990s to early 2000s.In addition, the Framework for
Knowledge Transfer (Lavis et al., 2003) — also developed in Canada — is used to guide the
development of a KT strategy by considering: the research message to be shared; the various
KUs involved; the messenger, communication infrastructure or mechanisms (i.e. how the

research findings are shared); and the KT evaluation techniques. However, despite its
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practical approach, the framework requires that KUs and researchers are willing and ready to
engage with each other, which may not necessarily be the case in real-world research.

From the mid-2000s to the present day, developing frameworks have acknowledged
that the dissemination process is not uni-directional. These new models reflect the increasing
importance attributed to the processes and the role of contextual factors. For example, the
Knowledge-to-Action (KTA) framework (Graham et al., 2006) (used to guide
implementation primarily) is comprehensive in that it includes the knowledge creation and
action processes by encouraging and tailoring the evidence following interactions between
different KUs and the identification of any barriers. The KTA is one of the most cited KT
models in the literature and, importantly, includes the need to evaluate KT-D efforts (Field et
al., 2014). However, although this framework takes into account the importance of adapting
evidence to the given context, it is more suited to the practice setting, not the policy context

(Ellen, 2012).

Another commonly used and comprehensive framework in the literature — and one
that can be used to guide both dissemination and implementation of research - is the Ottawa
Model of Research Use (OMRU, Logan & Graham, 1998). This framework also highlights
the importance of evaluating contextual factors (both individual and organisational) that may
impact research use when designing and executing KT strategies (Logan & Graham, 1998).
This model is also usually applied to the practice setting and, unlike the KTA framework, it

does not address knowledge creation as part of the KT process.

The Understanding User Context Framework (Jacobson et al., 2003) also focuses on
the execution of KT strategies in order to achieve specific KT goals — such as awareness and
engagement - alongside exchanges between researchers and evidence users (Ward et al,

2009). However, this framework includes a heavy focus on the individual researcher, rather
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than the collaborative relationships needed for successful dissemination (Graham et al.,
2006). Despite acknowledging the role of contextual factors in influencing KT-D, it has been
argued that none of these aforementioned frameworks describe what comprises ‘context’ in
detail and how it is captured in the research and KT-D process (Li et al., 2018; Squires et al.,

2015).

It is interesting to note that the KTA framework, OMRU, and the Understanding User
Context Framework (as well as many other well-known KT-D frameworks) were all designed
in Canada — further cementing this country’s position as a world leader in research
dissemination and implementation. Still, there are many other prominent frameworks that
have been designed in other parts of the world, including, in Ireland, the recently-developed
Evidence-based Model for the Transfer & exchange of Research Knowledge (EMTReK)
(Payne et al., 2019) that is aimed specifically at guiding dissemination strategies for health
research into practice. However, a significant number of these KT frameworks have not been
applied thoroughly in the literature. According to Strifler and colleagues (2018), most of the
identified frameworks within the literature have been used in five or fewer studies, with 60%

only being used once.

In terms of selecting a suitable framework to guide KT, there is an ongoing dialogue
around whether or not an overarching framework is needed and the absence of one may
reflect the complex, interdisciplinary, and relative newness of the KT field (Brown et al.,
2017). For this reason, a number of tools have been developed to assist researchers in
choosing the most apt and relevant frameworks to guide specific implementation and
dissemination projects. For example, the Theory Comparison and Selection Tool (T-CaST)
(Birken et al., 2018) includes specific criteria that can be used to justify the selection (or not)

of a framework for a given research project.
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However, most of these frameworks appear to be more applicable to the practice
setting and are evaluated in terms of research application in practice, rather than other KT-D
goals for dissemination such as increasing awareness of research findings in policy or other
contexts (Squires et al., 2015). Despite these limitations, the development of dissemination
frameworks has informed our growing understanding of how KT-D can be carried out in a
sequential way and how to structure and guide the process (Baumbusch et al., 2008; Kitson et

al., 2013).

2.6.3 The Emergence of Knowledge Translation Planning Tools

The evolution of KT frameworks has informed the development of several KT planning tools.
There is a recognition in more recent years that developing a research dissemination plan and
using a KT planning tool should be a key part of every research project, not least to
demonstrate impact and provide accountability for research funding (Tetroe et al., 2008).
Further still, this increasing acknowledgement is highlighted in KT training initiatives where

the most common component taught is KT planning (Tait & Williamson, 2019).

In addition, according to Cambon and colleagues (2017), a well thought out
dissemination plan is critical and central for effective KT-D with KUs across all contexts.
Planning for dissemination is an active process that helps to ensure that research is
communicated in ways that match with KU needs (Hanneke & Link, 2019).This approach
also allows researchers to assess if investment in specific KT-D strategies is an efficient use
of resources and researchers’ time (Raghavan, 2018). In one sense, much of KT-D planning
can be considered common sense. Despite this, however, it is not typically prioritised and as a

result, is often executed in a haphazard manner by researchers (Oliver & Cairney, 2019).
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Table 2.3

Examples of Frameworks that can be used for KT-D Implementation and Dissemination,

Dissemination Primarily, and Dissemination Only

Frameworks to guide both dissemination and implementation

RE-AIM Framework (Glasgow et al., 1999)
Ottawa Model of Research Use (Logan & Graham, 1998)
The PRISM Model (Feldstein & Glasgow, 2008)

Frameworks to guide dissemination mostly and some implementation elements

Coordinated Implementation Model (Lomas, 1993)
Framework for Knowledge Transfer (Lavis et al., 2003)
The Stetler Model of Research Utilisation (Stetler, 2001)
Knowledge-to-Action Framework (Graham et al., 2006)

Frameworks to guide dissemination only

Effective Dissemination Strategies (Scullion, 2002)

Understanding User Context Framework (Jacobson et al., 2003)

Evidence-based Model for the Transfer & exchange of Research Knowledge (EMTReK)
(Payne et al., 2019)

Few public health researchers and practitioners have been found to even use a formal tool
when engaging in KT-D planning or executing KT-D strategies (Ngamo et al., 2016). Also,
although researchers express a desire to disseminate findings beyond their peers in academia,
researchers across countries lack supports to increase dissemination efforts, particularly in
developed and developing countries (Hanneke & Link, 2019).

Many of these KT planning tools in the literature e.g. (The Knowledge Translation
Planning Primer [The Public Health Agency of Canada, 2012]; Knowledge Translation
Planning Tool (Lemire et al., 2013) have been developed only over the past decade to be used
as a ‘roadmap’ to explicitly guide and structure the core elements involved in the execution

of KT-D strategies by KUs during the research process (Ngamo et al., 2016). As in the case
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of KT frameworks, most of these KT planning tools originate from Canada. As opposed to
other dissemination frameworks, KT-D planning tools can be utilised for a variety of KUs
(e.g. policy makers and service users), and KT-D goals (e.g. increasing awareness of
evidence and informing research). In this way, the KT-D strategies selected can be more
specific and appropriate for varied contexts which is often lacking in other KT frameworks
(Shibasaki et al., 2016). These tools also encourage the researcher to emphasise the main aim
of a KT-D strategy and how it will be evaluated and what will the results mean for the
research findings and project (Alberta Addiction and Mental Health Research Partnership
Program, 2014). This helps to align the KT-D plan with the research objectives and the
related outcomes. This also can be used by research teams early on in the lifetime of a

research project to bring awareness of a research programme before findings exist.

In summary, it is generally acknowledged in the literature that the following key
components are integral in the KT-D planning process and are included in most

corresponding tools, often represented as checklists (e.g. Zuiker et al., 2019): (Figure 2.6):

e Communicating the broadly anticipated key/main message(s) from the research,
tailored to what the research findings want to convey to the given context and why
they are important.

e Disseminating research evidence in terms of KT-D goal(s) (dissemination or
implementation) including, for example: generating awareness; sharing knowledge;
informing research and decision-making; and generating practice or policy change
(Barwick, 2019).

e Identifying the target KU(s) with whom the research knowledge will be shared. It is
usually recommended that this involves 2-3 key groups. The level of engagement and

established relationships before, during, and after the research process should be
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accounted for and tracked as this can influence the KT-D process (Goering et al.,
2003). Context-specific barriers and facilitators can also be considered and collected
at this point (Knowledge Transfer & Exchange Workbook, 2006).

e Outlining and defining the medium through which the evidence will be tailored and
communicated to the intended KUs - the KT-D strategy/strategies. At this stage, the
scheduling of particular strategies, the project budget, and available resources should
be outlined (Barwick, 2019). Some planning tools include a limited list of KT-D
strategies, while others offer the knowledge producer more flexibility in choosing
how they would prefer to communicate research based on their targeted KUs (Eljiz et
al., 2020).

¢ Including measures to track, evaluate, and report the impact of executing the KT-D
strategies. The evaluation and measurable criteria for each KT-D strategy can include
short (e.g. increased awareness), medium (e.g. changes in service provision), or long-

term impacts (e.g. changes in health outcomes) (Goering et al., 2003).

Figure 2.6

Main Components of KT-D Planning Tools
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Thus, the core components of KT planning are all interlinked and help to assess KT-D
strategies so that they are suited to the research message, goals, and intended KUs. As
mentioned, the cost and resources needed to execute KT-D strategies are primary
considerations for researchers (Eisman et al., 2020). With this in mind, researchers must
ensure that the KT plan is manageable within available resources, as well as taking into
account other factors such as KT expertise within the project team, the timeline and capacity
of the research project, and the expectations of all KUs involved (Cambon et al., 2017).
Resources include personnel with the time and skills to develop visually appealing and
appropriate research outputs, a budget to cover the production of KT-D products, and
infrastructure and equipment to support the selected KT-D strategies (e.g. website or video
software). As a result, Barwick (2018) explored feasibility as part of a KT plan, as well as the
perceived competence, credibility, and motives of the KUs and how they influence the extent
to which the research message is communicated to the intended KUs. This can provide

further insight and structure into the practicality of a given KT plan for a research project.

2.7 Conclusion

This chapter discussed the development of the field of dissemination/KT-D over the
past few decades. There is widespread agreement that the effective dissemination of relevant
and robust research in policy-making and service provision can be improved, with potentially
enormous social gains and improved population health outcomes (Haynes et al., 2018).Within
both evidence-based and evidence-informed approaches to healthcare decision-making, the
role of research evidence is paramount. Indeed, the increasing focus on an evidence-informed
approach reflects how the perception of dissemination has evolved to include the KU

perspective and context as more pivotal parts of the dissemination process.
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However, research dissemination is a broad and complex process that is still evolving
and that presents many challenges. The primary barriers and facilitators to effective KT-D
discussed in this chapter may be broadly divided into three categories as recommended by
Van de Goor and colleagues (2017). The first relates to the timely access to evidence through
sufficient resources, education, and capacity. KT training initiatives can help to build KU and
researcher skills and confidence in utilising evidence. Within this, individual attributes of the
KU, such as beliefs, political leanings, and level of education, can all impact the extent to
which evidence is communicated (or not) (Haynes et al., 2018). The second category that
influences research dissemination incorporates the development of KU collaborations and
networking, as well as nurturing existing KU relationships (Jessani et al., 2018; Van de Goor
et al., 2017). The third and final category incorporates an increasing acknowledgement of the
role of context in KT and aligns with the move toward evidence-informed policy and
practice. A supportive institutional environment and leadership that is open to change, with
sufficient financial and personnel resources available, is important in facilitating KT-D (Van
de Goor et al., 2017). However, systemic factors such as the organisational culture and
funding agreements (as well as the political and economic context), are unlikely to change in
the short to medium term for health research and are more difficult for researchers,
practitioners, and policy makers to influence (Langlois et al., 2016). Also, most of the
proposed facilitators of KT-D in the literature relate to the first two categories above with
considerably less focus on how to tackle systemic issues (Oliver & Cairney, 2019).

Haynes and colleagues (2018) emphasised that these barrier categories do not relate to
all KUs and that, for example, there are many policy makers who are actively and
competently engaged in using research. This challenges the expectation that improved access
to research, or greater capacity to source evidence will result in increased awareness or

dissemination. This also provides additional justification for assessing the research context
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prior to executing KT-D strategies in order to determine what best suits the KUs. It must also
be noted that barriers and facilitators to evidence dissemination have been explored
extensively (and across KU groups) over the past two decades and yet most of these
influential factors remain unchanged (Van de Goor et al., 2017). Until there is systemic
change, particularly in the world of academia, these factors are likely to remain problematic
in research dissemination and may continue to reduce the potential impact of research

evidence (Shibasaki et al., 2016).

Nonetheless, there would appear to be sufficient evidence to suggest that utilising a
KT-D framework or KT planning tool can help to address at least some of the barriers to
research use and can help to assess how researchers can feasibly promote their research
findings within a given context. These kinds of frameworks, at a minimum, provide a
systematic structure for the development and management of dissemination efforts (Tabak et
al., 2017). Importantly, a KT framework and/or a KT planning tool can help to evaluate and
measure the execution of KT-D strategies — and explore the use of KT-D impact indicators -
which is still an under-developed area of research (Morton, 2015). In addition, KT planning
can help researchers to reduce unnecessary or redundant costs and expenses through
ineffective KT-D strategies that may be commonly utilised in other research settings, or are
easy to use, but that are ineffective or not appropriate for the given context (Shibasaki et al.,
2016). Furthermore, according to Green (2019), researchers who are prepared to invest as
much time in KT-D as knowledge production, are more likely to have visible and impactful
research findings and perhaps to secure even more research grant funding in the future. Thus,
it is clear why an increasing number of KT planning tools are being developed over the past

number of years as this field continues to evolve and increase in importance.

The next chapter details the study design underpinning the current research as part of
the ENRICH programme.
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CHAPTER THREE:

RESEARCH DESIGN AND OVERALL METHOD

This short chapter includes two separate sections, the first of which provides a
description of the overall study design, with relevant contextual information included on the
larger ENRICH research programme, of which this research was a part. The second section
comprises a discussion of more general methodological issues relevant to the research,
including ethical considerations. Detailed methodological information for the three separate

phases of the research, is included in Chapters Four, Five, and Six respectively.

3.1 Study Design

As mentioned in Chapter One, this research was carried out as part of the ENRICH
research programme, a methodologically rigorous and multi-method project conducted over a
six-year period and completed in December 2019. The two wraparound-inspired
interventions which were the focus of the investigation (i.e. the Parent and Infant
(PIN)/Upto2 and the ChARM service models) were evaluated through three interlocking
studies including : (1) an impact evaluation to assess the effectiveness of the models in terms
of parent and child outcomes (e.g. parenting skills, child behaviour, parent-child
relationships); (2) a process evaluation to explore implementation and the contextual factors
that influence or shape implementation; and (3) an economic analysis designed to assess the
cost-effectiveness and longer-term cost-benefits of the two service models (and in particular,
the PIN/Upto2 intervention) (Figure 3.1).[The impact evaluation of the PIN/Upto2
programme involved a longitudinal, quasi-experimental, non-randomised controlled trial,

whilst the ChARM study comprised a smaller randomised controlled trial (RCT) design. ]
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Figure 3.1

The ENRICH Programme Study Design

Knowledge production and translation:
Sharing and promoting the ENRICH findings

The methodological framework for the current research, which was embedded within
the larger ENRICH project, comprised three separate but related phases, using a multi-
method approach that overlapped and informed each other throughout the research (Figure
3.2). These phases involved: 1) undertaking an evidence synthesis of KT-D strategies using
realist principles; 2) a critical documentary analysis; and 3) a ‘live’ case-study within which,
firstly, a series of KT-D strategies were designed, executed and evaluated throughout the
duration of the ENRICH programme, and secondly, the views and experiences of key

stakeholders were assessed.
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Figure 3.2

The Three Phases of the Current Research

Evidence
synthesis

Documentary

‘ KT-D case study

analysis

3.2 Methodological Issues

This section addresses other general overarching methodological issues relevant to the
research including ethical considerations, reliability and validity issues, and researcher
reflexivity.
3.2.1 Ethical Considerations

The larger ENRICH research programme received ethical approval from the Social
Research Ethics Committee of Maynooth University in 2015. Ethical approval to conduct the
current research was obtained on 4™ April 2016. Ethical issues such as consent,
confidentiality, and safety were carefully considered when planning and executing the
research and the research was conducted in accordance with guidelines of the Psychological
Society of Ireland (PSI, 2011). Fully informed written consent was sought from all

participants.
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For the online survey, participants were offered the chance to win a €50 One4all
voucher as a token of thanks (by including their email address in a survey item). This
information was extracted and stored separately in an Excel file away from the survey data to
ensure confidentiality. Subsequent to the survey data collection, the Microsoft Excel function
RAND was applied to the email addresses of those participants who entered the draw and the
winner of the voucher was chosen at random and contacted through their email address
regarding their prize. Prior to participating in the online survey, participants were required to
click that they ‘agree’ to participate in the research and that they had read the information
sheet (Appendix 3a) before they could proceed to the survey. Before agreeing to participate
in the interviews, participants were provided with an information sheet and, where possible, a
consent form (Appendix 6a). Written informed consent was obtained from all participants in
relation to the audio recording of the interviews.

Participant consent forms were stored in a locked filing cabinet at Maynooth
University and were accessed only by the researcher. All data files (SPSS, MS Excel, and MS
Word) are held on a password-protected computer. The likelihood of discomfort or distress
arising from the data collection process was minimal. Nonetheless, participants were
reassured that they are under no obligation to take part in the research and that no identifiable
information will be published. All participants were informed, both verbally and in writing,
of the purpose and nature of the research. They were also assured that their data would be
treated in confidence. The data was anonymised through the allocation of a unique
identification code at the analysis stage and stored under lock and key. This number was then
used on all database files and hard copy forms, instead of names, for the duration of the
project. Subscription to the ENRICH e-newsletter followed the General Data Protection

Regulation (GDPR) guidelines enforced from 25th May 2018. Furthermore, in accordance
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with Data Protection guidelines and Maynooth University Research Ethics Policy, the data
will be retained for ten years following the completion of the research and will then be

destroyed by the researcher.

3.2.2 Qualitative Analysis: Epistemological Considerations

A number of analytical methods (e.g. Constructivist Grounded Theory and
Framework Analysis) were considered for the analysis of the qualitative data, but it was
decided that thematic analysis was the best fit for the research. For instance, it was thought
that Constructivist Grounded Theory (Charmaz, 2006) is more appropriate for exploring
individual processes, interpersonal relations and generating social theories, whilst the
Framework approach is highly systematic and is often used alongside trials with pre-
determined aims and objectives and short time frames (Richie & Spencer, 1994). In the case
of the current research, all findings - and not only those related to pre-determined questions

or hypotheses (as in the Framework approach) - were considered important.

3.2.3 Ensuring Methodological Soundness

It is important to ensure that the findings emanating from any study are trustworthy,
but there can be a number of challenges in this regard. Montgomery (2004) outlined several
criteria which should be considered when conducting qualitative research and which can
enhance methodological rigor, including reliability, validity and objectivity. Each of these is

discussed below in relation to the current research.

3.2.4 Reliability and Validity
It is important to ensure (insofar as possible) the reliability and validity of research

(Smith, 2008). To this end, records of the research methodologies were maintained by the
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researcher at all stages of the research - from beginning to end - in order to maintain
reliability and allow replication of the research. Methodological triangulation was used in the
current research by utilising a realist approach, documentary analysis, executing a series of
KT-D strategies, using a questionnaire-based survey, focus groups and interviews, all of
which informed each other to better understand participant experiences and to enhance
credibility and confirmability (Salmona & Kaczynski, 2016).

In terms of the documentary analysis, it was important for the researcher to maintain
objectivity in order for the results to have credibility and reliability (Bowen, 2009).
Limitations noted in this regard were that the researcher was the sole reviewer and documents
from the public domain can be affected by selection bias. However, the documents reviewed
in the research were considered reliable data sources.

Establishing the generalisability of qualitative findings is usually more challenging
than quantitative research due to the use of typically smaller and purposive samples (Bowen,
2009). However, the interview findings within the current research were enhanced by virtue
of the fact that they were consistent with, and supported, the survey results which reflected
the views of participants from a range of organisations and institutions across Ireland.
Respondent validation was also employed by, for example, sending the transcripts to
interviewees and also informing them about the primary KT-D barriers and facilitators
identified from the survey results. These findings indicated a high level of agreement with
regard to the proposed main KT-D barriers and facilitators, relative to the research context.

Case studies are naturally limited but Yin (2003) argues that they should be viewed as
generalisable to theoretical propositions rather than to populations. Realist-inspired
methodologies also offer opportunities for increased scientific rigour, objective understanding
and better consideration of contextual differences (Minian et al., 2018).Lastly, the reliability

and validity of the analysis were also highlighted through the inclusion of verbatim extracts
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from the interview transcripts, as included in Chapter Six. However, all of the data were
coded and analysed by the researcher only, due to time and resource limitations. Nonetheless,
the researcher discussed, in detail, the themes with the supervisory team and other members
of the ENRICH research team, at a number of junctures, an approach which is quite
commonly used in qualitative studies as an alternative to inter-rater reliability (e.g. Teddlie &
Tashakkori, 2009). In addition, as the survey was self-report, there was the potential for self-
report bias while there was also possibility of general response bias in the sample, as those
participants who agreed to take part in the research may have been more likely to value the

dissemination of evidence than those who did not take participate.

3.2.5 Researcher Reflexivity/Objectivity

Reflexivity refers to the process whereby the researcher’s own subjective biases,
influences and interactions with participants can influence the research process (Charmaz,
2006). A number of authors recommend that researchers who engage in qualitative research
should attempt to critically examine their own role in order to be aware of, and to address,
any subjective biases that may impact the data analysis and interpretation (Tong et al., 2007).
Reflexivity, in the context of the current research, was facilitated by debriefing the
participants after the interviews/focus groups, while the researcher also repeated statements
back to interviewees during the interviews/focus groups to clarify understanding and reduce
the possibility of misinterpretation (Laws et al., 2016). Furthermore, reflexivity is less of an
issue in thematic analysis than on other analytical approaches such as Grounded Theory.

Etherington (2007) suggests that a researcher’s line of questioning can prompt
particular responses from participants and lead the direction of the interview. As a member of
the academic community, the researcher actively considered her position, as part of the wider

ENRICH team, to influence the data collection and analysis process. A conscious effort, to
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ensure objectivity was made to avoid communicating personal opinions when asking
questions regarding KT-D experiences within academia. The researcher was also involved in
conducting fieldwork for the larger ENRICH programme and had already met and developed
a rapport with some of the parents who took part in the Parent Advisory Panel. This may have
influenced the feedback given, but it also helped the parents to be open and honest, as they
were made to feel comfortable by means of the rapport which had already been established
with the researcher.

Participant expertise and relationships were also important considerations. Some of
the participants included in the research (e.g. the focus group with the research team) were
the researcher’s supervisors and to avoid any issues regarding a power relationship, the same
interview schedule was followed as with other participants. Trust and rapport with
participants was prioritised and this was easily established as the researcher has extensive
experience of interviewing across a range of settings. It is possible that another researcher
would have analysed the data in a different way, or that there may be other variables of which
the researcher may be unaware and which could influence the interpretation of the data.
However, according to Charmaz (2006), no analysis is completely unbiased and there is

always potential for contamination.

3.3 Conclusion
The method and results pertaining to each of the three phases involved in this
research, are presented in Chapters Four, Five and Six. The next chapter will present the

method and findings pertaining to Phase One - the realist-informed evidence synthesis.
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CHAPTER FOUR: REALIST-INFORMED EVIDENCE SYNTHESIS

4.1 Introduction

The evidence synthesis conducted as part of Phase One, was conducted in line with a
‘realist-informed’ approach in order to identify and review the underlying contexts and
processes involved in effective KT-D strategies aimed at enhancing health research
awareness, understanding and engagement (Pawson et al., 2005; Ward et al., 2009). Realist
approaches are considered to be particularly useful for investigating processes within social
interventions, such as policy or healthcare (in this case KT-D), as they are suited to a mixed
body of evidence with multiple interacting components (Edwards et al., 2019; Greenhalgh et
al., 2007; Ward et al., 2009; Wong et al., 2013). The realist methodology is based on the
recognition that an intervention may be effective in some settings but not others. Therefore, it
has been suggested that the only way to understand whether an intervention works, is by
uncovering the causal processes and the contexts in which interventions operate, rather than
simply observing outcomes (Edwards et al., 2019; Jagosh et al., 2015; Greenhalgh, 2004;

Pawson and Tilley, 1994).The methodology underpinning this phase is described first below.

4.2 Method

A traditional realist review is conducted in three stages as described by a number of
authors (Pawson & Tilley, 1997; Rycroft-Malone et al., 2011; and Westhorp, 2018). The first
stage involves summarising, thematically analysing and synthesising relevant literature
organised around the different components of the intervention, and categorised according to
‘contexts’, ‘mechanisms’, and ‘outcomes’. The second stage involves identifying recurrent
themes and semi-predictable patterns and links by formulating and generating ‘CMO

configurations’ that describe how specific contextual factors (C) work to trigger particular
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mechanisms (M), and how this combination generates or produces outcomes (O) (Rycroft-
Malone, 2012). The third and final stage usually consists of testing and refining the CMOs
identified in stage two by synthesising and comparing these with emerging findings from the
research. It is also recommended that other methods should, ideally, be used in parallel, such
as surveys, key informant interviews, and document reviews (Byng et al., 2005; Pawson and
Tilley, 1997). This involves an iterative process to help fill any gaps or validate findings from
previous research and allow for a more in-depth understanding of the topic under

investigation.

Several authors have suggested adopting a more flexible ‘realist-informed’ approach
that is more time-efficient and less labour and resource-intensive than the traditional realist
review (Hewitt et al., 2012; Salter & Kothari, 2014; Ward et al., 2012; Wong et al., 2013).
This was considered to be a more useful way of developing, refining and extending a
theoretical understanding of KT-D in the present phase, by investigating how the process
unfolds in specific circumstances (Hewitt et al., 2012; Ward et al., 2012). The key differences
between this and the more traditional approach are summarised in Table 4.1. The aim of this
phase was to understand how KT-D strategies worked within specific contexts (e.g. public
health policy and practice) and what conditions influenced the successful outcomes. The
identified CMO configurations aimed to produce findings that illuminated how evidence

relating to children and families health and well-being is disseminated.
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Table 4.1

Features of this Realist-Informed Review in Relation to Traditional Realist Reviews

Elements of a Characteristics of a realist Characteristics of this review

review review

Aims To advance understanding of To advance understanding of
which interventions work for which interventions work for
whom, and in what whom, and in what
circumstances. Realist reviews circumstances. The findings
engage stakeholders in the from stakeholders were used to
process. inform the overall research.

Search strategy This is guided by an initial theory No overarching theory or causal
that is refined throughout the hypothesis was used to frame the
search search or analysis

Data extraction and Focuses on demi-regularities, Focuses solely on CMO

synthesis middle range theories, CMO configurations
configurations

The realist-informed approach in this research considers how a KT-D strategy (M)
might achieve a specific KT-D goal (O) for particular KU groups in specific settings (C)
(Figure 4.1). According to Hewitt and colleagues (2012), the ‘context’ element of CMOs may
refer to the setting in which KUs operate and therefore, the KU group at whom the KT-D
strategy is targeted (e.g. policy, practice, research, public). ‘Mechanisms’, within the CMOs
described here, refer to the practices or processes that enable a KT-D goal to be achieved
(Hewitt et al., 2012). Specifically, these relate to key KT-D strategies that have been used
successfully in studies within the literature. Lastly, ‘outcomes’ refer to the impact of these
strategies in achieving KT-D goals, such as increased awareness in research evidence, greater
capacity to access research findings, improved knowledge and skills in accessing evidence,
and more productive interactions amongst KUs and KPs (Barwick et al., 2018).Each element
within a CMO configuration is dependent on the other. As such, the context (e.g. KUs) is
required for a mechanism (i.e. the KT-D strategy) to operate and mechanisms are activated to

varying extents depending on the interactions with the context (Squires et al., 2013).
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Furthermore, the interactions between mechanisms and contexts influence or trigger

particular outcomes such as increased knowledge or awareness (Hewitt et al., 2012).

Figure 4.1

CMO Configurations for this Realist-Informed Evidence Synthesis

Context Mechanism Outcome

/ Identified \

Practice
Policy changes (e.g.
Research KT Strategy increased
Service research
user/Public awareness, or
capacity

\ J

4.2.1 Search Strategy

A series of search keywords was first developed by the researcher to guide the
literature search (as recommended by Zhao et al., 2017); these were then developed by
examining the research aims and objectives, the inclusion and exclusion criteria (see below),
and the common terms used to describe KT-D (e.g. McKibbon et al., 2010).

The search strings-is indicated below.

(knowledge translation® OR dissemination®* OR knowledge exchange* OR knowledge use*
OR research-practice gap* OR knowledge into action®* OR knowledge transfer®* OR research
utlis(z)ation* OR knowledge mobilis(z)ation* OR evidence-informed decision-making*)
AND (strategy* OR activity* OR intervention* OR programme* OR plan* OR process*)

AND (awareness* OR visibility* OR engagement® OR collaboration* OR communication*®

o/




capacity* OR skills* OR understanding*) AND (networking® OR educational* OR
summary* OR technology* OR media* OR arts-based* OR training® OR presentation* OR
broker*) AND (health researchers®* OR health policy makers* OR health practitioners* OR

health patients* OR health service user).

Maynooth University’s online library portal — which has over 200 databases, 714,000
e-journals and 550,000 e-books - was used to carry out a comprehensive literature search for
this phase. ‘High yield’ journals that regularly publish KT-D material such as Implementation
Science, PubMed, Web of Science, ScienceDirect, and the Cochrane Library were included
(McKibbon, 2010). Other online searches were also conducted using Google and Google
Scholar, but due to the volume of search results returned and time limitations, only the first
page of results for each search was reviewed for inclusion in the synthesis. Snowballing
strategies were also used by scanning the references of eligible studies to help source
additional relevant studies. The searches were carried out during January 2016 to July 2020
and, given that the development of the KT-D field is relatively recent, the journal article
searches were limited to the previous 20 years (2000 onwards), but with an increased focus
on articles from the last 10 years to account for the more rapid development in the field
during this time. Therefore, more weight and precedence was given to more recent articles
that explored KT-D strategies while also evaluating how these findings may (or may not)
have differed to older studies. The quality and rigour of the articles were appraised based on
the researcher’s (SOC) judgement - and including review, where necessary by the
supervisory team - and also from using the relevant Critical Appraisal Skills Programme

(CASP) appraisal tool(https://casp-uk.net/casp-tools-checklists). There are seven CASP

appraisal tools (for different types of evidence e.g. RCTs or qualitative research) and each

assesses internal validity, the results, and the relevance of the results to the research. It was
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not the aim to conduct an exhaustive search (e.g. using all of the many terms used to

described KT-D) so it is possible that not all relevant articles were included.

4.2.2 Inclusion and Exclusion Criteria

The inclusion criteria were developed in line with the research aims and objectives
and these were used to help refine the evidence synthesis by filtering out research that was
outside the scope of the synthesis, as recommended by Harden & Gough (2012).Inclusion
criteria at the title and abstract screening level included peer-reviewed articles that reported
on an intervention or strategies aiming to facilitate some form of research dissemination
(awareness, knowledge, attitude, beliefs, behaviour, networks and partnerships) relevant to
public health. Eligible study designs included randomised controlled trials, observational
studies, surveys, qualitative research, case studies, mixed-methods research, analytical studies
and research syntheses, such as systematic reviews. Articles were excluded if they were not
written in English and if the KT-D strategies under investigation had been used in non-health
related fields.
4.2.3 Data Extraction and Synthesis

Data extraction was conducted using a Microsoft Word table. The following data
from the included articles was extracted, analysed and summarised: author(s), year,
population, setting/location, type of KT-D intervention or dissemination strategy executed,
contextual considerations and outcomes. A PRISMA diagram, shown in Figure 4.2, details
the results of the search strategy, including the total number of journal articles that were
generated initially through a preliminary database searching and screening of study titles and
abstracts (n=124) that reported on an intervention or strategies aiming to facilitate some form
of research dissemination in health. Following this screening, the remaining full-text articles

(n=66) were reviewed and those which did not address the research objective or the inclusion
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criteria were excluded (n=12) (e.g. did not assess the effectiveness of a strategy or were
applied in non-health related fields.). A total of 54 full-text articles was identified for

inclusion in the research synthesis.

Figure 4.2

Summary of Article Search and Assessment Process

( Research articles \

titles and abstracts
screened for

eligibility based on

inclusion/exclusion

\ criteria (n=124) J \ )
| |
( Full-text articles \ ( Full-text articles \

( Articles excluded \

following title and
_ abstract screening
(n=58)

assessed for excluded based on
eligibility based on _— inclusion/ exclusion
inclusion/exclusion criteria
criteria (n = 66) (n=12)

N\ J N\ J

Studies included in
evidence synthesis
(n=154)

J
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4.3 Results

As discussed earlier in this thesis, KT-D strategies can be utilised by researchers in
order to achieve a range of KT-D goals, such as changes in awareness, skills, engagement, or
understanding in relation to research evidence (Vedel et al., 2018). A number of commonly
reported factors which promote the dissemination of evidence were described in Chapter
Two. This current chapter builds on that work by presenting a synthesis conducted in line
with a ‘realist-informed’ approach in order to describe the underlying processes involved in
effective KT-D strategies - and specific outcomes in relation to KT-D goals (Pawson et al.,
2005; Ward et al., 2009). This synthesis of studies (n=54) involves a description and critique
of the effectiveness of KT-D strategies in a range of groups and contexts, thereby attempting
to addressing an important gap in the literature. The chapter begins with a contextual
description of commonly employed KT strategies, as described by Barwick (2018). All of the

included studies are summarised in Appendix 9.

4.3.1 Descriptions of Commonly Employed KT-D Strategies

According to Barwick (2018), some of the most common KT-D strategies considered
appropriate for disseminating health-related research can be categorised as ‘educational’,
‘technological’, ‘networking’, ‘role-based’ and ‘arts-based’ (Figure 4.3). It is important to
consider each of these separately in the context of the synthesis which follows in this chapter.

Each category is first described below.
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Figure 4.3

Categories for Commonly Executed KT-D Strategies (Barwick, 2018)

Educational
Strategies

Technological
Strategies

Role-based
Strategies

KT-D
Strategies

Networking Arts-based
Strategies Strategies

4.3.1.1 Educational KT-D Strategies

Educational KT-D strategies include “print, CD-ROM, video, or graphic materials
intended to inform, promote behaviour change, or practice change” (Barwick et al., 2018,
p.19). Prior to informing change, these strategies can also promote awareness and
understanding of evidence (Bauer & Kirchner, 2020). As discussed in Chapter Two,
academic researchers traditionally disseminate findings through publications in peer-
reviewed academic journals. The formal peer-review process involves other experts in the
field of research who are invited by journal editors to assess the quality and accuracy of a
paper (Kelly et al., 2014). This approach is one of the most common methods of research

dissemination, typically employedby,and for, academics (Hanneke & Link, 2019). Therefore,
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academic papers can have a relatively limited reach to non-academic audiences, albeit this

has improved with the development of open access publishing (Tripathy et al., 2017).

Several studies carried out in the 2000s highlighted the need for evidence to be
presented in an abbreviated form, rather than solely publishing articles in academic journals
(Dobbins et al., 2009; Grol & Grimshaw; 2003; Lavis et al., 2005). These kinds of research
summaries can range from one-pagers to more detailed, yet concise, reports that can be read
by KUs in a relatively short period of time. Research summaries usually contain a ‘key points
box’ on the front page to allow the reader to easily obtain this information from the document
(Phipps et al., 2012). For example, policy briefs have become increasingly popular in recent
years, as research summaries aimed at policy and decision makers. These short documents
focus on a single policy topic of interest, described in plain non-academic language and with
clear and concise policy recommendations aimed at policy makers or those who are best
placed to influence policy (Jessani et al., 2018; Petkovic et al., 2016). A summary also
usually includes charts, tables, or some form of imagery to enhance understanding (Marquez
et al., 2018).These types of research summaries have been successfully used to promote and
advocate for various public health issues, such as introducing sugar laws to tackle obesity
(Brownson et al., 2018).

Television, radio, and/or print media (e.g. newspaper or magazine articles) are often
used to share research messages in plain language to both academic and non-academic KUs
(Grilli et al., 2002).The media can often influence political prioritising and agenda setting by
bringing research topics to public awareness (Van de Goor et al., 2017).However, there are
many factors - other than the quality of the evidence - involved in how, and if, research is
reported (Brownson et al., 2018). The media can be biased or agenda driven as it relies

heavily on advertising income and can influence the audience response to a particular issue.
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Therefore, news content that typically gains media attention includes local and/or human

interest stories (e.g. experiences of a parent) or controversial topics (Oliver & Cairney, 2019).

Educational KT-D strategies vary in presentation and their likelihood of reach to
various KUs. Arguably however, research summaries aimed at all knowledge users (KUs),
are one of the most suitable KT-D strategies for promoting research awareness as they are not
subject to media biases or the dissemination restrictions often imposed by the peer-review
publication process. On the other hand, research summaries — due to their concise nature -
may not include sufficient detail on a research study. Some examples of the educational KT-
D strategies used within the ENRICH research programme (i.e. academic paper, newspaper
article and research summary respectively) are shown below in (Figure 4.4, enlarged in
Appendix 11). The academic paper is aimed primarily at an academic audience. The
newspaper article aimed to reach a range of KUs and included an appealing headline and
image to attract readers. The research summary is also aimed at a range of KUs but was more

likely to be sourced intentionally and/or distributed to targeted KUs.

4.3.1.2 Technological KT-D Strategies

Technological KT-D strategies primarily describe a range of web-based approaches to
communicate evidence, such as websites, social media, and multimedia platforms (e.g.
podcasts and infographics) (Barwick et al., 2018).Initially, most technological KT-D
strategies were carried out via blogs and podcasts. Blogging is used to engage in knowledge
sharing, reflection, and debate, and often attracts a dedicated readership interested in a

common topic (Boulos et al., 2006).
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Figure 4.4

Examples of Educational KT-D Strategies
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Standard blog features include quick and straightforward posting of information and archives
of previous posts to promote access and to encourage engagement. A podcast, or an audio
digital file, can also be used to describe, to KUs, the key findings of a research project using a
more discursive/conversational format (Tripathy et al., 2017). Technological strategies have
also evolved over the years to include other media, such as microblogging (e.g., Twitter),
social networks (e.g., Facebook), and video-based outlets (e.g., YouTube) (Chan et al., 2020).
For example, social media involves virtual social interaction in order to quickly share
summarised knowledge through a large-scale international platform (Bennett & Glasgow,
2009). Thus, KUs can discuss their shared research interests(and exchange relevant

information) on various social platforms (Shibasaki et al., 2016).

Recent evidence suggests that Twitter is the most popular social media platform for
disseminating health research, followed by Facebook, and research blogs (Brownson et al.,

2018; Zhang & Ahmed, 2019). For example, ‘tagging’ on Twitter (i.e. to notify another
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account of a piece of information), using hashtags (e.g. for your tweet to be included in a
searchable theme such as #earlyyears), or ‘live-tweeting’ at conferences, can help to quickly
promote and increase the reach and visibility of research by ensuring that messages are
conveyed in rapid and timely ways, to a researcher’s ‘follower’ network and potentially to
others, thereby increasing interest and engagement (Tripathy et al., 2017). Indeed, recent
evidence suggests that health studies are one of the most commonly discussed science topics
on social media (Brownson et al., 2018). Furthermore, social media dissemination has been
significantly associated with more downloads and eventual citations of academic papers;
however, this does not imply that tweeting directly influences research uptake (Brownson et
al., 2018). Nonetheless, more research downloads suggest increased research engagement and

visibility.

Infographics have also become increasingly popular during the last decade; these
combine primarily images with accompanying abbreviated text to share research data in an
at-a glance, concise, accessible, and engaging manner (Querol-Julidn & Fortanet-Gomez,
2012) (Figure 4.3). For example, in Figure 4.5 (enlarged in Appendix 11), statistics regarding
child services in Ireland are depicted simply in bold with the use of colour and
graphics.These can help to improve the understanding of research evidence whilst also
speeding up the dissemination process and information uptake, all of which are highly
desirable given the lack of time commonly reported by KUs in accessing and appraising

evidence (Thoma et al., 2018).
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Figure 4.5
Example of a Technological KT-D Strategy: Infographic (Early Childhood Ireland, 2020)
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4.3.1.3 Networking KT-D Strategies

The third category of KT-D strategies relates to networking between KUs and
knowledge producers (KPs) which can range from intimate one-to-one meetings, and small

group gatherings to larger meetings or conferences (Maher, 2014).

Conference presentations are one of the most commonly employed means by which
researchers network and disseminate evidence (Hanneke & Link, 2019). Conferences can
also be aimed at, and involve, practitioners and community-based organisations, as well as
health and social care professionals. The format may be formal or informal, and traditionally
involves some component of didactic, passive, one-way communication (Eljiz et al., 2020).
Increasingly however, conference organisers are including smaller group ‘breakout’ sessions
that allow for more discussion and engagement (Campus Engage, 2016). Conferences can

also include poster presentation sessions which tend to be more interactive and can enhance
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KT-D, as KPs are usually available to explain and discuss their research findings during a
scheduled poster session (Querol-Julidn & Fortanet-Gémez, 2012). When disseminating
research findings at professional conferences, the results are more often compressed into an
abstract or a poster, similar to a research summary (Edwards, 2015).In Figure 4.6 (enlarged in
Appendix 11), findings from the ENRICH programme were presented in a poster format and
included both graphs and text to summaries data on the implementation of a group-based

early parenting intervention.

Seminars and training workshops may be delivered in many different ways, from
short webinars to week-long in-person training events. Arguably, these provide a greater
opportunity for KUs and KPs to engage, network, and interact with each other, as they are
usually smaller and more intimate in nature (Lin et al., 2015). Indeed, according to Brownson
et al.(2018), practitioners learn more about research through seminars and webinars than by

any other means.

Other networking strategies commonly highlighted in the KT literature and which
encourage interactive learning, are communites of practice and deliberative dialogues (Ward,
Nguyen & Kuchenmuller, 2019). ‘Communities of practice’ involve a group of KUs —
usually practitioners — who come together regularly with a common interest to share,
develop, and advance the knowledge base in a specific research area (Anderson et al., 2013;
Li et al., 2009). These communities of practice can also be carried out successfully online or
virtually (Kothari et al., 2015). Likewise, ‘deliberative dialogues’ usually involve various
KUs in the health policy-making process coming together to discuss research evidence in
terms of their knowledge and experiences (McSween-Cadieux et al., 2018). For example,
Boyko and colleagues (2014) described the stages of a deliberative dialogue to include

consultations prior to meeting and the circulation of a research summary outlining the main
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issues; convening of the group to discuss the highlighted issues; post-event circulation of a

dialogue summary; and, finally, the evaluation of the dialogue.

Figure 4.6

Example of a Networking KT-D Strategy (Poster Presentation for the ENRICH Research
Programme)
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Note.Hickey, G., Leckey, Y., O'Connor, S., Stokes, A.& McGilloway, S.Exploring the
implementation of a group-based early parenting intervention from theory to practice. Global
Implementation Conference, Glasgow,16-17 September 2019.

4.3.1.4 Role-based KT-D strategies

Role-based KT-D strategies typically refer to individuals(or groups) who are
appointed to assist with dissemination (Barwick et al., 2018).For example, knowledge
brokers aim to link decision makers (in policy or practice) and researchers by facilitating both
interactions with KUs and the transfer and exchange of relevant information (Bornbaum et
al., 2015). They can also help to prepare research outputs, facilitate meetings and events,
and/or help KUs to gain a better understanding of each other’s roles and workplace

environments. According to Fisher (2011), knowledge brokers can engage in a variety of
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roles depending on the KT-D goal; for example, they may be someone who already works
within an academic institution (e.g. in the communications office), or an external Public
Relations consultant. Some authors advocate for the regular use of knowledge brokers in
order to facilitate KT-D, whilst others argue that there is a lack of evidence about how
knowledge brokering works and its potential effectiveness (Dobbins et al., 2009).
Furthermore, there may be resource and budgeting implications when external knowledge

brokers are used in the KT-D process (as was the case in the ENRICH research programme).

4.3.1.5 Arts-based KT-D strategies

Arts-based KT-D strategies cover a range of more ‘alternative’ and relatively newly
emerging approaches to sharing research findings through, for example, visual (e.g.
photography, paintings), performative (e.g. drama, dance) or literary (e.g. poetry, fiction)
means (Cox & Boydell, 2016). Such approaches to KT-D offer unique ways of engaging KUs
and enhancing understanding by focusing on complex aspects of health care and social from a
participant’s perspective (Greenwood, 2019). For instance, Lapum and colleagues (2014)
depicted service user experiences through photography (e.g. feeling disconnected and floating

prior to an operation) as shown in Figure 4.7.

The production of arts-based research outputs may include a high level of
collaboration between researchers, the public, service users, practitioners, artists, or
filmmakers and this can help to engage the general public/service users more in the research
process and in the delivery of their health care (Rich et al., 2005). Thus, arts-based KT-D
strategies reflect well the increasingly collaborative approaches that are being used in
engaged research and also, specifically within the KT field. However, relatively little

research has examined how these methods compare to others (Parsons & Boydell, 2012).
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Figure 4.7
Example of an Arts-based KT-D Strategy (Lapum et al., 2014)

In summary, there is a wide range of strategies used by KPs to communicate research
evidence. Although there is much in the literature regarding effective KT-D strategies, most
studies tend to focus on one particular KU group (e.g. policy makers or practitioners) or one
type of strategy (e.g. educational or networking strategies) (Powell et al., 2012).Therefore,
there is limited understanding of the type of strategies that are likely to be effective in
different (and across) contexts (Haynes et al., 2018; Prihodova, 2015). This creates
challenges for researchers when selecting the most appropriate and feasible KT-D strategies
to use and especially in research projects that aim to target diverse KU groups and address a
range of KT-D goals (Edwards et al., 2019). In this evidence synthesis, the studies
investigated educational (n=19), networking (n=32), technological (n=19), role-based (n=5)
and arts-based (n=3) KT-D strategies. These results described CMO configurations for
different KU groups involved in health research — beginning with the policy makers context,
followed by the practitioners’/practice context, the research and, finally, the service user

context and are described below.
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4.4 The Policy Context

Traditional researcher-facing KT-D strategies, such as conference presentations and
peer-reviewed journal articles, are not commonly used by policy makers to access evidence
compared to more recent approaches such as policy briefs or media platforms (Edwards et al.,
2019). The specific mechanisms and corresponding outcomes, which have been identified as
relevant to the policy context, are discussed below and summarised in Figure 4.7. Overall, 27

studies (Appendix 9) explored the policy context.

4.4.1 Educational KT-D Strategies for Policy Makers

As research published in academic journals is primarily aimed at academics, this is
not a common way to increase the awareness and visibility of research evidence with policy
makers (Newman et al., 2015). Jabbar and colleagues (2015) found that health policy makers
prefer anecdotal information to inform their decision-making rather than the use of academic
peer-reviewed articles, which tend to be aimed primarily at academics. Conversely, however,
a study by Sprion et al (2002) found that health policy makers (n=292) in the U.S., felt that
academic journals were useful in informing policy decision-making. Thus, the evidence

appears mixed in this regard.

Eye-catching and tailored research summaries and briefs can also be used to promote
a greater understanding of research and allow policy makers to avoid information overload
(Austin et al., 2017; Meisel et al., 2019). For instance, readers can ascertain quickly the
relevance of the findings and the extent to which they can be easily utilised in the policy
decision-making process, thereby improving access to evidence (Shroff et al., 2015; Yost et
al., 2014). The simple targeted messaging within research summaries are particularly

effective in attracting interest in research findings (Phipps et al., 2012), another important
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KT-D outcome. For example, Brownson and colleagues (2011) found that policy briefs
related to oncology, were understandable and credible for health policy makers (n=291) in the
U.S. However, it is unclear from the literature as to whether policy briefs - designed
specifically to guide policy recommendations - or general research summaries, are more
effective at increasing the visibility of evidence for policy makers.

Researchers have also become increasingly aware of the important role of the media
when disseminating evidence to policy makers in the health sector (Leurer, 2013). Newspaper
articles, radio segments, and TV interviews have been shown to be effective in increasing the
awareness of, and access to, health knowledge amongst health policy makers in the U.S.
(Gardner, 2010). Furthermore, an interesting study by Haq (2010) showed that health policy
around the health of mothers and babies in Pakistan, was heavily influenced following a TV
talk show involving a panel of health policy makers (n=20) and a public audience. However,
as highlighted earlier, the topic must be considered to have broad appeal to both the public

and the broadcaster/publisher, to be considered for discussion.

4.4.2 Technological KT-D Strategies for Policy Makers

Social media (e.g. Twitter) is increasingly being used by academics to communicate
health evidence messages (at both a project and/or individual level) to government
representatives(Oliver & Cairney, 2019). According to Tripathy and colleagues (2017), the
use of social media, as it has developed in recent years, has helped researchers to enhance
their engagement with policy makers and increase the visibility of research evidence within
the policy community, both of which are important KT-D outcomes. Further still, Moorhead
and colleagues (2013) found that social media posts (including tweets) have the potential to
influence policy. Likewise, posts on Twitter and research blogs in the USA have helped

health policy makers to justify their position on particular issues in decision-making (Jabbar

83



et al., 2015). In addition, research has shown that e-newsletters and websites can be used as
effective web-based mechanisms for increasing the awareness of, and access to, health
knowledge in policy settings (Brennan et al., 2016; Gardner, 2010; Grimshaw et al., 2001;
Van der Heide et al., 2015). However, it is difficult to identify who is accessing websites due
to data protection regulations (e.g. GDPR) and it is also unclear if e-newsletters are being

read, or are simply being disseminated without being opened by KUs.

4.4.3 Networking KT-D Strategies for Policy Makers

Networking between health researchers and policy makers in, for example, child and
youth mental health and in other areas of public health, has been consistently highlighted as
an effective mechanism for promoting trust and facilitating mutual discussion and
relationship-building (e.g. Boydell et al., 2017). Networking can take many forms. An
interesting study by Langlois and colleagues (2016), undertaken in Mexico and Nicaragua,
showed that frequent interactions between researchers and health policy makers helped the
latter to value research evidence more, whilst also enabling researchers to better understand
policy needs. These kinds of interactions between public health researchers and policy
makers have also been shown to promote longer-term engagement and future collaborations

(McGinty et al., 2019).

Traditional academic conference presentations can sometimes be a way of networking
and sharing knowledge with policy makers (Dobbins et al., 2007; 2009; Meisel et al., 2019).
However, attendance at conferences can be impacted by high conference fees, limited policy
maker time, and conflicting priorities (Sprion et al., 2002). As an alternative, Shroff and
colleagues (2015) found that the interpretation and understanding of, and engagement with,
research (i.e. all positive KT-D outcomes) across different geographical contexts (including

Argentina, Bangladesh, Cameroon, Nigeria, and Zambia), improved following regular
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researcher-hosted forums for connecting researchers and health policy makers. Interestingly,
Crowley and colleagues (2018) found that both in-person meetings and web conferencing
were important mechanisms for achieving dissemination; the latter, in particular, was found
to be helpful in encouraging more remote networking and addressing any time or resource
constraints for researchers and policy makers. This is particularly relevant, at present, in the
context of the COVID-19 pandemic which has led to a huge increase in remote working

across many countries (Kylili, 2020).

For policy audiences, one-on-one individual meetings with researchers have been
shown to be an effective means by which to communicate ideas on a particular issue
(Brownson et al., 2018). In addition, Kothari et al. (2014) found that findings conveyed
directly to policy makers by means of more intimate seminars or interactive roundtable
formats, helped to stimulate their thinking, broaden their knowledge, and contained content
which was considered to be directly applicable to their work. For instance, a one-day
deliberative dialogue - carried out between researchers and KUs (including health decision
makers) (n=35) to discuss public health road safety in Burkina Faso - led to a number of
important KT-D outcomes; these included generating new knowledge between KUs, creating
a mutual understanding, increasing access to evidence and promoting positive attitudes
toward research (McSween-Cadieux et al., 2018). The decision makers who were present,
also considered the evidence to be useful and actively engaged in ‘post-workshop’
collaborations. However, a key challenge with conducting deliberative dialogues is
stakeholders having insufficient time to plan and prepare to take part in the dialogue (Ridde
& Dagenais, 2017). As highlighted in Chapter Two, KUs and KPs often report a lack of time

to effective engage in KT-D (e.g. Tricco et al., 2015).

Overall, the evidence suggests that research findings presented by means of face-to-

face discussions between KPs and KUs, were perceived to be more relevant and engaging
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than didactic content alone or printed documents. Web-based resources, such as a websites,
may also be helpful, although a study by Hawkes and colleagues (2016) found that these were
only useful for health policy makers (in this instance in a number of low-income countries,
including Bangladesh and India) when supplemented with face-to-face interaction and
discussions. This raises interesting questions about the utility of websites and the resources
often invested in developing and maintaining them, in an effort to reach and engage with a

wide range of target audiences.

Policy makers themselves may also need specific knowledge and skills to access,
appraise, and apply research evidence in their work. As a result, training workshops have
been identified as a suitable strategy for enhancing research skills and knowledge in this
group (Haynes et al., 2018). For example, a one-day training workshop carried out by
researchers with health policy makers (n=43) in Nigeria, helped to enhance policy maker
capacity for evidence-informed decision-making and for developing policy briefs as well as
building trust and improving relationships; a post-workshop mentoring programme also
helped to build on these outcomes (Uneke et al., 2015). This suggests that longer-term
supports are needed to maximise the positive outcomes from once-off training workshops.
Another study by the same authors, found that a three-day workshop with maternal and child
health policy makers led to increases in (self-reported) understanding of KT (e.g. iKT, EoG
KT, models) and enhanced future relationships with researchers (Uneke et al., 2018b).
Interestingly, Uneke and colleagues (2018a) went on to evaluate a novel 6-month programme
involving twice weekly meetings between researchers (n=10) and policy makers (n=10) in
each others’ organisations. This was found to be a useful capacity-building exercise as it
helped to increase participants’ understanding of different contexts whilst also fostering

closer professional relationships. However, it is unclear if the same positive outcomes would
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have been achieved if the programme had been carried out over a shorter period of time or
indeed what may be the optimal time period.

Overall, it seems that KUs value the opportunity to engage with researchers in
workshop settings and can share the learning thereafter within their working environment
(Wathen et al., 2011). Such training/capacity-building can increase policy maker knowledge
and applied skills in accessing, interpreting, and applying research, all of which are important

outcomes in the CMO configurations described here (Figure 4.7).

4.4.4 Role-based KT-D Strategies for Policy Makers

Policy makers may also harness external expertise to assist with research
dissemination. A review conducted by Dobbins and colleagues (2009) found mixed evidence
of the effectiveness of knowledge brokers in terms of promoting evidence-informed
decision-making in health-related fields. However, research conducted with policy makers
(N=49) in Fiji - in relation to obesity - highlighted the important role of knowledge brokers
(Wagqa et al., 2013). The brokering process facilitated the development of evidence-informed
policy briefs, and enhanced knowledge, new skills and confidence in term of searching for,
appraising, and applying research. In addition, three public health departments in Canada that
utilised knowledge brokers to facilitate workshops, small meetings and presentations,
reported increased capacity at an individual employee level in terms of improvements in
skills and knowledge in identifying and assessing evidence (Traynor, et al., 2014).
Knowledge brokers can also enable policy makers to access diverse sources of research,
enhance the value of the evidence shared with policy makers, and facilitate linkages and
exchanges (Campbell et al., 2011). Another example from Hopkins and colleagues (2018)
found that policy makers (n=56) in the USA utilised knowledge brokers to facilitate their

access to diverse sources of research through person-to-person exchanges. The literature
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reviewed as part of this synthesis suggests that in the 10 or more years since the Dobbin et al
study, there is more evidence to support the effectiveness of knowledge brokers with policy

makers in the dissemination process.

4.4.5 Summary of the Policy Context

Figure 4.7 illustrates the range of mechanisms (or KT strategies) which trigger six key
outcomes identified as important in a policy maker context. Media/social media, research
summaries, conferences, web resources, and knowledge brokers were all important
mechanisms for increasing awareness (and visibility) amongst policy makers, thereby
facilitating greater access to evidence. Other important outcomes, such as understanding
research evidence and developing skills in accessing and interpreting evidence, were
triggered primarily by networking KT-D strategies (including training/capacity building and
meetings), research summaries and the use of knowledge brokers. Social media, training
workshops, knowledge brokers, conferences and meetings further helped to facilitate
engagement between KUs and KPs - another important outcome with regard to enhancing the
possibility that research findings will be understood and used in decision-making. The
findings demonstrate further that the media, social media, and capacity-building training
helped to inform policy decision-making whilst meetings were also key in terms of helping
policy makers to value research evidence more. Knowledge brokers can also play an

important role in enhancing policy maker confidence in accessing and applying evidence.

In summary, the findings indicate that increased awareness, understanding and
engagement, are the primary KT-D outcomes identified within the literature. Unsurprisingly
perhaps - given the value placed on communication and collaboration between KUs and KPs
throughout the KT literature (Moore et al., 2017) - networking KT-D strategies, KT training
workshops and social media appear to provide the three most useful means of achieving KT-

D outcomes in a policy context.
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4.5 The Practice Context

As mentioned earlier, most of the literature on KT-D strategies, focuses on
practitioners and policy makers and while there is considerable overlap between the two, it is
important, nonetheless, to identify and explore the mechanisms and outcomes that apply
specifically to the practice context (Figure 4.8).The practitioners included in the synthesis
studies (n=32) worked in the community, as managers, nurses, doctors and clinicians. The

most common practitioner group investigated was Public Health Nurses (n=12).

Figure 4.8

CMO Configurations for the Policy Context

Policy Context

Mechanisms Mechanisms

Outcomes
Increased awareness
Greater understanding
Facilitated engagement
Informed decision-making
Valued research more
Increased confidence

Social media
ass media

nowledge broker

4.5.1 Educational KT-D Strategies for Practitioners
As with policy makers, peer-review publications are not commonly used by
practitioners (Dobbins et al., 2009; Grol & Grimshaw, 2003). The evidence suggests that

clear language research summaries are more helpful in enabling practitioners to ‘connect’ to
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research (Dobbins et al., 2007; Phipps et al., 2012). For example, targeted booklets were
shown to increase knowledge and change (self-reported) attitudes toward research amongst
nurses (n=92) in the UK (Kirshbaum, 2008). Likewise, a research team in Canada found that
the use of research abstracts had improved research awareness in a large sample of nurses
(n=488), whilst also enhancing their communication, and perceived value, of research (Doran

et al., 2010).

4.5.2 Technological KT-D Strategies for Practitioners

Various online tools have been, and are currently being, utilised within practice
contexts to support KT-D goals, all of which are becoming increasingly technologically
sophisticated. For example, approximately 10 years ago, Dobbins et al. (2009) reported that
posting information on a project website and conveying information directly to KUs via
email, helped to increase research awareness (an important KT-D outcome) within
community-based services aimed at improving child health in Canada. More recent research
has shown that health practitioners and service providers are utilising social media tools that
encourage public engagement with, and more rapid communication of, research evidence.
This is nicely demonstrated in work undertaken by Martin and colleagues (2019) in Canada,
in which multimedia tools such as Twitter, Facebook, blogs, podcasts, and infographics were
used to increase exposure to, and knowledge of, new research amongst physicians (n=112).
Medical students have also been found to increase their knowledge through the use of
podcasts or videos (Chan et al., 2020). Access to web-based tools (e.g. webinars, Youtube)
are also useful mechanisms to access evidence, increase awareness of research (positive KT-
D outcomes) and enable practitioners to learn how research is applicable to their work

(Bumberger, 2012; Doran et al., 2010; Hawkes et al., 2016; Van der Heide et al., 2015).

90



Other research has investigated differences (or lack thereof) between health care
professionals. For example, one study by Crick and Hartling (2015) found no differences in
the comprehensibility of research presented using infographics or as a standard research
summary to nurses and physicians in Canada (n=58), although infographics, while considered
more aesthetically appealing, were seen as less comprehensive. Similarly, another research
team in Canada found that there was no differences in terms of information retention amongst
health care professionals (n=112) when presented with infographics versus text-only research
summaries, albeit there was a greater preference for, and lower cognitive load, from
infographics (Martin et al., 2019). Both of these studies suggest that infographics may
provide a useful alternative to traditional text-only research abstracts, in providing healthcare
professionals with brief accessible and user-friendly summaries of research findings.
However, it is questionable as to whether their benefits justify the typically greater

investment of resources involved in their preparation.

4.5.3 Networking KT-D Strategies for Practitioners

Research conducted in the UK has highlighted the importance of personal contact
between researchers and health service providers in order to improve the relevance,
understanding and credibility of research and also to help build individual capacity to use
research (Morris et al., 2013). Indeed, a review of 81 studies that included nurses,
pharmacists, GPs, and community-based care in the USA, Europe, Australia, Indonesia, and
South Africa, found that educational meetings which incorporated mixed interactive and

didactic formats, were more effective than more traditional approaches (Forsetlund et al.,

2009).

As described earlier, conferences and workshops are popular with researchers, but

they have, also, traditionally, provided effective ways of imparting knowledge to practitioners
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(Dobbins et al., 2009; Grol & Grimshaw, 2003). Likewise, a small number of studies in low
and middle-income countries have demonstrated that frequent interactions during seminars,
between researchers and both health practitioners and managers, helped to increase
practitioner research capacity and were useful for discussing prominent issues (Hawkes et al.,

2016). These interactions were also supplemented through the use of web-based resources.

More specifically, and as is the case with policy makers, a deliberative dialogue
format has been found to be useful for: enhancing knowledge and relationships between KPs,
KUs and health practitioners; increasing access to evidence; promoting positive attitudes
towards research; and encouraging post-workshop collaborations (McSween-Cadieux et al.,
2018). Furthermore, communities of practice have been used successfully, for example in
Canada, to more effectively link KUs and to promote more successful engagement with
research/researchers (Kothari et al., 2005). One particularly interesting example of this
approach is described by Langlois and colleagues (2016) who found that a community of
practice of maternal healthcare professionals (n=221) in Mexico and Nicaragua, helped to
build the capacity of KUs to identify and use evidence, whilst exchanges and collaborations
were advanced through social media interactions. This again illustrates the value of engaging
in a number of simultaneous KT-D strategies. Another advantage of communities of practice
is that they can still produce positive KT-D outcomes when carried out online/remotely. For
instance, a global community of practice for student nurses in 160 countries with 4000
members worldwide, was found to be helpful in sharing knowledge, facilitating access to
information and promoting engagement (Gresh et al., 2017). Likewise, a smaller study, also
of a community of practice of nurses (#=8) in Canada, demonstrated clear benefits of utilising

webinars to discuss best practice and engage in reflective learning (Kothari et al., 2015).
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In terms of capacity-building workshops, a number of consistent findings have been
reported across both low and high-income countries. Several studies have shown that
practitioners in low-income countries such as Bolivia, Mexico and Nigeria, reported that
research capacity-building training taught them how to work as part of a public health team,
resulting in a greater understanding and empowerment to utilise research findings, whilst also
improving their overall decision-making — all important KT-D outcomes (Pappaioanou et al.,

2003; Uneke et al., 2012; Uneke et al., 2018b).

Pierson and colleagues (2012) argued that health practitioner skills
development/training (e.g. to help synthesise research and carry out more rigorous literature
reviews) is critical for building their capacity to source and critically appraise research. For
example, Gerrish & Percy (2014) found that nurse clinicians (n=14) and healthcare managers
(n=7) in the UK, developed a number of KT skills following their participation in a workshop
including the application of KT frameworks to research projects in which they were involved,
as well as skills in evidence appraisal and evaluation. Similar findings were reported by
Jansen & Hoeijmakers (2013) from their evaluation of a research skills workshops for public
health practitioners (n=14) in the Netherlands; a series of structured sessions were found to
result in closer collaboration amongst KUs, as well as increased research knowledge and
skills and greater confidence and competence in using research findings — all of which are
positive KT-D outcomes. The kinds of research skills which were developed, included
developing research proposals and critically appraising scientific research for practice and
policy purposes. However, the authors identified two crucial facilitating factors in this regard
— namely a supportive organisational environment and researcher supervision/mentoring.

Therefore, additional supports were required to supplement the learning from the workshops.

There are a number of questions raised in the literature around the duration and

‘sustainability effect’ of the skills acquired in training workshops. For example, while
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Yostand colleagues (2014) found that while a group of Canadian nurse workshop attendees
(n=51) developed knowledge and skills to access, interpret and apply evidence, the use of this
evidence in their decision-making declined in the longer term. However, by contrast, health
and community service providers and women’s advocates (n=75), also in Canada - who
attended workshops alongside researchers - developed strong personal connections and
engaged in the sharing of research findings with policy makers following the workshop;
notably, these positive KT-D outcomes were still observed at 3-month and 6-month follow
ups (Wathen et al., 2011). Therefore, studies have shown that capacity-building workshops
can produce effective KT-D outcomes but a supportive organisational culture and ongoing
engagement with researchers can help to maximise these positive outcomes. Furthermore, KT
training workshops have been introduced into postdoctoral training for nurses (Santecroce et
al., 2018). This demonstrates an attempt to promote a culture of KT and evidence utilisation

amongst practitioners early in their careers.

4.5.4 Role-based KT-D Strategies for Practitioners

Accessing external expertise such as knowledge brokers - as in the case of the policy
makers - can also assist practitioners in clinical decision-making. For example, Russell and
colleagues (2010) completed a Canadian study of a sample of child physiotherapists (n=122)
who employed a knowledge broker, demonstrated self-reported and sustained (12-mth)
increases in knowledge about evidence-based tools. However, some of the same issues apply
here as with training workshops, in the sense that a number of supportive or facilitating
factors already need to be in place for optimal effectiveness, such as positive organisational
attitudes and culture.

4.5.5 Arts-based KT-D Strategies for Practitioners
Arts-based KT-D has been explored more in practice than policy settings. For

example, Gray and colleagues (2003) developed a dramatic production based on a series of
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‘human interest’ vignettes about cancer research, which was subsequently presented to a
sample of Canadian nurses and care staff (n=26). Following the production, participants
reported having developed new levels of understanding and awareness of the existing
evidence as well as having used research findings to engage service users. In addition, a US-
based study by Lapum and colleagues (2014) involved transforming interviews and journal
entries on the experience of surgery and recovery, into an exhibition of poetry and
photographs.  Subsequent focus groups (n=34) and on-the-spot interviews (n=26) with
practitioners and educators, found that the exhibition produced valid and meaningful
representations of the research, encouraged self-reflection, and helped to convey the
perspectives of the patients clearly to the health care professionals. However, whilst these
studies illustrate more novel and creative ways of promoting positive KT outcomes, albeit
only in practitioner contexts, the approaches require a considerable investment of time and

resources which may pose an important barrier to many KPs.

4.5.6 Summary of the Practice Context

A number of mechanisms similar to those described earlier in section 4.4 -were
identified in relation to the health practice context - and generated six key outcomes (Figure
4.9).Thus, research summaries, web resources (e.g. websites, Youtube and emails), social
media, infographics, podcasts, knowledge brokers, and dramatic productions have all been
found to increase the awareness of, and access to, evidence amongst health practitioners. The
use of infographics, social media and knowledge brokers are also important in promoting a
better understanding of research evidence, as are other approaches such as research
summaries, meetings, arts-based approaches, capacity-building/training and conference
presentations. In addition, training workshops, meetings and social media helped researchers
and practitioners to engage with each other. Knowledge brokering and skills training

workshops can also help to guide decision-making for health practitioners. Lastly,
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practitioners tended to value research more when it was presented at meetings or through
research summaries.

In summary, as with the policy context, increasing awareness, understanding and
engagement are the primary KT-D outcomes achieved amongst practitioners. The collective
evidence suggests that networking KT-D strategies (e.g. meetings and communities of
practice), training workshops and social media, were most effective in terms of promoting
these outcomes (similar to the policy context).However, research summaries, knowledge
brokers, and arts-based approaches also play a role and appear to be particularly effective for
KPs who engage with practitioners. Furthermore, the use of graphics and imagery in the form
of infographics and arts-based methods, appear to be favoured more by practitioners than
policy makers. Further research might explore variations amongst practitioner subgroups,

given the wide range of professional roles, backgrounds and disciplines.

Figure 4.9

CMO Configurations for the Practice Context
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4.6 The Research Context

Researchers are both the creators and users of evidence and while there has been less
focus in the extant literature on the researcher’s perspective, there are, nonetheless, some
interesting insights as to how they prefer to access evidence. These are summarised below—

based on 21 studies (see also Figure 4.9).

4.6.1 Educational KT-D Strategies for Researchers

As indicated earlier, peer-review publications are traditionally an effective
educational tool by which academic researchers share their findings and impart knowledge
and especially amongst academic audiences (Hanneke & Link, 2019). However, Phipps and
colleagues (2012) found that researchers also have a preference for plain language research
summaries when accessing evidence - most probably reflecting demands on their time.
Nonetheless, there are few evaluations in the literature that explore how researchers utilise
research summaries to source evidence. This might be due to the fact that researchers are

viewed more as KPs than KUs.

4.6.2 Technological KT-D Strategies for Researchers

Web-based dissemination efforts by researchers have also been shown to improve and
speed up access to information for others working in the research field (Ho et al., 2004). As
described within the policy context, social media can help to increase engagement between
researchers and other KUs (e.g. policy makers) (Tripathy et al., 2017). Further evidence
suggests that researchers are also increasingly utilising social media (as well as Youtube and
infographics) not only to share and access evidence, but to connect with KUs both within and

outside of academia (Bumberger, 2012).
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4.6.3 Networking KT-D Strategies for Researchers

In terms of accessing evidence, conference presentations are an effective and long-
established means of sharing knowledge within the academic community (Grimshawet al.,
2012). These illustrate well how researchers are both the contributors and the recipients of
evidence. As highlighted throughout this chapter, personal contact and networking between
KUs and KPs are crucial for increasing the likelihood of achieving KT-D goals (McVay et
al., 2016). This also helps to promote trust between KPs and KUs and can lead to future

research collaborations (Boydell et al., 2017; Grimshaw et al., 2012; Kothari et al., 2014).

There is some overlap here, between the findings pertaining to a policy and practice
context and those from a research perspective. For instance, a deliberative dialogue workshop
created mutual understanding between KUs (#n=35) and encouraged post-workshop
collaborations in a study conducted in Burkina Faso (McSween-Cadieux et al., 2018).
Likewise, a community of practice established for maternal health researchers (n=221),
helped to facilitate exchanges and collaboration with KUs (Langlois et al., 2016). Short and
long-term workshops/secondments also helped to develop professional relationships between
researchers and KUs (i.e. policy makers and practitioners) (Uneke et al., 2018a; 2018b).Thus,
researchers, as well as KUs, can benefit considerably from networking KT-D strategies.

A recent study by Crowley and colleagues (2018) showed that the use of web
conferencing can be useful in encouraging dissemination to researchers, while researchers
can also derive considerable benefit from participating in capacity-building workshops to
develop dissemination skills (Haynes et al., 2018). However, capacity-building interventions
for health researchers appear to be less well-developed and researched than
programmes/initiatives for other KUs, such as policy makers (Cairney et al., 2016). However,

there has been an increasing number of studies exploring this topic in recent years and this
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may be due, at least in part, to the increasing emphasis on the importance of KT planning by
researchers and the collaborative effort needed for effective dissemination (Cambon et al.,
2017).

A number of studies have demonstrated the benefits of training workshops for
researchers. A recent study undertaken in Australia, reported positive findings from KT-D
capacity-building efforts for researchers, including increased levels of self-reported
confidence with regard to promoting awareness of, and engagement with, their research
findings/outcomes (Taitand Williamson, 2019). These are important outcomes for
researchers (Figure 4.9). One evaluation conducted by Jones and colleagues (2015) found that
Australian researchers rated a training course highly for usefulness, and that it increased their
understanding and confidence in KT theory and planning, as well as building researchers’
skills. In addition, academics (n=8) working in health research in Canada who attended a
two-day workshop, reported increases in their individual understanding of KT, whilst also
indicating that the event had helped to foster the learning experiences of other group
members (Bhogal et al., 2011). A research project also undertaken in Canada and involving a
four-day KT capacity-building event for early career health researchers (n=30), was found to
facilitate interpersonal relationships between participants and future KT training
opportunities (Kho et al., 2009).

More specific skills can also be acquired through these kinds of training initiatives as
demonstrated by Gerrish & Percy (2014) who found that UK-based academics developed
post-workshop KT skills such as using KT frameworks and applying these to their research,
something that it appears, is not routinely a part of most research endeavours. Some of these
KT training initiatives included a range of KPs and KUs. Indeed, an interesting study by Park
et al., (2018), involving the participation of clinicians, researchers, health care managers, and

policy makers (n=62) in a ‘three-element’ KT training initiative - based on several tailored in-
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person workshops, coaching and an online training platform - led to increased understanding
of, and confidence in, using KT (e.g. in project objectives and planning) as well as
knowledge sharing with colleagues, up to 24 months after the workshop. This again
highlights how longer-term (rather that one-off) supports can facilitated positive KT-D
outcomes and also how researchers with different disciplines and backgrounds may learn
from each other.

4.6.4 Role-based KT-D Strategies for Researchers

Little research has examined role-based KT-D strategies for researchers, but similar to
the capacity-building workshops, harnessing external expertise can be useful in supporting
and guiding researchers on how to effectively communicate and share their research findings
with intended KUs. This role would typically include the provision of external public
relations or communications expertise and would normally require an investment of resources
which would have to be factored into a research funding application. This may pose a
significant barrier for many researchers, but nonetheless, there is some evidence to show that
knowledge brokers can help researchers to understand how best to approach and engage with
other KUs, such as decision makers (Cvitanovic et al., 2017).However, the limited evidence
from the wider literature makes it difficult to draw any firm conclusions in this regard.

4.6.5 Arts-based KT-D Strategies for Researchers

Lastly — and as with practitioners above, some KPs have successfully used arts-based
approaches to better communicate their research aims and key messages. For example,
Lapum and colleagues (2014) transformed interview data and journal excerpts from patients
into poetry and photographs. These poems and photographs were displayed to a sample of
health professionals including student researchers, and this method encouraged more
meaningful representations of the research, greater self-reflection, and helped to more clearly

convey the patient perspective to health care professionals and researchers. Again, as with
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other KT-D strategies e.g. research summaries, there were few studies in the literature

evaluating the researchers’ experience of art-based methods.

4.6.6 Summary of the Research Context

In summary, five key KT-D outcomes were identified as important for researchers
(Figure 4.10). Conference presentations, research summaries, peer-reviewed journal articles
and social media are the most common ways used by researchers to increase awareness and
impart knowledge of their research findings/evidence. Participating in dissemination training
workshops also provided researchers with a greater understanding of how to more effectively
disseminate evidence. Networking KT-D strategies, as might be expected, helped to enhance
engagement and relationships between researchers and other KUs, as did the use of social
media and training (and to some extent also knowledge brokers). Training also helped to
build confidence and promote knowledge sharing.

Finally - and as with both the policy and practice contexts - increasing awareness,
understanding and engagement are the primary KT-D outcomes identified from reviewing the
literature. The most commonly reported means of achieving these (in no particular order)

included peer-reviewed papers, networking, training workshops and social media.

Figure 4.10
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4.7 The Service User Context

As with researchers, the use of KT-D strategies with service users (in particular with
children and families) or the general public/service users has been explored much less than
with policy makers and practitioners. There were 7 studies included in this synthesis that
explored the general public/service users. This is, in itself, interesting given that much
research is aimed at this KU group. However, this appears to be changing within the health
sector and there are now an increasing number of studies that include service users as an
integral KU and as central to KT-D strategies aimed at building awareness and maximising
the impact of research (Davis, et al., 2012; Ocloo, et al., 2016). For example Sharpe and
colleagues (2013) worked closely with nursing staff and patients to create culturally
appropriate brochures for clinic use with an American-Indian sample of women (#=32).This
echoes the increasing recognition, within family-focused services and supports, of the need
for public and service user involvement in service development and evaluation (Katharine
Howard Foundation, 2018), as well as an increasing acknowledgement of the importance of
engaged research where all stakeholders — including service users - are encouraged to
participate in various stages of research design and execution (Campus Engage, 2016;
INVOLVE, 2020). Some of the KT-D strategies relevant to service users are discussed below

(Figure 4.11).

4.7.1 Educational KT-D Strategies for Service Users

Mass media campaigns (on television, radio, and in newspapers) have led to increased
awareness of health messages amongst service users and the general public (Wakefield et al.,
2010). An excellent example of the use of educational KT- strategies and the benefits of
engaging with service users/the general public, is described by Nyirenda et al. (2016) who

describe an interactive health-talk radio programme discussing topics such as drugs and
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health behaviours presented on a Malawian national radio station (rn=477), developed through
participatory community consultations. The researchers found that this approach increased
exposure to, and knowledge of, medical research and health whilst also dispelling
misconceptions in resource poor settings. Other strategies, such as research summaries also
appear to be an effective means of sharing evidence with service users and particularly if

presented in plain and simple language (Schipper et al., 2016).

4.7.2 Technological KT-D Strategies for Service Users

Most of the social media studies in the literature that were targeted at the general
public and/or patients aimed to increase awareness and engagement with health information.
For example, Kim and Vender (2014) found that public health patients engaged well with
patient-centred groups on Facebook. Likewise, a review of 145 posting from 17 Facebook
groups discussing concussion (that primarily included North American males) revealed how
the groups were primarily used for peer support (Ahmed et al., 2010).Therefore, Facebook
appears to be useful for engagement between service users rather than with other KUs or
KPs. Moorhead and colleagues (2013) described the benefits of other social media sites (such
as Twitter)for service users that included increased access to information. However, Hand
and colleagues (2016) found that practitioners — who use social media to source information
for their own work - are reluctant to communicate with patients via social media, particularly
due to privacy concerns. This might impede engagement between service users and other KU

groups and researchers.

4.7.3 Networking KT-D Strategies for Service Users

As with the other key KU groups, networking KT-D strategies with service users/the

general public can help to create mutual understanding between KUs and produce more
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relevant and tailored evidence (Katharine Howard Foundation, 2018; Ndlovu et al, 2016).For
example, an interesting study by Klitz and colleagues (2008) — involving a panel discussion
between 18 public health patients (mainly from Europe (n=17)) , and practitioners - showed
that the arthritis patients had a better understanding of a document outlining care
recommendations whilst this event had also helped to inform and disseminate the
recommendations. In addition, palliative care researchers in the UK carried out a
collaborative with individuals who had a cancer diagnosis (n=8) to design and conduct
research. The outcomes included new knowledge and skills and increased confidence for the
individuals whilst also improving the value of the research through the combined perspective
(Froggatt et al., 2015). Therefore, networking KT-D strategies can produce mutual benefits

for both researchers and service users.

4.7.4 Arts-based KT-D Strategies for Service Users

Arts-based KT-D strategies (as in the case of practitioner and research contexts) can
be a useful, albeit little-used approach with service users, most probably because of the
potentially significant resource implications. For instance, former heart surgery patients and
family members found that their attendance at an exhibition of research poetry and
photographs (at a qualitative research conference in the United States and in a hospital in
Canada) had encouraged helpful self-reflection (Lapum et al., 2014). Another interesting
example, described by Sinding and colleagues (2006), involved presenting a drama on breast
cancer research to a public audience (n=396); the researchers reported that almost all of the
attendees benefitted from seeing the drama, would recommend it, and that the content helped
to normalise the condition. Thus, despite the small number of studies in this regard, there are
signs from the literature that these approaches can not only promote KT-D but may also have

spin-off benefits in terms of how the general public/service users might perceive research.
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4.7.5 Summary of the Service User Context

The collective findings here suggest that, as with all other groups, the three KT-D
outcomes are greater awareness and understanding of research as well as engagement with
researchers. With regard to the first of these, research summaries, mass media, and
networking have been reported to be helpful mechanisms. All of the strategies discussed here
have been reported to be helpful in terms of enhancing understanding of research evidence,
whilst engagement with service users/the public is facilitated by both face-to-face interaction

and social media.

To summarise, across the contexts of this evidence synthesis, increasing awareness,
confidence, understanding and engagement are the primary KT-D outcomes that have been
achieved from reviewing the literature. Mass media methods were more effective for this KU
group than with practitioners. Social media, research summaries and networking KT-D

strategies produce a number of KT-D outcomes as found within the other contexts.

Figure 4.11

CMO Configurations for the Service User Context

Service User Context

Mechanisms Mechanisms
Mass media Outcomes Summaries
Networking Social media

\ Increased awareness /

reater understanding
Facilitated engagement
Increased confidence

Arts-base
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4. 8 Conclusion

This realist-informed evidence synthesis was undertaken to better understand, within
the relevant contexts, the mechanisms that lead to observed outcomes that support the
effective dissemination of public health research to a range of KU audiences. One of the
benefits of the realist approach is that it helps to provide a more global view of effective KT-
D strategies and a pattern of their potential utility across different contexts. In this way, it
helps to provide interesting contextualised understandings of “what works” to enhance public

health research dissemination and also what apparently does not work for KU groups.

However, there are also limitations with utilising the realist methodology. There can
be challenges in defining ‘mechanisms’ and distinguishing them from ‘context’, both of
which are tightly interlinked, or other mechanisms may also be in action in these very
contexts (Edwards et al., 2019). For instance, existing KU relationships can act as both a
context and a mechanism; encouraging collaboration can be both a mechanism and outcome;
and improved enhanced engagement may be an outcome while also providing context for
further collaboration. It is also difficult to interpret how executing several KT-D strategies
within a research study may interact with each other and influence the outcomes (Salter &
Kothari, 2014). Many outcomes are overlapping and not mutually exclusive and several
mechanisms can also produce a variety of outcomes. However, it is useful for a KPs to learn
about the efficiency of certain strategies that may address several outcomes. In addition, as
the researcher (SO’C) was the lead appraiser of the articles included in the synthesis, this may
have impacted the studies included. Nonetheless, consultations with the supervisory team and

the use of the CASP appraisal tool helped to enhance the quality of the findings included.

As already mentioned - and perhaps unsurprisingly - increasing awareness,
understanding and engagement are the primary KT-D outcomes identified in the literature

which have successfully been achieved with KU groups across all contexts. As mentioned,
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these outcomes can overlap but within this synthesis, ‘increased awareness’ specifically
refers to a KT-D strategy gaining the attention of KUs while ‘increased understanding’
describes a noted advancement in knowledge following exposure to a KT-D strategy. The
evidence, when considered as a whole, indicates that KT-D networking strategies and social
media are the most effective ways of achieving these outcomes (Figure 4.12). Networking
strategies were also the most commonly explored KT-D strategies in the literature and in this
evidence synthesis, This reflects the need for better collaboration and communication with
KUs to encourage dissemination as already described in Chapter Two (Oliver & Cairney,
2019). Training workshops, as part of KT-D networking strategies, appear to be a particularly
important means for policy makers and practitioners, of enhancing their understanding and
relevant skills development.

A key question is the extent to which the findings reported here, apply across cultures
and jurisdictions. A lot of the studies included in this synthesis were carried out in Canada
which strengthens their position as a leader in KT further. However, overall, the findings
suggest that similar CMO configurations and patterns were found across low, middle, and
high-income countries (e.g. from Burkina Faso to the United States). This suggests that
researchers can potentially increase the reach of their research across multiple jurisdictions
when they use effective KT-D / targeted strategies for specific KU groups. Also, some of
these articles related more to clinical health than public health but, as highlighted by Sibley
and colleagues (2017) in Chapter Two, KT-D intervention outcomes tend to be similar across
health areas. In terms of practitioner KUs, the impact of KT-D strategies on public health
nurses was most commonly investigated. There are limited studies available that explore a
variety of public health practitioner roles such as social workers and psychologists. The
findings also suggest that some KT-D mechanisms appear better suited to some contexts than

others. Peer-reviewed articles are the mainstay in academia, although these are aimed mainly
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at academic audiences. Importantly however, research summaries are increasingly used by
researchers; these also appeal to all KU groups. Infographics appeared to work best in terms
of reaching practitioners and service users, whilst policy makers favoured mass media
approaches. Arts-based approaches, although more limited, appear to reach all KUs apart
from policy makers while knowledge brokers were also utilised effectively across contexts

besides service users.

As outlined earlier, the key CMO configuration that emerged across contexts, related
primarily to how networking KT-D strategies (meetings, conferences, seminars) facilitated
engagement and relationship-building amongst KUs and KPs. However, the type of
networking strategy or interaction can differ across KU groups. Specifically, deliberative
dialogues appear to provide a useful means of enhancing communication primarily in the
policy setting. As might be expected, communities of practice are more commonly found in
the practice setting and provide a useful way of connecting KUs in this context. However,
there is limited evidence on the efficacy of deliberative dialogues and also little empirical
guidance available in the literature on how researchers might manage communities of
practice with, for example, a wide range of KUs (Oliver & Cairney, 2019). This can make it
difficult for KPs to execute the strategy effectively.

Overall, the collective evidence suggests that networking KT-D strategies that focus
on cultivating meaningful interactions and building enduring partnerships between KUs and

KPs, can be effective (e.g. Hanneke & Link, 2019).
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Figure 4.12

CMO Configurations across Contexts

Context Mechanism Outcome

In addition, nurturing more established relationships between KUs and KPs can be a useful
mechanism to improve dissemination outcomes whilst also enhancing the effectiveness of
other KT-D strategies such as research summaries (Brownson et al., 2018; Hawkes et al.,

2016). Therefore, inter-dependencies and relationships can also exist between the various
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mechanisms. However, genuine collaboration can be difficult to facilitate and time
consuming while enabling KU input into decision-making can also pose challenges.
Furthermore, staff turnover can impact KU relationships in the sense that a lack of continuity
can cause delays whilst also introducing potential interpersonal issues that were not there
previously perhaps (Jessani et al., 2020). However, a relatively recent positive development is
the use of webinars and web conferencing to address time and resource constraints for both
KUs and KPs (Crowley, et al., 2018); in fact, this is now even more relevant in the context of

the current pandemic and the unprecedented increase in remote working (e.g. Kylili, 2020).

Capacity-building workshops were highlighted here across all contexts and the
evidence suggests that these play an important role in helping to increase skills, knowledge,
competence, and empowerment in accessing research evidence, especially amongst policy
makers and practitioners. However, these also have considerable benefits for researchers who
may have little expertise in executing varied forms of KT-D. In addition, the use of
educational materials in the form of research summaries was found to be an effective means
of increasing awareness, promoting engagement, and/or enhancing understanding for all KU
groups. Notably, policy briefs —that are developed to target policy makers specifically - were
not found to be any more useful for policy makers than general research summaries aimed at
all KU groups. Thus, researchers might consider developing one version of a research
summary which could effectively be used to target a number of different KU groups, thereby
reducing time and resources. Indeed, traditional peer-reviewed journal articles are limited in
terms of increasing research visibility for most KUs.

Social media is another effective and increasingly popular KT-D strategy which was
used across all contexts. However, mass media (e.g. newspaper articles, radio segments, and

TV interviews) appeared to be more successful at raising awareness of research evidence
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amongst policy makers and service users but less so with regard to practitioners and
researchers. This may be due to, amongst other things, a lack of researcher capacity to engage
with the media and indeed, this is where knowledge brokers come into their own. Indeed, a
key message from the findings reported here, is that knowledge brokering services (to
researchers, practitioners and policy makers) can play a key role in enhancing the
understanding of research, whilst also building KU and KP confidence in accessing and
disseminating evidence as part of the decision-making process; these also play an important
role in terms of helping to promote engagement between KUs (policy and practice) and KPs.
These experts provide a useful ‘communicative bridge’ by helping KUs to articulate their
needs, expectations and levels of competence in accessing or disseminating research (Darker
et al., 2018). However, this is a resource-heavy and time-consuming KT-D strategy which
may not always be possible to execute. In addition, there needs to be clearer guidance and
more rigorous evidence as to the role of a knowledge broker as the term is used and
interpreted very broadly within the literature (Bornbaum et al., 2015). It is also possible that
research projects engage with an individual/organisation that act as a type of informal
knowledge broker without formally defining this as such. For example, some early
intervention and prevention researchers in Ireland work with the Centre for Effective Services
(CES) - an intermediary organisation that helps link the research community with policy
makers. The lesser known arts-based KT-D strategies may also offer considerable potential in
terms of disseminating evidence, although much more research is needed to assess their
overall effectiveness (Greenwood, 2019). Indeed, these types of strategies require creativity,

skills and resources which are important considerations for KPs.

It is not always a straightforward process to deliver and execute KT-D strategies and
available funding and resources are a key consideration (Hawkes et al., 2016; Tricco et al.,

2016). Some of the KT-D strategies identified and recommended here, can be expensive and
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time-consuming to implement (Dew & Boydell, 2017). For example, the development of
effective infographics requires time, effort and money to create and publish and, moreover,
not every research team will have the skill set required to do so (or access to an experienced
infographic designer) (Martin et al., 2019).Social media, on the other hand, is likely to
become a more prominent way of sharing evidence (in line with the general public use) and is
usually free. Linking social media applications and websites is also a useful strategy to
further promote KT-D outcomes; for example, this might involve connecting a webpage to
social media, adding a Twitter handle on conference presentations, or including an
infographic on a Twitter post (Eljiz et al., 2020; Tripathy et al., 2017). This can ‘trigger’ the
KUs to source further information through a range of KT-D strategies. For instance, Huang et
al. (2018) found that promoting research articles using both infographics on social media and
a website, increased article engagement and abstract views. However, as social media is a
relatively new form of dissemination, there are concerns regarding information reliability and
especially in an era of ‘fake news’ (Giustini et al., 2018). A possible way to navigate this
issue is by utilising social media to highlight research and link to a more reputable
information source (e.g. research website or peer-review article).

In addition, there are some mechanisms that might not produce the expected outcomes
or which may be interpreted differently in a given context due to external influences such as
individual beliefs or organisational culture. For instance, individual beliefs about the value of
research are considered to be an important mediator of research dissemination, particularly in
a policy context; in other words, the greater the value placed on research, the greater the
demand for evidence amongst policy makers (Haynes et al., 2018). Therefore, the
effectiveness of any particular strategy can depend on the KUs’ attitudes toward research.
Thus, KPs need to invest time and effort early in the research process to build positive

relationships with KUs.
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Another important factor which can also constrain or enhance research dissemination,
irrespective of individual capabilities, is organisational capacity. Available infrastructure and
resources (e.g. library access and other supports) and the underlying research-orientated
culture in organisations, research teams or policy departments, can have a significant impact
on attitudes and behaviours in relation to research utilisation (Langlois et al., 2016; Peirson et
al., 2012). As mentioned earlier, both policy makers and practitioners reported enhanced KT-
D outcomes when there was follow-up support on offer (Brownson et al., 2018).For example,
a university’s goal of greater media visibility - and also the support which they provide in
terms of communications supports, media skills training etc.- can influence the media efforts
of academic researchers (Marcinkowski et al., 2014). These organisational issues also appear
to be as relevant in low and middle income countries, such as India, and Nigeria (Dagenais et
al., 2013; Hawkes et al., 2016; Peirson et al., 2012), once again illustrating the
generalisability of the many factors that can influence the effective use of KT-D strategies. In
addition, these organisational/institutional influences can be more difficult to investigate and
tackle as they tend to be embedded within organisations (Edwards et al., 2019). Nonetheless,
it has been recommended that contextual factors be investigated through assessing the
barriers and facilitators to dissemination that stakeholders experience (e.g. Graham & Tetroe,
2009; Langlois et al., 2016; O’Connor et al., 2020). This can help to determine what kind of
KT-D is most useful in any given context, as demonstrated by the KT-D case study which

was carried out by the ENRICH programme (see Chapter Six).

In summary, the evidence presented here sheds light on the KT-D strategies and

factors that have been shown to have had an impact within the policy, research, practice, and

service user domains in order to increase the dissemination of public health evidence. Whilst
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the literature focuses more on policy-makers and practitioners (e.g. Edwards et al., 2019),

other KU groups are increasingly being seen as important to investigate.

The findings in this chapter help to highlight a number of universally effective,
potentially generalisable KT-D strategies, as well as ‘domain-specific’ strategies within each
group. However, apart from networking KT-D strategies, it is difficult to identify one specific
mechanism or strategy that is superior in increasing the dissemination of research. Likewise,
not all strategies need to be executed to achieve successful results. Nevertheless, a
combination of strategies is likely to be most appropriate and achieve multiple positive
outcomes as strategies interact synergistically to shape research dissemination. Many KT-D
strategies that have been investigated are complex and evolve over time (e.g. social media);
arguably therefore, promoting research dissemination is a work in progress (Haynes et al.,

2018).

Overall, these results may be used to guide health researchers when developing KT-D
plans or executing KT-D strategies in order to disseminate their research findings more
effectively with a specific KU group or across a range of audiences; efficient and targeted
dissemination equals better impact and use of resources. These KT-D outcomes can also
encourage potential KT-I outcomes in the future such as impacts or changes in policy and
practice. In conclusion, ensuring that KUs have the capacity to access research in decision-
making is a key priority — and more funding and resources are needed to buttress evidence
accessibility and applicability (Haynes et al., 2018; Oliver et al., 2014).

The next chapter critically reviews the role that evidence has played within policy and

practice in Ireland over the last two decades.
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CHAPTER FIVE: DOCUMENTARY ANALYSIS

5.1 Introduction

The second phase involved a documentary analysis, the aims of which were twofold:
(1) to explore, track and critically review how policy and services relating to child and family
mental health and well-being (particularly in the early years) in Ireland, have evolved over
the past two decades — since the first comprehensive national policy for children in Ireland
was developed (in 2000); and (2) to ascertain the extent to which research evidence has
played a role in informing or influencing these developments. An understanding of what
underpins decision-making around supports for children and families in Ireland, can help to

bridge, at least in part, the research-policy-practice gap and can inform KT-D in this context.

5.2 Method

Documentary analysis is a form of qualitative research which is often used to
complement other methodologies, such as those outlined in the current research (Hickey et
al., 2015). Documents are reviewed and interpreted to try to add meaning to a specific topic
under investigation. Documentary analysis is considered an efficient and effective way of
gathering data because documents are a usually accessible and a reliable source of data,
whilst it also addresses the concerns related to reflexivity inherent in other qualitative
research methods (Bowen, 2009). However, it is important to note that documents may not
provide all of the necessary information required to answer a research question and, for
example, advocating for the use of evidence-based research in a policy document, does not
imply implementation in frontline services (O’Leary, 2014). Therefore, it is important to
triangulate the findings from a documentary analysis with other approaches, as in the present

phase.
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5.2.1 Inclusion and Exclusion Criteria

According to Bowen (2009), the quality rather than quantity of documents is
paramount. Therefore, the documents selected for this phase were based on the researcher’s
(SO’C) judgement regarding the trustworthiness of the source, (including discussions with
the supervisory team) and relevance to the research question. As highlighted in Chapter
Three, it was a limitation that the researcher was the sole reviewer of the documents.
However, the documents reviewed in the research were considered trustworthy as there were
limited variations available e.g. national children’s policies. Most of the relevant national
policy documents considered for inclusion were published from 2000 onwards as this was
when the first comprehensive national policy for children in Ireland was developed. In order
to ensure the credibility of sources, the selection criteria were limited to those documents
readily available either online and those which were being held by the ENRICH team. All

non-English language documents, and those not relating to an Irish context, were excluded.

5.2.2 Search Strategy

A range of documents was sourced through searches of governmental and key
stakeholder websites. Policy documents were retrieved from the webpages of government
departments with responsibility for child and family welfare. Other identified documents
were relevant to the research objective and/or were compiled by reputable organisations that
liaise with government departments, such as the Children’s Rights Alliance or The Atlantic
Philanthropies. The searches were conducted between July 2016 and July 2020. The search
was limited by the fact that some documents may exist, but are not available online, whilst
others may have been missed. However, every attempt was made to be as inclusive and as

thorough as possible.
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Overall, 27 documents were included in this analysis including:

e key national policy documents (n=11)
e organisational reports (n=11)

e relevant website information and links (#=5)

5.2.3 Analysis

A Document Analysis Form (DAF) (Appendix 2) was developed by the researcher based on
the research question and previous frameworks (e.g. Fleming, 2018; National Archives and
Records Administration, 2017). As informed by the literature, the DAF included a checklist
of relevant items (e.g. the purpose of the document, what informed its development). Each
document included for review, was first skim-read in line with the inclusion criteria and
research question. A thorough review of the documents that were selected for inclusion was

then conducted using the DAF to extract relevant information (if available).

5.3 Results

This section is divided into three parts, the first of which provides a broad overview of
the development of policy and initiatives relating to children and families during the 1990s in
Ireland. Subsequent parts explore and critically discuss how Irish child and family mental

health policy and service provision have evolved chronologically since 2000.

5.3.1 Child and Family Policy and Service Provision in the 1990s: A Brief History

During the 1980s, the Irish government began to take a more proactive approach than
in previous years, to support child well-being within the family unit. For example, a
dedicated Task Force on Child Care Services was established in the 1970s by the then

Department of Health (DOH) to examine and make recommendations on all aspects of
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children’s services (particularly children at risk) and to inform long-awaited child legislation
and related services (Devaney & Gregor, 2017). The subsequent Task Force Report
recognised, for the very first time in the State, that “the welfare of children in general is
inseparable from the well-being of families and therefore social policy should begin with
families” (Department of Health [DoH]1980, p. 38). This report also reported a lack of inter-

departmental cooperation and this was reflected in the service delivery for children.

This report was influential in shaping the Child Care Act (DoH, 1991) - a key piece of
legislation launched at the start of the ‘90s to protect the welfare of children. This Act was
also influenced by similar children’s legislation such as 7989 Children Act in the United
Kingdom (Featherstone, 2004). The Child Care Act highlighted for the first time the value of
family supports in promoting child welfare. However, as noted by Gilligan (1995), this Act
lacked clarity and detail around what constitutes family supports and services. Therefore, this
shows how both national and international evidence were informing the development of child
policies and there was an emerging focus on promoting child well-being within the family

unit, it is unclear how these policies aimed to shape frontline services.

By 1992, the now well-known UN Convention on the Rights of the Child (UNCRC)
was ratified by Ireland; this involved most countries around the world pledging to advocate
for children’s rights (Children’s Rights Alliance, 2010). This global commitment to meeting
the needs of children was realised in Ireland through a range of relevant policy documents
and initiatives as well as the establishment of several key organisations, and bodies, many of
which are still in existence today. For example, in the mid-1990s, the Children’s Rights
Alliance (CRA) was established to campaign for the rights of all children in Ireland through
laws, policies, and services and to review the Government’s progress in relation to policy

promises (www.childrensrights.ie). This made the State more accountable for their actions in
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relation to nurturing children across the country. Around the same time, the Commission on
the Family was set up (1995-1998) by the Minister of Social Welfare to provide a
comprehensive review of family life in Ireland. Their final report titled ‘Strengthening
Families for Life’ (Department of Social, Community and Family Affairs [DSCFA], 1998)
gave a key recommendation therein to support these families particularly in disadvantaged
communities by substantially increasing expenditure and resources (McKeown, 1999). This
was a welcome proposal because as the Commission acknowledged at the time: “there is
almost no state investment in the care of children in the years before entry into primary

school” (p. 63).

Following this report, in 1998, the Irish Government launched Springboard -an
initiative that included the setting up of 15 family support projects and 100 family and
community centres in disadvantaged areas throughout the country (McKeown, 2001).This
commitment was a direct response to a recommendation from the report of the Commission
on the Family - an excellent example of how a document can directly inform the provision of
services. Importantly, the DoH also changed its name around this time in 1997, to the
Department of Health and Children (DHC), indicating a seismic shift in the Government’s
commitment to children and the importance of assigning this separate responsibility within

the Department (O’Dwyer, 1998).

One of the key publications launched subsequently by the DHC, was Best Health for
Children - Developing a Partnership with Families (DHC, 1999), which focused, for the first
time in 30 years, on child health services in Ireland. A central plank of this policy emphasised
the need for prevention and early intervention (PEI) parenting support to optimise child well-
being outcomes. However, one of the most significant policy advancements and a key

milestone for children and families in the 1990s, was the publication of Children First in
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1999.This document highlighted, for the first time in an Irish context, that “early intervention
and support should be available to promote the welfare of children and families” (DHC,
1999, p. 23). The comprehensive National Guidelines for the Protection and Welfare of
Children contained therein were underpinned by international research and domestic data on
reported child abuse cases, and constituted an important step for family support services and
organisations charged with safeguarding children. At the same time, the Family Affairs Unit
was established within the DSCFA in order to help integrate family policy and to undertake
research in this area with a view to promoting an evidence-led approach.

Thus, throughout the 1990s, there was a growing emphasis in Ireland on the
importance of the early years and family life. Decision-making in relation to child welfare
was primarily based around international practices and evidence. By the late 1990s, the
implementation of large-scale international PEI programmes, such as Sure Start in the UK
(e.g. Glass, 1999), and Head Start in the USA and Australia (e.g. Burchinal et al. 2009),
provided an important impetus for research. This led, over a number of years, to the
development of a strong evidence base that showed that the experiences in the first three
years of life are critical to children's long-term development (e.g. Barnett, 1995). However, at
this stage Ireland was not emulating the efforts of many other countries in terms of producing

high-quality evidence on child and family well-being.

5.4 A Chronological Overview of Policy and Practice Developments Relating to

Children and Families in Ireland

5.4.1 2000 — 2004: Early Developments

As outlined above, it is clear that by the late ‘90s, the Irish government was beginning
to prioritise child well-being and positive family life. However, a real and meaningful shift in

policy and practice thinking did not take place until the turn of the century when a succession
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of national policy documents and initiatives were developed, all of which underscored the
importance of evidence-based interventions for children and families. This was consistent
with other international policies at the time, such as Every Child Matter (2003) in the UK,
Promoting Safe and Stable Families Amendments of 2001 in the United States, and the

Children and Young Persons (Care and Protection) Act 1995 in Australia.

The most significant of these Irish policies, was the National Children’s Strategy:
Our Children - Their Lives (DHC, 2000) which was the first comprehensive national
children’s policy to clearly express a commitment to the ‘whole child’ by empowering
families and communities through integrated service delivery and a ‘whole-of-Government’
approach. The publication of this ten-year Strategy was a major step in progressing the
implementation of the UNCRC and put Ireland on more of an equal footing with other
developed countries in terms of child welfare. The development of this strategy drew on
international evidence relating to child health, well-being, and development as well as
extensive consultation with cross-government departments, statutory and voluntary agencies,
academics, and with children themselves. Following the findings from this consultation
process, the strategy promised a major expansion of, and investment in, PEI services, thereby
illustrating how decision-making around funding and service provision for children was, for
the first time, directly informed by practice-based evidence. However, although this
document refers to the use of international evidence, the specific research studies that

influenced the policy are not clearly articulated within the document.

The National Children’s Strategy stated unequivocally and more explicitly than ever
before that robust evidence and knowledge help to support policy makers and practitioners to
optimise outcomes for children. For instance, this policy had three national goals for children

with Goal 1 focusing on including the voice of the child in services and supports. Goal 2 of
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this policy was that “children’s lives would be better understood; their lives would benefit
from evaluation and research on their needs, rights and the effectiveness of services” while
developing an evidence-based approach to decision-making at all levels. However, the
strategy did acknowledge that at the time, there was little empirical data and a limited
research-based understanding of children’s lives in Ireland. Therefore, in order to build the
knowledge base and increase the availability of research findings, policies, and reports on
children and families in Ireland, a Research Development Advisory Group and a National
Children’s Research Dissemination Unit were established (DHC, 2000). The Advisory Group
comprised child researchers, policy makers, service providers and international experts to
advise the allocation of funding; prioritise research questions in relation to children; and
develop education and training in children’s research. Likewise, the Dissemination Unit
promoted access to research findings on children disseminated through a database and
website in order to provide access to evidence for all audiences. Thus, in addition to striving
to achieve the national goals, the strategy also indicated a commitment to communicating
emerging findings relating to children and families more effectively (Hayes, 2002). This was
also one of the first times that the importance of utilising a KT-D approach when

communicating evidence to a wide range of stakeholders, was highlighted.

Alongside these policy developments, child and family services in Ireland were also
in an expansionary phase at the beginning of the millennium. In the preceding decades, these
services primarily focused on child protection, but the emerging international evidence
highlighted the need for more broadly-based family support structures (Canavan et al., 2000).
The evaluation of the Springboard projects (implemented in the late ‘90s) demonstrated
considerable improvements in child and parent well-being outcomes such as less disruptive
and happier children and parents being more self-confident (McKeown, 2001). These kinds

of findings filled an important gap in Irish-based knowledge and evidence on what works to
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meet the needs of vulnerable families and, in turn, were used to inform and strengthen

policies and service provision in this regard.

Central to the process of promoting and co-ordinating evidence-based child and
family policy and services, was the establishment of the National Children’s Office (NCO) in
2001 that also oversaw the implementation of the National Children’s Strategy. One of the
key roles of the NCO was to support the development of research capacity in the area of
children and to improve the commissioning, production, and dissemination of research and

information on children and their well-being (CRA, 2011).

The first major publication from the NCO was the Ready, Steady, Play! The National
Play Policy 2004-2008 (NCO, 2004).At the time, only a limited number of studies about play
and children had been published (Webb et al., 1999). Still, the available international
evidence from, for example, European data from the World Health Organisation (2005)and
Canadian findings from Waddell and Godderis (2005), identified the benefits of providing
play spaces for children. Consultations with children also led to the development of this play
policy and its implementation was realised through the building of playgrounds nationwide.
Following this policy, over €28 million of Government funding has been spent on improving
play infrastructure and play events for children in Ireland. This is an excellent example of
how evidence directly influenced decision-making in relation to child well-being in Ireland

and, in turn, helped to improve an important aspect of children’s lives.

In summary, the period of 2000-2004 saw a dedicated interest in supporting children
and families in Ireland in a structured and evidence-based way. The implementation of the
National Children’s Strategy cemented Ireland’s standpoint in relation to promoting child

well-being. Moreover, as outlined later in this chapter, the emphasis on consultations with
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children during policy development and the use of research evidence in decision-making

became central to policies and service provision in subsequent years.

5.4.2 2005-2009: Creating a National Evidence Base

During the mid-to late-2000s, Ireland was starting to realise Goal 2 of the National
Children’s Strategy, which involved building a robust domestic evidence base that reflected
the needs and experiences of children and families across the nation. For example, the
publication of a National Set of Child Well-being Indicators (NCO, 2005) was important in
tracking and monitoring how the lives of children in Ireland were changing over time and in
providing a useful benchmark for comparison with other countries in terms of their progress
and the supports and services available to them. Notably, the Office of the Minister for
Children (OMC) was also established within the Department of Health and Children in 2005
to advance the focus on children’s services and the implementation of the National

Children’s Strategy (DHC, 2007).

The largest research project funded as a result of the National Children’s Strategy was
the now well known national longitudinal study called ‘Growing Up In Ireland’ (GUI). This
study was commissioned in 2006 with government funding (and a contribution from The
Atlantic Philanthropies [AP]) of €35 million (GUI, 2020). The aim of this study was to build
an evidence base in relation to cohorts of children, young people, and families and how they
grow and develop over four-year periods. The study follows the progress of 8,000 9-year-olds

and 10,000 9-month-olds and is still ongoing today (www.growingup.ie).
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Figure 5.1

Key Publications and Developments for Children and Families from 2000-2004

2000 ] 2001 2004
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The development of national research initiatives such as GUI reflected a growing
recognition of the importance of high-quality evidence in this area. The State acknowledged
that, prior to GUI, “the absence of research about the lives of children in Ireland led to a
reliance on international material” (The Irish Times, 2018). Most other developed countries
had been running similar longitudinal studies decades before GUI was initially announced in
2002. For example, Britain began its first such study as far back as 1946 with the British
National Birth Cohort Study (Wadsworth, 2009), and the European Longitudinal Study of

Pregnancy and Childhood was initiated in the 1980s (Piler et al., 2017).

Contemporary longitudinal child cohort studies helped to inform the GUI such as
Growing Up in Scotland (https://growingupinscotland.org.uk) launched in 2005 and Growing
Up in Australia (https://growingupinaustralia.gov.au) set up in 2003. Nonetheless, there was a

cross-government consensus in Ireland that the findings from the GUI would positively
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influence future planning, investment, policy, services, and the allocation of Department
resources for children and families. This was considered the best way to improve the lives of
children in Ireland is to learn about their experiences. The findings from the GUI have been
used to inform the development and implementation of child-related policies and services

which are discussed later in the chapter.

Another significant milestone around this time was the establishment of the
Prevention and Early Intervention Programme/Initiative (PEIP/PEII) for 2006-2013 — partly
funded by AP. This programme drew on international evidence supporting PEI measures for
child development and well-being (e.g. Tremblay, Barr, and Peters (2004) and the emerging
findings from the GUI. This programme was implemented throughout Ireland and evaluated
positively (e.g. McGilloway et al., 2013). Collectively, this work demonstrated that Ireland
was forging a very clear evidence-informed path in how it was investing in, and establishing,

child and family services.

There were other child and family policies and initiatives that were launched during
this period too, that further reinforced how the country was prioritising child well-being. A4
Vision for Change — Report of the Expert Group on Mental Health Policy (DHC, 2006) — the
first ever national mental health strategy in Ireland - proposed, amongst many other things, a
comprehensive person-centred model of mental health service provision. This was based on
considerable international evidence which showed that the early implementation of family
support programmes promoted better mental health outcomes for children deemed to be at
risk (e.g. families from low socio-economic backgrounds) (Cheng et al., 2007; Hoagwood,
2005; Johnson, et al., 2000). Thus, while a national evidence database was being developed,

international data were still considered crucial in guiding decision-making.
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In terms of education, Siolta, the National Quality Framework for Early Childhood
Education (Centre for Early Childhood Development and Education [CECDE], 2006)
brought together a useful summary of international and national evidence - coupled with
consultations with a broad range of stakeholders - to identify and recommend best practice in
early education provision. For instance, a key recommendation therein was the provision of
quality play experiences. Since the publication of Sio/ta, many practice settings have applied
the Framework to better meet the needs of young children (aged 0-6), including as part of the

PEIP (CECDE, 2005).

Towards the end of the decade, in 2008, the OMC was renamed the Office of the
Minister for Children and Youth Affairs (OMCY A)to reflect its expanded role in policy and
service development for children and young people up to the age of 24 (CRA, 2008).The
Centre for Effective Services (CES) was also established this year with funding from AP and
the government, as an intermediary organisation to produce evidence-based early years
research and promote a PEI approach across child and family services in Ireland. The CES
also disseminates existing Irish and international evidence in varied formats in order to build
stakeholder capacity to use research amongst, for example, Government Departments, public
bodies, service providers, and practitioners (CES, 2020). Therefore, it was recognised that

high-quality evidence needs to be communicated effectively.

In addition, in 2009, an evaluation of the AP’s Children and Youth
programme (Paulsell et al., 2009) in Ireland was published and found to be key to building
evidence as well as improving service provision in Ireland. This report found practitioners
valued an evidence-based approach to service delivery; and that overall there was an
increased focus on PEI locally and nationally. Some of the evidence-based initiatives

included in this programme were Lifestart Parenting Programme, Preparing for Life and
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Ready, Steady, Grow and their efficacy informed future initiatives (The Atlantic

Philanthropies, 2015).

In summary, there were significant knowledge gaps in the 1990s and early 2000s in
relation to the needs of children in Ireland (CECDE, 2003; McKeown et al., 2004). Ireland
was lagging behind other countries in terms of producing evidence and this was, in turn,
impacting negatively on services and supports for children and families. However, by the late
2000s, a national evidence base to support children and families was being created akin to
other developed countries, particularly with GUI and the PEIP, and there was a much greater
focus on promoting high-quality research using robust methodologies. However, at this stage,
there were still limited rigorous evaluations of PEI supports within an Irish context to support

policy decision-making (CRA, 2009).

5.4.3 2010— 2014: Next Steps —Collaboration and Large-Scale Evaluation

The subsequent five years from 2010-2014, saw an increasing drive for developing
and utilising evidence in policies and services to support children and families across Ireland.
However, there was much greater focus, during this time, on conducting large-scale
evaluations to determine the efficacy of PEI initiatives and this was due in no small way to
the research funding provided by AP. Around this time, there also appeared to be increasing
recognition of the value of networking and collaboration amongst stakeholders to optimise

outcomes for children and families (e.g. Bowen & Graham, 2013).
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Table 5.1

Key Publications and Developments for Children and Families from 2005-2009

2005

2006

For example, the Prevention and Early Intervention Network (PEIN) was formed in 2010 by
the Northside Partnership - and funded by AP again - to bring together the expertise of a
range of stakeholders from the PEI sector in Ireland (e.g. social workers, psychologists,
programme managers). This collaborative effort helped to: develop and disseminate learning;
shape policy and practice; build relationships amongst stakeholders; and influence public
discourse (PEIN, 2019). This network was also successful in advocating for the establishment
of a PEI Unit in the Department of Public Expenditure and Reform (DPER) and the inclusion
of PEI in the first national policy framework for children and young people called Better

Outcomes, Brighter Futures (discussed in more detail below). This illustrates very well the

National Set of Child Well-being Indicators (NCO, 2005)
Establishment of the Office of the Minister for Children

A Vision for Change — Report of the Expert Group on Mental Health Policy
(DHC, 2006)

Siolta, the National Quality Framework for Early Childhood Education
(CECDE, 2006)

Commissioning of Growing Up in Ireland

Establishment of the Prevention and Early Intervention Programme2006-2013

The OMC was renamed the Office of the Minister for Children and Youth
Affairs
Establishment of the Centre for Effective Services

Aistear: The Early Childhood Curriculum Framework(NCCA, 2009)
Evaluation of the Children and Youth programme (Paulsell et al., 2009)

impact of successful collaboration on decision-making around children and families.
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Furthermore, in 2010, the ‘Supporting Parents in their Parenting Role” Special Interest
Group (later called the Parenting Network) was created to influence policy and practice in
supporting parents. The Network aims to: connect researchers, practitioners, and policy
makers (all of whom are represented); develop appropriate means of disseminating and
promoting information on parenting and child well-being; and support research skill
development (Katherine Howard Foundation, 2019). The Network has organised and hosted a
number of conferences and events over the years, whilst it has also lobbied government with
regard to supporting parents in their parenting role (e.g. through a series of policy and
position papers).

By 2011, a decision was made to create a stand-alone Department of Children and
Youth Affairs (DCYA), which incorporated the functions of a number of policy areas on
children and provided a key infrastructure through which evidence could be at the centre of
policy and practice around children’s lives (CES, 2011). Since the DCYA was established,
several policy developments emerged including The National Strategy for Research and
Data on Children’s Lives, 2011-2016andBetter Qutcomes, Brighter Futures 2014-2020.
Common to both policies is a consistent reference to promoting child well-being through the
utilisation of high-quality evidence.

The first of these policies, the National Strategy for Research and Data on Children’s
Lives, 2011-2016 (DCYA, 2011) was developed by the Research Unit within the DCYA to
provide structured guidance on data collection techniques and the dissemination of research
on children. Specific strategies identified in this document to facilitate the utilisation of
knowledge on children and families, include: building capacity for stakeholders to interpret
research; providing timely research material; and creating connections between researchers
and service users (Buckley & Whelan, 2010; Roche et al., 2011). These recommended

strategies (e.g. research summaries, networking strategies) align well with the findings of
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international KT-D research which was being conducted at the time (e.g. Dunne, 2011;
Graham, 2010; Tabak et al, 2012). The development of this strategy also took into account a
range of international findings from Europe (Eurostat, 2010) and the UK (Iwaniec, 1998), as
well as national data and consultations with stakeholders, including children, to help
contextualise the Irish experience (Hanafin & Brooks, 2005; OMCYA, 2010). As with the
National Children’s Strategy, this highlights the importance of including the child’s voice in
research and in informing service provision. This document again reflected a continuing
commitment on the part of the Irish government to promote child and family well-being and,
in particular, to encourage the appropriate use and production of evidence-based research
relating to children.

The policy developments since the launch of the National Children’s Strategy were
realised through explicit investment in the development, implementation and evaluation of
community-based PEI initiatives in Ireland (Devaney et al., 2013; McGilloway et al.,
2012;Morawska et al., 2010). For example, many parenting programmes which were
evaluated in Ireland had a strong international evidence base, including the Incredible Years
Parent, Child and Teacherseries, Lifestart, and the Triple P-Positive Parenting Programme
(Furlong et al., 2012; Miller, 2015).The first of these, the Incredible Years series, included
components designed to promote parent sense of competence and well-being and encourage
positive infant health and development and underpinned the models of the ENRICH research
programme (Reid & Webster-Stratton, 2008).

The findings from these evaluations led to the development of a large-scale PEI
initiative which involved the delivery of these, and other evidence-based programmes. This
was called the Area Based Childhood (ABC) programme (2013-2017) (DCYA, 2013) which
received funding of approximately €30 million from the DCYA and AP and was designed to

target child development and well-being, educational disadvantage, and parent supports. This
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programme again exemplifies a strong commitment to learning from research and scaling out
of evidence. Indeed, this initiative was considered a “milestone in one of the biggest
investments made by a philanthropic funder [Atlantic Philanthropies] in driving systems
change towards evidence-informed practice anywhere in the world” (CES, 2013, pg. 13).
This was a significant leap forward for a country that had been lagging behind on an
international scale in terms of evidence-based policy and services only a decade previously.
The evaluation of the ABC programme (overseen by the CES) examined outcomes for
children and families, the implementation process, as well as cost-effectiveness and aimed to
inform future research, commissioning of services, resource allocation, and investment.
The key findings from this evaluation included improved relationships between parents and
children; improvements in child social and emotional well-being; enhanced understanding
amongst practitioners and service managers in the value of evidence (Hickey et al., 2018).
Additional funding was allocated to this initiative in 2018, which exceeded the Government’s
original funding commitments, signifying the perceived value of, and strong interest in, the
emerging evidence.

Around this time, Right from the Start (DCYA, 2013), a report was published from an
Expert Advisory Group of academics, and representatives from government and
organisations that work in early years services and supports. Recommendations within this
report included increasing investment in the early years and strengthening child and family
supports. This document also specifically advocated for evidence-informed decision-making
as “dissemination and knowledge exchange helps to ensure that once this knowledge is
generated, it can be translated and mobilised into policy-making and practice development (p.

28)”

This period also saw a second major development in child and family policy, in the

form of Better Outcomes, Brighter Futures2014-2020(DCY A, 2014a), the first overarching
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national policy framework to be developed for children and young people aged 0-24 years.
Many other countries had already developed and prioritised similar policies promoting PEI,
such as the National Framework for Protecting Australia’s Children (2009), Canada’s
Comprehensive Mental Health and Addictions Strategy (Government of Ontario, 2011) and
Getting it right for every child in the UK (Scottish Government, 2008). This was the first
Irish policy document within which parenting was explicitly identified as the first of six key
‘transformational goals’. This policy was explicitly informed by the PEIP and GUI findings,
national evaluation of parenting programmes such as Preparing for Life (Doyle, 2010) and
the Incredible Years series (McGilloway et al., 2012), as well as international evidence from
the US (Center on the Developing Child at Harvard University, 2007), France (OECD, 2012;
2013), and the UK (Allen, 2011; Coles et al., 2016). These studies had been progressively
pointing to the benefits of investing in the early years and the effectiveness of expenditure on

child-related services to improve outcomes and reduce inequalities in society.

Thus, PEI initiatives are now considered an optimal and cost-effective way of
enhancing outcomes for children and families and reducing long-term dependency on a range
of State services (Leijten et al., 2015). This evidence is important in helping to inform
Government decision-making and budgetary spending. Better Outcomes, Brighter Futures
also has an emphasis on stronger implementation and coordination across Government
Departments because despite earlier policy developments, it was considered that there were
still limited quality supports and services for children (DCYA, 2014).This highlights once
again, the importance of collaboration whilst also indicating a process of reflective learning
and more sophisticated thinking when compared to previous policy developments and

strategies.
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A significant shift in frontline service organisation and delivery also occurred in 2014
with the establishment of Tusla - or the Child and Family Agency - a dedicated State agency
responsible for improving well-being and outcomes for children (Tusla, 2019). Tusla operates
under the Child and Family Agency Act 2013 (DCYA, 2013) which came into being partly in
response to reports at the time, on child protection failings, including inconsistency and
fragmentation of service provision. The work of the agency is driven by the evidence-based
and child-centred policies mentioned above, but with a clear focus on specifically improving
services relating to child welfare, early intervention services, and family and locally-based
community supports. Most of Tusla’s service delivery is based on Children First legislation
and guidelines; this again illustrate show policy was, and still is, informing child and family

practice and frontline services in Ireland.

Tusla also undertake in-house research to inform Departmental decision-making and
they provide resources such as a parenting webpage — Parenting24seven -in order to share
evidence-based information with a wide range of stakeholders on what works best for
children and families at different stages of childhood (Tusla, 2019). Notably, they ran an
‘Empowering Practitioners and Practice Initiative’ with the CES around this time in order to
build the research use capacity of practitioners by making up-to-date evidence available for
use in their work with children and families (CES, 2019). In consultation with social workers,
this initiative produced a toolkit that included, for example, evidence-informed resources and
summarised research findings on children and families (Crowe, 2019). This reflects a

continued impetus to improving research utilisation amongst stakeholders.

This period saw a dedicated and very active commitment to children and their well-
being in Ireland, particularly through Better QOutcomes, Brighter Futures and the

implementation of the large-scale ABC programme. There was, in tandem, an increasing
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dependence on high-quality evidence to inform decision-making in relation to children and
families (e.g. Devaney et al., 2013; Furlong et al., 2012; Miller, 2015).Reassuringly, a
commitment to enhancing the capacity to use and communicate evidence, whilst also
encouraging greater collaboration amongst stakeholders to maximise outcomes, was also high

on the agenda at this time.

5.4.4 2015 — 2019: Sector Growth and Expansion

The final period under review (2015-2019) was one whereby concerted attempts were
made to maximise the learning over previous decades in terms of evidence use and

production, dissemination, and collaboration.

Research evidence was continuing to inform ongoing initiatives during this period. By
2016, the ABC Programme funding was due to end, but this was extended until 2018,as the
emerging findings had shown improved outcomes for children and families. Further still,
based on the positive findings, the DCY A expressed its intention to mainstream the ABC
Programme objectives through local partnerships and developments at a national level (CRA,

2016). This demonstrates the broader impact of the findings.

However, although evidence-based recommendations were encouraged to help
children thrive, the Government also required that PEI initiatives be cost-neutral or that they
incurred savings for the Exchequer (CRA, 2015) Thereby, this indicates, perhaps
unsurprisingly, that other factors — and especially those relating to costs - can impact the

decision-making process (Van de Goor et al., 2017).
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Figure 5.2

Key Publications and Developments for Children and Families from 2010-2014

The establishment of the ‘Supporting Parents in their Parenting Role’ Special Interest Group
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2014
Better Outcomes, Brighter Futures

The establishment of Tusla

In terms of producing and disseminating evidence, the DCYA also set up a stand-
alone Research and Evaluation Unit (REU) to collaborate with key stakeholders in order to
support research and capacity building. The remit of this unit included improving knowledge
and data relating to children’s lives and promoting the translation and application of
knowledge to support the development of evidence-based policy development and service
delivery (DCYA, 2016).Despite this however, the CRA (2017) found that, at this time,
progress was still slow in terms of sharing evidence-based learning within child and family
services. The annual Department review also had noted that there was little progress made on
the implementation of the Children First guidelines since their launch in 1999, despite their
utilisation by Tusla (CRA, 2011). However, the reason behind this slow progress is not

discussed within the documentation.
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In 2017, there were further positive steps to promoting early years research and
capacity including the establishment of a Prevention and Early Intervention Unit (PEIU) in
the DPER — and supported by the PEIN. The PEIU evaluates PEI programmes for children
through research and stakeholder consultations and informs policy decisions in relation to
public spending for initiatives that aim to improve child outcomes (Irish Government
Economic and Evaluation Service, 2019). For example, some of their research has explored
the development of PEI within public policy (Kennedy, 2020). The Quality and Capacity
Building Initiative (QCBI) was also set up this year also in collaboration with Tusla to
enhance the capacity and skills development of stakeholders to access, appraise and apply
evidence-informed approaches to PEI policies and programmes using a central database, and
online learning platform for policy makers, providers, and practitioners (DCYA, 2018).

However, there is limited evaluation of the QCBI to date.

By 2018, the learning from the national evaluation of the ABC Programme had started
to feed into service innovation and development in terms of parent and family supports e.g.
Parents Plus, Triple P, Strengthening Families; community-based ante and postnatal care and
education, e.g. Preparing for Life, Up to 2; promoting social and emotional development
among children, e.g. the Incredible Years suite of interventions (Hickey et al., 2018).These
regional community groupings/collaborations of child and family services were continuing to
adapt and develop their service offerings on the basis of emerging evidence. Further research
on their new and enhanced services/service models (including the ENRICH research
programme of which this current research is a part (Hickey et al., 2018; Leckey et al., 2019)
showed initial positive outcomes in parenting, children’s learning, and emotional
development.

At the same time, more relevant policies were being implemented by other

government Departments during this period that were intended to impact child and family
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mental health and well-being (amongst other things). For example, Sldintecare (DoH, 2018)
is a ten-year programme which aims to transform health and social care services across
Ireland. Some of the key goals of this programme are improving the experience and outcomes
for service users. The programme highlights (as in previous policies)— and as one of
numerous objectives relating to population health in general - the importance of PEI for
mental health, and spawned initiatives to enhance child well-being and infant mental health,
including the Nurture - Infant Health and Well-being programme and the National Healthy
Childhood Programme. Sldintecare is significant in that it represents one of the first instances
of cross-party political consensus on the future of health and social care services in Ireland.
This suggests that a whole-of-government and collaborative approach is needed in order to

achieve better outcomes for families.

Most recently, the First 5: A Whole-of-Government Strategy for Babies, Young
Children and their Families 2019-2028 (DCY A, 2018) was launched as the first-ever cross-
Departmental strategy in Ireland, building on the advancements that have been made for
young children in previous years and informed from previous policy documents including
Right from the Start (DCYA, 2013).More specifically, this strategy drew heavily on the
learning from the GUI study and the ABC programme. For example, Objectives 2 and 6 of
this Strategy explicitly recognise the impact of parents’ behaviour and mental health on an
infant’s psychological well-being, development, and relationships, particularly in the first 18
months of life (Greene et al., 2014). The strategy also incorporates a clear recognition that
parents benefit from high-quality, evidence-based information and services to support child
development and positive family relationships and was influenced by international evidence
on, for example, the First 1000 days (Kattula et al., 2014).In addition, this Strategy focuses
on developing a comprehensive national infrastructure for research and data that can be used

to inform national policy and practice and could be utilised on an international stage. This is a
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significant accomplishment as Ireland had lagged behind many other countries for decades. A
Parenting Support Policy Unit was also established recently by the DCYA (in 2019) as part
of this Strategy to co-ordinate policy direction and activity specifically relating to parenting
support. At the time of writing, the implementation of the First 5 is in its infancy, but it is
ultimately aiming to further support children and families with the best possible strategies,

processes, and practices.

Figure 5.3

A Timeline of Key Government Policies Relating to Children and Families since 2000

2000 N etiond! 2019 - First Five

Children's Strategy Research and Data
on Children's Lives

Finally, in 2019, funding — again from AP - was allocated to Tusla’s Partnership and
Family Support Programme, the next phase of the ABC Programme and the QCBI Innovation
Fund to evaluate and build on existing data and evidence (CRA, 2019). This programme aims

include improving and measuring outcomes for children and families and to be aware of the
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latest research about what works well for families. In addition, the DCYA has compiled an
online evidence resource to collate information on the impact of evidence-based programmes

both internationally and in Ireland, thereby further advocating for a KT-D approach.

In summary, this period showed a more comprehensive approach to evidence
utilisation than in previous years, with a focus on the production of relevant high-quality
evidence disseminated in appropriate forms to stakeholders that have the capacity to
understand and apply the findings. The evaluation of the ABC programme had a significant
impact on the direction of future services and investment whilst there was also an increasing

focus on data sharing/linkage and cross-Department collaboration.

Table 5.2

Key Publications and Developments for Children and Families from 2015-2019

e The creation of the Research and Evaluation Unit

e Establishment of a Prevention and Early Intervention Unit in the DPER
e Establishment of the Quality and Capacity Building Initiative

e Slaintecare(DoH, 2018)
e First 5: A Whole-of-Government Strategy for Babies, Young Children and their
Families 2019-2028 (DCYA, 2018)

e Tusla’s Partnership and Family Support Programme
e Parenting Support Policy Unit

5.5 A Critical Analysis of the Role of Research Evidence in Informing Child and Family
Policy/Practice in Ireland
The first section of this chapter tracks how policy and services relating to child and

family (particularly in the area of PEI) in Ireland evolved over the past two decades. This
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second major section of the chapter critically examines the extent to which, research evidence
has helped to inform the progression of policy and practice in Ireland relating to child and
family well-being during an approximate 20-year period from 2000-2019. Three key themes

emerged from this analysis (Figure 5.2), each of which is discussed below.

Figure 5.4

Key Themes Identified from the Documentary Analysis

P
e Increasing emphasis on evidence-informed PEI
Theme 1 policy and services
.
p
e Successes and limitations of evidence-
Theme 2 informed policies and services
N J
* The role of KT-D in policy and practice
Theme 3 development
- J

5.5.1 Theme 1: Increasing Emphasis on Evidence-Informed PEI Policy and Services

The first theme identified from this documentary analysis is increasing policy and
service commitment and focus on evidence-informed PEI. While different countries have
adopted various approaches to PEI policy and service provision, a common thread among
developed nations is that policy decisions are child-centred, and the early years, in particular,
are currently high on the global policy agenda (Jessani et al., 2020). According to Hayes
(2002) “all policy impacts, to a greater or lesser extent, on children” (p.7).Correspondingly,
there is an increasingly accepted global understanding that knowledge gained from

integrating the best available research findings into policy and practice, is the most effective

141



way to meet the needs of populations, reform services and allocate funding (Barwick et al.,

2014).

During the earlier period described here (2000-2004), international evidence relating
to child and family well-being (e.g. from other European countries, USA, Canada, and
Australia) was used to guide and inform policy decision-making rather than national findings
(The Irish Times, 2018). However, by the mid-2000s and in line with other countries, Ireland
began to develop a national research database to achieve a better understanding of children’s
lives, particularly following the launch of the Children’s Research Strategy (2000). The
legally binding global agreement of the UNCRC (1992) may have also acted as an important

impetus for Ireland to pursue better outcomes for children.

While international evidence, standards, and practices are important and can be used
as a useful benchmark, arguably, the findings from research conducted in Ireland provide — or
were seen to provide - better guidance on domestic/national issues. This can also help to
inform resource allocation so that decision-making is based on evidence of both need and
effectiveness in an Irish context. As the years progressed, there was a greater focus in Ireland,
on promoting high-quality research on children and families, using robust methods and
rigorous large-scale evaluations, to provide evidence which helps to improve and refine
service provision and practice (CRA, 2019). Thus, it is clear that Ireland has displayed an
increasing commitment to producing evidence to support children and families over the past

two decades.

How the policies outlined in this chapter are developed and implemented (or not) is of
utmost importance in determining subsequent outcomes for children and families. Ideally,
decision-making should be informed by solid evidence of what works from rigorously

conducted evaluations coupled with the experience and expert judgement of service providers
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(DPER, 2018). Indeed, in both 2013 and 2014, the Irish Government specified that child and
family initiatives should be informed by national and international evidence, best practice,
and the needs of the children and the community (CRA, 2014). However, there is no
obligation on the State to ensure that policies and services are evidence-based and informed.
Historically, the ‘scientific perspective’ has not always driven social policy on families in
Ireland or elsewhere (McKeown et al., 2004). According to the DPER (2018), the
development of services and policy decisions for families and children, is often shaped by a
broadly similar set of ideologies, including fiscal priorities, political will, public opinion, and

electoral considerations rather than empirical evidence.

As mentioned above, fiscal priorities can influence policy and practice decision-
making. Ireland experienced economic prosperity from 2000-2007 during what became
known as the ‘Celtic Tiger’ years when there may have been more revenue available and
investment in early years services (CRA, 2009). However, this period was followed, in 2008,
by a global recession which resulted in a redistribution of resources and a shift in priorities
from long-to short-term savings (CRA, 2010). During this period of recession, public health
spending on mental health and wellbeing was lower in Ireland than international standards
and there was a lack of primacy given to PEI and family support despite the vast amount of
evidence outlining the long-term benefits of this expenditure (CRA, 2009). Indeed, the GUI
findings demonstrated that economic strain caused by the 2008 downturn negatively affected
parental mental health and relationships, with consequent knock on effects of quality of
family life and parenting (Nixon et al., 2019). The UN Human Rights Council (2018, para. 4)
has stated that ‘inadequate investment, especially in the most vulnerable and marginalised,
can perpetuate the intergenerational transmission of poverty and inequality, leading to
irreversible negative impact on children’s development.” Therefore, the impact of reduced

funding and services can impact on children and families outcomes.
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In summary, although the policies from the last two decades have emphasised an
evidence-informed approach, and it does appear that the intent is there, this still may not be
enough to ensure uptake. Several other factors can influence service provision even with the
availability of high-quality evidence base. Therefore, despite official recognition of the
importance of — as well as increased generation of knowledge — there remains gaps in the

extent to which evidence is used to guide policy and practice.

5.5.2 Theme 2: Successes and Limitations of Evidence-Informed Policies and Services

As highlighted, the need for child and family services to be evidence-informed has
been increasingly highlighted in Irish policy. Nevertheless, it is vital to consider the extent to
which this has been achieved in reality? Indeed, the analysis revealed both successes and

limitations in this regard.

It is certainly the case that a number of policies, reports and initiatives developed over
the past two decades were crucial to fostering PEI and enabling a better future for children
(and their families) in Ireland. The most significant policy documents appear to be the recent
Better Outcomes, Brighter Futures 2014-2020 and the First 5 (2019-2028).Both of these
contain an explicit commitment to evidence-based parenting supports, amongst other things,
in order to improve child and family outcomes. It is also clear that these policies have been
informed by learning from previous policies and reflect the commitments outlined originally

in the National Children’s Strategy published at the start of the millennium.

An analysis of the available documents (n=27) suggests that most significant and
impactful PEI initiatives during the approximate 20-year period under investigation were the
GUI study (2006-present) and the PEIP (2006-2013) — both launched in the same year - and

the ABC programme (2013-2018) (e.g. Hickey et al., 2018) (Figure 5.6). The intent to
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develop these programmes initially demonstrated a commitment from the Government to try
and promote better outcomes for families and children in Ireland. These programmes
produced high-quality evidence as to what works best to support children and their parents in
Ireland. The findings from these evaluations helped to build a significant national evidence
base which, in turn, appeared to inform the development and implementation of policies,

services, and interventions, and which helped to guide funding decisions where possible.

Figure 5.5

Pivotal Year of Initiatives for Children and Families in Ireland
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The importance of the role of funding cannot be overlooked in relation to the
advancements made in evidence-based service provision for children and families in Ireland.
As highlighted in Chapter Two the availability of funding is also a key driver in promoting
the dissemination of evidence that can inform service provision (e.g. Tripathy et al., 2017).
As outlined earlier, AP identified PEI in Ireland as a key research area (alongside Northern
Ireland and the United States) for investment over a 10-year period (2004-2014) (The
Atlantic Philanthropies, 2020). Over $200 million was invested in 39 interventions and 52
evidence-based services to promote the well-being of children and families in Ireland — one
of only eight countries worldwide where significant investments were made in health,

education and equality. It is highly unlikely that Irish-based initiatives/services and research
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in PEI would have progressed as much in the absence of such substantial, pivotal and
strategic funding. AP funding was also important in informing developments and strategies at
government level, and in some cases, the Irish Government matched the AP funding or
allocated additional funding to further explore initiatives that were showing promising
results. In this way, AP acted as a sort of ‘champion’ for PEI in Ireland and as a reputable
organisation, they influenced the government in their decision-making. According to Darker
and colleagues (2018), this external influence is a key facilitator to promoting evidence

dissemination and uptake.

In addition, there have been significant strides made over the last couple of decades
that reflect the commitment to evidence within the early years field, including: PEI-themed
conferences (e.g. National Early = Childhood Research Conference 2019);  increased
opportunities for postgraduate training and education in this area (e.g. MEd Early
Intervention at Trinity College Dublin); the establishments of several children’s research
centres (e.g. Centre for Mental Health and Community Research www.cmhcr.eu); and the
publication of a biennial State of the Nation's Children Report (e.g. DCYA, 2014b). All of
these led over time, to the development of a culture of research utilisation and evidence-
informed PEI in Ireland which is consistent with international trends, thereby demonstrating

that Ireland is committed to promoting early years evidence on the world stage (CES, 2013).

On the other hand, there are also notable flaws and gaps (such as budgetary) in terms
of implementing policies and programmes relating to children and families over the past few
decades (CRA, 2010). For example, whilst the DCY A was responsible for the co-ordination
of child policy-making in Ireland, the responsibility for different policy areas relating to
children was co-located within a number of Government Departments (Hayes, 2002). For

example, the Early Years Education Policy Unit is co-located between the Department of
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Education and Skills and the DCYA. According to Bennett (2008), the disjointed co-location
of key early years policy units has led to ‘a fragmentation of services and a lack of coherence
for children and families’ (p. 2). On a more positive note, however, more recent policies, such
as Slaintecare and the First 5, focus on increasing cross-government cohesion in order to
address these shortcomings. This reflects an understanding of the importance of collaboration

and engagement to maximise outcomes.

In terms of reviewing documents (e.g. policies and reports) relevant to PEI in Ireland,
only the most prominent and accessible documents were included here. It is important to note
that any such document which fails to mention evidence-based priorities, does not necessarily
suggest that these are not reflected in subsequent policies or practices. Arguably however, a
failure to acknowledge an issue could reflect a lack of priority on evidence. By the same
token though, advocating for the use of evidence-based research in a policy document does
not necessarily imply that this will be used when implementing or informing real-world
frontline services (Bowen, 2009). An in-depth review of initiatives that were promised but
subsequently not implemented was outside the remit of this analysis. However, in these cases,
the usefulness of the recommendations in policy documents is questionable when the

intended reforms are not implemented in practice.

5.5.3 Theme 3: The Role of KT-D in Policy and Practice Development

This documentary analysis attempted to track the development of KT-D in policies
and services for children and families (and the role of evidence therein) during the 20-year
period of interest. The available evidence that was included in this chapter primarily reflects
the field of KT-I, i.e. how evidence has been implemented into policy and practice. There is
limited information in the literature regarding how the specific evidence was disseminated to

policy makers or practitioners in order for the implementation process to follow. Nonetheless,

147



it would appear that the dissemination method was successful in the cases where the research

findings were used to inform decision-making.

As highlighted in Chapter Two, an important facilitator for disseminating evidence
within policy is ensuring that the findings are relevant to the policy makers’ needs (Haynes et
al. 2018). It is clear from the documentary analysis that PEI and the early years is a key
research area and continues to be of relevance to the Government. Therefore, research in this

field is more likely to gain interest and awareness by the nature of the topic.

There have been several indicators over the past two decades that there is increasing
focus on the value of effective KT-D and related strategies. A number of governmental Units
and groups have been established that are dedicated to promoting and sharing research. For
instance, as mentioned earlier, the setting up of the CES — as a knowledge broker - in 2008
was critical for enhancing KT-D in Ireland in relation to early years research by linking KUs
and producing research summaries aimed at policy makers and practitioners (CES, 2020).
Likewise, the creation of the REU in the DCY A toward the end of the last decade was based
around the promotion of KT-D. Infrastructural resources such as websites (e.g.

https://www2.hse.ie/my-child)and knowledge hubs (www.whatworks.gov.ie) were developed

to increase access and availability of research evidence - on children and the early years - for
a wide range of KUs. Conversely, a database called Current Research Information Systems
was put in place in Ireland in the early ‘00s to provide a searchable, publicly accessible
source of all university-based research in Ireland, but this was discontinued following budget
cuts during the recession (Doyle, 2020). This also shows how a lack of funding can impact

both service provision and evidence dissemination.

Nonetheless, a fundamental KT-D strategy that is continually developing and has

helped to increase the utilisation of evidence and promoted an evidence-based approach in
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Ireland was enhancing collaboration amongst relevant stakeholders such as the PEIN or
academic collaborations with community-based organisations (e.g. the ENRICH
programme). As highlighted earlier, increased cross-government engagement is also being
encouraged to promote evidence uptake e.g. cross-party support for a Plain Language Bill
(NALA, 2020). Evidence and policy formation has also been informed through research
consultations with service users (e.g. Children and Young People’s Services Committees) to
help plan and co-ordinate services for children and young people based on their needs (CRA,
2011). These collaborative efforts also took broader forms through European Union and
international agreements e.g. with the United Nations (CRA, 2010). In addition, the CES
(2018) acknowledged that KUs need the skills and capacity to interpret, analyse and apply
evidence relating to the complex field of child and family welfare. This was reflected in, for
example, the QCBI, which focuses on building the capacity of stakeholders to access,

interpret, and utilise data and evidence.

In summary, the role of effective dissemination underpins this documentary analysis in
terms of enhancing the capacity for evidence to inform policy and practice decision-making

in Ireland — that ultimately aims to improve outcomes for children and families.

5.6 Conclusion

This documentary analysis has attempted to monitor and appraise the evolution of Irish
public policy and service provision from 2000-2019. During this time, there have been
significant reforms in Ireland, in terms of legislation, policies and service provision directed
towards the support and welfare of children, particularly at the start of life. These were

consistent with an increasing global focus on promoting the well-being of children within the
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family environment and reducing inequality and disadvantage (Garcia et al., 2019; Hickey et
al., 2018).

According to Field (2010), the dissemination and use of robust evidence and the
uptake of scientific knowledge, were key aspects of achieving evidence-informed solutions to
policy-making in Ireland. As stated by the DCYA (2019), “since 2000, a shift to evidence-
based policy-making has driven investments in knowledge about improving the lives of
children and families” (pg 7). Therefore, building a national knowledge base has continued to
influence policy and service delivery and policy formation. However, as might be expected,
the available funding, economic climate, and governmental priorities also impact the
development and sustainability of early years services.

According to Bowen (2009), policy and service success or progress can be considered
in relative rather than absolute terms, by comparing developments what has been done
previously or elsewhere. As outlined above, Ireland was behind other countries in the earlier
years, in terms of domestic research, policies, and initiatives geared towards improving
children’s lives. Arguably therefore, one of the most impressive achievements in an Irish
context is how, according to PEIN (2019) — within a relatively short period of time - Ireland
progressed so far as to become a world leader in the design, implementation, and evaluation
of evidence-informed services that aim to support children and families. This appears to have
been accomplished by learning from the experiences of other countries and producing high-
quality national evidence — as well as from significant investment and resources.

It is also important to note that policy developments were informed by, and built
upon, previous versions, whilst incorporating emerging and growing evidence accruing from
national and international research. The strengths and weaknesses of relevant government
departments were also highlighted in the annual performance reviews undertaken by the CRA

were also acted upon in subsequent policy documents. Such accountability and transparency
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were important for improving future initiatives and, ultimately, outcomes for children and

families in Ireland.

In summary, this analysis provided a broad view of the extent to which it appears that
evidence was wused in decision-making to inform practice (and subsequent
policies).Nonetheless, it would appear that research evidence —and the process of
dissemination - has played an increasingly significant role, to date, in decision-making

processes relating to child and family well-being policy and practice in Ireland.
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CHAPTER SIX: KT-D CASE STUDY

6.1 Section One: KT-D Case Study Paper

As outlined earlier in Chapter One, a KT-D case study was carried out as part of this
research, the overarching aim of which was to increase visibility and understanding of, and
engagement with, the ENRICH research programme and its emerging findings, through a
series of KT-D strategies targeted at KUs within child and family services in Ireland. This
work was published in the Journal of Children’s Services and that paper is replicated here (in
line with the journal formatting guidelines), including additional methodological detail, and
forms the bulk of the chapter.

Additional supplementary information is provided at the end of the chapter to help
further contextualise this element of the research and to summarise the additional work which
was undertaken (e.g. the LinKT project), but which was not reported in the paper due to word
count restrictions. Further illustrative quotes from the one-to-one interview and focus group
data - and relating to the key factors that influence dissemination - are also provided in

Appendix 10.
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Abstract

Purpose This paper outlines a knowledge translation (KT) case study undertaken as part of a
multi-component research programme aimed at evaluating new parenting supports in the
earliest years. The study aimed to: (1) explore the influencing factors relating to research use
in an early years context; and (2) to use the findings, at least in part, to execute an integrated

KT plan- in order to promote stakeholder engagement, greater research visibility, and to

enhance the understanding of findings emerging from the research programme.

Design/methodology/approach A mixed-methods study was embedded within a large-scale,
longitudinal research programme. In the present study, a national survey (N=162) was
administered to stakeholders working with children and families throughout Ireland. A series
of one-to-one interviews were also undertaken (n=37) to amplify the survey findings. Also,
one focus group was carried out with parents (n=8) and one with members of the research
team (n=3). Several dissemination strategies were concurrently developed, executed, and
evaluated, based partly on survey and interview findings, and guided by the Knowledge

Translation Planning Template (Barwick, 2008; 2013; 2019).
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Findings The main factors influencing the dissemination of evidence, as identified by the
stakeholders - were: a lack of resources; an under-developed understanding of research use
and dissemination; insufficient collaboration and communication; and conflicting stakeholder
priorities. Despite these challenges, the research programme was found to benefit from a
multi-component KT plan to achieve the outlined dissemination goals.

Practical implications The KT planning process allowed the research team to be more
accountable, introspective, and to work more efficiently. This helped increase the likelihood
of more targeted and successful dissemination of the research findings, delivering a better

return on research investment.

Originality/value This is the first study of its kind (to our knowledge) to provide important
insights for stakeholders in Ireland and elsewhere about how to improve the dissemination
process. Effective KT planning can ultimately help to bridge the research-policy-practice gap
and enable the effective translation of high-quality evidence in the early years sector to

enhance outcomes for families in the shorter and longer-term.

Introduction

There are significant investments and continuing global interest in evidence-based
parenting programmes and their impact on outcomes for children and families (e.g. Hickey
et al., 2018; Hutchings et al., 2017; Leijten et al., 2015). As a result, many governments have
developed policies advocating for the use of evidence-based parenting programmes
including, for example, Better Outcomes, Brighter Futures in Ireland, Every Child Matters in
the UK, and the National Framework for Protecting Australia’s Children. Despite the
allocation of considerable funding internationally to expand knowledge in evidence-based
research, it is not always effectively shared or implemented as intended in child and family

services (Powell et al., 2017).
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The field of implementation science has produced a growing body of international
literature on how research is disseminated to a wide range of stakeholders (including
practitioners, policymakers, and service users) and the barriers and facilitators to
implementing research in order to bridge the ‘knowledge-to-action’ gap (Milat et al., 2011).
The process of disseminating and implementing research evidence is commonly known as
‘knowledge translation’ (KT) (Canadian Institute of Health Research [CIHR], 2004). KT
efforts aim to maximise the outcomes from research by ensuring stakeholders ‘are aware of
and use research evidence to inform their health and healthcare decision-making’ (Grimshaw
etal., 2012, p. 2).

Dissemination interventions or strategies comprise a broad range of isolated or multi-
faceted processes and practices used to achieve particular dissemination goals and which,
ideally, involve engaging with multiple stakeholders throughout a research study (Barwick,
2016; Oliver et al.,, 2014). There is considerable literature on the effectiveness of
dissemination strategies that aim to enhance research use; however, to date, there is no gold
standard approach for selecting the most appropriate strategies (Stevens et al., 2014; Yamada
et al., 2015). Varying dissemination goals, stakeholders, and contexts can all require different
strategies — for example, conference presentations can effectively share knowledge within the
academic community but interactive workshops help to support behaviour change amongst
practitioners (Edwards et al., 2019; Grimshaw et al., 2012). There is consensus that a multi-
method approach (i.e. targeting several stakeholders using a variety of strategies) is thought
to be associated with more successful dissemination as the more sources from which
evidence emanates, the more likely it is to be heard, seen, and acted upon (Kernohan et al.,

2018; Li et al., 2018).

Public health researchers recognise the importance of engaging with stakeholders and

communicating their research evidence beyond academic publications targeted at researchers.
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However, most admit to using opportunistic and haphazard dissemination practices in the
later stages of the research, usually based on strategies utilised in the past, and often
neglecting non-academic stakeholders (Kernohan et al., 2018). Few researchers engage in KT
planning to tailor, track and evaluate the impact of related strategies (Lombardi, 2018;
Ngamo et al. 2016). Prospective and considered KT planning is likely to ensure more
structured and effective research exposure and engagement which can ultimately increase

research utilisation and impact (Barwick, 2016; Cambon et al., 2017).

In terms of research impact, there is a growing emphasis on assessing the effects of
evidenceon policy, practice, and society, aside from knowledge uptake and implementation
(Geddes, Domnett and Prosser, 2018). For instance, many health research funders (e.g. the
Health Research Board [HRB] Knowledge Exchange and Dissemination Scheme in Ireland
and the CIHR Planning and Dissemination grants in Canada) are now encouraging and even
requiring investigators to demonstrate how they can share their findings in practical and
usable ways (Barwick, 2016). The increased popularity of assessment schemes, such as the
Research Excellence Framework or the Knowledge Exchange Frameworkin the UK.,
evaluate impact in terms of the reach (the measure of accessibility) of research with intended
stakeholders, as well as the significance or usefulness of the findings (Kings College London
and Digital Science, 2015). Thus, the influence of research findings can be assessed, at least
in one way, by recording the number of individuals/organisations who accessed, understood
or interacted with a piece of evidence (insofar as this can be evaluated) (Hill and McAlpine,
2019).

Ultimately, health research evidence cannot have a positive impact unless it is
effectively communicated to the intended stakeholders. The dissemination process can be
maximised through executing a context-specific KT plan early in a research project (Barwick,

2016; Cambon et al., 2017).
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Aims and objectives

The overarching aim of this research was to undertake a detailed case study that
involved developing and executing a KT plan embedded within the context of a five-year
research programme undertaken to assess the implementation and effectiveness of two
wraparound-inspired service models designed to promote child and family well-being in the
early years (Hickey et al., 2020; Leckey et al., 2019). For example, one of these models
involves the delivery of a number of service elements (e.g. baby massage and paediatric first
aid) to 106 parent and baby dyads during the first two years of life. The research was
conducted in collaboration with multidisciplinary service providers such as public health
nurses, family support workers and social workers.

The specific objectives of the current study were to:1) identify and outline the factors
that influence dissemination effectiveness according to the perspectives, preferences, and
needs of a range of stakeholders from an early years context in Ireland; 2) use some of the
findings from the above to inform the KT plan for the research programme; and (3) to
evaluate, insofar as possible, the selected dissemination strategies using key impact
indicators.

Method

This mixed-method KT case study undertaken during the third and final phase of the
research comprised a number of separate but related activities including (i) a stakeholder
analysis; (ii) an online survey of key stakeholders (designed to provide an understanding of
access, attitudes, skills, and the influence of evidence); (iii) a series of interviews and focus
groups with key informants to supplement and amplify the survey findings, but with a
specific focus on contextual factors that can inhibit and encourage evidence dissemination;

(iv) the design and execution of several dissemination strategies informed by stakeholder
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input; and (v) the ongoing evaluation of dissemination strategies to provide an understanding
of evidence use and to determine whether stakeholders benefitted and how.
Participants and settings

The term ‘stakeholders’ in the context of this study, collectively describes knowledge
users (KUs) and knowledge producers (KPs)/researchers (individuals or groups) who are
interested in disseminating research evidence to influence policy and/or practice, or who may
be impacted by evidence(Graham et al., 2018). The stakeholders who participated in Phase
Three of this study were invited to take part in key informant interviews, focus groups and/or
a survey using a mix of purposive and snowball sampling. We identified and recruited from
the following KU and KP groups within the health and social care sector (primarily child and
family services) in Ireland: (1) policymakers; (2) practitioners; (3) researchers/Principal

Investigators; and (4) parents.

The policy maker category consisted of employees of government departments who work in
or influence policy or programme development for child and family welfare and health. The
practitioners included professionals who have direct contact with children and families in
their main roles (e.g., service providers, managers, public health nurses and social workers).
A small number of representatives from intermediary organisations e.g. CES and funding
agencies also took part in the survey/interviews. Many KUs and KPs were recruited using
existing relationships which had been fostered as part of the ENRICH research programme.
For the parent focus group, the researcher (SO’C) liaised with a service provider who was
collaborating with the ENRICH research team, in order to identify parents - whom they knew
from the service - that might be interested in taking part (but who were not part of the
ENRICH programme). For the Parent Advisory Panel, 20 parents that took part in the

ENRICH programme were purposively selected by the ENRICH team (based on the team’s
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judgement regarding their likelihood to participate). More specific information on

participants and settings is provided in the relevant sections that follow.

Procedures

A stakeholder analysis was carried out to identify stakeholders to participate in the
survey, key informant interviews and focus groups (Figure 6.1). The stakeholder analysis
involved the development of a quadrant matrix that prioritised and mapped a list of
stakeholders identified by the research team. These stakeholders were then grouped based on
their relative influence and/or interest in the area of research use in child and family sector
(Eden and Ackermann, 1998). For example. Principal Investigators, healthcare managers or
policy makers were considered most influential. Other KUs such as parents, members of a
research team or service providers could be classed as having a high interest in the area. Most

efforts were focused on stakeholders mapped in the high interest, high power group.

Figure 6.1

Stakeholder Analysis using the Power Versus Interest Grid (Eden and Ackermann, 1998)
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The inclusion and exclusion criteria for participation were as follows:
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Inclusion Criteria for Policy Maker, Practitioner and Researcher KU Groups

Participants must be employed within their role for at least six months upon initial

contact.

Participants are aged 18 or over.

Participants must work with children and families or have extensive knowledge of
how research findings inform policy and practice within the context of child and

family services.

Inclusion Criteria for the Parent KU Group

For the Parent Advisory Panel, parents must have participated in the ENRICH

programme.

For the parent focus group, the parents must not have taken part in the ENRICH

programme and have a child under the age of 10.

Exclusion Criteria for all KU Groups

Participants who have insufficient English language competence to complete the

surveys/interviews/focus groups.

Following the stakeholder analysis, and review of the inclusion/exclusion criteria, the

researcher (with the support of the ENRICH research team) generated a list of stakeholder
email addresses via Google searches (prior to the enforcement of the General Data Protection
Regulations, 2018). Prospective stakeholders were invited via email to take part in the study.
Prior to their participation, participants were required to confirm that they consented to take
part in the research and that they had read the information sheet (Appendix 3a) attached in the

email which detailed the purpose of the study, the rights of participants, and how the
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collected data will be used. Fully informed written consent was sought from all stakeholders
and they were also assured that any identifiable information would be removed. Stakeholders
were also invited to circulate the survey to their colleagues or other relevant stakeholders
whom they considered might be relevant. This was a useful way of collecting more data,
although it was difficult to ascertain the overall response rate. Non-respondents were sent two
reminder emails in the month following the initial email in order to maximise the response

rate.

Measures and Procedure

Quantitative data collection measures
The KT-D case study comprised two quantitative elements (undertaken during 2016 - 2019) —

a questionnaire-based survey and an evaluation of the executed dissemination strategies.

Research dissemination survey. A 68-item self-report online questionnaire-based survey
(Appendix 4a and 4b) was administered using Qualtrics Survey Software

(www.qualtrics.com). The survey included a mix of 5-point Likert scale questions (e.g. 1,

“strongly agree”; 5, “strongly disagree”), multiple-choice answers, and open-ended questions,
all of which were based on the review of the literature reported in Chapter Two. Information
was collected on: demographic background (e.g. job title); understanding of evidence;
attitudes towards research; organisational culture of research dissemination such as available
supports; experience with accessing, interpreting, interacting with, and disseminating
evidence; and thoughts/views about barriers and facilitators that shape evidence
dissemination. For instance, survey items included for practitioner and policy makers KU
groups were ‘Using research is a priority in my workplace?’; ‘I don’t have time for research’

and ‘I don’t feel capable of applying research evidence’. An example of an item customised
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for the researcher KU group included ‘Over the last 5 years, my research reports were read
and understood by the practitioners and professionals concerned’. The choice of survey items
relating to the last of these, was guided by the research questions and by identifying and
assessing two existing measures in the literature (Canadian Foundation for Healthcare
Improvement, 2014; Landry et al., 2001), after which two subscales were adapted and
incorporated into the survey. These showed good internal consistency with Cronbach alphas
ranging from .82 to .94. A list of commonly executed KT-D strategies (e.g. research paper,
research summary, database, grey literature, conference/workshop presentation, e-newsletter,
video, webinar, social media, group discussion, and networking) was also provided and

respondents were asked to select which they prefer to use to access or disseminate evidence.

With regard to survey set-up, the Qualtrics algorithms were configured so that
specific survey items were displayed only to those who identified themselves as working in
practice, policy, or ‘other’ (e.g. “Which of the following have you used to access evidence?”)
and certain survey items were presented to those who identified as working in
research/academia (e.g. “Which of the following have you used to disseminate your

research?”). The survey took approximately 20 minutes to complete.

Dissemination strategy execution and evaluation measures.

The Knowledge Translation Planning Template (KTPT) (Barwick, 2008; 2013;
2019).The KTPT (Barwick, 2008; 2013; 2019) (Appendix 8) was used to guide the planning,
description and evaluation of the ENRICH programme KT-D plan. This is a free evidence-
informed and widely used planning tool for research dissemination that guides users through

13 core components of KT-D planning that include:

e Identifying the project partners
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e Degree of partner engagement

e Partner roles in KT-D planning

e KT-D expertise on the team

e Targeted KUs

e Research findings presented as main messages

e KT-D goals, such as building awareness or interest

e KT-D strategies to be used to meet the KT-D goals

e KT-D process, such as integrated or end of grant strategies

e Indicators of KT-D impact and evaluation metrics

e Resources needed to actualise the plan

e Related budget items to include in funding proposals

e Details of how the KT-D strategies will be implemented.

This tool is applicable to health research and across sectors to support effective and
evidence-informed translation of research to KUs. All 13 components of the KTPT were
considered as part of this KT-D plan, with particular focus on the following: 1) identification
of main messages; 2) targeted KUs; 3) KT-D goals; 4) KT-D strategies, and 5) indicators of
KT-D impact and evaluation metrics (Figure 6.2). As such, evidence-based KT-D strategies
and evaluation measures were summarised and discussed in terms of their effectiveness in

engaging with relevant KUs and achieving a series of KT-D goals.
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KT-D strategies refer to a broad range of processes and practices which can be executed in
isolation or combination and are designed to promote research dissemination and foster
collaboration among KUs and KPs (Rabin, 2008). The dissemination strategies for the current
study (e.g., research summaries, media, educational material, training, and events) were
selected to align with the KT-D goals and preferences of the KU groups and, in line with
recommendations from elsewhere (Grimshaw et al., 2001; Seers et al., 2013), were primarily

focused on programme visibility, understanding and KU engagement.

Figure 6.2

Core Components of the KTPT (Barwick, 2008; 2013, 2019) for this Knowledge Translation

Plan

Main
messages

KT Targeted
evaluation stakeholders

KT strategies KT goals

These strategies were informed by: (a) the KTPT planning tool (Barwick, 2008, 2013, 2019);

and (b) evidence on their effectiveness (Oliver et al., 2014; Powell et al., 2017).
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The case study was conducted in line with an iKT approach by virtue of the fact that
the dissemination strategies were implemented (within available resources) on an ongoing
basis. Thus, certain strategies were employed throughout the duration of the programme (e.g.
social media and collaborative meetings) whilst others were implemented at specific
junctures (e.g. presentations, newsletters and capacity-building training events). A description
of the dissemination strategies that were implemented by the ENRICH team is included in
Chapter Six. The use of an emergent approach ensured that, as the case study progressed and
was increasingly informed by participant input, the dissemination strategies were updated
accordingly and attempts made to target them more effectively in response to the ongoing
findings. Table 6.1 below shows the timeline for when the KT-D strategies for the ENRICH

programme were executed.

The evaluation of the dissemination strategies used standard indicators such as
reach (e.g. the number of conference presentations and publications), usefulness (e.g. user
satisfaction), and use (e.g. intent to apply in the workplace setting) rather than indicators of
practice change or policy (Barwick, 2016). Activity from the research project webpage, e-
newsletters, and social media accounts was captured using online tracking analytics (i.e.
Google Analytics, Mailchimp reports, Facebook Insights, and Twitter Analytics) which
measure, for example, citation counts, article views, downloads, and social media mentions.
A number of brief evaluative anonymised feedback forms (Appendix 5) were also developed
and distributed at the end of any knowledge-sharing and training events which were carried
out in the course of the research programme These pen-and-paper measures were tailored for
each relevant strategy and included 5-point Likert-scale structured questions and open-ended
questions relating to the perceived quality or usefulness of the strategy; stakeholders’
knowledge status pre- and post the strategy; levels of satisfaction with the strategy; any intent

to use or adapt the knowledge following the event, and any other feedback about the event.
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These measures were completed anonymously, took approximately five minutes to complete

and were collected and collated once the strategy was complete.

Table 6.1

Timeline for the Implementation of the ENRICH KT-D Strategies

KT-D Strategy | 2015 2016 2017 2018 2019 2020
Knowledge- 2 2 1

Sharing Events

Presentations 5 14 6 4 3 1
Publications 1 1 1 2 5 1
E-newsletters 2 1 1

Social Media 1 1

Webpage 1 1

KT Skills 3

Training

Implementation 1

Manual

Parent Advisory 1

Panel

Knowledge Hub 1

Note. This table refer to the total number of outputs from the ENRICH programme. Social
media and webpage totals reflect the year that these accounts were set up abd were then
maintained for the remainder of the research.
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Quantitative data Storage and Analyses

The survey responses were automatically collected and stored in a secure password-
protected database on the Qualtrics server and were exported to SPSS (Version 25.0) at the
close of the survey. All data were anonymised and any potentially identifiable data removed.
All data were ‘cleaned and screened’ and descriptive statistics generated in the first instance
to explore demographic information, barriers and facilitators to research dissemination and
other relevant information. A number of Chi Square analyses were then conducted on the
survey data to identify any significant differences relating to KT-D experiences and views
across the participant groups (the small policymaker subgroup was combined with those who
classified themselves as working in ‘other’ areas for the survey analysis (n=38)). Evaluative
feedback forms were analysed using Microsoft Excel and described using means and
frequencies. Details on presentations, publications, e-mailing lists and sign-in sheets from
research programme events were logged (where possible) by the ENRICH research team
including when and how often they were executed, and the number and type of KUs targeted

for each strategy.

Qualitative Element
The qualitative element of the study involved a series of one-to-one interviews and focus

groups with a range of participants.

Participants and Settings

Following a request at the end of the online survey, seven participants volunteered to
take part in a one-to-one interview with the researcher (SO’C). In line with Dicicco-Bloom &
Crabtree (2006), 80 other prospective interviewees who were identified from our initial
stakeholder analysis, were invited via email to take part in key informant interviews based on
their ability (and willingness) to provide more in-depth input on experiences of KT-D within
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the context of child and family services (e.g. senior managers/policy makers/Principal
Investigators/ parents). Forty-one percent (n=33) of these stakeholders agreed to take part in
the research. The service provider collaborator kindly asked the prospective participants if
they would be willing to participate in the study and provided them with an information sheet
(see Appendix 3b). This focus group was carried out in a Family Resource Centre while

parents were waiting for their children to complete a behavioural support service.

A total of 37 people, in total, agreed to participant in this part of the research (research
n=7, practice n= 7, policy n=12, other (e.g. funder, intermediary organisation) n=3, parents
n=8) — as part of Parent Advisory Panel). This was considered to be an acceptable number in
line with Guest, Bunce, and Johnson (2006) who argue that theme saturation often occurs
after around 12 one-to-one interviews within homogeneous groups. It was also judged that
any additional interviews would be unlikely to contribute further insights into the analysis

(Strauss & Corbin, 1998).

Measures and Procedure

Interviews/focus groups. The researcher developed a series of semi-structured
interview schedules and focus group topic guides tailored for each KU/KP group respectively
(see samples in Appendix 7a and 7b). Interview questions were informed by the research
aims and previous literature and the findings were used to supplement and amplify the survey
findings. The interviews aimed to capture detailed individual experiences and contextual
factors relating to evidence dissemination, including general decision-making processes. The
focus groups also allowed for a more in-depth assessment of research dissemination and to
assess the views of particular KU or KP groups (e.g. parents). All interview/focus group

measures were designed to ensure that all relevant topics were addressed whilst also allowing
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scope for participants to raise any other emergent issues. Prompts and probes were used when

necessary to elicit further clarification or additional information.

Prospective key informant participants were sent an initial email including an
information sheet (Appendix 3b) which detailed the purpose of the study, the rights of
participants, and how the collected data will be used. They were also offered the opportunity
to view a copy of the interview schedule prior to their participation. One focus group was
carried out with parents who did not participate in the ENRICH research progamme (n=8)
and one with the ENRICH research team (at Maynooth University) (n=3). The parent focus
group aimed to understand parents’ perceptions of research evidence relating to children and
families. The research team focus group offered an opportunity for the team to discuss the
programme’s KT-D progress and experiences, the perceived usefulness of the dissemination

strategies employed, and any perceived barriers or facilitators to their execution.

Three in-person key informant interviews were carried out at the participants’
workplace; the remaining interviews were conducted by telephone (in a private room at
Maynooth University) due to time and resource constraints. These were found to offer a more
efficient means of carrying out the interviews without affecting the rapport between the
researcher and interviewee nor the quality of the information provided. In addition, those
working in policy indicated a preference for this approach due to their limited time. Both
focus groups and interviews ranged in length from approximately 20 to 45 minutes and were
all carried out by the researcher, audio-recorded (with consent), and transcribed verbatim. All
participants were asked to provide their written informed consent to take part in the
interview/focus groups (Appendix 6b). The purpose of the interviews/focus groups was
explained to all participants as well as other issues around anonymity, confidentiality, and

withdrawal from the research (see Section 3.6 for further information). Participants were also
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offered a transcript of their interview and asked to provide any comments/feedback and to

add or remove any information if they so wished.

Parent advisory panel. A parent advisory panel of eight parents who took part in the
larger ENRICH research programme, was convened through consultations within the
ENRICH team regarding which parents may be likely to participate. Fifteen parents were
contacted and invited to participate and those parents who agreed to participate were
provided with a tailored information sheet and completed a consent form prior to their
participation. This advisory panel was utilised to gather feedback on three dissemination
strategies (i.e. an academic paper, research summary booklet, and the webpage), to assess
their usefulness for parents/families, and to learn how best to communicate research to these
stakeholders. No demographic information was specifically collected in the interviews but all

of the panel participants were female.

QOualitative Data Storage and Analyses

Qualitative data (including data generated through open-ended questions from the
research utilisation survey and key informant interviews/focus groups) were stored and
analysed using MAXQDA software (Version 12.0). A standard thematic analysis was
conducted using a deductive approach - informed by Braun and Clarke (2006) - established a
priori in line with the research aims, previous literature and survey findings. An ongoing
process of reading line-by-line and reviewing transcripts was carried out to identify common
and divergent views, summarised with illustrative quotes organised around the theme of
influential factors. Codes and emergent themes from the data were refined as necessary. Data
saturation was considered to have been achieved at the point when no new themes were

identified from additional interviews that would alter the interpretation of the results. All of
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the data were coded and analysed by the primary researcher with ongoing consultation about
the themes rationale with three team members experienced in qualitative research.
Respondent validation was employed by informing the interviewees of the primary factors
identified from the survey results. Reflexivity was facilitated by debriefing the stakeholders
following the interviews/focus groups and the researcher also repeated statements back to
interviewees during the interviews to clarify understanding.

All of the interview and focus group data were transcribed verbatim and thoroughly
checked and edited for clarity. All data were retained as written electronic files and stored
securely on a password-protected computer. The qualitative analysis software MAXQDA
(version 12.0) was used to facilitate data storage and analysis. Audio-files were destroyed
after transcription and all transcripts were anonymised through the allocation of a unique

identification code and any potentially identifiable data removed.

A standard thematic analysis was conducted on all qualitative data using a deductive

approach in line with the six stages described by Braun & Clarke (2006).

1. Firstly, each interview/focus group transcript was read and re-read line-by-line and
initial keywords were noted to develop a sense of familiarity with the data. This stage

provides the foundation for the subsequent analysis.

2. Once familiar with the data, the second stage involved generating initial codes -
highlighting data that appear meaningful to the research aims. These codes provide an

indication of the thoughts, attitudes, and experiences inherent in the text.

3. Thirdly, these codes were analysed and sorted into potential themes and subthemes.
As part of the deductive approach, themes and sub-themes were pre-selected a priori

based on the research aims, literature, and the survey findings, but emergent themes
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were also incorporated into the analysis and reporting (Barnett-Page & Thomas,

2009).

4. In the fourth stage, codes, key themes, and sub-themes were reviewed and refined as

necessary by re-reading the original data.

5. The fifth step involved further ‘refining and defining’ of the themes and subthemes
within the data, ensuring to include common and divergent data and a range of
perspectives within the analysis. Supportive illustrative quotes were selected and used
to validate and summarise the interpretation of the major themes (Barnett-Page &
Thomas, 2009). Data saturation was considered at the point when no new themes
were identified through additional interviews from each key informant group that

would be likely to alter the interpretation of the results.

The final stage involved identifying connections between themes and developing an
overarching framework relating to the research questions and literature, organised around
inhibitors and facilitators to the translation and utilisation of research evidence.Both
quantitative and qualitative data were collected concurrently, analysed separately initially and
then synthesised and integrated. The triangulation of findings helped to ensure overall rigour
in the analysis process. All of the data were coded and analysed by the primary researcher
with ongoing consultation about the themes rationale with three team members experienced
in qualitative research. Respondent validation was employed by informing the interviewees
of the primary factors identified from the survey results. Reflexivity was facilitated by
debriefing the stakeholders following the interviews/focus groups and the researcher also

repeated statements back to interviewees during the interviews to clarify understanding.
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Results

Participant characteristics

A total of 433 participants were contacted and invited to take part in the survey,
37%(162/433) of whom responded, It was felt by the researcher and supervisory team that the
survey was less suitable for the parent KU group and that richer data would be obtained
through qualitative methods. The national survey sample consisted of 162 stakeholders
working in research/academia (n=57), in practice - as a practitioner/service provider/ manager
(n=67), in policy (n=9) or in ‘other’ fields such as community development and intermediary
organisations (n=29) (Figure 6.3). For purposes of analysis, the small number of policy
stakeholders was combined with those identified as working in ‘other’ areas (n=38). Most
participants were female (84%, 137/162) which is likely due to high representation of women
in this sector and were aged between 50 and 69 years (M = 61). One third of participants had
over 10 years’ experience of working in their roles (53/162) and most were working in
Dublin (n =55). [The specific names of the organisations in which participants worked, are

not named in order to preserve participant confidentiality].

A total of 37 one-to-one interviews were subsequently carried out with researchers (n=7),
practitioners (n=7), policymakers (n=12), ‘others’ (e.g. funders, intermediary organisations)
(n=3), and parents - as part of a Parent Advisory Panel (n=8). Policymakers were more likely
to respond to a request for an interview than a request to complete a survey, and therefore,
were targeted chiefly using this approach. Additionally, two focus groups were carried out,
respectively, with a group of parents who did not take part in the research programme (n=8)

and with some members of the research team (n=3).
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Figure 6.3

Breakdown of the Stakeholder Groups that took part in the Surveys/Interviews/Focus

Groups
l Surveys (N=162) I [ Interviews (N=37) Focus Gre:os
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(n=67) (n=7) ——

Policy makers
(n=9)

Policy makers
(n=12)

Others (n=29)

Others (n=3)

Parents (n=8)

Reassuringly, there was a high degree of overlap between the findings from both the
survey and the qualitative interviews/focus groups. Thus, these are summarised in Figure 6.4.
More detailed findings will be reported elsewhere. The dissemination strategies and their

evaluation are described thereafter.

1. Key factors influencing research use in an early years context

Many contextual elements can influence how research evidence is shared and used
amongst the intended stakeholders. The following factors were highlighted as the most
influential in the early years setting, and informed the development of the KT plan and the

dissemination strategies.
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Resources & Accessibility. Overall, a lack of resources to facilitate access to and
dissemination of research was identified by the majority of stakeholders, including
researchers (n=44), practitioners (n=38) and policy/others (n=27), as a primary factor

influencing the use of research.

“Money is the issue, and the control of money and all the other issues are subsequent to that”

(Practitioner [P] 2).

One key informant noted that “the biggest barrier is knowing [research evidence] is
out there at all” (Policy Maker [PM] 11) whilst a large proportion of practitioners (n=44) and
policy/others (n=21) identified accessibility to expensive academic journals as problematic.
All stakeholders described not having the “luxury of time” in the working day to access,
digest and disseminate research evidence in a timely and varied manner. To engage in more
dissemination would require more resourcing to allow staff the ability to access evidence
through paywalls on academic journals, attend conferences, and attend capacity-building
training. Also, the research team acknowledged that: “having a dedicated person looking
after KT has made a huge difference to this project” (Research Focus Group [RF]). This

shows the value of investing in KT.

Understanding & Capacity-Building. The capacity of stakeholders to interpret
research findings and to engage in a variety of dissemination methods were also viewed as a

barrier by practitioners (#=37), policy/others (n=29), and researchers (n=22) respectively.

“[Practitioners] have no understanding of the power of evidence” (PM1).
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Figure 6.4

Key Factors Influencing Research Use within an Early Years Context

el Resources & Accessibility

el Understanding & Capacity-building

el Conflicting Priorities

| — Communication & Collaboration

The inclusion of technical jargon and statistics in journal articles and conference
presentations was perceived to limit access to evidence for non-academic stakeholders.
Enhancing stakeholder research appraisal skills through training supports was further
identified as imperative for practitioners (n=36) and policy/others alike (n=21). Importantly,
it was felt that there is a lack of support and training available in academic institutions to
build researcher capacity to engage in dissemination. Therefore, any non-academic
dissemination is perhaps seen as less important within academia and, yet, it is crucial for

engagement and impact and should be fostered.

“We don't have the university's blessing to really pursue all those other kinds of knowledge

translation activities which we should be doing” (RF).

Likewise, the research team acknowledged that engaging in effective and meaningful
dissemination requires a different skill set to what they are trained in. Academic writing

contradicts much of the KT literature that encourages dissemination through key point
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summaries, but “academic writing by its nature is not concise” and “woe betide you if you

leave a detail out in an academic publication” (RF).

For the same reason, two key interviewees recommended KT training be incorporated
into postgraduate programmes to educate researchers on how to disseminate findings in
diverse ways “so researchers coming out of that process have those skills starting off”

(Researcher [R] 21) and to strengthen their capacity for dissemination over the longer term.

Conflicting priorities. Respondents reported that roles, responsibilities and conflicting
pressures could also influence how research is used in the early years sector. Practitioners
described researchers and policymakers as being “at a distance” from frontline issues and
indicated that decision-making around early parenting supports was more likely to be dictated
by short-term political demands than evidence-based research. Researchers, on the other
hand, were perceived to be more focused on securing funding and producing publications for
career development, which is “distinct from what is actually needed in the field” according to

one research respondent (R6).

“[Researchers] care whether the research is cited again in another journal and lets just all
keep each other in a job, citing each other's work, but does the research work actually care

whether practitioners read their research” (R6).

Indeed, the academic infrastructure was considered to be an important barrier to
dissemination. It can be difficult for researchers to strike a balance between producing time-
consuming traditional research papers and engaging in more varied dissemination within the
allocated time for a research project (i.e. before funding runs out). The research team
acknowledged that researchers need to be very committed to complete the dissemination
process, which often tends to go considerably beyond the end date of the actual project. Thus,

it was seen as imperative that funders and academic institutions shift to measuring

177



scholarship by recognising dissemination and impact (particularly the value of relationship-

building) in addition to the more traditional publications and citations.

“You spend an inordinate amount oftime planning and designing and speaking to
collaborators and you have nothing to show for it. If engagement is done well, we should be

able to, theoretically anyway, do more effective knowledge translation” (RF).

However, a huge push in Ireland and elsewhere toward engaged research was also
recognised. Grant schemes (such as the aforementioned HRB Knowledge Exchange and
Dissemination Scheme) that build in resources to encourage and incentivise proactive
dissemination, were commended as having helped to ‘“change the whole interface of
research” (R24). These kinds of incentives were viewed as important for further

development in KT and embedding it throughout a research project.

Communication & Collaboration. A reliance on one-way linear communication was
also considered to be a substantial barrier to dissemination by all stakeholder groups. One key
informant stressed that researchers need to be more transparent and engage with the

stakeholders that contribute to their research findings:

“For God'’s sake researchers - get it together and feedback and show people how important
they are and what changes their involvement has created for the better rather than saying

thanks for your input” (R24).

Therefore, a key strength of this study was the inclusion of parents in the evaluation
process to help determine how best to communicate research findings to these stakeholders.

One parent from the Parent Advisory Panel noted:

“It was kind of nice to see just the results because I really felt like I benefitted from doing the

group” (PT [Parent] 5).
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The survey found practitioners and policy/others working in an early years setting
most commonly accessed research findings through research papers (n=55/ n=29) and grey
literature (such as reports, summaries, and newsletters) (n=54/ n=31). Conferences and
workshops were also commonly used by both practitioners and policymakers alike as a
means of sourcing evidence. Although stakeholders regularly access evidence through
traditional papers, there appears to be a yearning to move away from this type of text-heavy

and formal dissemination:

“Nobody is going to read documents that are 50 pages long. Those days are gone” (RF).

The use of varied and creative means of communicating evidence (e.g. summaries,
infographics or online resources) - presented in an accessible, easy-to-read and ‘digestible’
vital facilitator at every stage in the dissemination process. One key informant policy maker

noted:

“What attracts me to a piece of work is that the summary of the document clearly outlines
what the evidence is about, what kind of programme it is referring to, how it links to a policy

area that I am working on” (PM15).

Parents, on the other hand, expressed a strong preference for face-to-face
communication with a trusted party (e.g. another parent, or a nurse) when accessing
knowledge on parenting practices. The use of social media was also highlighted as a useful
way to draw attention to research findings as the “phone is at your fingertips” (Parent Focus
Group [PF]). Websites deemed trustworthy (such as the NHS or HSE) were also utilised by
parents to access information on child and family health and well-being. However, perhaps
unsurprisingly, most parents in the focus group were not keen on academic publications for

accessing information:
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“You might only want a tiny piece of information out of that and you have to scan through

pages and pages and pages just to get to the outcome or the conclusion” (PF).

In terms of collaboration, a sizeable proportion of researchers (n=56), practitioners
(n=53) and policy/others (n=35) surveyed or interviewed identified insufficient collaboration
and a lack of cross-sector interaction as a major barrier to the sharing and utilisation of
research evidence. All stakeholder groups alluded to the need for relevant parties to engage in
more meaningful engagement to promote and facilitate effective dissemination through, for
example, round table discussions as it is “hard to beat personal interaction” (PMI1).
Interestingly, despite claims by researcher participants (n=36) of feeling disconnected from
policy makers, the latter indicated their desire to be more included in research dissemination
— “maybe you are reaching out and we are not hearing” (PM11). Therefore, it is important
for researchers to continually prioritise engaging and communicating with policy makers
throughout the research process, by sending summaries and reports to the relevant
departments and inviting representatives along to knowledge-sharing events, as advised by

several key informant policy makers.

On a more positive note, and despite an identified need for further collaborative
efforts, it was indicated by several researchers and one practitioner that there are positive
efforts within early years networks in Ireland to support the development and engagement of
stakeholders — ““/practitioners]meet once a month and it is kind of a peer learning group”
(P28). It should be noted that, according to the research team, the current early years focus
can create competition when trying to communicate research findings to policy makers within
“a very crowded field” (RF). Nevertheless, the importance of communicating findings and

engaging with all target stakeholders cannot be underestimated.
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2. Dissemination strategies — execution and impact

The influential factors identified from the quantitative and qualitative data were used, in part,
to inform the development and execution of a series of dissemination strategies by advising

the research team on the type of strategies to target particular stakeholders.

Each strategy is described in relation to core components of the KTPT (Barwick,
2008, 2013, 2019) - the stakeholders, the message, the dissemination goal, the strategy and
the impact indicator (reach and usefulness) (Table 6.2). The primary goals of each
dissemination strategy were to promote stakeholder engagement and increase programme
visibility. A secondary aim was to enhance the understanding of findings emerging from the
research programme. Importantly, the execution of these strategies was constrained by the

available budget and resources.

Knowledge-sharing events. Survey respondents and interviewees highlighted free
interactive knowledge-sharing events as an effective means of communicating evidence and
promoting informal discussions amongst stakeholders about the findings. The research team
organised six knowledge-sharing events over five years. These were attended by a wide range
of stakeholders (M=23), primarily researchers (M=7) and practitioners (AM=20). All event
attendees who provided feedback (n=43 out of 105) reported the information was helpful and,

on average, 96% reported the event increased their understanding of the research programme.

Conference presentations. Stakeholders stated they regularly accessed evidence by
attending conferences. As expected, the research team also presented their findings at 23
national and international conferences in both poster and oral presentation formats. In terms
of reach, these conferences targeted primarily researchers, although practitioners and policy
makers were also represented. Overall, these events provided a useful opportunity for
interaction and relationship-building with all stakeholders, albeit with a principal focus on
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researchers. Also, the Principal Investigator of the research programme was an invited
speaker at several events, which further enhanced external interest in, and awareness of, the

research.

Table 6.2

Core Components of the KTPT (Barwick, 2008; 2013; 2019) applied to the KT Plan

Strategy Stakeholder Impact indicators
group

Knowledge-sharing events Practitioners Reach (number of events and attendance)
Researchers Usefulness (satisfaction, intent to use),

Conference presentations Researchers Reach (number of presentations and

location)

Publications Policy makers Reach (number of publications)
Practitioners Usefulness (online engagement)
Researchers

Grey literature Policy makers Reach (number of newsletters
Practitioners distributed/ downloaded)
Researchers Usefulness (online engagement)
Parents

Webpage and social media Policy makers Reach (number of followers)
Practitioners Usefulness (online engagement, social
R media coverage)
Parents

KT skills training Practitioners Reach (attendance)
Researchers Usefulness and use (knowledge change

generated, intent to use)

Publications. Most of the stakeholders in this context still primarily access evidence
through published peer-reviewed literature. At the time of writing, the research team had
published their work in several different outlets (n=7) (both traditional journals and non-
academic publications) targeted to a range of stakeholders (additional papers are in

submission/preparation). Some of the publications were aimed specifically at stakeholders in
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the child and family sector in Ireland (e.g. Children’s Research Digest as part of the
Children’s Research Network), whilst the remainder were aimed at an international
readership (e.g. BMC Health Services Research which had an impact factor of 1.843 in
2017), so overall, there was varied targeted reach.

With regard to usefulness, Altmetric data were available for three of the publications
and revealed they had a good attention score relative to other articles from the same journal
published within the same time period, with two in the top 25% compared to other research
outputs scored. From the perspective of most of the Parent Advisory Panel, (again as
expected) the sample academic paper was not as well-received as other formats because it

was considered more time-consuming to read and difficult to understand:

“I had to read a couple of times to understand, you couldn’t scan over it” and it was “full of

research language, cold actually, clinical” (PT4).

Grey literature. The findings from the survey, interviews and focus groups indicated
a need for research findings to be summarised in brief, user-friendly and visually-appealing
formats. Therefore, the importance of grey literature is apparent when engaging with any
stakeholder group. In response to this, the research team produced (to date) four project e-
newsletters, four summary booklets, and various reports to disseminate the research findings
at various junctures throughout the programme. The e-newsletters were distributed to
researchers (M=46.5) and practitioners (M=50.3) primarily, and also to policy makers
(M=11.25). Tracking data revealed the e-newsletters were opened by all stakeholder groups,
with, on average, a 38.3% open rate, including two clicks on to the research webpage and five
additional subscription requests to the newsletter. The tracking data increased with every
issue, which indicated a growing engagement with, and interest in, the research. Interestingly,
the open rate was higher than average according to the benchmark of 21.33% (Mailchimp,

2019).
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Summary booklets were distributed through the project webpage, e-newsletters, social
media, and at knowledge-sharing events. A sample booklet summarising the aims and
findings of the research findings received an overwhelming positive response from all
members of the Parent Advisory Panel, who found it to be a colourful and comprehensive yet

concise account of the research:

“It was easy reading and you weren't puzzled either, it gave a good explanation of how the
research panned out and the scale... I felt there was a lot of information in the small amount

of reading” (PT)).

Project webpage. The research webpage is part of a research centre website that
shares research findings as well as other news from the programme. Google Analytics reach
indicators show how website traffic and engagement increased over time (Figure 6.5). Many
users accessed the website through social media links, which shows the benefit of linking
dissemination strategies to further promote the visibility of the research. Within the website,
the research programme webpage was one of the most popular pages. The greatest number of
weekly visitors to the website coincided with a highly publicised launch of the research
programme’s findings, which was featured in radio and newspaper media outlets at a national
level.

In terms of benchmarks for webpage reach, it has been suggested that there is no ideal
number of visitors; effective reach merely depends on whether the targeted stakeholders are
engaging with webpage content (Andrews, 2016). The number of visitors did increase over
time, which suggests increased engagement. Also, the average time spent on a webpage is an
indication of the interest and value of the content to the user. The average time spent on the
this research webpage was 2.28 minutes, which is marginally higher than the 2.11 minutes
typically spent on higher education websites (Grzymkowski, 2019). All stakeholders stated

the need for an online presence to share research findings and, more specifically, the Parent
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Advisory Group found the programme’s webpage easy to navigate, visually-appealing and
useful as a “one-stop shop for all reports” (PT2). However, the website content was
reviewed, amended, and abbreviated using more key point summaries and visually-appealing
text boxes (through consultations with the research team) due to feedback suggesting it was
a ’bit text-heavy”(PT3); and this may negatively impact on the likelthood of parents
accessing evidence through this forum.

Figure 6.5

Website and Research Programme Webpage Impact Indicators

m 2017

2019

el

Note:*‘Sessions’ measure unique and individual visits to the website

Social media. The use of social media to share knowledge was also encouraged by
stakeholders. A research Twitter account was created at the end of Year 2 (when the research
had become more established) and a Facebook page was created in mid-Year 3 (based on the
survey data) as a way to share research updates, relevant early years content, and to interact
with stakeholders nationally and internationally. In the final three years of the programme,

Twitter followers nearly doubled from 370 to 602. By comparison, a large-scale longitudinal
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research study in Ireland called ‘Growing Up in Ireland’ —running for over 13 years - had
approximately 1000 followers at this time (Growing Up In Ireland, 2017).

Twitter analytics provide summary reports of activity and engagement (Figure 6.6).
Impressions, or the number of times a tweet appears in other users’ timelines or search
results, increased by 4000 after the first year. Impressions are considered a low-level
indicator of engagement, while ‘likes’ (a user agrees with a post), ‘retweets’ or ‘shares’ (a
user shares a post with their followers), and ‘comments’ indicate higher engagement (Neiger
et al, 2012). The °‘engagement rate’ refers to the numberof times a Twitter user
interacts with a tweet and here, the rate was above 1% throughout the programme which is
considered to be very good (Mee, 2019).This form of social media has proved to be a useful
means of promoting the research programme and encouraging interaction with stakeholders.

By the end of Year 4, the research Facebook page had attracted only 23 followers and
increased to 47 by 2019. In the final three years of the programme, Facebook tracking data
revealed 3.5 page views, on average, and an increase in the number of people reached (how
often a post appeared on other users’ timelines), from 20 to 150. With only 46 engagements
recorded from 2017-2019 characterised as posts with direct interactions including all clicks,
comments, likes, and shares, Facebook yielded a low level of reach and engagement for the
research programme. Facebook and Twitter engagement differs in ways that may impact
dissemination of research findings. For instance, Twitter enables users to engage through the

use of hashtags (Zhang and Ahmed, 2019).
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Figure 6.6

Impact Indicators from the Research Programme Twitter Account
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KT skills training. Most of the stakeholders and members of the research team
highlighted the need for KT training, which they reported as often a low priority in academia.
The research team organised three KT skills training courses during the research programme,
aimed at enhancing dissemination capacity, understanding, and skills in how to disseminate
findings using videos, plain language, and how to engage in KT planning. KT training was
advertised and promoted to the wider researcher and practitioner community through social
media and email. The KT skills training was attended by a total of 40 stakeholders, primarily
researchers. All of the attendees who completed feedback forms found the events useful and
indicated they had improved understanding of KT and how to communicate research using
accessible language and videos; 92% of workshop participants reported improved
dissemination skills following the training. Furthermore, 85% stated they would recommend
the training to their colleagues and all intended to apply the knowledge and skills that they

learned. The perceived value of the training was reflected in these terms and in their intent to
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develop a comprehensive KT plan using the KTPT (Barwick, 2008, 2013, 2019); 73% of
participants reported they had never previously developed a KT plan for a research project.

The research team found the KT skills and capacity-building workshop informed the
rest of the dissemination process:

“I'wish we had done the KT training earlier” (RF).

Importantly, the team also acknowledged how their understanding of the dissemination

process and the value of KT planning evolved throughout the research programme:

“I think that every single project should have a special KT piece and you should be thinking

about it from the very beginning” (RF).

Discussion

The objectives of this study were to identify factors influencing dissemination
effectiveness according to the perspectives and needs of a range of stakeholders in an early
years context and to use these findings to inform a series of dissemination strategies as part of

a KT plan for a research programme.

The factors identified in this early years context mirror those identified in the wider
health literature. For example, the availability of appropriate resources — particularly funding
and time to access and deliver research — are considered paramount to achieving effective
dissemination, particularly in health research(e.g. Margaryan et al., 2011; Tricco et al., 2016).
The provision of free, accessible, jargon free, and varied options for communicating research
(that are less time-intensive) were consistently recommended by the stakeholders in this
study. The importance of promoting awareness and visibility of the research findings was
emphasised. Indeed, research is perceived to be a waste of time, funding, and resources for

researchers if it gathers “digital dust” online (Green, 2019; Stevens et al., 2014). Also,
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capacity-building initiatives that — crucially - promote understanding amongst all
stakeholders are deemed to be essential for improving research availability and accessibility
(Cairney et al., 2016). The research team greatly benefitted from the KT skills capacity-
building workshop but notably, this training was only made available through extra
dissemination funding secured by the research team. These kinds of grants reflect a growing
interest in and support for KT in Ireland and should be encouraged by all funding bodies to

enhance research dissemination.

Threaded throughout the findings is a sense of disconnect and lack of meaningful
engagement amongst stakeholders, particularly between researchers and policy makers, that
has also been reported elsewhere in Europe, North America and Australia (Armstrong et al.,
2013; Cambon et al., 2017; Oliver et al, 2014). Genuine and regular face-to-face interactions,
as opposed to tokenistic interactions that simply satisfy funder requests, are vital to enhance
research quality and increase the likelihood of research being understood (Kernohan et al.,
2018). This kind of integrated KT approach - rooted in engagement and collaboration
throughout the research process - can ultimately maximise research impact (Gagliardi et al.,
2016). The research team felt the focus on KT helped them to be more proactive in
collaborating and relationship-building with stakeholders and the KT plan helped the team
become more aware of how to reach out to and engage with stakeholders through inviting
them to knowledge-sharing events and by preparing user-friendly documents. However, the
collective findings reported here suggest that all stakeholders must invest time, effort and
commitment to achieve the long-term potential of collaborative relationships for future public

health research.

Many of the barriers to research utilisation reported by stakeholders are related to the

organisational contexts in which they work, such as inadequate facilities, supports, and
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administrative constraints (Elueze, 2015). The qualitative data suggested the academic world,
in particular, does not always foster an environment that encourages effective dissemination.
For instance, the research team highlighted the struggles of trying to balance varied
dissemination strategies with other research tasks and duties alongside an ever-present
pressure to produce traditional academic outputs. The wider political and social context also
influences research use (Darker et al., 2018). In Ireland, a current strong focus on early
intervention and prevention (including parenting supports) has, in turn, led to an increased
interest in evidence-based programmes and related research. This is an important facilitator

for promoting awareness of this research programme.

The use of the KTPT (Barwick, 2008, 2013, 2019), in particular, was central to
achieving optimal results and indeed, a number of authors have advocated for the use of a
guide to orient a KT plan, particularly for the development and evaluation of dissemination
strategies (Barwick, 2016; Cambon et al., 2017; Lombardi, 2018). The use of an evidence-
based planning tool, in this instance, allowed the research team to be more accountable,
introspective, and transparent, to work more efficiently and, arguably increased the likelihood
of more targeted and successful dissemination of the research findings. KT planning also
allowed the research team to justify the resources spent on dissemination strategies, which
can result in a more cost-effective programme. For example, the research summaries were
favourably received by all stakeholders and were relatively low cost to disseminate, thereby

indicating it doesn’t require a huge financial investment to share evidence.

In terms of the early years context, this case study contributes to and supports the
growing international evidence base around the effectiveness of multi-faceted dissemination
interventions (Yamada, 2015; Park et al., 2018). Web-based resources, such as videos,

websites, social media, and e-newsletters, are increasingly used to build and strengthen
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awareness, reach, and engagement with research evidence amongst widespread stakeholders
(Van Eerd and Saunders, 2017), and they were also well regarded by the stakeholders in this
study in both the quantitative and qualitative elements. There was a marked increase in
research engagement and visibility over time, particularly from the more ‘non-academic’
dissemination strategies such as the interactive knowledge-sharing events, grey literature,
Twitter, and KT skills training. The project Twitter account achieved good engagement
indicators and reached a large number of followers when compared to the Facebook page,
which informs future KT plans. The Facebook account did not appear to be a feasible part of
the KT plan as the reach and engagement indicators were poor. This corresponds with
Twitter being the most popular free platform for academic research that tends to be used

more for professional purposes than Facebook (Zhang and Ahmed, 2019).

According to the survey responses, policy makers and practitioners access evidence
most often through peer-reviewed publications. In contrast, the qualitative data revealed
research summaries were preferred by all stakeholders. This suggests that perhaps traditional
papers are more readily available for these stakeholder groups but they are not the preferred
means of accessing evidence. Nonetheless, journal articles were still considered useful as part
of a comprehensive dissemination intervention, satisfying current academic responsibilities.
As long as traditional dissemination continues to be valued as strongly as it is in academia,
researchers must continue to produce these outputs but could incorporate a proactive
dissemination approach, e.g. including infographics on conference presentations or

publishing journal articles in an open access format.

The findings from this study also confirm the value, (but also the constraints), of
measuring research impact in terms of indicators such as reach and usefulness. With

increased pressure to demonstrate impact from funders, it would be useful for researchers to
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monitor research-related online data, such as social media or altmetric data. However, it is
not always feasible to evaluate or monitor every dissemination strategy (e.g. usefulness
indicators from presentations) in terms of the dissemination goal. In the current study, data
protection regulations prevented the collection of individual evaluative data such as details on
each visitor to the webpage. Also, it is not always possible to track third party reach data (e.g.
external websites sharing the research findings). However, overall these impact indicators

were a useful way of assessing dissemination efforts.

There are limitations to this KT plan. Some of the dissemination strategies can be
costly and/or labour-intensive to develop and maintain. Importantly, in terms of online
dissemination, the level of stakeholder engagement and impact mirrored the amount of
content and time that the research team invested in developing these dissemination strategies.
These strategies, whilst broadly effective, require ongoing management and innovation which
can present challenges for researchers in terms of leadership, dedicated time, financial
resources and skills capacity, particularly when there is still an emphasis within academia on
traditional forms of dissemination. It was not always feasible to target all KU groups with the
KT-D strategies that were preferred by them; for example, more parents could have been
invited to knowledge-sharing events. Thus, any KT plan developed must be manageable

within reasonable limits.

Although there are other dissemination case studies in the literature (e.g. Dew &
Boydell, 2017; Home et al., 2015), this is the first study of its kind (to our knowledge) which
provides a useful snapshot into the “how” aspect of the dissemination process, which could
be transferable to future research programmes in Ireland and beyond. The findings suggest
that research teams should use evidence-based KT planning tools (such as the KTPT;

Barwick, 2019) to guide a comprehensive and feasible dissemination strategy that works best
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for their research project instead of approaching dissemination haphazardly. This case study
illustrates the importance and value of KT planning, working together with stakeholders
(including parents) throughout the research process to enhance dissemination (e.g.
Fitzpatrick, 2012; Wathen & MacMillan, 2018). This is more likely to produce visible and
impactful evidence, potentially deliver better returns on research investment and help
researchers to leverage additional funding (Green, 2019). This ‘real world’ example of the
efforts of researchers to communicate their findings and promote their research early in the
programme helped to build a broader understanding of the contextual infrastructure and the
factors influencing evidence dissemination, albeit with some limitations. These kinds of
approaches should ultimately help to more effectively bridge the research-policy-practice gap
and enable more effective translation of high-quality evidence in the early years sector in

order to enhance outcomes for children and families in the shorter and longer-term.

6.2 Section Two: Supplementary Contextualising Information

As outlined above, the case study reported here, was designed to provide a contextual
assessment of the barriers and facilitators that affect KUs and KPs in an early years settings.
This knowledge was then used to help tailor KT-D strategies and to execute a KT plan as part
of the ENRICH research programme in order to facilitate effective and timely dissemination

as recommended by a number of authors (e.g. Barwick, 2016; Grimshaw et al., 2012).

Importantly, from the analysis of the survey data, the vast majority of the
practitioners (84%, n=56) and policy makers (76%, n=29) who took part in the survey,
believed that research evidence plays an important role in improving services for parents and
children. This shows that both of these KU groups — for the most part — value the use of

evidence in decision-making around child and family service provision. This in an important
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finding because it suggests that stakeholders in an early years setting are very open to
accepting and using evidence where possible. However, it is also worth noting that 16% of
practitioners (n=11) and 24% of policy makers (»=9) did not consider the use of research
evidence to be important in the delivery of parent and child services. Further exploration of

this could have provided important insights into the factors influencing this opinion.

In addition, the analysis further explored if policy or practice KU groups access
evidence or experience certain barriers/facilitators to dissemination in different ways.
However, there were no significant differences (as shown by a Chi Square analysis) between
the groups. Thus, the vast majority of stakeholders in early years settings in Ireland,
regardless of background/discipline, can benefit from the effective dissemination of relevant
evidence, albeit in tailored ways. A range of KT-D strategies was used throughout the
ENRICH research programme, including those described in Chapter Four related to
networking (e.g. knowledge sharing events, presentations), educational (e.g. peer-review
publications, grey literature) and technological (e.g. webpage, social media) approaches.

Further information is provided below in Table 6.3.

As already indicated, midway through the lifetime of the ENRICH research
programme, the team secured additional funding through the HRB Knowledge Exchange and
Dissemination Scheme (KEDS) in order to engage in additional KT strategies (referred to as
the LinKT project) (Table 6.4). The securing of this grant, in and of itself, was a good
example of a ‘usefulness’ impact indicator (e.g. Sullivan et al., 2007). This
usefulness/quality indicator was assessed on the basis of: feedback received from
international peer reviewers; work already completed on the ENRICH programme and the
KT sub-study; and the feasibility and merit of the future KT plans outlined by the research

team in their KEDS grant application.
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Table 6.3

KT-D Plan used Throughout the ENRICH Programme

KT-D
Strategy
Knowledge-
Sharing
Events

Presentations

Peer-Review
Publications

Grey
Literature

Webpage

Social Media

KT-D Message

Update on the
research progress;
networking
opportunity

Create opportunities
for interaction and
relationship-building
with all stakeholders;
co-presented with
community partners
at a conference

Publish academic
peer-reviewed papers

Develop a project
newsletter and
research summaries to
provide updates on
the research progress
and news items

Share content on the
various research
projects, staff
information,
publications links and
news updates

Share research
updates, relevant
early years content,
and to interact with
stakeholders
nationally and
internationally

KT-D Goal

Generate
awareness;
increase
understanding,
knowledge
Increase
awareness and
interest

Generate
awareness and
interest;
increase
engagement

Increase
engagement;
and generate
awareness and
interest

Generate
awareness and
interest;
increase
engagement

Increase
engagement;
generate
awareness and
interest
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KU

Primarily
researchers
and
practitioners

Researcher
primarily,
practitioners
and policy
makers.

Stakeholders
in the child
and family
sector

Researchers
and
practitioners,
primarily, and
policy makers

All
stakeholders

Stakeholders
nationally and
internationally

Outcome

Events were
helpful;
increased
understanding
and awareness.
Enhanced
external interest
and awareness.
Capacity-
building

Team members
invited to speak
at events.
Impact factors
with varied
targeted reach.
Altmetric data
show good
attention and
engagement
Newsletter- two
webpage clicks;
several
newsletter
requests;
engagement and
interest
increased by
issue.

Website traffic
and engagement
increased over
time.

Twitter
followers
doubled over
time; good
engagement
rate. Facebook-
low level of
reach and
engagement



This additional funding was critical to enable the research team to enhance their
dissemination plan and attendant strategies. For example, the funding allowed for the
research team to develop two emotive videos, one animated, (Figure 6.7-based on
participants’ own stories and in conjunction with a web developer and PR consultant), which
were shown at the end-of-project public launch event (and included in the knowledge hub).
These provided a relatively novel means of reaching out to different audiences, particularly to
policy makers, as the qualitative findings suggested that there was a need for more
communication and engagement between researchers and policy makers in early years
settings. In fact, Crow and Jones (2018) specified that policy makers preferred research to
include emotive stories as it enhances the relevance of the findings. This could perhaps also

be said for the parent KU group as parent representatives were also included in these videos.

Figure 6.7

Animated Video Sharing Findings from the ENRICH Programme

Animation Video V4

Centfe for Mental Health
& Cgmmunity Research

0:42/3:18
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However, as some of these strategies (e.g. the Implementation Manual and the
Knowledge Hub) were executed toward the end of the research, it was not possible to explore
their impact. Nonetheless, both the Implementation Manual (targeted at the practitioners) and
the knowledge hub (targeted at all KUs) present research evidence using user-friendly and
concise formats which were consistently requested by the KUs who participated in this study.
The challenges in assessing the longer-term impact of KT-D lie in the fact that dissemination
typically extends beyond the completion date of a project (when the funding has run out) and
any temporary researchers who work on research projects often move on upon project
completion to work on other projects, or take up new positions elsewhere. However,
sometimes researchers - with the support of Pls - will continue (of their own volition) with
project-related dissemination beyond their period of employment on a particular project or
with a specific institution, in order to maximise the reach and impact of the research both for

their own career development and for the potential benefit of wider society.

The findings from this case study demonstrate how the assessment of barriers and
facilitators to dissemination in an early years context, helped to inform the development of a
structured and tailored KT-D plan. The KT-D strategies executed throughout the ENRICH
programme and those implemented as part of the subsequent LinKT project, illustrate the
comprehensive research dissemination efforts that were carried out by the ENRICH research
team. The fact that additional funding was made available through the KEDS scheme, also
reflects a growing interest in, and support for, KT-D in Ireland amongst major funders and
this case study provides an excellent example of how KT-D grants can help to enhance
research dissemination in public health (and in this case, in an early prevention and
intervention context). The next chapter synthesises and critically discusses the findings from

this element of the research.
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Table 6.4

Additional KT-D Strategies Facilitated by the LinKT Project

KT-D Strategy

Implementation

Manual

Parent
Adyvisory Panel

Knowledge
Hub

Scientist
Knowledge
Translation
Training

Researcher
Training

Launch Event

KT-D Message
Share “how to” of
programme
implementation and
evidence-based
approach

Gather feedback on
dissemination
strategies

Online (free)
dashboard within the
CMHCR website
including two
research videos (one
animated)

Two-day course on
KT skills and KT
planning

How to
communicate
research effectively
in accessible
language, and
through audio-visual
means.

Presented the final
findings and
bringing together
stakeholders from
the early years
sector in Ireland

KT-D Goal
Inform
practice;
generate
awareness

Tailor
strategies to
paren needs;
increase
researchers
understanding
Generate
awareness and
interest;
increase
engagement
and
understanding
Enhance KT
capacity and
skills

Enhance
capacity,
understanding,
and skills in
disseminating
findings using
videos, plain
language.
Generate
awareness;
increase
understanding;
enhance
engagement
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KU
Practitioners
and policy
makers

A pool of
ENRICH
participants

All
stakeholders

ENRICH
team
members;
researchers
and
practitioners

Primarily
researchers.

Researchers
policy makers
practitioners.

Outcome

Not possible to
assess in the
timescale of the
study

Increased
capacity-
building efforts
and researcher
knowledge

Not possible to
assess in the
timescale of the
study

Training was
useful;
improved
understanding
and
dissemination
skills; was
recommended
to colleagues;
intendedto
apply skills and
knowledge
Training was
useful;
improved
understanding
and
dissemination
skills.

Events were
helpful;
increased
understanding;
media coverage



CHAPTER SEVEN: DISCUSSION

7.1 Introduction

This research involved three separate, but related phases including: a realist-informed
evidence synthesis; a documentary analysis; and a KT-D case study. These were undertaken
to address the three central objectives of the research which were as follows: (1) to identify
and analyse the underlying contexts and processes which shape the achievement of KT-D
goals (through KT-D strategies); (2) identify and critically review key policy and other
documentation relating to child and family health and social care in Ireland to explore the
extent to which policy and practice in an Irish context have been influenced by research
evidence; (3) identify the factors that shape access, awareness, dissemination, and the
interpretation of evidence in an early years policy and practice setting in Ireland from the
perspective of targeted KUs; and to undertake a detailed case study on the development and

evaluation of a detailed KT-D plan for the ENRICH research programme.

This final chapter provides a critical synthesis of the key findings and their
implications for both KPs and KUs. The strengths and limitations of the research are also

discussed, as well as directions for future research.

7.2 Summary of Key Findings

7.2.1 The Expanding Role of Evidence in Policy and Practice

The findings reported in Chapters Four and Six indicate that the use of both national
and international research evidence in the area of PEL has gained traction during the last 20
years, in terms of informing both policies (e.g. Better Outcomes, Brighter Futures and First
5) and service provision (e.g. Prevention and Early Intervention Initiative) in Ireland. A range

of other factors such as the political and social context (e.g. available funding, political will)
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can also determine policy and service decision-making, as has been demonstrated with policy
and service formation in other jurisdictions such as Finland, Italy, and the UK (Van de Goor
et al., 2017). Nonetheless — and as also suggested by Field (2010) - the findings reported here
combine to indicate that the availability and dissemination of high quality evidence is a key
driver in guiding decisions on child and family supports in Ireland. Thus, it is imperative to
explore how best to disseminate research findings that may eventually be implemented to

improve population outcomes.

7.2.2 Understanding the Effectiveness of KT-D Strategies

A key aim of this research was to explore the effectiveness of dissemination strategies
that are applicable to public health and early years settings. Specifically, the collective
findings from the realist-informed evidence synthesis and the KT-D case study (Chapters
Four and Six) provide important insights into how best to select appropriate KT-D strategies
to effectively increase the visibility, understanding of, and engagement with research. It was
interesting to note few variations across the public health and clinical health settings — as
suggested by Sibley and colleagues (2017). Furthermore, while it was interesting to note the
lack of any differences across KU groups in terms of perceived barriers and facilitators to
research access, awareness and understanding, it is important, nonetheless, to understand the
contextual differences between KU groups in order to better determine “what works” or does
not work in this regard.

For example, a number of studies have found Facebook to be a useful tool for
increasing research visibility and engagement across contexts (e.g. Kim & Vender, 2014;
Martin et al., 2019). However, the Facebook account which was set up for the ENRICH
programme had low levels of reach and engagement. Furthermore, the case study reported in

Chapter Four, produced somewhat conflicting findings with regard to peer-reviewed
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publications - the traditional mainstay outputs of academic researchers — which, whilst
aimed primarily at academic audiences (e.g. Hanneke & Link, 2019), were also used by the
early years policy makers and practitioners who participated in our research. However, these
KU groups indicated a clear preference for evidence to be presented by means of research
summaries which would arguably, in turn, enhance impact. Indeed, a recent editorial (Buttner
et al, 2021) suggests that a focus on academic outputs can be detrimental to clinical health
research, thereby suggesting that academic researchers should be better incentivised to
embrace impact and to disseminate their research in ways that do not focus only (or largely)
on research quantity and metrics. The current emphasis on engaged research (Campus
Engage, 2016) should go some way toward addressing, this, but much work remains to be
done in this regard and in domains that go well beyond dissemination (and the scope of this

research).

Importantly, the KT-D strategies investigated as part of this research were aimed at a
wide range of KUs both within early years settings in Ireland and within international public
health. Edwards and colleagues (2019) argue that dissemination strategies which are tailored
to the knowledge needs of unique KU groups are central to maximising dissemination efforts.
Likewise, the findings reported here, provide detailed guidance on which strategies might be
adopted by researchers who are keen to disseminate their public health/early years research

findings in the most effective ways.

For example, the results of the realist synthesis indicate that networking KT-D
strategies and the use of social media provide effective ways of achieving KT-D goals across
all contexts (e.g. Van Eerd and Saunders, 2017). Likewise, the KT-D case study showed that
networking strategies coupled with research summaries, were effective mechanisms in
increasing engagement with, and understanding of, the ENRICH research programme.
Indeed, the findings converge to reflect a consensus on the need to share evidence in non-
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academic language and through concise short documents — as reported elsewhere (e.g.
Marquez et al., 2018). These findings further reinforce previous evidence which indicates that
a combination of strategies is likely to be most appropriate to achieve KT-D goal(s) and
positive outcomes (Eljiz et al., 2020; Li et al., 2018; Park et al., 2018).However, not all
strategies that have achieved KT-D goals need to be utilised by KPs to achieve successful
results. Thus, it is important for KPs to appreciate the benefits of one KT-D strategy over any
other for their specific study and especially in relation to available time and resources. This is
where a KT-D plan comes into its own. As highlighted in Chapter Six, the linking of
strategies both in terms of content and timing can also help to promote KT-D outcomes (e.g.
Eljiz et al.,, 2020; Tripathy et al., 2017). For example, many ENRICH webpage users
accessed the website through social media links on Twitter whilst videos were also included
as the centrepiece of conference presentations to enhance understanding and dissemination.
Likewise, Huang and colleagues (2018) found that promoting academic articles by means of

both social media and a website, helped to increase research engagement and visibility.

Many of the KT-D strategies highlighted in this research are developing over time and
particularly in the context of technological advancements. Likewise, the literature reflects a
continuously evolving field with respect to definitions, concepts, and ways of measuring and
assessing the effectiveness of different KT-D strategies. Even traditional research outputs
such as peer-review publications, are becoming more accessible with the increasing emphasis
on open access publishing. Therefore, promoting (and also measuring/evaluating) research
dissemination is a work in progress (Haynes et al., 2018). In addition, only a small number of
arts-based research studies were identified in the realist-informed synthesis reported in
Chapter Four, and whilst the initial findings appear promising, further work is needed to

assess the merits of these approaches with a range of KUs (Greenwood, 2019).
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Furthermore, the global outbreak of COVID-19 in 2020 has resulted in a sudden and
significant shift to remote working and communication (Kylili, 2020). Therefore, more
traditional research dissemination and KT-D strategies, such as conferences and seminars,
moved from in-person to online delivery. Remote communication can be challenging in terms
of all KUs and KPs being able to access and share evidence as, for example, parents in the
case study expressed a strong preference for face-to-face communication so remote KT-D
strategies might impact their effectiveness with this KU group. However, on a positive note,
remote communication can also reduce the time, resources, and costs involved in, for
example, attending meetings or conferences, which were consistently highlighted in this
research as important factors in accessing evidence and indeed, this has also been reported
elsewhere (e.g. Crowley et al., 2018). Such remote forms of dissemination may become a
more popular means of disseminating knowledge into the future. At the same time, however,
recent evidence suggests that the use of research evidence to inform early years supports may
become a lower priority for government departments in the aftermath of the pandemic due to
the economic downturn and a tendency for decision making to be guided by tighter budgets

rather than research evidence (Nixon et al., 2019).

On a related point and perhaps unsurprisingly, a key finding from the case study was
that resources - particularly funding and time to access and deliver research - were a crucial
facilitator/barrier for both researchers and KUs in supporting the dissemination of evidence;
this is also a recurring finding in the literature (e.g. Oliver et al., 2014; Tricco et al., 2016).
For example, a systematic review carried out by Haynes and colleagues (2018) described how
policy makers lack the time and/or opportunity to access evidence and were also hindered by
the costs involved. Funding is required to attend conferences, design and develop websites
(for KPs), and/or engage in capacity-building training. Additionally, access to funding is an

important consideration and this is well demonstrated by the additional KEDS funding
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secured by the ENRICH research team which enabled them to organise and deliver, amongst
other things, an in-person KT-training workshop (delivered by an international expert in KT)

which, in turn, was important in enhancing researcher capacity to disseminate research.

A number of authors - as in the current research - have reported that, traditionally,
the dissemination of research into public health practice and policy was carried out in
typically passive and linear ways (e.g. publishing papers in academic journals), which usually
placed the onus on the KU to source and interpret the findings (Bauer et al., 2015; Eljiz et al.,
2020). However, more recent KT-D strategies can also be passively disseminated if they are
not effectively executed. For example, KPs could actively use Twitter to disseminate findings
instead of simply creating a Twitter page and hoping that it gains followers and creates
engagement with little or no attendant investment of time and effort. Likewise, the case study
reported in Chapter Six - and similar to the findings of Buick and colleagues (2016) -
demonstrate that the level of KU engagement and subsequent impact reflected the amount of
time invested by the research team in developing their dissemination strategies. Thus,

commitment and time are both central to successful KT-D.

The case study further highlighted that combining elements of an iKT and end-of-
grant KT approach seemed to be the most feasible and useful within the context of the
ENRICH programme. According to Kothari and Wathen (2013), the benefits of an iKT
approach (i.e. working with KUs throughout the research project) include valuing each
other’s viewpoint and building strong and potentially sustainable collaborations. For
example, the findings reported here demonstrate the added value of establishing a service
user advisory group (i.e. a parent panel) during the ENRICH programme. This panel helped
to tailor and improve the communication of ENRICH findings to parents, based on feedback

received on a series of KT-D strategies (e.g. text on the webpage, assessment of information
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leaflets). At the same time, the use of an end-of-grant approach - such as publishing ENRICH
summary reports - helped the research team to balance funder and career demands. Thus, this
approach was found to benefit both the KUs and KPs, whilst also promoting more effective

dissemination.

7.2.3 Networking KT-D Strategies and Collaboration

A recurring theme throughout this research was the value of utilising networking KT-
D strategies for all KU groups. The CMO configurations outlined in Chapter Four suggest
that a number of networking KT-D strategies (meetings, training, seminars) were helpful in
facilitating engagement and relationship-building amongst all KUs and KPs in public health
and in the case study context. These findings support those of Brownson and colleagues
(2018) who point to the efficacy of collaborative efforts in encouraging evidence-based
public health practice. The positive impact of networking KT-D strategies also reflects the
need for better collaboration and communication with KUs as identified in Chapter Two (e.g.
Oliver & Cairney, 2019) and from both the quantitative and qualitative findings in Chapter
Six. Indeed, the most commonly used definition for KT specifically highlights the ‘complex
set of interactions among knowledge producers and knowledge users’ (CIHR, 2014). Further
stil, and as outlined in Chapter Five, the importance of collaboration underpins the
development of early years policy, programmes and initiatives, such as the recent First 5
Strategy (DCYA, 2018) - the first-ever cross-Departmental strategy in Ireland. Thus, the
importance of interaction, engagement and relationship building for effective KT-D cannot be
underestimated and the findings from this research represent an important addition to the

literature in this regard.
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7.2.4 Measuring KT-D Strategies

As indicated earlier in Chapter Two, researchers often do not measure the impact of
KT-D strategies (Dew & Boydell, 2017). The research reported here, provides some
interesting insights in terms of assessing altmetrics and exploring other key impact indicators
related to research awareness, visibility, and engagement. The findings also highlight some
challenges in this regard. For instance, it is not always feasible to evaluate or monitor every
single dissemination strategy (e.g. usefulness indicators such as who reads and interprets the
information from presentations). Data protection regulations also prevent the collection of
individual evaluative data such as details on each visitor to the webpage. Moreover, it is not
always possible to track third party reach data (e.g. external websites sharing the research
findings).

Nonetheless, the results reported here - in line with those reported by Sullivan et al.
(2007) - suggest that reach was the most common, albeit short-term, indicator of impact. This
was assessed through, for example, social media tracking, web traffic (both increased over
time), and the total number of presentations and publications. The use of this key indicator
enabled the ENRICH team to track the visibility of their findings over time, thereby
indicating that barriers to assessing the effectiveness of KT-D strategies may be
overcome/circumvented when key indicators are prospectively identified and used
purposefully to guide dissemination efforts.

As outlined earlier in Chapter Two, other indicators of KT impact relate to the use
(medium-term impact) and usefulness (long-term impact) of research evidence as also
described by Sullivan and colleagues (2007). The ENRICH team achieved some medium-
term impact in the form of securing the KEDS grant, while the KUs also benefitted from a
number of stakeholder knowledge-sharing events. The level of engagement with KUs was

also monitored throughout most of the ENRICH research programme as was the research
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team’s relationship with practitioners and policy makers. The former was more established
than the latter mainly due to the team’s track record with a number of community-based
organisations as part of their previous research (e.g. McGilloway et al, 2012), although this
was also helpful in terms of improving relationships with policy makers during the ENRICH
programme. Longer-term policy and practice impacts were more difficult to determine,
though, in the context of this research as these kinds of impacts are more likely to occur later
in the project or well beyond completion. Nonetheless, there were clear indications, within
the case study (e.g. quantitative data from the evaluation feedback forms) of an intent to use

the findings in this way.

7.2.5 KT-D Planning

A key question within the extant literature relates to which model, theory, framework,
or planning tool should be used to help guide the KT-D process (Bauer et al. 2015). The
evidence reported here suggests that the ENRICH research benefitted considerably from the
application of a KT planning tool/framework - the KTPT (Barwick, 2008; 2013; 2019) - to
facilitate and support dissemination. The practical characteristics of a planning
tool/framework are relatively easy to apply. Comprehensive KT-D planning involves aligning
the main components of the tool so that, for example, the KUs in a research study guide the
chosen KT-D goals and the subsequent KT-strategies. According to a number of authors in
the field, KT-D planning offers an opportunity for KPs to also determine their KT-D
ambitions/goals and align them with their capabilities and available resources (Barwick,
2019; Cambon et al., 2017).

It is also important to consider the context in which a research project is being carried
out. As mentioned earlier, the investment of time and effort in developing and maintaining

the ENRICH Facebook, despite the good intentions of the research team, turned out to be an
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inefficient use of available resources. For example, the use of a KT planning tool highlighted
the level of technological skills in dissemination, amongst the ENRICH team. Research
summaries, in the form of attractively presented and graphically designed Summary Reports,
proved to be a more effective alternative to a Facebook page and were favourably received by
KUs, whilst also being relatively low cost to produce and disseminate, thereby indicating it
does not always require a large financial investment or level of skill to share evidence. The
KT-D case study also helped the team to become more aware of how to reach out to, and
more effectively engage with, policy makers. The qualitative findings therein showed that
some policy makers asked to be invited to ENRICH knowledge-sharing events and this, in
turn, increased the attendance of policy maker KUs at the ENRICH end-of-project launch
event, although the team also made dedicated efforts to ensure that policy makers were well

represented at this event.

Another central theme throughout this research - and one which informed the KT-D
plan - was the importance of exploring the contextual factors that might support or impede
research dissemination. The qualitative and quantitative data shed some light on the
challenges and facilitators to evidence dissemination experienced by both KUs and KPs
working in early years settings in Ireland. As recommended by Darker and colleagues (2018),
such findings are important in terms of informing the development or adaptation of
dissemination strategies which might help to address challenges in a given context. This was
also shown in Chapter Five, in that the availability of a national evidence base in PEI in
Ireland was perceived to have led to more targeted supports and better decision-making in
policy and service provision. These findings are important in indicating the perceived value
of PEI research within Irish policy and practice, especially in the context of a high level of
interest and investment in this area. This crucial factor underpins the likelihood of evidence

being disseminated in the early years setting in Ireland.
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The benefits of KT planning were also evident here in the context of the focus group
conducted with the ENRICH team as part of the case study, which showed that all
participants had improved their understanding of KT-D planning and were already applying
their learning to new projects. This example nicely illustrates that KT-D planning for
researchers should not be an ‘optional extra’ or perceived to be a burden, whilst also
demonstrating how active engagement in this process can ultimately benefit researchers as
well as KUs. However, incentives are important and it was shown here (similar to Tait and
Williamson, 2019) that KPs are more likely to engage in KT planning if they can see that it
leads to a more effective use of resources, promotes better research outcomes and helps to
maximise the impact of their research. Thus, KT-D planning was a central element of

effective KT-D with KUs within the ENRICH research programme.

7.3 Research Implications

The findings across all three phases of this research indicate an increasing
commitment in recent years to evidence-informed policy and practice decision-making is
evident. The results emphasise, in particular, the central role of networking within effective
KT-D, the role of contextual factors in shaping KT-D outcomes, and the importance of
measuring and planning KT-D in order to maximise the reach and impact of research within
public health and early years contexts. The following section explores the implications of

these findings for key stakeholder groups.

Firstly, the findings have important (and similar) implications for both policy and
practice. Clearly, policy-making and service provision are influenced by many factors other
than research evidence, but KT-D is nonetheless important in ensuring that evidence plays a
central role in shaping policy and practice and that barriers to effective evidence-informed

policy and practice decision-making are removed where possible. Thus, tailoring the ways in
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which evidence is presented to align with the preferences of policy makers and practitioners
(e.g. research summaries) may increase the visibility of research and, in turn, the likelihood
of such knowledge being included within the process of policy formation and/or service

delivery.

Interestingly, the findings of the case study outlined in the previous chapter,
demonstrate how increased engagement and research awareness can potentially also foster
KT-I outcomes, such as changes in practice and/or the manner in which policy formation is
conducted. However, such impacts may take a longer time frame to materialise and would
likely require ongoing KT-D efforts, interaction and relationship building between KPs and
KUs. Arguably, relationship-building, partnership development and participatory approaches
— as illustrated within the case study and throughout this research— are an effective means of
conducting KT-D; these may also be seen as part of a long-run process in terms of laying the
‘groundwork’ for further engagement and positive working relationships in future research.
For example, maintaining a social media presence and interacting with KUs through that
platform, can help to maintain relationships and develop new interactions including with
international collaborators and stakeholders. In addition, attending conferences and
networking events with policy makers and practitioners in attendance, can help to promote

the visibility of KPs and their related research.

Additionally, practitioners and policy makers/others who were interviewed as part of
this research (and who completed the survey) reported a need for more training and capacity
development supports to help enhance their understanding and research appraisal skills.
Organisations have an important role to play in facilitating these types of capacity-building
processes through the provision of increased resources and supports, including protected time

for training. Such steps should be helpful in improving organisational capacity for
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dissemination and KU competency. Researchers/KPs can also help to address gaps in
understanding by providing easily digestible information. However, it should also be noted
that, like KUs, the producers of knowledge require resources and support in order to
effectively engage with diverse audiences and to successfully disseminate their research

findings.

An important audience for KPs are service users and members of the public, with
whom effective engagement is key for successful dissemination. The KT case study shone
light on the benefits of service user involvement in informing and guiding effective KT-D
strategies. This finding is also reflected in some of the studies in the realist synthesis; for
example, Kiltz et al. (2008) found that KT-D was enhanced when service users were involved
in how their service delivery recommendations were presented. Thus, there are clear benefits
to working with service users in an engaged and ‘iKT way’ rather than relying on more
traditional end of grant research and passive dissemination strategies. Service user
preferences for how research is disseminated to can also be identified and taken into account
in the planning and execution of KT-D, thereby resulting in potentially more tailored and

effective strategies.

As mentioned earlier, this KU group have not always been given due consideration
during the dissemination process. However, there is undoubtedly an increasing imperative
and movement towards the participatory involvement of parents/service users in the research
process (e.g. Campus Engage, 2016; INVOLVE, 2020; Rycroft-Malone et al., 2013). This is
also demonstrated by the recent establishment of a new Public and Patient Involvement (PPI)
Network (HRB, 2020) to support research institutions across Ireland advance the involvement
of the public, patients/service users in health and social care research. Another interesting

example of such service user involvement is the Maternal health And Maternal Morbidity
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in Ireland [MAMMI] Study, 2020) which is ongoing and involves participants in co-
designing the research, co-presenting findings at conferences and co-creating dissemination
outputs. This form of highly engaged research was found to improve the ways in which
researchers communicated with service users and the overall conduct of the research. The
findings from these kinds of studies have significant implications for how research projects
can be conducted in the future, whilst also highlighting the importance of ensuring that

service users feel more valued and engaged in the research process.

Overall, the findings from this research highlight important lessons for
researchers/KPs. First and foremost, a ‘reframing’ of the KT-D process is essential. In other
words, KT-D planning should not be viewed as an extraneous or additional task or
expectation, but should instead, be pursued actively and purposively. As indicated by the
findings reported here, engagement and collaboration are crucial for effective KT-D.
Although all parties must be motivated and willing to maximise efficacy, the onus tends to lie
with the researcher to develop these relationships. An important implication, therefore, for
research projects and teams is that engagement with KUs can be improved by adopting an
iKT approach throughout the research process — from study development through to

dissemination.

KT-D planning can also, arguably, increase the likelihood of more targeted and
successful dissemination of the research findings. The findings from the case study strongly
demonstrate how the team involved in the ENRICH research programme, benefitted from
KT-D planning and KT training, in terms of enhanced understanding and capacity
development. All expressed their intent to apply the learning to future research projects and
to engage in enhanced, more purposeful KT-D to promote more effective translation of

knowledge. Thus, an investment in capacity building processes can have long-term and
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ongoing benefits — not just for the researchers themselves, but also the
institutions/organisations whom they represent. Indeed, academic institutions are increasingly
required to be community facing and to undertake engaged research, one element of which
involves knowledge dissemination with, and for, the wider community (Campus Engage,
2016). This, in turn, suggests that capacity building in respect of KT-D is important and,
therefore, that increased resourcing of KT-D for research teams should be viewed as critical
to building the linkages between institutions and communities and, in turn, increasing the

‘footprint’ and impact at a societal level.

With regard to the implications of the findings for research, the interviews conducted
as part of the KT-D case study revealed that researchers are keen to have more
communication supports in academic institutions to help with dissemination while the
ENRICH research team members often felt that they lacked the necessary skills (e.g. graphic
design or media communication) to engage in effective communication. Likewise, some of
the results reported in Chapter Four indicate that KPs lack the expertise for dissemination,
such as learning how to use social media to share findings (e.g. Edwards et al., 2019). A
number of authors (e.g. Marcinkowski et al.,2014), have also suggested that universities
should prioritise supports to better enable researchers to increase the visibility of their
research and attempt to maximise its impact. Thus, building an appropriate infrastructure
might include: increasing/enhancing training provision, broadening the remit of university
communications departments to support researchers in their dissemination efforts; liaising
with (resources permitting) an intermediary organisation or knowledge broker (e.g. the CES);

and offering KT-D training to research staff (and to postgraduate students).

Academic institutions can (and should) also incentivise and reward KT-D planning by

placing a greater value on all KT-D strategies by means of their inclusion in promotion
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criteria, performance appraisals and/or recruitment criteria. Indeed, KT-D strategies also
appear to be relevant to funding agencies/organisations, some of whom have increasing
expectations in this regard in terms of grant proposals and reports (e.g. the HRB in Ireland
and the CIHR in Canada). Funders may be more likely to support research projects that
propose to engage, or are, actively engaging in KT-D planning strategies and are producing
tailored KT-D strategies to share their findings. Indeed, as already mentioned, the KEDs
grant secured by the ENRICH team was important in helping to enhance the effectiveness of
KT-D strategies and outcomes. This can inform funders of the value of offering grants

specifically to promote KT-D with research projects.

Throughout the development of this thesis, the researcher (SO’C) has considered her
own KT-D efforts in line with the findings from the research. This research and study design
was underway prior to the researcher learning the importance of involving KUs in the
development of the research process as early as possible. Therefore, further and earlier
stakeholder input may have benefitted the overall study design. However, KUs influenced the
progression of the research findings by informing the development of the KT-D plan.

This project evolved in the context of the larger ENRICH research programme and it
was thought that the initial survey would be helpful in terms of identifying any key issues or
concerns relating to KT-D amongst various KU groups. Indeed, the findings emanating from
this work were important in informing the successful application to the HRB for the LinKT
sub-study, although this also added additional work which, whilst very useful, was not
anticipated at the beginning of the project. Most of the remainder of the work documented in
the case study (Phase Three) was conducted in parallel to, and informed in part, the other two
phases of the research. It proved difficult during the documentary analysis to identify how
exactly research had informed the development/thinking behind many of the documents

which were included, but nonetheless, it was felt that this provided useful context for the
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study and increased the researcher's knowledge of key policy developments during the last 20
years and how these have evolved over time. The realist-informed evidence synthesis proved
the most challenging and time-consuming aspect of the research as it was based on a
relatively new approach and involved a considerable amount of work and critical analysis but
again, the findings here are important and they also help to support and amplify the results
from Phase Three of the research whilst also adding to the extant literature and knowledge in
the field. With regard to future dissemination, it is hoped that one or more aspects of the
realist findings will be submitted for possible publication in journals such as Implementation
Science or Systematic Reviews. In addition, the researcher prioritised the publication of
findings in an academic journal for educational and career progression. She is also aiming to
produce a summary document — as recommended throughout the thesis — to share the key
thesis findings with KUs. The research findings will also continue to inform the researchers’

future research endeavours in terms of implementing KT-D plans.

7.4 The Strengths and Limitations of the Research

This research had a number of key strengths. Firstly, the use of a multi-method
approach provided an innovative and appropriate means of addressing the research aims and
objectives and, in turn, generated interesting insights into the research questions. The validity
and reliability of the findings were strengthened through triangulation of the qualitative and
quantitative elements of the research. Secondly, significant efforts were made to recruit and
involve a large number of participants (n=162) across the KU (apart from service users) and
KP contexts to complete the questionnaire-based survey. Although comparatively fewer
policy makers than researchers or practitioners completed the survey, there was a larger
sample from the policy KU group included in the qualitative element of the research—and,

arguably, this approach was more suitable for exploring the needs and perceptions of this
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particular group. Therefore, detailed perspectives were gathered from a range of key KU

groups.

Furthermore, the rich findings obtained from the ENRICH team, coupled with the
Parent Advisory Panel, would not have been achieved through a solely quantitative approach.
Indeed, qualitative methodologies such as interviews and documentary analyses have been
shown to offer considerable complementarity when used with quantitative research on KT-D
(Green et al., 2015). The use of a documentary analysis and realist-informed approach to
evidence synthesis, also helped to provide useful corroborating evidence from the policy
domain and international literature respectively — particularly with regard to dissemination in

the field of public health/early years.

Other strengths of the research include the rigorous approach adopted when
undertaking the qualitative research (e.g. ensuring high quality records, verbatim
transcription and the use of respondent validation). The use of qualitative methods was
particularly useful in providing insights into the most common barriers and facilitators to
dissemination. An examination of themes and coding with the supervisory team was also
conducted to ensure the trustworthiness of the findings and to ensure ‘fit’ between the
findings and the raw data. The findings from this research were also disseminated (and are
still being disseminated) through a series of national and international peer-reviewed
publications and conference presentations (see Appendix 1)as well as a range of other

outputs.

The utilisation of a realist-informed approach in this research (as opposed to a
traditional realist review), provided a useful and relatively novel method of exploring what
works in terms of dissemination across a range of contexts and, in particular, providing

detailed insights into the needs of various stakeholder groups and the contextual influences
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on dissemination in public health. This method (as described by Wong and colleagues, 2013)
can be useful for research projects in which time and resource constraints may be present, but
where researchers may wish to have a deeper understanding of which interventions work for
whom, and in what circumstances. The realist-informed work, in this context, illuminated the
similarities and discrepancies across the KT-D needs of a range of prospectively identified
stakeholders, thereby addressing an important gap in the current literature which more

commonly focuses solely on individual KU groups.

This research also sheds light on several KT-D topics that have been hitherto
underexplored. For example, several authors (e.g. Cairney et al., 2016; Tait & Williamson,
2019) have found that the effectiveness of capacity-building training initiatives for health
researchers, appear to be under-investigated and less developed when compared to initiatives
for other KUs, such as practitioners. In the current research, the feedback from the KT-D
training workshop for the ENRICH team (and other attendees) was overwhelmingly positive
and - in conjunction with the focus group discussion - helped the team to be more thoughtful
and systematic in their KT-D work and to identify key areas for improvement in terms of how
they disseminated their findings from the ENRICH programme and other research projects.
These findings highlight the utility and value of capacity-building/training initiatives for

research teams — also reported elsewhere (e.g. Tait and Williamson, 2019).

The KT-D case study outlined in the previous chapter is the first of its kind (to our
knowledge) to document the practical application of a KT-D plan within the context of an
ongoing early intervention research programme, as informed by a KT planning tool and the
emergence of ongoing (qualitative and quantitative) findings. This research also provided
some useful information on the ways in which iKT might be implemented as part of a

research project and particularly in terms of engaging with service users (i.e. parents) and
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practitioners to inform dissemination strategies. According to recent research by Graham and
colleagues (2018), there is a need for further investigation in this regard so this research

represents an important addition to the literature in this respect.

Given the increasing importance attributed to evidence-informed practice and policy,
there is a vital need to ensure that knowledge is used to best effect and that KPs have up-to-
date guidance/information on how best to pursue KT-D in order to reach different audiences.
The findings of the case study reported here, demonstrate how KT-D may be planned and
conducted and also how established frameworks may be applied to ‘real world’ research and
dissemination efforts in public health and early years systems settings. The use of KT-D
planning and a KT-D tool provided a sense of structure to the dissemination process, in what

is often quite a disorganised or ad hoc process (Ngamo et al., 2016).

The KT-D case study findings further reinforce previous work highlighting the
commonly reported gap in communication between policy makers and researchers (e.g.
Raghavan, 2018) and several authors have recently suggested that further investigation was
needed to examine networking across policy and research settings (e.g. Haynes et al., 2018;
Oliver & Cairney, 2019; Van de Goor et al., 2017). Interestingly, the detailed and nuanced
consideration that was afforded here to the perspectives of both researchers and policy
makers in this research, indicates that this gap in communication may be perpetually widened
through a lack of interaction and understanding as to the ‘how to’ of engagement and
relationship building. The use of a KT-D plan helped to guide the ENRICH research team in
how to better communicate with this KU group and as outlined earlier, this in turn, led to
some positive KT-D outcomes, such as reach, engagement and relationship-building. This

nicely illustrates how barriers to effective KT-D can be addressed when planned strategies
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are well thought out and implemented using established evidence-informed guiding

frameworks.

Lastly, one of the key strengths of this research is the illustration, through both the
realist synthesis and the KT-D case study, of a wide range of practical and effective KT-D
strategies for both an early years and a general public health context and the kinds of
mechanisms which mediate KT-D outcomes. Ultimately, the case study illustrates how the
key KT-D goals of increasing visibility, understanding, and engagement with evidence can be
achieved with several KU groups — thereby providing a rare ‘real world” example of effective
KT planning and execution within the context of a community-based evaluation of a
prevention and early years intervention programme. The evaluation of KT-D strategies
indicated further that there are several approaches that KPs might adopt to encourage more
effective dissemination of their research, even within a limited budget or, as in the current
case, during a global pandemic. This research further adds to the literature on both the
process of evaluating KT-D strategies and the subsequent outcomes, as this is not often a
priority for KPs - as highlighted by Dew and Boydell (2017). For example, reach impact
indicators helped considerably to inform the KT-D plan for the ENRICH programme in terms

of determining which strategies were more effective than others.

A number of research limitations should also be recognised. For example, there were
challenges in executing and, in particular, evaluating the impact of certain KT-D strategies. It
was not possible to assess how many attendees understood a conference presentation or found
it useful, as this is not usually evaluated. Another challenge to the effective evaluation of KT-
D strategies, relates to the number of unique visitors recorded, using webpage analytics,
which may not be accurate because the same individual (e.g. the researcher) could potentially

access the website several times using more than one IP address or computer. These kinds of
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challenges can impede our understanding of the benefits (or lack thereof) of utilising specific
KT-D strategies. Moreover, it was beyond the time frame and scope of this research to
conduct follow-ups/longer-term evaluations of the effectiveness of KT-D strategies. Thus, it
is difficult to determine if there are any longer-term impacts on, for example, knowledge or
skills following KT-D training or knowledge-sharing events. This is an obvious avenue for
future research. In addition, the KT-D plan would have benefitted from further KU input

earlier in the lifetime of the research,

There were also a number of external factors that hindered the development of some
KT-D strategies in the context of the ENRICH research programme. For example, General
Data Protection Regulation (GDPR) restrictions came into effect in May 2018; these required
that KUs had to give their consent to receive any further e-newsletters after this date. It is
likely, therefore — in the context of receiving many similar emails from other organisations to
which they had subscribed — that the email from the ENRICH programme could have been
missed or ignored. Thus, once these regulations were enforced, any KU who had not
confirmed their consent to receive e-newsletters had to be deleted from the mailing list. These
restrictions reduced considerably the dissemination of thee-newsletter (by 44%) and,
therefore, the emerging ENRICH findings. This was disappointing as the KT-D case study
had shown that engagement with this KT-D strategy, prior to the enforcement of these
regulations, had been increasing with each issue. This highlights further the usefulness of
using multiple KT-D strategies that can help to circumvent unexpected difficulties with the
execution of a planned strategy. Nevertheless, these circumstances were outside of the control
of the research team and also highlight the importance of ongoing networking and

engagement to continually broaden the reach of research findings.
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As described by Yin (2003), case study findings typically lack generalisability as they
are carried out in a specific context. The KT-D case study outlined here, was rooted within a
PEI context in the Republic of Ireland, but the way in which it was carried out is easily
transferrable to any research field or context. In addition, case studies are considered
complementary to realist methodologies and are also suitable for exploring KT-D (Aarons et
al., 2012; Creswell, 1998; Yin, 2003), so it was considered an entirely appropriate method for
inclusion in this research. Another research limitation was the lower than expected response
rate to the survey (37%), despite email distribution, a number of follow-up reminders and the
offer of an incentive for participation. Nevertheless, the findings were usefully triangulated
with those from the realist-informed review. In addition, only a limited number of policy
makers were recruited in the survey sample despite considerable effort, although a larger
number of policy makers were recruited to participate in the qualitative element of the

research.

As described earlier, this research investigated a number of KT-D goals relating to
increasing awareness, understanding, and engagement with research, but there are other key
KT-D indicators that could have facilitated a more wide-ranging appraisal of the impact of
the ENRICH KT-D plan, such as reported changes in policy or practice. However, these can
often take time to materialise (e.g. Bauer et al., 2015), which meant that it was not possible to
examine them within the scope of the current research. Indeed, as with most research
projects, contract researchers tend to move on to other research projects or posts without
having the time to evaluate these kind of longer-term KT-I indicators (Sibley et al., 2017),

while the resources to conduct such evaluations are also typically not available.

Other potential limitations include response bias which may have occurred with

participants who agreed to take part in both the quantitative and qualitative elements of this

221



research. These participants may have been more enthusiastic (including the ENRICH team)
to participate in a KT-D study, or may have had some experience of research dissemination
prior to their participation. In addition, the parents who agreed to take in the advisory panel
and the focus group had previously participated in the ENRICH research and therefore, may
have had a greater appreciation of, and interest in, the research evidence; this may have also

influenced the feedback given on the KT-D strategies for this particular KU group.

In terms of conducting and analysing interviews/focus groups, the researcher’s own
personal views and academic perspective may have influenced the interpretation of the data,
particularly when collecting data with the ENRICH research team or interviewing other
researchers. However, in line with recommended practice (e.g. Laws et al., 2016), the
researcher strictly followed interview schedules and focus group topic guides with all KU

groups to address reflexivity and to limit the impact of personal biases on the data generated.

The documentary analysis also included only a brief review of child and family
policies and service provision prior to 2000. The review chiefly explored the relevant policies
and programmes over the last two decades. This time frame was chosen to align with the
development of the first comprehensive national policy for children as this was a key
milestone in the development of research-informed policies and initiatives in Ireland. The
researcher was also the lead evaluator of the KT-D strategies for the ENRICH programme
and the sole reviewer of the documents included in the documentary analysis. Nonetheless,
the potential for bias was addressed and minimised insofar as possible through ongoing
consultations with the ENRICH research team (and Principal Investigator) and the

supervisory team.

Finally, the realist-informed evidence synthesis only included articles that reported

positive KT-D outcomes, mainly because it was designed to correspond with the first
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objective of this research, that is, the effectiveness of a range of KT-D strategies relative to
identified KT-D goals. In addition, the KT-D case study described a number of KT-D
strategies that produced both positive and negative outcomes for the ENRICH programme so
this provided a broader evaluative perspective. This again speaks to the usefulness of KT-D
planning and the importance of clearly outlining well in advance, the relevant dissemination
goals, strategies and outcomes within a research study. Indeed, future research in this area
should explore ‘negative’ findings or ineffective KT strategies in order to address key gaps in
the literature. Lastly, the researcher acknowledges that both the documentary analysis and the
realist synthesis may not have included some relevant documents/articles (e.g. including only
the first page of Google results) as the aim of these methodologies was to provide a

comprehensive overview, not an exhaustive search, of the relevant literature.

7.5 Directions for Further Research

The findings from this research highlight a number of gaps in the current literature
and identify several possible areas for further research, some of which have already been
mentioned. With respect to the ENRICH research programme, further exploration of the
extent to which the research findings impacted on policy and practice, would help to provide
longer-run insights into the effectiveness of KT-D strategies, whilst also providing additional
insights into the utility of specified dissemination strategies on KT-I goals. This research
could also determine if there were any longer-term impacts on, for example, knowledge or

skills following KT-D training or knowledge-sharing events.

Additional research is also needed to provide more detailed and precise insights into
the process of policy formulation and service delivery and the use of evidence therein. This
would help to demonstrate how research findings are typically disseminated to policy makers

and practitioners in Ireland and the factors that influence the extent to which research informs
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policy and practice decisions (and their development). In addition, an in-depth review could
further explore why some evidence-based and evidence-informed initiatives and policy
recommendations fail to be implemented. Gaining an understanding the decision-making
processes in these cases, could help to guide KPs in terms of how best to disseminate their

findings/evidence.

Further research might also explore how KUs can access information on the various
research studies, projects and programmes (across fields) that are currently being carried out
in Ireland (and elsewhere). For instance, Doyle (2020) argues for the need for a centralised
national database for stakeholders to easily source and access knowledge/evidence. In terms
of child and family research, the ‘What Works’ resource by the DCYA (2019) has helped to
address this lack. Such databases can be mutually beneficial for both researchers and KUs
and indeed, this was the rationale underpinning the development of a knowledge hub as part
of the ENRICH research. However, whilst this could be a very useful first step in increasing
interest in, and enhancing the visibility of, research on PEI and other public health topics, it

takes skill, time and resources to set up and more importantly, to maintain such a database.

Additionally, the ENRICH research team followed an iKT approach which included
a number of activities including: ongoing meetings regarding the progress of the research; co-
presenting at a conference with community partners; engaging with the Parent Advisory
Panel to inform the development of KT-D strategies; and including parents on a discussion
panel at the launch of the ENRICH findings. Further research could explore if including KUs
(such as parents — and fathers in particular which are often overlooked) from the start and
throughout the research process, is beneficial in terms of dissemination. The value of

collaborating with a range of KUs (particularly policy makers) through various KT-D
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strategies (e.g. through co-presenting at conferences or co-designing research outputs as in

the MAMMI study) could also be explored and evaluated.

Further investigation of how best to advance networking KT-D strategies and
engagement between KUs would be beneficial, particularly in a policy-making context.
According to Haynes and colleagues (2018), studies that explore networking KT-D strategies
often report engagement as a positive outcome, but rarely explore how or why these
participants engaged with the research. Therefore, this could be investigated in more detail
through, for example, a social network analysis similar to that conducted by Colineau and
Paris(2010), to explore how KUs and KPs interact and which relationships appear to be
stronger and which would benefit from further development. More research is also needed to
explore the effectiveness of arts-based KT-D strategies as this more recent, alternative
approach is increasing in popularity (Greenwood, 2019). Other factors that could be
considered when implementing a KT-D plan include the role of socio-economic status and
the levels of health literacy amongst KUs when developing KT-D strategies. The parent
advisory panel did attempt to address health literacy in some respect as this KU group
provided their feedback on the content of a sample of KT-D strategies from ENRICH. In
addition, the role of gender may impact on the tailoring of KT-D strategies and as mentioned

earlier, most of the participants in this research were female.

Lastly, the field of KT-D must also keep apace with technological advances, and the
development of effective KT-D planning guides and subsequent evaluation of KT-D
strategies will need to be adjusted and explored in order to fully understand how technology

can be put to best use to support KT-D efforts.

On the issue of social media, it might be worth exploring how recent trends and the

rise in popularity of new apps such as TikTok - which was the most downloaded app in the
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world in 2020 (Forbes, 2021) - might influence future KT-D strategic planning. For instance,
it may be the case that newer more popular apps may provide a more effective means of
reaching younger stakeholders. In the context of the ongoing pandemic, a retrospective and
prospective evaluation of remote networking KT-D strategies versus in-person formats and

the extent to which the former might be useful into the future.

7.6 Conclusion

This dissemination-focused research aimed to explore the KT-D process in the field of
public health with a particular focus on early years research/settings, and to increase
visibility, understanding, and engagement with the ENRICH programme (and its emerging
findings) through a series of KT-D strategies over the lifetime of the project. A combination
of methods was used to provide a comprehensive and in-depth investigation of the KT-D
process, the influence/use of research in policy and practice (insofar as this can be assessed),
and the effectiveness of KT-D strategies in an early years/public health context. As described
in Chapters Two and Five, the barriers to evidence dissemination are enduring and the need
to find solutions must be recognised. While short-term challenges such as access can be more
easily addressed by, for example, better resourcing, open access and wider channels of
distribution, longer-term barriers to dissemination such as an unsupportive organisational
culture, failure to act on evidence-based policy recommendations, or lack of know-how, still
need to be addressed. This research highlighted the value of engaging in KT-D planning as a
way to possibly address both short-term and long-term barriers. Likewise, understanding the
context in which the research is being disseminated - and the corresponding barriers and
facilitators to dissemination that are experienced by the stakeholders involved - can help to

strengthen a KT-D plan.
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This research further illustrates the importance of available resources and funding in
shaping policy developments and decisions to support and sustain early years research (and
services). The KEDS grant was a critical factor in enhancing the KT-D efforts of the
ENRICH research team. Crucially, investing in KT-D training in order to help KPs engage in
KT-D planning, can result in more efficient and cost-effective dissemination and use of
funding in the longer-term. The use of a structured framework/tool can also help researchers
to balance the many demands of academia (e.g. the need to publish numerous peer-reviewed
papers) while maximising the potential impact of their research through varied and feasible
dissemination strategies. Likewise, this research showed that adopting an iKT approach can
benefit both KPs and KUs and provide them with a broader perspective on the dissemination
process, thereby helping to improve the overall execution of the KT-D strategies. This, in
turn, can encourage KUs to value evidence more if they are included as part of the research
process.PEI is clearly a key research and investment area within policy and service delivery
in Ireland. Reassuringly, as highlighted in Chapter Six, the vast majority of practitioners and
policy makers who completed the online survey conducted as part of Phase Three of this
research, believed that research evidence helps to improve services for parents and children.
Therefore, there is a strong impetus and incentive for KPs to disseminate high-quality
research evidence in this area, although it must also be recognised that a range of factors can
influence the effective utilisation of research evidence. Ultimately however, high quality
research evidence cannot make a positive impact on societal health and wellbeing unless it is
communicated effectively to intended audiences. Thus, the findings from this research
represent an important addition to both the national and international literature and the
lessons learned therein can hopefully be transferred to other research projects and

programmes both in Ireland and beyond.
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Appendix 2

Document Analysis Form

. What is the reason for this document being produced?

. Who produced this document and when?

. Who is the document aimed at?

. What sources of information informed this document development?

. What or how did research influence the document formulation?

. What are the outcomes or impact of this policy?

. A brief summary of the document
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Appendix 3a

Survey Information Sheet

ENRICH RESEARCH PROGRAMME — KNOWLEDGE TRANSLATION

We would like to invite you to take part in an important research study. Please take a few
minutes to read carefully through the following information so you can understand why
the research is being done and what it will involve. Also, please ask us if there is anything
that is not clear, or if you would like more information.

What is the research about?

The aim of this study is to explore your experiences and views on the utilisation and
translation of research evidence in the field of child and family health and well-being.The
study is being carried out by PhD Candidate,SiobhanO’Connor, as part of the ENRICH
(EvaluatioN of wRaparound in Ireland for CHildren and families) research programme led by
Prof.Sinéad McGilloway at Maynooth University Department of Psychology. The research
has received funding from the Health Research Board.

Why have | been asked to take part?

You have been identified as someone who might be interested in sharing with us
youropinions, views, experiences, and expectations in relation to the utilisation and
translation of research evidence in the field of child and family health and well-being.

Who has approved this study?

The study has received ethical approval from the Maynooth University Social Research
Ethics Committee.

Do | have to take part?

No, you are under no obligation whatsoever to take part in the research. However, we hope that you
will agree to take part and give us some of your time to completean online survey. If you decide to
do so, by clicking submit at the end of the survey, you are providing your consent for participation. If
you decide to take part, you are still free to withdraw at any time without giving a reason and/or to
withdraw your information up until such time as the data are anonymised.

What will happen to me if | take part?

You may be asked to complete an online survey at a number of points in time throughout
the duration of the 4-year study (no more than 3 times), during which time you will be asked
a number of questions relating to your views, experiences and expectations of the utilisation
and translation of research evidence in the field of child and family health and well-
beingand also the more general processes of knowledge translation (e.g. barriers and
facilitators).

How long will the whole process take?

The survey will take approximately 15-20 minutes to complete.

Will my taking part in this research be kept confidential?

Yes, all information which is collected about you during the course of the research will be
kept strictly confidential. No names will be identified at any time. All information will be
held in a password-protected computer database and will be accessed only by the research
team; no information will be distributed to any other unauthorised individual. If you so wish,
the data that you provide can also be made available to you at your own discretion.
Transcripts will be destroyed ten years after completion of the study (ending 2019). It must
be recognised that, in some circumstances, confidentiality of research data and records may
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be overridden by courts in the event of litigation or in the course of investigation by lawful
authority. In such circumstances the University will take all reasonable steps within law to
ensure that confidentiality is maintained to the greatest possible extent.

What will happen to the results of the research?

The research will be written up in report format and may be published in journals and
presented at conferences. A summary of the research findings will be made available to you
upon completion. Information regarding publications/outputs will also be available upon
request.

Who do | contact if | have a question?

Please feel free to address any questions to Siobhan O’Connor, ENRICH Programme,
Maynooth University Department of Psychology, John Hume Building, Maynooth University,
Maynooth, Co. Kildare, Ireland (Tel: 087 064 9249 or by email:
siobhan.oconnor.2015@mumail.ie).

Alternatively, you may contact the ENRICH Principal Investigator/PhD Research Supervisor,
Prof.Sinéad McGilloway, Maynooth University Department of Psychology, John Hume
Building, Maynooth University, Maynooth, Co. Kildare, Ireland (Tel: 01 708 6052/4765 or by
email: sinead.mcgilloway@nuim.ie).

For more information on the ENRICH programme, please see our webpage:
https://cmhcr.eu/enrich-programmefollow us on Twitter @ENRICH_Ireland, on Facebook:
https://www.facebook.com/enrichprog or email siobhan.oconnor.2015@mumail.ie to
request to receive our biannual e-newsletter.

If you think that you would like to take part in this research, please
proceed to take the survey.

266



Appendix 3b

Interview/Focus Group Information Sheet

ENRICH RESEARCH PROGRAMME - KNOWLEDGE TRANSLATION

We would like to invite you to take part in an important research study. Please take a few
minutes to read carefully through the following information so you can understand why
the research is being done and what it will involve. Also, please ask us if there is anything
that is not clear, or if you would like more information.

What is the research about?

The aim of this study is to explore your experiences and views on the utilisation and
translation of research evidence in the field of child and family health and well-being.The
study is being carried out by PhD Candidate,Siobhan O’Connor, as part of the ENRICH
(EvaluatioN of wRaparound in Ireland for CHildren and families) research programme led by
Prof. Sinéad McGilloway at Maynooth University Department of Psychology. The research
has received funding from the Health Research Board.

Why have | been asked to take part?

You have been identified in the course of our research as a key person with knowledge of
how research findings are understood and used in policy and practice. We would now like to
invite you to take part in an interview/focus group with a researcher in order to share your
opinions, views, experiences, and expectations in relation to the utilisation and translation
of research evidence in the field of child and family health and well-being.

Who has approved this study?

The study has received ethical approval from the Maynooth University Social Research
Ethics Committee.

Do | have to take part?

No, you are under no obligation whatsoever to take part in the research. However, we hope that you
will agree to take part and give us some of your time to take part in an interview/focus group with a
researcher. If you decide to do so, you will be asked to sign a consent form. If you decide to take
part, you are still free to withdraw at any time without giving a reason and/or to withdraw your
information up until such time as the data are anonymised.

What will happen to me if | take part?

You may be asked to take part in an interview/focus group with a researcher at a number of
points in time throughout the duration of the study (no more than 2 times), during which
time you will be asked a number of questions relating to your views, experiences and
expectations of the utilisation of research findings as part of your work and also the more
general processes of knowledge translation (e.g. barriers and facilitators). The
interview/focus group will be audio recorded, with your consent, in order to ensure that we
include all necessary details. Focus groups will be in the form of a group discussion among
individuals from a similar professional position.

How long will the whole process take?

The interview/focus group will last approximately 30-40 minutes.

Will my taking part in this research be kept confidential?

Yes, all information which is collected about you during the course of the research will be
kept strictly confidential. No names will be identified at any time. All information (including
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recordings and recorders where applicable) will be held in a locked cabinet and will be
accessed only by the research team; no information will be distributed to any other
unauthorised individual. If you so wish, the data that you provide can also be made available
to you at your own discretion. Audio files will be destroyed after transcription and all
personal or identifiable information will be removed from transcripts. Transcripts will be
destroyedten years after completion of the study (ending in 2019). It must be recognised
that, in some circumstances, confidentiality of research data and records may be overridden
by courts in the event of litigation or in the course of investigation by lawful authority. In
such circumstances the University will take all reasonable steps within law to ensure that
confidentiality is maintained to the greatest possible extent.

What will happen to the results of the research?

The research will be written up in report format and may be published in journals and
presented at conferences. A summary of the research findings will be made available to you
upon completion. Information regarding publications/outputs will also be available on our
webpage: https://cmhcr.eu/enrich-programme, follow us on Twitter @ENRICH_Ireland, on
Facebook: https://www.facebook.com/enrichprog or email
siobhan.oconnor.2015@mumail.ie to request to receive our biannual e-newsletter.

Who do | contact if | have a question?

Please feel free to address any questions to Siobhan O’Connor, ENRICH Programme, The
Centre for Mental Health & Community Research (CMHCR), Maynooth University
Department of Psychology, John Hume Building, Maynooth University, Maynooth, Co.
Kildare, Ireland (Tel: 087 064 9249 or by email: siobhan.oconnor.2015@mumail.ie).
Alternatively, you may contact the ENRICH Principal Investigator/PhD Research Supervisor,
Prof. Sinéad McGilloway, CMHCR, Maynooth University Department of Psychology, John
Hume Building, Maynooth University, Maynooth, Co. Kildare, Ireland (Tel: 01 708 6052/4765
or by email: sinead.mcgilloway@nuim.ie).

THANKYOU FOR YOUR HELP!
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Appendix 4a

Research Dissemination Survey for Practitioners/Policy Makers

Q1 Please indicate that you  have read and understood  the information sheet for this
study; you agree to take part in this study and to provide information to the researcher for use
in the study; and you understand that you can withdraw from the study at any time

Q Yes (1)

Q No (2)

Q2 What is the your current job title?

Q3 What organisation do you currently work for?

Q4 How many years/months have you been working in this role?
Q5 Which county do you primarily work in?

Q6 What is your gender?
Q Male (1)

Q Female (2)

Q7 What age group do you belong to?
< 20years (1)

20 — 34 years (4)
35 —49 years (5)
50 — 69 years (6)
70 + years (7)

0000

Q8 I feel I need to integrate evidence-based research more often into my work
Q Strongly agree (1)

Q Agree (2)

QO Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

Q9 I am interested in being involved in research
Q Strongly agree (1)

Q Agree (2)

QO Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

269



Q10 Which of the following do you understand as evidence? (please select all that apply)
Research (1)

Clinical experience (2)

Peer consultations (3)
Stakeholder views (4)

Patient preferences (5)
Personal values (6)

Media influences (7)

| don't know (8)

Other (please state below) (9)

11 Which of the following have you used to access evidence? (please select all that apply)
Research paper (1)

Research brief/summary (2)
Database (20)

Non-journal report/grey literature (19)
Conference/workshop/seminar presentation (3)
Email/e-newsletter (4)

Video (5)

Webinar (8)

Social media (9)

Website (10)

Expert group discussion (11)

Working directly with researchers (16)
Networking with peers (17)
None (18)

Other (please state below) (13)

[N Iy Iy I Iy Iy Iy Iy B N

Q12 I have attended a workshop/seminar that aimed to enhance my research use skills
Q Yes (1)

Q Maybe (2)
Q No (3)

Q13 Research evidence plays an important role in improving services for parents and
children

Q Strongly agree (1)

Q Agree (2)

QO Neither agree nor disagree (3)

QO Disagree (4)

Q Strongly disagree (5)
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Q14 In the last year, on average, how often have you received research evidence that has
changed or influenced your work?

1-2 times (1)

3-5 times (2)

6-10 times (3)

10+ times (4)

Never (5)

0000

Q15 To what extent do you think research has an impact in your field?
Q To no extent (1)

Q To a little extent (2)
QO To a moderate extent (3)
Q To a great extent (4)

Q16 Please give at least one example of how a research programme/finding has had an
impact on your work?

Q17 Getting access to research that demonstrates an effective evidence-based practice makes
it more likely that it will be adopted in my work

Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

Q18 Please list the job titles of the top three people (if applicable) with whom you have the
most interaction about research

Q19 I don’t feel capable of applying research evidence (Please explain your response in the
box below)

Q Strongly agree (6)

Q Agree (7)

Q Neither agree nor disagree (8)

Q Disagree (9)

Q Strongly disagree (10)

Q20 I will not introduce a new programme or intervention that is not supported by research
evidence

Q Strongly agree (1)

Q Agree (2)

QO Neither agree nor disagree (3)

QO Disagree (5)

Q Strongly disagree (6)
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Q21 I don’t see the benefit of using research evidence
Q Strongly agree (5)

Q Agree (6)

Q Neither agree nor disagree (7)

Q Disagree (8)

Q Strongly disagree (2)

Q22 I have sufficient access to evidence
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

Q23 I don’t like trying new ideas
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)
Q Disagree (4)

Q Strongly disagree (5)

Q24 I would try a new programme or intervention even if it were very different from what I
am used to

Q Strongly agree (1)

Q Agree (5)

Q Neither agree nor disagree (6)

Q Disagree (7)

Q Strongly disagree (8)

Q25 I don’t have time for research
Q Strongly agree (1)

Q Agree (5)

Q Neither agree nor disagree (6)
Q Disagree (2)

Q Strongly disagree (3)

Q26 To what extent do you trust researchers
Q To no extent (1)

Q To a little extent (2)
Q To a moderate extent (3)
Q To a great extent (4)
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Q27 I would learn about an evidence-based practice if support were provided
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (5)

Q Disagree (6)

Q Strongly disagree (7)

Q28 Research evidence is not easy to understand
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

Q29 I have the incentive to use research (If you strongly agree or agree, please explain your
response in the box below)

Q Strongly agree (1)

Q Agree (4)

QO Neither agree nor disagre (5)

QO Disagree (6)

Q Strongly disagree (7)

Q30 Evidence-based research is not relevant to my work
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

Q31 My workplace has skilled staff for research
Q Strongly agree (1)

Q Agree (4)

Q Neither agree nor disagree (5)

QO Disagree (6)

Q Strongly disagree (7)

Q32 There is too much information to work with
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)
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Q33 I tend to ignore research evidence if I am not convinced that the intervention will work
for a particular population

Q Strongly agree (1)

Q Agree (5)

QO Neither agree nor disagree (6)

QO Disagree (2)

Q Strongly disagree (8)

Q34 Learning about evidence-based research will help me in my job
Q Strongly agree (1)

Q Agree (2)

QO Neither agree nor disagree (5)

QO Disagree (6)

Q Strongly disagree (7)

Q35 Please list the top three (or any) barriers or challenges that you think affect the use of
evidence-based research in early intervention and prevention in Ireland

Q36 I"d like to develop my skills further in finding, accessing and using evidence
Q Strongly agree (1)

Q Agree (7)

QO Neither agree nor disagree (8)

Q Disagree (9)

Q Strongly disagree (10)

Q37 Please list the top three (or any) facilitators that you think could aid the use of evidence-
based research in early intervention and prevention in Ireland

Q38 I have attended a workshop/seminar to enhance my skills in using research
Q Yes (If yes, please name the organisation who ran the workshop/seminar) (1)

Q No (2)
Q Idon't know (3)

Q39 Using research is a priority in my workplace
Q Strongly agree (1)

Q Agree (5)

Q Neither agree nor disagree (6)

Q Disagree (7)

Q Strongly disagree (8)

274



Q40 My workplace has enough resources to ensure research is accessible, adaptable and can
be applied in making decisions

Q Strongly agree (1)

Q Agree (5)

QO Neither agree nor disagree (6)

Q Disagree (7)

Q Strongly disagree (8)

Q41 Staff in my workplace are informed of how evidence influenced the choices that were
made as part of our work

Q Strongly agree (1)

Q Agree (5)

Q Neither agree nor disagree (6)

Q Disagree (7)

Q Strongly disagree (8)

Q42 My workplace promotes the use of research evidence as part of my work
Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (5)

Q Disagree (6)

Q Strongly disagree (7)

Q43 My workplace has arrangements with external experts who search for research, monitor
research, or do research for us
Q Yes (1)

Q Idon't know (2)
Q No (5)

Q44 My workplace uses research well/enough
Q Strongly agree (1)

Q Agree (5)

Q Neither agree nor disagree (6)

Q Disagree (7)

Q Strongly disagree (8)

Q45 I feel that there should be more collaboration between researchers, service providers and
policy makers in relation to child and family interventions in Ireland

Q Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)
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Q46 We are hoping to interview key people to further explore the opinions, views,
experiences, and expectations in relation to the utilisation and translation of research
evidence in the field of child and family health and well-being. Please state your interest in
participating in an interview or focus group:

Q Iwould be interested in participating in an interview/focus group (please include your

email address below or if you would prefer email siobhan.oconnor.2015@mumail.ie) (1)

Q I would not be interested in participating in an interview/focus group (2)

Q47 If you have any additional comments, please feel free to write them here
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Appendix 4b

Research Dissemination Survey — Researcher Section

Q9 Over the last 5 years, my research reports were read and understood by the practitioners
and professionals concerned
Q Never (1)

Q Rarely (2)
QO Sometimes (3)
Q Usually (4)
Q Always (5)

Q10 Over the last 5 years, my work has been cited as a reference in the reports, studies, and
strategies of action elaborated by practitioners and professionals
Q Never (1)

Q Rarely (2)
Q Sometimes (3)
Q Usually (4)
Q Always (5)

Q11 Over the last 5 years, efforts were made to adopt the results of my research by
practitioners and professionals
Q Never (1)

Q Rarely (2)
QO Sometimes (3)
Q Usually (4)
Q Always (5)

Q12 Over the last 5 years, my research results influenced the choices and decisions of
practitioners and professionals
Q Never (1)

Q Rarely (2)
Q Sometimes (3)
Q Usually (4)
Q Always (5)
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Q13 Over the last 5 years, my results gave rise to applications and extension by the
practitioners and professionals concerned
Q Never (1)

Q Rarely (2)
QO Sometimes (3)
Q Usually (4)
Q Always (5)

Q14 Over the last 5 years, I transmitted my research results to the practitioners and
professionals concerned
Q Never (1)

Q Rarely (2)
Q Sometimes (3)
Q Usually (4)
Q Always (5)

Q15 I feel that there should be more collaboration between researchers, service providers and
policy makers in relation to child and family interventions in Ireland

QO Strongly agree (1)

Q Agree (2)

Q Neither agree nor disagree (3)

Q Disagree (4)

Q Strongly disagree (5)

Q16 Please list the top three (or any) barriers or challenges that you think affect the use of
evidence-
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Appendix 5

Sample Feedback Form

We would like to ask you some brief questions about your thoughts and
opinions on today’s launch event. All of the information you provide is
anonymous and confidential, so please be as honest as possible.

1. |found today’s event useful. (circle answer)

1 2 3 4 5
Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

2. | have a good understanding of the findings from the UpTo2/Parent & Baby

Programme.

1 2 3 4 5
Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

3. What was the most helpful/interesting thing(s) that you learnt from today’s event?

4. Do you have any other comments about today’s launch or the findings/outputs?

THANK YOU!
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Appendix 6a

Survey Consent Form

The study is being carried out as part of the ENRICH (EvaluatioN of WRaparound in Ireland
for CHildren and families) research programme at Maynooth University Department of
Psychology (Mental Health and Social Research Unit). You have been identified as someone
whom we think would have an interest in the utilisation and translation of research
evidence in the field of child and family health and well-being.
You are under no obligation whatsoever to take part in the research. If you decide to take
part, you will be invited to complete an online survey, that will take approximately 30
minutes, during which time you will be asked a number of questions relating to your views,
experiences and expectations of the utilisation of findings from research generally (e.g.
barriers and facilitators) and also from the ENRICH programme.
ELECTRONIC CONSENT: PLEASE SELECT YOUR CHOICE BELOW.
Clicking on the “AGREE” button indicates that:
e You have read and understood the information sheet for the above study and have
had the opportunity to ask questions.
e You agree to take part in this study and to provide information to the researcher for
use in the study.
e You understand that you can withdraw from the study (or withdraw your data) at
any time.
e You are at least 18 years of age.
e You have been employed in your current role for the previous six months.

If you do not wish to participate in the research study, please decline participation by
clicking on the “DISAGREE” button.

AGREE

DISAGREE
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Appendix 6b

Interview/Focus Group Consent Form

ENRICH RESEARCH PROGRAMME - KNOWLEDGE TRANSLATION

| confirm that have read and understood the information sheet for the above study
and have had the opportunity to ask questions.

| agree to take part in this study and to provide information to the researcher for

use in the study.

| agree to this interview/focus group being audio recorded for purposes of the

research.

| understand that | can withdraw from the study (or withdraw my data) at any

time.

Signature of participant:

Date:

Signature of researcher:

Date:

If during your participation in this study you feel the information and guidelines that you were given
have been neglected or disregarded in any way, or if you are unhappy about the process, please
contact the Secretary of Maynooth University Ethics Committee at research.ethics@nuim.ie or +353
(0)1 708 6019. Please be assured that your concerns will be dealt with in a sensitive manner.

If you have any questions or you would like a copy of your consent form, please contact Siobhan O’Connor,
Centre for Mental Health & Community Research (CMHCR), Department of Psychology, John Hume Building,
Maynooth  University, Maynooth, Co. Kildare, Ireland (Tel: 087 064 9249 or by email:
siobhan.oconnor.2015@mumail.ie

Alternatively, you may contact the ENRICH Principal Investigator/PhD Research Supervisor, Prof. Sinéad

McGilloway, CMHCR, Department of Psychology, John Hume Building, Maynooth University, Maynooth, Co.
Kildare, Ireland (Tel: 01 708 6052/4765 or by email: sinead.mcgilloway@mu.ie).
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Appendix 7a

ENRICH Team Interview Schedule

Interview Questions

1.

As the ENRICH programme is coming to an end, what do you think has been (or will
be) the most effective way ofdisseminatingthe findings in order to increase awareness
of the programme? (see the list of ENRICH KT strategies below)

Do you think that the findings from the ENRICH programme have reached the
audience they were intended for?

Did the KT strategies that you focused on change over the course of the programme,
and if so, why?

What have been the barriers to developing and implementing the ENRICH KT
strategies? (e.g. time to develop and deliver, money, skills, knowledge)

What has facilitated the development and implementation of the ENRICH KT
strategies?

In terms of disseminating the findings, how have you found balancing the funder
requirements, publishing journal articles for academic career development,
andengaging in various KT strategies?

Closing (Summary)
Has anything else occurred to you about this topic that I haven’t asked?
Thank you for their time.

ENRICH KT STRATEGIES

1.

00N U R W

Dissemination events

Presentations

Academic publications

Grey literature e.g. summaries, newsletters
Website

Social media

KT capacity-building training
Implementation manual

Parent advisory panel

10. Knowledge hub and videos
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Appendix 7b

Parent Focus Group Topic Guide

Introduction:

Many evidence-based parenting interventions, designed to promote the well-being
and health of children and families, have been implemented and evaluated with
positive results in Ireland and in other countries (e.g. Furlong et al., 2012; Hutchings
et al., 2017; Leijten et al., 2015). However, these programmes are not always
translated as intended to policymakers, practitioners or parents. This research is
exploring how best to improve the understanding and access to high-quality research
on child and family health and well-being.

Interview Questions
1. How do you usually access information/recommendations on parenting? e.g.

websites, doctors, other parents, research articles. (Do you trust this
information?)

2. How would you prefer to access the latest information/recommendations on
parenting? e.g. leaflets, other parents, research articles, social media

3. What are your thoughts on academic research that is carried out on children
and families? (Do you trust it or do you rely on other sources? Do you think
this research is important? Does it have an impact on your family’s health and
well-being)

4. What research studies, if any, are you familiar with that focus on the well-
being and health of children and families? (Would you like to know more
about research that is being carried out in this area?)

5. If you have read a research study on child well-being and health in the past,
did you think it was easy to understand? Why or why not?

6. Do you think the key issues for children and families in Ireland are being
explored through research at the moment? Discuss.
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Appendix §8

Knowledge Translation Planning Template (Barwick, 2008; 2013; 2019)

. Y Knnwledps
H H -'FL%-:-*' Haamled e 'ﬂ"? Tramslatinn
Knowledge Translation Planning Template®© f R ) 1__ =3 ) ! "
INSTRUCTIONS: This template was designad to assist with the development of Knowledge Translation (KT) plans for research but can be used to plan for non-research
projects. The Knowledge Translation Planning Template is universally applicable to areas beyond health. Begin with box #1 and work through to box #13 to
address the essential com pc.n-ents of the KT plarming process.

(1) Project Partners {2) Degree of Partner Engagement (3) Partner(s) Roles {4) KT Expertise on Team

] ressarchers L] from idea formulation straight through {1) What do the partner(s) bring to the [ scientist{s) il. KT expertise
[ consumers - patients/families [ after idea formulation & straight through  project?® [0 consultant with KT expertice
0 the public [ at point of dissemination & project end [ knowledge broker/ specialist

[ decision makers [ beyond the project S SIS BTN et i [ KT supports within the organization(s)

; : developing, implementing or i

[ private sector/industry e thous Mok 5l pRartrares will b v evaluating the KT plan? [ KT supports within partner
research funding by at the same point in time. Some will be organization(s)

= oy nnllahummr:ind users or audiences, or Agtion: Capture their specific roles in = [ ; =

] wvolunteer health sector/NGO pepie hifd b to specilic eevI letters of support to funders, ifrequested. L KT Supports hired for specific

[ practioners | taskis)

Ll P

[ ather

SHOTES)
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> 9
{5) Knowledge Users (KUs) 3 3

(6) Main Messages ’é\.

(7) KT Goals ‘g 2

(B) KT Strategy(s) ==

Which KUs or audiences will you target?

L] researchears
[] health practitioners or service
providers
] public
[] media
L] patiente/concumers
L) decision makers
[] in organization
[] in community
[] policy makers
[ mrivate sector/industry
[] research funders
L] venture capitalists
[] volunteer heailth sector/ NGO
[ other: specify »

Consider: Have you hﬂldud‘mrnfiw'
audiences on research team?
who and why (be strategic)?

-
1(_@

© 200E, 2013 The Hospital for Shok Chilicessn

What did you learn, or what do you
anticipate learning?

wmnﬂn;duywm
sharing {up to 3 KU audiences can be
included on this form)?

Augience 1
Audience 2

Audence 3

oR

L] No idea yet; messages will emerge
during research through collaboration

with partners.

What are your KT Goals for each KL/audience?

Maiderioes
12 23
1 | | generate.
[]0] L] awareness
L1 L] interest
][] L] practice change
L] 0 O edaviour change
[1L] L] policy action
1 L] L] knowledge
1L L] tools

Inform..
[JC] ] research
L1 L] product
LI L] patent
10000 other »

: KT is to all research;
aricies intent 10 chamge pracice,
WU%MM by a
B

in your KT

What KT strategy(s) will you use?

4 & 4 Mostly Effective!
(] [] interactive small group
|| educational outreach
__| reminders
L] IT decision support
[_| multi-prof collaboration
| mass media campaign
__| financial incentive
| ] combined interventions
Mixed Effects!
] [] conferences (didactic)
| opinion leaders
| ] champions
| educational materials
(] patient-mediated interview
L performance feedback
_| substitution of tasks
] L] peer reviewad publication
Limited Effects:
L] CQI - continumus Quaiey smprovement
Effects Unsupported by Synthesis’
] press release
__| patent license
|| arts-based KT
| social media
[ | networks
|| communities of practice
(| Café Scientifique

:|:|-etmar

[:.I'_EI'_LI_I._I_. Ll;l_l_l_l_nll

]

DOC0O O [Boooooon EEECEEEEI

LU:EULD

1000
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(9) KT Process 5

o
(10) KT Impact & Evaluation é =~

Whan will KT oceur?

[ integrated iKT" - researchers and
research users will collaborate to
shape the research process, e.g.,
setting the research questions,
deciding the methodology,
imvalvament in data collection and
tools development. interpretation of
findings and dissemination of
resanrch resulis

[[] end of grant KT KT undertaken at
the completion of the research
process

[] bath
Comment on the specifics of your
KT procedures; describe how you ane

using IKT:
>

df;ﬁg"

© JO0H. 200 ) The Howanal Tor Sk Chaldren

(@) Where do you want to have an impact?

] heathcase/ wel-being outcomes.
| ChrwCal) prachice
POiCes, Systems

[] research & knowisdge

(b)) How will you know if you achieved your KT goal{s)? Consider:

[} resch indicators, (@ distibuted, & requested, # downioaos/ hits, medis
expisLre]

(] umatuiness incicutors {rasd browsed, Satisfied with, usafuinass of,
inined knowdedgn. changed vews)4

[ ume inchcatons (@ intend o use. @ adapting the information, # using o
I poilicy,’ adhvocacy 'anhance programs, training, education, or
reseanch, # using fo improve practice or performance)*

[ pertnemhip/eoliaboration indicators (¥ products/senices deveioped
o disseminated with partners, # or fype capacily bullding efforts, social
netwink Sowth, influences, collaborativansss)?

|| practice change indicators (infent or commviment to change, observed
change, reported changs)

[} peogram or service indicatons joutoome data, documentation, feedack,
Prods TS

[ posey indicaton (documentation, feadback, process measures)

[] wnowkenge change jquantiative & qualtative maasures)

[_] astiude changs jquantitative & qualitative measures)

] st ol (guaritiotive d gqueblative s sures )
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{c) Guiding Questions for Evaluation®

1) What internal/ extemnal facions do you need to consider? Whare
s the erergy for ths work? How have similar infigtives been
ealuated in the past? (link this o partners, Kls)

2) Who values the evaluabon of this inftiative? What are they
saying they need froem this evaluation? Tink this to partners, HLs)
3) Wy afe you evalusiing? For pRogram Erowth OF Improvernent;
BCCountabiity? Sustsnatany? Knowiedgs generation? (e.g, 1o know
If e KT Slr@tinly Ml Dhee Claieatives |

A i weill MfrEtuee OF EuBDINg Thisores irform Fiow you evalums
the indiatre?

5) Which quesions, obsectives ame oritical? (link this to KT goals,
FOCEss. @moat )

) 'Will youi fiocus on peocess of outcome informiation? \What are your
pre-deftenmined outcomes T How will you capture emergent
outComes?

Dness, Thiss. inoeiateden abressdly Exist in yoUr System’? (Tink o methods,
PDCESS, aTRE

T Wil st D GuiSPRIERIvE, Guslitative of miked ? Do wols exist
O wailll you Mefied) B0 CesitE your Owen'T (Tink B0 KT methods)

) Wit pebempec i O kol S G0 YOU Nikid 10 Rislp you relch your
ealuaton obpeciivesT (Tink fo partners, MLs)

9} How 00 your stakeholders wish 1o recehe this information so
thigt it will bee waluabie and useful B them? How will you engage them
through-out? (s o portrors, KLS)




Appendix 9

Articles included in the Realist-Informed Evidence Synthesis

(n=54)

Author (Year) Country Sample Setting KT Strategy and
Outcome
1. Austinetal. | USA Not stated | Health (eating Academic
(2017) disorders) community-
government
partnership
enhanced
engagement.
2. Bhogal et al. | Canada n=8 Health Two-day
(2011) researchers workshop —
expanded
individual
understanding of
KT; fostered
learning
experiences.
3. Boydell et al. | Canada Not stated | Policy makers Relationship-
(2017) and researchers | building central
in child and to enhancing KT.
youth mental
health
4. Brownsonet | USA n=291 Oncology — state | Policy briefs -
al. (2011) level policy understandable
makers and credible for
all participants
5. Bumberger | USA Not stated | Researchers and | Powerpoint,
(2012) programme staff | Youtube,
infographics,
research briefs
increased
awareness
6. Campbell et | Australia Not stated | Health policy Knowledge
al. (2011) makers brokers enhanced
values of
evidence;
facilitated
linkages
7. Crick & Canada n=>58 Nurses and Infographics —
Hartling physicians more visually
(2015) pleasing;
summary more
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comprehensive

8. Crowley, USA policy Policy and In-person
Bishop-Scott makers research meeting and web
&Fishbein n=10; conferencing -
(2018) researchers important for

n=29 dissemination.

9. Dagenais, Burkina n=38 NGOs, decision | Partnership-
Queuille&Ri | Faso makers in health | positive attitude
dde (2013) sector towards research

and useful;
increased access.

10. Dobbins et Canada n=92 Decision makers | Websites,
al. (2007) and front-line research journals,

clinicians emails,
conference,
workshops,
summaries,
abstracts -
preferred access
formats

11. Dobbins et Canada n=141 Public health Web resources
al. (2009) department can facilitate

participants in evidence-
child health informed
decision-making | decision-making

12. Doran et al. | Canada n=488 Front line nurses | Access to web-
(2010) resources,

abstracts, best
practice
guidelines —
improvement in
awareness/value
of research

13. Forsetlund et | North 81 studies Nurses, Mixed
al. (2009) America, pharmacists, educational

Europe, GPs, meetings -
Australia, community- increase
Indonesia, based care effectiveness.
South

Africa

14. Gardner USA Not stated | General public Access to

(2010) and policy websites, videos,
maker newspapers,
radio, TV
interviews,
newsletter -
increased
awareness

15. Gerrish& UK Clinicians | Nurses, KT skills

Percy (2014) n=14 and clinicians, development.
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academics;
managers
healthcare
n=7

researchers

Clinical skills in
evidence
appraisal and
evaluation skills

16. Gray et al.
(2003)

Canada

n=26

Health
professionals,
nurses, care staff

Dramatic
production series
- engage service
users and health
professionals;
Gained new
levels of
understanding
and awareness.

17. Gresh et al.
(2017)

160
countries

4000
members
worldwide

Nursing students

Share knowledge,
facilitate access
to information
and engage
students through
CoP. Blogs,
webinars,
podcasts,
promote access to
evidence
globally;
Publications
nursing —
information
distribution.

18. Haq (2010)

Pakistan

n=20

District level
health policy
makers

TV talk show
discussion around
maternal and
baby health with
public — change
in policy
approach

19. Hawkes et al.
(2016)

Bangladesh,
India,
Nigeria,
Gambia

n=20

policy makers,
practitioners,
parliamentarians,
senior and
middle level
health care
managers

Strengthen policy
maker capacity to
use evidence.
Access and
interpretation -
computer access
and internet.
Interaction -
seminars and
dialogue for
discussing.

20. Hopkins et
al. (2018)

USA

n=56

state policy
makers

Knowledge
brokers — enable
access to
research;
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facilitated
exchanges

21. Jabbaretal. | USA n=53 Policy makers, Primarily use

(2015) schools, anecdotes to

intermediary justify position
organisations, OVer peer-review.
researchers

22. Jansen Holland n=14 Public health Masterclass in

&Hoeijmake professional research skills;

s (2013) practitioners improved
research
competence;
increased
practice-based
research skills

23. Jones, Australia unclear researchers Course - useful,

Armstrong, increased

Pettman& understanding

Waters and confidence in

(2015) KT theory and
planning; built
researchers’ skills

24. Kho et al. Canada n=30 Health research | 4-day capacity

(2009) trainees building event-
facilitated
interpersonal
relationship;
encouraged
future KT
training
opportunities.

25. Kiltz et al., Europe and | n=18 Patients and Discussion -

(2008). Canada practitioners improved the
understanding of
a document

26. Kim & Not stated | Not stated | Patients- public | Patient-centred

Vender health group on

(2014) Facebook had the
most engagement

27. Kirshbaum UK n=92 Nursing - Targeted booklet-

(2008) oncology increase in
knowledge and
changes in
reported attitudes
and practice

28. Kothari et al. | Canada n=8 Health CoPs—7
(2015) professionals webinars brought
e.g. nurses together.
29. Kothari, Canada, n=37 Public health Valued the
Sibbald&Wa | USA, UK, researchers, network,
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then (2014) | Asia, practitioners, encouraged more
Europe and policy makers communication
Australia
30. Langlois et Mexico and | n=221 Maternal health | Communities of
al. (2016) Nicaragua stakeholders practice — ability
research to acquire, adapt,
healthcare apply research;
professional and | improved
health system capacity to
stakeholders identify and use
evidence;
catalysed
exchanges
through social
media.
31. Lapum et al. | USA and focus group | Open heart Poetry and
(2014) Canada n=34; an surgery and photographs —
exhibition; | recovery - Encouraged valid
interviews | patients, and meaningful
n=26 on the | practitioners, representations,
spot researchers, self-reflection;
family members, | conveyed patient
educators. perspectives
32. Leurer Canada Not stated | Nursing health Media interviews,
(2013) policy makers newspaper -
change in policy
33. Martin et al. | Canada n=112 ER physicians Preferred
(2019) infographic
summaries to
abstracts, higher
preference and
low cognitive
load.
34. McGinty et | USA n=25 Public health Interaction
al. (2019) research -policy | encouraged more
effective long-
term coalition
35. McSween- Burkina survey Public health 1-day workshop
Cadieux, Faso n=37 (post | road safety — deliberative
Dagenais&R workshop); | researchers, dialogue —learned
idde (2018) interviews | police, health from each other,
n=14 (6 policy makers, post- workshop
weeks NGOs collaborations
after) created behaviour
change in
individuals
36. McVayetal | USA n=266 Public health Face-to-face
(2016) researchers meetings,
academic

journals, policy
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briefs useful

37. Meisel et al
(2019)

USA

n=18

Health policy
makers
(substance use)

Partner with
policy makers
early in the
process through
person-to-person
meetings,
conferences,
webinars,
summaries

38. Nyirenda et
al.(2016)

Malawi

n=477

participatory
community
consultations

interactive
health-talk radio
programme -
improved
exposure and
knowledge of
medical research,
dispelled
misconceptions

39. Park et al.
(2018).

Canada

n=62

clinicians,
researchers,
health care
managers, and
policy makers

In-person
workshops,
coaching, online
platform for
training increased
the understanding
of and confidence
in using KT;
knowledge was
also shared with
colleagues.

40. Peirson et al.
(2012)

Canada

n=27

Public health

Evidence-
informed
decision making
capacity
enhanced - strong
leadership, access
to libraries; tech
resources.

41. Russel et al.
(2010)

Canada

n=122

Child health

6-month
knowledge
broker —
knowledge
increased in
evidence-based
tools, and at 12
months

42. Santecroce et
al (2018)

USA

Unknown

Post-doctoral
research nurse

KT training
integrated into a
nursing
programme
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43.

Sharpe et al.
(2013)

American-
Indian

n=32

nursing staff and
patients

Engaged to create
culturally
appropriate
brochures for
clinic use

44.

Shroff et al.
(2015)

Argentina,
Bangladesh,
Cameroon,
Nigeria,
Zambia

Not stated

Health sector
policy and
researchers

Promote easy to
understand
research, increase
interaction

45.

Sinding et al.
(2006)

Canada

n=396

Psycho-
oncology, public

Research-based
drama — 90%
benefitted from
seeing it,
recommend it,
normalised
condition

46.

Sprion et al.
(2002)

USA

n=292

State health
policy makers

Conferences -
gain new
information;
Journals and
newsletters
somewhat
valuable in
decision-making;
Summaries and
brief reports -
most useful

47.

Traynor,
DeCorby&
Dobbins
(2014)

Canada

3 health
departments

Public health
departments

Knowledge
brokers —
enhanced
individual
capacity to
improve skills
and knowledge in
evidence

48.

Uneke et al.
(2018a)

Nigeria

n=10 and
n=10

Health
researchers,
senior policy
staff

6-month
secondment
programme -
useful capacity
building exercise,
understanding of
contexts, fostered
professional
relationships

49.

Uneke et al.
(2018b)

Nigeria

n=45

Researchers,
policy makers,
NGO

representatives -

Increased
understanding
across KT areas
after 3 day
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maternal and workshop,
child health enhancing future
relationships
50. Uneke et al. | Nigeria n=43 Health policy One-day training
(2015) makers workshop -
capacity for
evidence use and
to develop policy
briefs
51. Uneke et al | Nigeria n=87 Health 1 day training
(2012) researchers, workshop for
programme policy makers
managers, heads | and researchers -
of departments, | improved
managers of knowledge and
NGOs understanding;
enhanced
research capacity
and facilitated
engagement for
future
collaborations.
52. Waqa et al. Fiji n=49 Health policy Knowledge
(2013) making (obesity) | brokers -
facilitated
evidence-
informed policy
briefs, and skills
53. Wathen et al. | Canada n=75(3 Policy makers, Workshops -
(2011) months health and valued meeting
n=33) (6 community researchers,
months service personal
n=20) providers, connections,
women’s shared findings
advocates within network.
54. Yost, Canada n=51 — Health nursing Workshops -
Ciliska& n=34 post skills to find,
Dobbins test and access, interpret
(2014) n=21-6 and apply
month evidence —
follow up increased

knowledge and
skills
immediately but
not much in the
longer term
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Appendix 10

Selection of Supplementary Illustrative Quotes relating to Key
Factors that Influence Dissemination

KT concept

Definitions of evidence

Research mistrust

Resources

Collaboration

Quality

Understanding

Representative quote Participant
Anecdotes mean nothing, data is all, all is data. (PM1)
People get disappointed in research then, the (PM17)

policy makers [say] sure what was the point in
spending 4 million on that piece of research, it only
confirmed what we already know or it only gave
small effect sizes and things like that on particular
intervention.

Considering a lot of the information that is (PM9)
published is paid for by public money, it seems a
bit much that they are all behind pay walls.

Collaboration between research and practice isn't (P4)
there so practitioners engage with other

practitioners and researchers engage with other
researchers.

You can collaborate all you like, you can’t make a
poor piece of research turn into a good piece of

(P8)
research. (P8)
There needs to be a lot more emphasis on the
researchers learning the skills to communicate (R5)

with practitioners and policy makers.
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KT concept

Collaboration

Collaboration

Collaboration

Understanding

Resources

Representative quote Participant

“Some networks can be a bit of closed shop” (PM11)

We have an infant mental health network group of
local practitioners and that has been going for the (P28)
last seven or eight years and we meet once a month

and it is kind of a peer learning group
PFG

“you want to read it if you are interested, you will
take the time no matter what it is.”

It it is that reaching out to the community about the REG
people who matter, that is difficult for academics.

PM15
“There is no service that ever has too much time or

“«

too many resources
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Appendix 11

Enlarged Versions of Figure 4.4, 4.5, 4.6

Figure 4.4

Examples of Educational KT-D Strategies

Primary Health Care
Research & Development

cambridge.org/phc

Research
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Parent and facilitator experiences of an
intensive parent and infant program::z
delivered in routine community setting

Yvonne Leckey' @, Grainne Hickey”, Ann Stokes® and Sinéad McGiiioway*

‘Currently (and at time of research) Researcher with ENRICH Research Programme, iimunsath Liniversity
Department of Psychology, Maynooth University, County Kildare, Ireland; “Currently fand at time of researchi
Research Programme Manager with ENRICH Research Programme, Maynooth Linives i
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Centre for Mental Health and Community Research at Maynooth University, Maynooth University Department of
Psychology, Maynooth University, Maynooth, County Kildare, Ireland

Abstract
Aim: The aims of this study were to (1) assess the initial experiences of parenthood amongst
mainly disadvantaged mothers; (2) explore their views on the extent to which they felt they had
benefitted (or not) from participating in a newly developed, intensive mother and baby
support programme in the community; and (3) explore the perspectives of those who delivered
the programme (ie., facilitators), most of whom were Public Health Nurses (PHNs).
Background: Positive parent-child interactions and appropriate levels of infant stimulation
are essential to promoting a child's well-being and laying a foundation in the early years for
developmental outcomes. It is important, therefore, to examine participants’ experien-
ces of community-based, family-focused, early prevention and intervention programmes.
Methods: This study was undertaken as part of a larger evaluation of a newly developed parent
and infant (PIN) programme which was delivered in two disadvantaged areas in Ireland.
One-to-one interviews were conducted with both mothers (n=22) and facilitators (n=8)
(including three PHNs) plus six focus groups with an additional sub-group of facilitators
(n=17). Findings: The collective findings suggest that mothers found the programme helpful
in promoting a greater understanding of their infants’ behaviour and needs, and in alleviating
stress and concerns associated with motherhood. Mothers described feeling more knowledge-
able about the importance of regular and appropriate infant interaction to encourage learning
and development. Facilitators, specifically PHNs, also reported a greater awareness of the value
of infant socioemotional development for their clinical practice and observed greater positive
communication between mothers and infants. Conclusion: These findings suggest that a
community-based, intensive mother and baby programme can help to promote parental
competence and enhance infant learning and development. Additional benefits in terms of early
intervention and positive changes to public health nursing practice are also discussed.

297




298

TR ‘ -'i"ﬂfﬂu- ;.
- ’*"**'EE'-‘?-'-'-’-‘-

Ll s

[ropre— L
“q_ﬂiﬁ-l- i

WTEEE

B —
e




1E A ICH ' Evaluatiol of WRararound in lreland
1% for CHildren and families

the impact of
| arenting

J
-:‘.In " it
- SHINnNC

p--'- L
' -.’1! - d ol
Wy dgn % Bl LB
. :'._r:rfﬂl g, .
IVES

Summary Report 1

299



Figure 4.5
Example of a Technological KT-D Strategy: Infographic (Early Childhood Ireland, 2020)
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Figure 4.6

Example of a Networking KT-D Strategy (Poster Presentation for the ENRICH Research
Programme)

FROM THEORY TO PRACTICE
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