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Abstract

Mobilising knowledge to improve UK health care: learning
from other countries and other sectors – a multimethod
mapping study

Huw TO Davies,1* Alison E Powell2 and Sandra M Nutley1

1School of Management, University of St Andrews, St Andrews, UK
2Social Dimensions of Health Institute, Universities of Dundee and St Andrews, Dundee, UK

*Corresponding author hd@st-andrews.ac.uk

Background: The past two decades have seen rich conceptual development and a wide variety of practical
initiatives around research use or ‘knowledge mobilisation’, but so far there has been little systematic
effort to map, conceptualise and learn from these initiatives, or to investigate the degree to which they are
underpinned by contemporary thinking as set out in the literature. This gap is particularly apparent when
looking at knowledge mobilisation at the ‘macro’ level, that is the strategies and activities of major
research funders, major research producers and key research ‘intermediaries’.

Aims and objectives: The study had three key objectives with associated research questions: to map the
knowledge mobilisation landscape in health care (in the UK and internationally) and in social care and
education within the UK; to understand the models, theories and frameworks that underpin the approaches to
knowledge mobilisation; and to learn from the success or otherwise of the strategies and approaches in use.

Methods: The study was multimethod and multiphased, with considerable interactivity between the
different strands. Data were collected through a review of 71 published reviews on knowledge mobilisation;
website review of the knowledge mobilisation activities of 186 agencies; in-depth interviews (n= 52) with
key individuals in agencies; a web survey (response rate 57%; n= 106); and two stakeholder workshops
(at months 6 and 16).

Findings: We identified a wide range of models, theories and frameworks used to describe knowledge
mobilisation and created a conceptual map that highlights six domains of thinking and debate in the
literature. The interview and survey data showed three broad, overlapping roles undertaken by agencies:
developing and sharing research-based products; emphasising brokering; and focusing on implementation.
The knowledge mobilisation approaches in use had been shaped by many factors but there was only
limited use of the models, theories and frameworks from the literature. Participants saw formal evaluation
of knowledge mobilisation activities as important but highly challenging. Rich formative experience was
described but formal evaluation was relatively rare. Few agencies involved service users or members of the
public in knowledge mobilisation activities. Working inductively from the study data we derived eight key
archetypes or ‘bundles of knowledge mobilisation activities’ that could be used by agencies to explore their
knowledge mobilisation activities, future strategies and stakeholder perspectives.

Conclusions: Knowledge mobilisation could be enhanced by providing support to enable cross-sector and
interagency learning, reflection on the conceptual basis of approaches and increased evaluation of
knowledge mobilisation activities. Further research is needed to evaluate approaches to assessing research
use and impact, on systems approaches to knowledge mobilisation, on sustaining and scaling-up approaches,
and on applying a wider range of literatures to knowledge mobilisation. Further research would also be
useful on the knowledge mobilisation archetypes and how they can work in complementary ways.

Funding: The National Institute for Health Research Health Services and Delivery Research programme.
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Plain English summary

The study looked at the approaches to encourage research use (sometimes called ‘knowledge
mobilisation’) chosen by research agencies that fund, produce or share research in health care,

social care and education in the UK and (in health care only) internationally. The study aimed to map the
approaches being used, discover what factors were driving their use and learn from any formal or informal
evaluations. The study used a combination of research methods including a review of the literature,
a review of the agencies’ websites, 52 in-depth interviews with key individuals from the agencies,
an online survey and two stakeholder workshops.

Key findings included the following:

l Research agencies are using a range of knowledge mobilisation approaches, from the traditional to the
more innovative, but often do so in a rather makeshift way.

l Agencies struggle to apply the theoretical literature in developing these approaches, and find it hard to
evaluate them in practice.

l There is rich learning and experience within agencies, but relatively little cross-learning between
agencies and sectors.

Key outputs from the study include:

l a ‘conceptual map’ to help make sense of the published literature on knowledge mobilisation
l the development of eight ‘archetypes’ or ‘bundles of knowledge mobilisation activities’ to demonstrate

the range of options that agencies can explore.

These two outputs are being developed into practical tools to help research agencies to develop more
effective knowledge mobilisation activities and thus help to increase research use in the NHS to improve
patient care.
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Scientific summary

Background

The research in health care counts for little unless the findings and insights that emerge are shared,
understood and used. The past two decades have seen growing attention paid to these issues, with
theoretical development, empirical study and a good deal of investment in infrastructure and activity to
support ‘research use’ or, more broadly, ‘knowledge mobilisation’. Yet, ironically, the lessons and learning
from research in this area are not always reapplied to shape future work. This study aims to address this
lack of connection.

Traditional thinking on research use suggested that it was a largely linear, rational, instrumental process and
that the provision of particular organisational supports (e.g. continuing medical education, mechanisms to
increase access to information and guidelines, clinical audit, etc.) would be sufficient to ensure that health
professionals’ practice was in line with the evidence. This view has been subject to increasing challenge
from a growing body of evidence that research use is an intensely social and relational process. This means
that a range of interventions (around system design, organisational infrastructures and the facilitation of
relational and interactive knowledge exchange) are required to enable research-based knowledge to flow
and have impact.

Despite rich conceptual development, and a wide variety of practical initiatives to mobilise knowledge by a
variety of agencies, to date there has been little systematic effort to map, conceptualise and learn from
these initiatives, or to investigate the degree to which they are underpinned by contemporary thinking as
set out in the literature. This gap is particularly apparent when looking at knowledge mobilisation at the
‘macro’ level: the activities undertaken by organisations that are major research funders, major research
producers or key research ‘intermediaries’ (e.g. policy organisations, think tanks or boundary spanners).

Aims and objectives

The overall project aim was to harness the insights from a growing body of new approaches to knowledge
creation, sharing and use, and to draw out practical lessons that could be used to make current and future
initiatives around research use more effective.

The study had three key objectives with associated research questions (RQs):

1. Mapping the knowledge mobilisation landscape

(a) What knowledge mobilisation strategies have been developed in health care (in the UK and
internationally) to better promote the uptake and use of research?

(b) What analogous knowledge mobilisation strategies have been developed in social care and
education within the UK?

2. Understanding the models, theories and frameworks that underpin approaches to
knowledge mobilisation

(a) What models, theories or frameworks have been used explicitly – or can be discerned as implicit
underpinning logics – in the development of the knowledge mobilisation strategies reviewed?

(b) What evidence is available from existing reviews and secondary sources on the mechanisms of
action of these models, theories and frameworks?
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3. Learning from the success or otherwise of these enacted strategies

(a) What evaluative data are available on the success or otherwise of enacted strategies (i.e. the strategies
and approaches being used by agencies), and what do these data suggest are the most promising
approaches to successful knowledge mobilisation?

(b) What formative learning has accumulated through the practical experience of the programmes
as implemented?

Methods

The study was multimethod and multiphased, with considerable influence and interactivity between the
data collected in different strands. Data were collected in the following ways:

l Desk research (literature): we conducted a review of published reviews on knowledge mobilisation
(71 reviews) in order to map the theoretical and conceptual literature. A key output from this work was
a ‘conceptual map’ of key issues in mobilising knowledge (RQs 1a, 1b, 2a, 2b and 3a).

l Desk research (agencies): we identified key agencies for further examination (major research funders,
research producers and key research intermediaries: 186 in total), gathering basic information on their
knowledge mobilisation activities from websites and other publicly available resources. Health-care
agencies were explored internationally (but only where websites had resources in English); social care
and educational agencies were limited to those in the UK (RQs 1a, 1b, 2a, 3a and 3b).

l Interviews: in-depth interviews with key individuals in agencies supplemented the data gathered from
desk research (52 interviews with 57 individuals drawn from 51 agencies) (RQs 1a, 1b, 2a, 3a and 3b).

l Web survey: a bespoke web survey was used to add greater breadth to the understanding drawn
from earlier strands of the work (response rate 57%; n= 106) (RQs 1a, 1b, 2a, 3a and 3b).

l Participatory workshops: two workshops (month 6 and month 16) were used to create discussion
and give additional insight into our emergent findings (28 and 35 participants, respectively) (RQs 1a,
1b, 2a and 3b).

l International advisory board: we used regular teleconferences and e-mail discussion with our
international advisors to deepen and strengthen the work (eight members).

Findings

Review of reviews and the creation of a conceptual map
A wide range of models, theories and frameworks have been used to describe knowledge mobilisation.
Few models have been tested empirically. Measuring knowledge use and assessing what overall
approaches or specific interventions promote that knowledge use are in their infancy. This means that
there is a lack of practical guidance or robust empirical evidence on broad approaches to knowledge
mobilisation or on many of the potential components of knowledge mobilisation strategies.

We read across the existing models to create a conceptual map that presents key issues, debates and
conceptualisations. These are discussed under the six domains that emerged inductively from the set
of reviews:

1. purpose(s) and goals (implicit or explicit)
2. knowledge (of all kinds)
3. connections and configurations (between people; between organisations)
4. people, roles and positions
5. actions and resources available, and
6. context of operation (different in kind from the other five domains, but influential and interactive with

each of them).

SCIENTIFIC SUMMARY
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The six domains of our conceptual map, the arguments elaborated in each, and the interactions between
the domains provide a dynamic account of knowledge creation, communication and action. Our
subsequent empirical work showed that agencies focus differently on the various domains, with varying
assumptions and framings. More systematic investigation of the domains (and their interactions) would
help agencies to uncover their assumptions, highlight tensions and create greater coherence in their
overall strategies.

Agency accounts of developing knowledge mobilisation
The interviews explored each agency’s approach to knowledge mobilisation. Data are presented on how
agencies described their role in relation to knowledge mobilisation, how they had arrived at their approach,
how they were evaluating those approaches and what they had learned from formal evaluations and from
practical experience. Interviewees described three broad, overlapping roles in relation to knowledge
mobilisation: developing and sharing research-based products; emphasising brokering; and emphasising
implementation. Involving service users or members of the public in knowledge mobilisation activities was
not a primary focus for the majority of agencies included in our study.

Of the three roles, most agencies were involved in producing research-based products and there was a
sense that creating and sharing products had an irresistible attraction and momentum. Although there was
some innovation and new types of products were being used, there was a tension between generating
products and encouraging more interactive activities. The second role was brokering. Many agencies were
enthusiastic and committed to brokering connections across multiple worlds. A range of innovative
strategies had been developed to accomplish this, and agencies recognised the need to link talk and tools
to action. On the third role, implementation, we found that some agencies had always had a mandate for
implementation while for others this was a more recent development. Research funding agencies used a
range of methods to encourage researchers to consider the potential for implementation. Other agencies
that funded service innovation projects sought to ensure that these were underpinned by research. Many
interviewees expressed concerns about implementation sustainability and spread.

A range of factors had contributed to shaping the knowledge mobilisation approaches in use. Agencies
were building on local experience and tacit knowledge; internal evaluations; personal inclinations and
capabilities; and the interests of key individuals in the organisation. The influence of funders or other
powerful stakeholders and the changing conditions in the sector were also significant drivers. Models and
ideas from the knowledge mobilisation literature also played a part in some agencies, although often in an
indirect or diffuse kind of way.

While many interviewees highlighted the importance of evaluation, most also commented on the challenges of
evaluating their activities and on the lack of robust evidence to support knowledge mobilisation interventions.
Learning from informal experience was more often seen as a better guide. There is now rich formative
experience in agencies that could be used to shape new strategies and initiatives.

Data from a web-based survey on knowledge mobilisation
The survey provided a broader assessment of the agencies’ activities. Data are presented on six aspects of
knowledge mobilisation:

1. terminology used around knowledge mobilisation
2. knowledge mobilisation activities used by the agencies
3. models and frameworks used by the agencies in developing their work
4. propositions for effective knowledge mobilisation
5. key factors underpinning agencies’ knowledge mobilisation plans
6. evaluating knowledge mobilisation activities and impact.
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The data from the survey provide important extensions to the interview data. They paint a picture of
diverse terminology and fragmented use of theory. Many of the models, theories and frameworks in the
literature were being used by agencies in only a limited way. Nevertheless, there is some emerging
consensus around the features and factors that underpin successful knowledge mobilisation. These data
thus provide an important foundation which agencies could use to examine the implications of the
emerging consensus and consider their own position.

Emerging archetypes of knowledge mobilisation practices
Working inductively from our data sources (website review, formal literature, grey literature, in-depth
interviews and web survey), we derived eight archetypes that could be seen to underpin the practices of
the agencies in the study.

Archetypes may be thought of as idealised types or configurations of agencies (i.e. they are not necessarily
actual or real). They provide accounts that can be used as interpretive heuristics, allowing us to assemble
and interpret observations. ‘Idealised’ here contains no normative intention: it draws attention to the
potential for creating basic building blocks to describe or assemble agency strategies.

There is considerable overlap between the archetypes on many of the six domains of the conceptual map
and some form natural pairs (these are identified below):

l archetype A: knowledge production (product pushers)
l archetypes B and C: brokering and intermediation (own research; wider research)
l archetype D: evidence advocacy (proselytisers for an evidence-informed world)
l archetypes E and F: research and practice (research into practice; research in practice)
l archetype G: fostering networks (building on existing networks and developing new ones)
l archetype H: advancing knowledge mobilisation (building knowledge about knowledge work).

The archetypes could be used to explore the existing mix of activities in any agency or across a mix
of agencies. This type of analysis could be extended longitudinally, to examine changes over time and the
reasons for these. In addition, it would be possible to explore with agencies the degree of coherence or
incongruence across the archetypes, and the implications of these for agency activities, future strategies
and stakeholder perspectives.

Discussion

Our findings have enabled us to map the knowledge mobilisation landscape, understand the theoretical and
other underpinnings of the strategies in use and learn from the success or otherwise of agency activities.
The knowledge mobilisation practices in our agencies ranged from the standard and commonplace to the
highly unusual and innovative. The distinctive patterns of practice within agencies created significant
dissonances, tensions and trade-offs. We found parallel debates across the three sectors we investigated
but we noted that many social care and education agencies were both smaller and younger than their
health-care counterparts, and yet they were nevertheless engaged in promising and innovative work of
some ambition. There was also a sense that the knowledge mobilisation field might be moving more rapidly
in social care and education than in health care, which had seen a ‘slow burn’ over several decades.

We observed a fair degree of frustration with the limitations of the existing models, theories and
frameworks, which were perceived as overly complex and hard to operationalise. Although theoretical
models, theories and frameworks were rarely the main drivers of agencies’ knowledge mobilisation
strategies, many of our agencies reported being influenced in more diffuse ways by the ideas and debates
in the knowledge mobilisation literature.

SCIENTIFIC SUMMARY
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An absence of evidence meant that agencies struggled to learn from the success or otherwise of agency
activities. Existing evaluative work by agencies is patchy, underdeveloped and underfunded. Agencies
needed to rely on experience and informal learning opportunities. However, few agencies had systematic
mechanisms for learning from other organisations, which was perhaps surprising given the field.

Our study revealed a range of opportunities for developing future knowledge mobilisation practice and
research. We have summarised below the main implications for both effective knowledge mobilisation and
future research on knowledge mobilisation.

Implications for effective knowledge mobilisation

l There is merit in looking across sectors when developing knowledge mobilisation approaches.
l Cross-sector and interagency learning are limited at present and there is scope to facilitate these.
l There are insights and potential benefits to be gained from reflecting conceptually on current

knowledge mobilisation activities, and the archetypes developed as part of this study provide a basis
for this.

l There is scope for some constructive dialogue around terminology and theoretical development in the
academic literature and the study’s conceptual map provides a structure for this.

l There is a need for sustained attention and support for the evaluation of knowledge
mobilisation activities.

Implications for future research on knowledge mobilisation

l It would be useful to draw out knowledge mobilisation lessons from a wider range of
emergent literatures.

l More evaluation is needed of knowledge mobilisation approaches.
l Research on scaling up and sustaining knowledge mobilisation activities and approaches would

be beneficial.
l Further evaluation of the existing approaches for assessing research use and impact would help to

identify the value and impact of these approaches.
l Research on applying systems theory to knowledge mobilisation is much needed.
l Further research is also desirable on knowledge mobilisation archetypes and on what combinations and

configurations of archetypes work well.

Funding

This study was funded by the Health Services and Delivery Research programme of the National Institute
for Health Research.
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Chapter 1 Introduction

Background: evidence and health care

It is likely that the quality and effectiveness of health care could be significantly enhanced if services were
aligned more closely with the available research evidence.1,2 Improvements could be seen in both the
nature and types of services and treatments provided and the processes by which these services are
delivered (e.g. their location and duration, the financial and organisational infrastructures underpinning
them and the personnel involved).

There are growing bodies of research knowledge from a range of fields that have the potential to inform
all aspects of health-care organisation and delivery.3 For example, studies on diagnostics, prognostics and
therapeutics provide fine-grained understandings about the nature of ill-health, its assessment, potential
causal pathways and likely trajectory, and the scope for amelioration through health-care intervention.
Epidemiological and clinical epidemiological studies are augmented and complemented by a wide variety
of health services research – research aimed at exploring the lived experience of ill-health, understanding
health-care-seeking behaviours, and predicting responses of patients to service encounters (e.g. clinic
attendance/reattendance and concordance with treatment regimes).

Knowing what to do, how to do it, and the likely consequences of clinical interventions are only parts of
the knowledge picture to which research contributes.2 Substantial bodies of research contribute to
important policy questions by, for example, mapping health inequalities and health-care disparities and the
dynamics of these, tracking the consequences of system incentives, and clarifying the challenges and
opportunities of various performance and regulatory frameworks.

Macro policy and frontline practice are not the only domains in which research has much to offer: on
managerial and organisational matters too there is now a large and growing research resource that explores,
for example, the dynamics of change and leadership in health-care organisations; the development and
composition of multidisciplinary teams; and the costs/consequences of different models of service design.4,5

An important subset of this work is that devoted to understanding quality and safety issues in health care
(improvement science).6 In this area, many diverse models of quality improvement have been developed or
(more often) imported from industry, models such as ‘lean’, ‘six sigma’ or ‘business process reengineering’.
Many of these now have associated research literatures offering insights and evaluations as to their impacts,
challenges, prerequisites and (more rarely) costs.7,8

Evidence making a difference

Despite this growth of research activity and despite the considerable attempts to focus and prioritise
research effort on areas of greatest knowledge needs,9 it is widely recognised that the linkages between
research effort, knowledge enhancement and informed action are not yet working to best effect.10–13

Better understanding of how research-informed knowledge can be shared and applied in health care
remains a key challenge.

Recognition of this gap between what is already known and what is carried out in practice has led to a
number of initiatives to close the gap between evidence and policy and practice in health care and in other
sectors such as education, social care and criminal justice. These initiatives exist alongside growing
recognition of the challenges inherent in attempting to change complex social systems and the need to
attend to a wide range of political, psychological and organisational factors.14
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Framing the problem

How the problem of closing the gap between research evidence and policy and practice has been framed
in the literature has altered in the past two decades. Traditional thinking on research use in health care
suggested that it was a largely linear, rational, instrumental process and that the provision of particular
organisational supports (e.g. continuing medical education; mechanisms to increase access to information
and guidelines; clinical audit, etc.) would be sufficient to ensure that health professionals’ practice was in
line with the evidence. This view has been subject to increasing challenge from a growing body of
evidence that suggests that, far from being a simple linear process, research use is instead an intensely
social and relational process.15–17 This means that a range of interventions (around system design,
organisational infrastructures and the facilitation of relational and interactive approaches) are required
to better connect research to policy and practice. Such interventions seek to enable research-based
knowledge to be combined with other forms of knowledge, to be tested, refined and assimilated,
and to be integrated into the thinking and behaviour of individuals and groups.

Building on this interactive, social and situated understanding of how research-based knowledge actually
has influence, more sophisticated models of knowledge mobilisation strategies have been developed.
In health care, recent reviews of these1,16,18–21 have identified the diverse languages used to describe new
models – such as knowledge translation, knowledge exchange, knowledge interaction, knowledge
intermediation and knowledge mobilisation.22,23 These reviews have also begun to map out the empirical
support for various mechanisms thought to promote effective knowledge sharing.

Terminological debates are important, as they have the potential to reveal unexamined assumptions about
the nature of knowledge and the processes of knowledge sharing.3,24 Moreover, the multiplicity of terms can
sometimes act as a barrier to clear communication and be an obstacle to engagement with non-academic
actors.1,22,23,25 Subsequently, in this study we explore with our field sites the breadth and value of diverse
terminology; here, for simplicity’s sake, we consistently use the broad term ‘knowledge mobilisation’
as a shorthand for the range of active approaches deployed to encourage the creation and sharing of
research-informed knowledge. Such a convenience is not intended to short-circuit the legitimate debates
about terminology, to which we return in due course.

As the ‘knowledge mobilisation’ literature expands, several developments are apparent. Knowledge
mobilisation researchers20,26,27 have argued that the ‘complex systems’ theories that are beginning to permeate
thinking on health care delivery need also to be applied in thinking about knowledge use. There is growing
emphasis on the need to attend to issues around power and conflict over what constitutes ‘knowledge’ in a
given time and context16,24,28–30 rather than treating it as an objective and unproblematic entity. There have
been increasing calls31 for researchers to take a more multidisciplinary approach to knowledge use in health
care while recognising that seeking convergence across these diverse fields (e.g. technology, organisational
learning or political science) is neither feasible nor desirable.16,32 The growth of implementation science as a
discipline has called attention to the need for more robust evidence on all of the stages of implementation
and on the ways in which organisational change is effected,33,34 including sustainability and scale-up.35 At the
same time there has been recognition of the need for focused knowledge mobilisation rather than pursuing
the ‘knowledge translation imperative’ in a more scattergun manner.36 There have also been calls for careful
prior consideration of existing ‘naturalistic’ knowledge exchange processes within an organisation prior to
planning and implementing formal knowledge exchange interventions.37

INTRODUCTION
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Innovations in the field

Alongside, and at times independently of, these new ways of thinking about knowledge use, there have
been a range of organisational and policy initiatives which have created new structures, networks and
configurations aimed at increasing the use of research-based evidence in health-care policy and practice.
In the UK these have included the second round of 5-year funding (2013–18) for the Collaborations for
Leadership in Applied Health Research and Care (CLAHRCs) and the second phase of funding (2013–18)
for the UK Clinical Research Collaboration (UKCRC) Public Health Research Centres of Excellence aimed at
integrating research, policy and practice in public health. Internationally, we have seen the development of
the Global Implementation Initiative (www.globalimplementation.org), and considerable investment by
many countries in a range of knowledge mobilisation infrastructures and processes.11,12 The European
Commission has recently undertaken several initiatives to endorse the use of evidence in policy-making in
relation to children’s services.38

Innovation has also been seen in other areas of public service delivery, such as social care and education.
For example, the Education Endowment Foundation (EEF) was established in 2011 as an independent
grant-making charity dedicated to breaking the link between family income and educational achievement.
In addition to identifying, funding and evaluating promising innovations, it works to encourage schools
and other stakeholders to apply evidence and adopt innovations found to be effective. It has developed
a widely used toolkit and is currently funding a series of studies to test various ways of improving research
use. These include testing the effectiveness of research champions, research learning communities, and a
structured school improvement process. Many of the EEF’s funded studies are led by schools.

In social care, the National Institute for Health and Care Excellence (NICE) Collaborating Centre for Social
Care (NCCSC) has been established to co-produce guidance about social care with people who use care,
their families and friends, care providers and commissioners. The NCCSC is a consortium led by the Social
Care Institute for Excellence (SCIE). SCIE has been at the forefront of efforts to involve users and carers
in all aspects of its activities. It has also been innovative in the way in which it supports organisations
to learn and use evidence, for example through its Learning Together programme of support that helps
organisations to learn systems thinking and improve how they safeguard adults and children.

These parallel developments in other sectors have the potential to give additional insights for application in
health care.15,39 In addition, cross-sector initiatives are springing up. One recent addition to the landscape
here is the Alliance for Useful Evidence (www.alliance4usefulevidence.org/), which aims to provide a focal
point for increasing the use of social research evidence in the UK in a wide variety of settings.

Linking theory and practice in mobilising knowledge

Despite rich conceptual development in the literature on knowledge mobilisation and a wide variety of
practical initiatives to mobilise knowledge, to date there has been little systematic research effort to map,
conceptualise and learn from these practical initiatives, or to investigate the degree to which they are
underpinned by contemporary thinking as set out in the published literature. This gap is particularly
apparent when looking at knowledge mobilisation at the ‘macro’ level: the activities undertaken by
organisations that are major research funders, major research producers or key research ‘intermediaries’
(e.g. policy organisations, think tanks or boundary spanners). More attention has been paid to knowledge
mobilisation at the organisational level (understanding service redesign and organisational change) or to
initiatives focused at the individual level (e.g. on changing the behaviour of health professionals). This
study aimed to fill this gap and to learn from the macro-level knowledge mobilisation strategies developed
and applied in health care, both in the UK and internationally. In addition, the study aimed to learn from
the experience of the social care and education sectors in the UK, which face similar kinds of challenges in
applying social science research to the delivery of public services.
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Study aims and objectives

The overall aim was to harness the insights from a growing body of new approaches to knowledge
creation, sharing and use and to draw out practical lessons that could be used to make current and future
NHS initiatives around research use more effective.

The study had three key objectives with associated research questions (RQs):

1. Mapping the knowledge mobilisation landscape

(a) What knowledge mobilisation strategies have been developed in health care (in the UK and
internationally) to better promote the uptake and use of research?

(b) What analogous knowledge mobilisation strategies have been developed in social care and
education within the UK?

2. Understanding the models, theories and frameworks that underpin approaches to
knowledge mobilisation

(a) What models, theories or frameworks have been used explicitly – or can be discerned as implicit
underpinning logics – in the development of the knowledge mobilisation strategies reviewed?

(b) What evidence is available from existing reviews and secondary sources on the mechanisms of
action of these models, theories and frameworks?

3. Learning from the success or otherwise of these enacted strategies

(a) What evaluative data are available on the success or otherwise of enacted strategies (i.e. the
strategies and approaches being used by agencies), and what do these data suggest are the most
promising approaches to successful knowledge mobilisation?

(b) What formative learning has accumulated through the practical experience of the programmes
as implemented?

Concluding remarks

Having set out the rationale for this project, and laid out the study aims and objectives, we have organised
the rest of the report as follows. The next chapter (see Chapter 2) sets out the methods of the interlocking
strands by which we explored these RQs. Chapter 3 presents the findings from our review of reviews,
including the creation of a conceptual map. There then follow three chapters that present, analyse and
interpret the data collected: Chapter 4 focuses on the interview data; Chapter 5 provides an account of the
findings from the web survey; and Chapter 6 provides an integrative analysis across theory and practice
by exploring the deeper patterns of agency activities and emphases. The final chapter (see Chapter 7)
develops the discussions further and returns to our original research aims as a means of drawing
further conclusions.

INTRODUCTION
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Chapter 2 Methods

Introduction

This chapter describes how the different stages of the study were carried out. In brief, data were collected
in the following ways:

l Desk research (literature) (months 1–15): we conducted a review of published reviews (total of
71 reviews uncovered) in order to be able to map the theoretical and conceptual literature. A key
output from this work was a visual and textual ‘conceptual map’ of key issues in mobilising knowledge.

l Desk research (agencies) (months 1–15): we identified key agencies for further examination (major
research funders, research producers and key research intermediaries: 186 in total), gathering basic
descriptive information on their knowledge mobilisation activities from websites and other publicly
available resources. Health-care agencies were explored internationally (with the obvious limitations
imposed by the need to find English-language resources); social care and education agencies were
limited to those in the UK. With regard to education agencies, our focus was on those that concerned
themselves with education in schools (i.e. age 4–18 years).

l Interviews (months 4–12): in-depth qualitative interviews with key individuals in agencies analysed
using a thematic framework supplemented the data gathered from desk research (52 interviews with
57 individuals drawn from 51 agencies).

l Web survey (months 13–15): a bespoke web survey was used to add greater breadth to the
understanding drawn from earlier strands of the work (response rate 57%; n= 106).

l Participatory workshops: two workshops (month 6 and month 16) were used to create discussion
and greater insight into our emergent findings (28 and 25 participants, respectively).

l International advisory board: we used regular teleconferences and e-mail discussion with our
international advisory board (eight members) to deepen and strengthen the work.

Table 1 shows how the RQs map to the different strands of the study.

An account of each of these aspects is provided in sequence, but in practice there was a lot of interplay
between the different strands of the project. For example, the interviews were shaped by the review
of reviews and the desk research on key agencies; the content of the web survey drew on the review of
reviews and on the interview data; and the initial development of the conceptual map was accomplished
using the review of reviews, but the conceptual map was then developed further by the addition of the
knowledge mobilisation archetypes (see Chapter 6) which were derived from the interview data.

Ethics committee approval

In accordance with the policies of the Health Services and Delivery Research (HSDR) programme and the
University of St Andrews, we applied for (and received) ethical approval from the University Teaching and
Research Ethics Committee of the University of St Andrews.
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A large part of the work involved accessing publications and collating information which was already in
the public domain or gathering data about activities that are carried out in the public domain. As such,
no significant ethical issues applied to the study beyond the standard ethical requirements common to all
research with participants (informed consent; voluntary participation; safeguarding confidentiality).
Those requirements were met by the following actions during the study:

l providing participants with detailed information about the study
l advising participants that participation was voluntary and that they were free to withdraw at any time

without having to provide an explanation
l obtaining written consent for the interviews and making clear to potential participants that attendance

at the workshops or participation in the online survey would be regarded as consent to take part in
the research

l advising interview participants that the nature of the study was such that it would be inappropriate to
withhold details of organisations carrying out specific knowledge mobilisation initiatives or programmes
(particularly as much of this knowledge was already in the public domain) but that data would not be
attributed to individuals

l advising interview participants that they were entitled to ask for sensitive data to be kept confidential
or disclosed only in aggregated/anonymised form

l advising workshop participants that the workshops would be conducted under the Chatham House
rule [i.e. that participants agree that they are free to use the information received but not to reveal the
identity or affiliation of the speaker(s) or of other participants]

l advising survey participants that the quantitative survey data would be published in aggregate form
and would not refer to individual organisations or respondents and that where free-text quotations
were used they would not be attributed to specific organisations or individuals but would refer only
broadly to sectors (e.g. health-care research funder) unless specific permission had been obtained from
the respondent.

TABLE 1 Mapping the research questions to the study strands

RQs Study strands

1. Mapping the knowledge mobilisation landscape

(a) What knowledge mobilisation strategies have been developed in health care (in the UK
and internationally) to better promote the uptake and use of research?

(b) What analogous knowledge mobilisation strategies have been developed in social care
and education within the UK?

RQs 1a and 1b:

l Website review
l Review of reviews
l Interviews
l Web survey
l Workshops

2. Understanding the models, theories and frameworks that underpin approaches to
knowledge mobilisation

(a) What models, theories or frameworks have been used explicitly – or can be discerned as
implicit underpinning logics – in the development of the knowledge mobilisation
strategies reviewed?

(b) What evidence is available from existing reviews and secondary sources on the
mechanisms of action of these models, theories and frameworks?

RQ 2a:

l Website review
l Review of reviews
l Interviews
l Web survey
l Workshops

RQ 2b:

l Review of reviews

3. Learning from the success or otherwise of these enacted strategies (i.e. the strategies and
approaches being used by agencies)

(a) What evaluative data are available on the success or otherwise of enacted strategies, and
what do these data suggest are the most promising approaches to successful
knowledge mobilisation?

(b) What formative learning has accumulated through the practical experience of the
programmes as implemented?

RQ 3a:

l Website review
l Review of reviews
l Interviews
l Web survey

RQ 3b:

l Website review
l Interviews
l Web survey
l Workshops

METHODS
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During the conduct of the study, no significant ethical issues or concerns arose, although we did gain a
heightened sense of the sensitivities of talking about individual agencies by name even when there was
extensive information on their knowledge mobilisation activities in the public domain. For this reason we
have refrained from identifying agencies by name in the findings section of this report.

Desk research

Review of research reviews of knowledge mobilisation
The first stage of constructing the conceptual map involved reviewing key research reviews of knowledge
mobilisation to identify the main knowledge mobilisation models and strategies in health care, education
and social care.

We were already aware of many of the key reviews in this field from our prior work in this area. In order
to augment this collection systematically, we contracted with The King’s Fund Information and Library
Service (health and social care databases) and with the Evidence for Policy and Practice Information and
Co-ordinating Centre (EPPI-Centre) (education databases) to design and carry out systematic searches of
key databases in each field. We had detailed discussions with the information scientists, both in advance
of and during the searching process, to clarify the objectives and parameters of the search and to refine
the search terms. Details of the searches, including the databases searched and the search terms used,
are given in Appendix 1.

Excluding duplicates, the search yielded 142 items in health and social care databases and 362 items from
the education databases; the larger number of items from the education databases resulted from the more
limited indexing facilities in these databases which led to a greater number of less relevant items
being retrieved.

The abstracts were then read by the three members of the research team (at least two members for each
of the searches) who allocated ‘scores’ to each review on the basis of its apparent relevance to the study:
1= include (core paper); 2= of some interest; 3=marginal; and 4= not relevant. Those papers which
attracted a score of 1 or 2 from either or both of the assessors were then retrieved and read in full by one
member of the research team (AP). Papers which met both of the following criteria were retained:
substantial research review of the field of knowledge mobilisation; of relevance to health care, social care
or education. This included conceptual development papers that contained within them a substantial
review section relevant to our concerns. We identified further relevant reviews from reference lists of our
key reviews and drew on the expertise of members of the advisory board and our key contacts in social
care and education to check whether or not there were any additional key reviews (published or in press)
that we had missed. Thus, we were satisfied that we had identified the main research reviews relevant to
the development of a conceptual map.

This process resulted in our identifying a total of 71 reviews (listed in Appendix 2), which formed the core
set of reviews. At the outset of the study we had anticipated that there would be around 30–40 relevant
reviews; however, the process described above uncovered rather more. This somewhat increased the scale
and scope of the task, but provided a rich set of conceptual concerns on which we could draw.

Initial development of the conceptual map
The initial development of the conceptual map was carried out as part of the desk research and is
described here and in Chapter 3. The conceptual map was then developed further by the addition of
knowledge mobilisation ‘archetypes’, which were derived from the interview data; this part of the process
is described in a later chapter (see Chapter 6).
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The aim of the conceptual map was to provide a ‘map’ of the knowledge mobilisation terrain as it applies
to key research funders, producers and intermediaries developing their knowledge mobilisation strategies.
The objective was to develop a tool that could be used both for analytic purposes (for the exploration of
data gathered later in the study) and for communication purposes (as a practical way into the literature for
use by agencies considering the development of their knowledge mobilisation strategies). The first stage of
developing the conceptual map was to set out visually the domains identified inductively by our reading
of the major reviews of knowledge mobilisation. One member of the research team read all of the reviews
and prepared a document for the other researchers summarising the key points from each review as they
related to the focus of the study, that is the knowledge mobilisation strategies and approaches of research
funders, research producers and research intermediaries; on average, each review took up around one side
of A4 in this summary document.

Having read the summary document and drawing on their existing knowledge of the literature, the research
team then discussed the key domains that needed to be included in the conceptual map; the aim was to
distil the core conceptual areas underpinning knowledge mobilisation and to do so with knowledge of the
existing typologies but without seeking to follow or reproduce these. This discussion resulted in six domains
being agreed on: knowledge of all kinds; connections and configurations; purpose(s) and goals; people,
roles and positions; actions and resources available; and context.

The members of the research team then independently reread the summaries of 10 of the key reviews to
check whether or not these initial six domains appeared sufficient to capture the core conceptual areas.
One member of the research team then read through the whole of the summary document again to
extend this initial ‘checking’ process to the whole group of key reviews (i.e. to check whether or not all of
the key issues raised by the reviews could fit well under these domains or if there were additional domains
that needed to be added). No further domains were added to the conceptual map as a result of these
two processes.

Once the main domains for the conceptual map had been agreed, these domains were used to structure
the further exploration of the key reviews (e.g. to consider the key concepts, issues and theories covered
under each domain, the evidence underpinning them and the implications for agencies). The findings from
this work are set out in Chapter 3.

Mapping of the key agencies
Early in the study we carried out careful mapping of the key research funders, major research producers
and key research intermediaries (e.g. research collation agencies, think tanks, charities, professional and
membership organisations) in health care in the UK and internationally, and in social care and education
in the UK. Our focus was on agencies that had substantial investment in programmes of knowledge
mobilisation rather than on delivery units, policy settings or other sites of research application. Throughout
the study we used the terms ‘agencies’ and ‘organisations’ interchangeably as useful shorthand terms to
cover a variety of organisations.

In order to compile a list of organisations to research, we first drew up from our own previous work and from
key reviews an initial list of potential organisations in each sector. In the case of health care, we included
organisations in the main English-speaking countries/regions outside the UK known to be active in
knowledge mobilisation; in the case of social care and education, we included organisations in the UK alone,
in line with the remit of the study. For the UK, we also compiled a cross-sector list in recognition that many
UK organisations work across more than one sector. We then consulted two key contacts from each of
the social care and education sectors for their comments on the initial lists (social care and cross-sector and
education and cross-sector as appropriate) and their suggestions of additional organisations. This was an
additional stage carried out in preparing the list of education and social care agencies in recognition that
these sectors were less familiar to two members of the research team.
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The initial lists were then circulated to contacts in each sector so that they could be ‘validated’ (described
below) and expanded further. The social care and education contacts were different from those who had
been consulted when the initial lists were being drawn up. All of the contacts at each stage were individuals
who were known to have considerable expertise and experience of both knowledge mobilisation and their
sector. Individuals were asked to review the lists of organisations in their region/country and sector as follows:
UK social care and cross-sector (two contacts); UK education and cross-sector (two contacts); UK health care
and cross-sector (three contacts); continental Europe health care (three contacts); health care USA (three
contacts); health care Canada (four contacts); and health care Australia and New Zealand (three contacts).

Reviewers were asked to give a ‘broad brush’ rating to each organisation on the list using a scale from
1 (lowest) to 3 (highest) to show which of these organisations were responsible for a significant scale of
knowledge mobilisation activity and/or pursuing especially innovative approaches to knowledge mobilisation.
We were not looking for absolute consensus but instead were seeking a pragmatic assessment from experts
in the field to help us to compile a list that was comprehensive and yet manageable within the constraints of
the project.

As an additional check on organisations that we might have missed, participants were also asked to add
any key organisations to the list. The process was augmented by e-mail and telephone conversations with
some of the participants, which provided additional detail on organisations, particularly those outside the
UK with which the research team was less familiar.

We then used the ratings and the additional comments that participants provided to allocate organisations
to three groups according to the following criteria:

l Group A: major players in scale or degree of innovation in knowledge mobilisation: selected for
interview (preceded by website research); included in sample for web survey (n= 55).

l Group B: agencies with significantly interesting knowledge mobilisation activities: included in website
research, with the possibility of an interview if the website research uncovered particularly interesting
initiatives that merited further research by the team; included in sample for web survey (n= 131).

l Group C: organisations that carried out knowledge mobilisation activities as part of their role and were,
therefore, part of the wider knowledge mobilisation field, but that did not appear to be conducting
knowledge mobilisation activities that were significant in terms of scale or degree of innovation – no
further action (this broader hinterland of knowledge mobilisation agencies was not fully enumerated
and included all of those agencies that came to our attention but which were not considered further for
more detailed review).

In order to seek wider confirmation that the list of organisations we had compiled was comprehensive,
we posted messages to two key e-mail discussion lists used by the UK research communities (and with some
reach beyond the UK): JISCMail Health Services Research list (around 550 subscribers) and JISCMail Evidence
Use list (around 200 subscribers). We asked subscribers to review our provisional combined list of organisations
and to contact us if they were aware of any prominent research funders, major research producers and key
research intermediaries that were particularly active or innovative in knowledge mobilisation but that did not
appear on our list. These postings resulted in our being notified of 20 additional organisations, of which we
added six organisations to group A (website research, interview and web survey) and eight organisations to
group B (website review and web survey); six of the organisations suggested fell outside the remit of the study
or were subsumed under other organisational entities already considered.

At the end of this mapping exercise we had a list of 186 organisations for inclusion in the study, of which
we had categorised 55 organisations as being in group A (30 in health care, 10 in social care, seven in
education and eight cross-sector organisations) and 131 as being in group B. Analysis of the activities of
these organisations addresses RQs 1a and 1b, and the organisations themselves are listed in Appendix 3.
Interview organisations appear in Appendix 3 in bold font.
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In line with our RQs, our aim was to map the knowledge mobilisation strategies that have been developed
at the agency level, to understand the models, theories and frameworks underpinning them, and to learn
from their success or otherwise (so addressing RQs 1a, 1b, 2a, 3a and 3b). Thus, our primary objective in
compiling the list of organisations was to ensure that we had captured the main strategies, approaches
and innovations in use. Our intention was not to compile an inventory of all of the organisations carrying
out knowledge mobilisation in their respective sectors, and our final sample of agencies should not be
interpreted in this way.

This sampling of agencies underpins our interview strategy and web-based survey work described later in
this chapter and reported in Chapters 4 and 5.

Review of evaluations of knowledge mobilisation work by the agencies
As part of our review of agencies’ knowledge mobilisation work from their websites, we looked for
evidence of evaluations by the agencies of these activities, we considered the evaluation methods used,
and we looked for any formative or summative learning reported in the evaluations (addressing RQ 2b).
We supplemented these web searches by specifically asking interviewees for information about any
informal or formal, internal or external evaluations of their knowledge mobilisation activities, the criteria
and methods used for such evaluations and the key findings. Where such evaluations were publicly
available, we requested copies of relevant material from the interviewee or downloaded them from the
agency’s website as appropriate. We report findings from this work in Chapter 4.

Interviews

The aim of the interviews was to supplement the picture gained from the website review by exploring in
more depth key issues about each organisation’s approach to knowledge mobilisation. The specific
objectives in relation to the RQs were to elicit clearer understandings about the models, theories and
frameworks that (explicitly or implicitly) underpinned the development of specific knowledge mobilisation
strategies by agencies (RQ 2a); to identify formal and informal evaluative work (RQ 3a); and to tease out
the local learning from implementation challenges (RQ 3b).

The organisations selected for interview were those responsible for a significant scale of knowledge
mobilisation activity, and those highlighting especially innovative approaches. The detailed process of
selecting organisations to approach for interview was described above. We approached 55 organisations by
e-mail and invited them to participate. The approach included brief details of the study together with links to
the project website and to the project webpage on the National Institute for Health Research (NIHR) HSDR
programme website. Attached to the e-mail were a participant information sheet, giving further information,
and a consent form (see Appendix 4 for both documents). Four of the 55 organisations approached did not
proceed to interview because the organisation declined to participate or did not respond to the interview
invitation. In total, we conducted 52 interviews with 57 individuals from 51 organisations. This included five
interviews which had two participants and three organisations for which we carried out two interviews at
their suggestion of additional participants. Two interviews spanned the work of two organisations. The
majority of the interviews were conducted by phone, although seven of them were conducted face to face.
Most of the interviews lasted for 30–60 minutes, although a few extended to 80–90 minutes.

The interviews were semistructured and, therefore, followed a topic guide (see Appendix 5) while allowing
scope for participants to raise other issues. The main topics covered were the interviewee’s perception of
the organisation’s role in knowledge mobilisation and the main innovative activities; the terminology
commonly used in the organisation to describe these activities (e.g. knowledge transfer or knowledge
exchange); the history, origin and development of the knowledge mobilisation approaches used;
any models, theories and frameworks that had been used in developing and using these approaches;
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the nature of and results from any formal or informal evaluations that had been carried out by the agency
or of which the agency was aware; any formative learning or practical experience that had accumulated
through the agency’s use of the approach.

Prior to each interview, the organisation’s website was reviewed to obtain initial information on the
organisation’s remit, knowledge mobilisation approach and knowledge mobilisation activities. Interviewees
were supplied with a further copy of the participant information sheet together with a broad list of topics
that the interview would cover to assist in brief preparation if they wished. Interviewees were asked to sign
the consent form prior to the interview. This included giving consent for the publication of identifiable or
attributable data (i.e. data that would clearly identify and attribute data collected to the participant’s
organisation but not to a named individual), except where the interviewee requested that material be
anonymised or kept confidential or where material was particularly sensitive (interviewees were advised
that such data would be anonymised, e.g. by aggregating findings). The research team reflected further on
this requirement during the process of analysing the interview data. The initial rationale, as set out in the
information sheet given to interview participants, was that attributing data to organisations was important
in terms of contextualising the data and maximising the potential learning for other organisations from the
study. Furthermore, many of the knowledge mobilisation initiatives would already be in the public domain.
However, it became clear during the process of analysing the interview data that much of the interview
material was sensitive (e.g. around formative learning in relation to individuals’ roles or ongoing issues
involving key stakeholders) and, as a result, needed to be anonymised. It was, therefore, agreed that all of
the interview data would be anonymised; we allocated each organisation a number and these numbers
are used to label verbatim quotations in this report.

All three academic members of the project team were involved in conducting the interviews and in data
analysis to make the interviewing task manageable within the time scale and to contribute to the richness
and robustness of data collection and analysis. Additional assistance with conducting 13 of the interviews
was given by an experienced research assistant. This meant that the 52 interviews were spread fairly evenly
across the four interviewers. The team held regular discussions during the interview phase of the study to
consider the emerging data and to ensure consistency of approach between interviewers.

The interviews were taped and transcribed. Thematic analysis formed the first stage of data analysis: the data
were first reviewed to draw up a preliminary framework of emergent themes around the development of
knowledge mobilisation approaches by the agencies. This initial framework was augmented and adapted with
reference to the main themes underpinning the interview topic guide. The revised framework (Table 2) was
then applied iteratively to the data. Disconfirming data were sought out at each stage. This stage of the
analysis led to a detailed account of the knowledge mobilisation activities of the 51 organisations, their
underpinning theories, the factors that had led to their development and the formal and informal learning
that had resulted. These findings are the dominant focus of Chapter 4.

By this stage of the analysis, it had become clear that there were patterns of knowledge mobilisation
activity emerging from the interview data and that there was scope for deriving knowledge mobilisation
‘archetypes’ from these data. Secondary analysis of the interview data was therefore carried out: from
repeated reading of the interview transcripts and an assessment of them in the light of the literature
reviewing and the conceptual map, eight archetypes emerged inductively from our data. This is described
more fully in Chapter 6.

Web survey

The aim of the web survey was to provide some assessment from the wider field of key agencies involved
in knowledge mobilisation in health care, social care and education of the degree of consensus and
contention about the emerging findings. The interviews focused on those agencies responsible for a
significant scale of activity and those using particularly innovative approaches, but the web survey utilised
a broader group of agencies as described earlier.
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Web surveys are a relatively new form of survey, but emerging research literature suggests that they
provide results that are comparable with those of traditional surveys and are often of higher quality, and
that they have the additional benefits of speed of data collection, reduced cost and reduced potential for
human error.40–42 The research literature does suggest that web surveys may encounter response problems
when they are conducted with groups of people who are infrequent or unconfident users of the internet.43

However, the recipients of the web survey in this study were a highly information technology (IT)-literate
group of individuals who worked in largely desk-based jobs at research-related organisations: key research
funders, major research producers and key research intermediaries. Thus, the web survey was an
appropriate research method to use with this group.

The web survey was drawn up by the research team, drawing on the published reviews and on the
emerging data from the review of websites and the depth interviews. The web survey consisted of a
brief section on agency type (covering the geographical location of the organisation, the sector and
whether the organisation was predominantly a research funder, producer or intermediary), followed by
six main sections which are briefly described below. The final version of the survey is available at
www.st-andrews.ac.uk/business/km-study/documents/kmstudy-text-of-web-survey.pdf.

Terminology
The first section, on terminology, explained that the survey was ‘using the term knowledge mobilisation to
cover activities aimed at sharing research-based knowledge’ and asked respondents to indicate all other
related terms commonly used in that organisation (e.g. knowledge transfer, knowledge translation or
research use). The list of terms was drawn from the key reviews.

TABLE 2 Thematic framework for analysis of interview data

Main theme Subthemes

How the agency sees its role in relation to
knowledge mobilisation

Terms that are commonly used in the agency to refer to knowledge
mobilisation activities

The main groups that the agency sees as their audience/users

PPI activities around knowledge mobilisation

The main knowledge mobilisation activities,
approaches and strategies

Activities or approaches that the agency describes as innovative

The origins of these activities, approaches and
strategies being used in the agency

Factors contributing to the development of these knowledge
mobilisation activities, approaches and strategies

Models, theories and frameworks used in developing and using these
activities, approaches and strategies

Planned or recent changes in knowledge mobilisation activities,
approaches and strategies and the origins of these

The influence of other organisations on the agency’s knowledge
mobilisation activities, approaches and strategies

Formal and informal evaluation of the agency’s
knowledge mobilisation activities

Formal and informal evaluations of the agency’s knowledge mobilisation
activities carried out by or on behalf of the agency: the nature of these
evaluations, the evaluation criteria used, the main findings and any
changes that resulted

Evaluations planned for the future

Formative learning and practical experience Advice that the interviewee would give to a colleague in a
similar organisation

Any additional themes emerging from the data

PPI, patient and public involvement.
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Knowledge mobilisation activities
This section, consisting of three questions, provided a list of activities that might be carried out as part of a
knowledge mobilisation strategy and asked respondents to indicate which of these activities were carried
out in that organisation and with what frequency (often; sometimes; planned for the future; never/does
not apply). The list of activities was drawn from the reviews and from the interview data. It included (but
did not signpost as such) some activities which might be associated with ‘push’ approaches, some that are
related to ‘pull’, some which might be associated with ‘linkage and exchange’ and some which specifically
involved patients or service users.

Models and frameworks used in knowledge mobilisation
The third section invited respondents to indicate which of a list of models and frameworks were used in
developing knowledge mobilisation activities. The models and frameworks listed were those described
most often in the key reviews and in the interviews. Respondents were invited to name any other
frameworks the organisation used in developing its knowledge mobilisation activities.

Ideas around knowledge mobilisation
The fourth section asked respondents to indicate, on a Likert scale, the degree of agreement with key
propositions drawn from the published reviews and from comments made in the interviews.

Developing knowledge mobilisation activities
The fifth section asked respondents to weight in terms of importance (very important; fairly important; not
that important; do not know/does not apply) factors that might be considered in developing knowledge
mobilisation activities (e.g. acceptability to stakeholders; attention to context; feasibility of evaluating the
approach; previous use in that organisation). These factors were drawn from the reviews.

Evaluating the organisation’s knowledge mobilisation activities and
measuring impact
A final section concerned the evaluation of the organisation’s knowledge mobilisation activities. Respondents
were first asked to indicate whether or not the organisation evaluated their knowledge mobilisation activities
(little/no formal evaluation; some evaluation; a comprehensive approach to evaluation) and then to indicate
the relative importance of measuring different types of impact (e.g. change in users’ attitudes and intentions;
impact on outcomes for service users). The types of impact were drawn from the reviews.

Finally, free-text boxes were provided for respondents to add additional comments or clarifications at
appropriate points during the survey. A further free-text box was provided for any further comments at the
end of the survey.

Reviewing, piloting and running the survey
International advisory board members (in conjunction with colleagues where possible) reviewed the draft
survey and suggested changes which were then incorporated into the survey. The final version was piloted
for comprehension and ease of use with a small number of colleagues who were familiar with the field but
were not themselves due to receive the survey; these responses were not included in the survey findings.

The survey was sent out by e-mail to a named recipient in each of the 186 agencies. To deal with situations
where individuals had more than one institutional affiliation, the covering e-mail specified which organisation
was of interest. Recipients were asked to advise the research team if an alternative contact in that organisation
would be more appropriate. In addition to careful piloting of the survey to assess comprehension and ease
of completion, a range of further strategies was used to ensure a good response rate: sending a personalised
invitation to participate in the survey; emphasising to participants the relevance of the study and the
importance of participation; sending prompt follow-up reminders, together with an invitation to nominate an
alternative contact if appropriate; and changing the wording of reminders rather than sending out successive
reminders with identical wording.44–48
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A total of 186 contacts were sent the survey with a request for completion, and after two reminders
(one after 2 weeks and one after a further 3 weeks) useable data were obtained from 106 of these giving an
overall response rate of 57%. Fifty-one respondents responded to the first invitation, followed by 30 who
responded to the first reminder and a further 25 who responded to the second reminder. The level of missing
data was generally low (as shown in the results set out by question in Chapter 5), although, as explained in
Chapter 5, around one-third of respondents skipped the question on models, theories and frameworks used
in knowledge mobilisation. Analysis of the survey data involved compiling descriptive statistics (e.g. frequency
counts of use of particular models or frameworks; extent of agreement/disagreement with key propositions)
as well as thematic content analysis of free-text comments.

Workshops

We held two stakeholder workshops during the study. In line with the thinking behind the study (that
there is no neat separation between knowledge production and knowledge use), these workshops were
not used primarily as dissemination mechanisms but instead formed an integral part of the enquiry
methods. The first workshop was held early in the study (month 6) and the second workshop towards the
end (month 16). The aims of the workshops were to share the research thinking, emerging data and
analysis, and future empirical and analytic direction, and thereby to identify (a) areas for refined data
gathering, (b) clearer articulation of the mapping domains and supporting literatures, (c) creative ways of
presenting findings and insights from our data, and (d) mechanisms for encouraging key actors in the UK
to interact with our emerging findings. By actively engaging with and harnessing the insights of the
potential research users in this way, we aimed to enhance the impact of the research by ensuring that our
explorations and the outputs from the study were meaningful to, relevant for and readily usable by these
organisations. Participants were invited from key research funders, major research producers and key
research intermediaries in health care in the UK and from equivalent social care and education
organisations. In addition, we sought participation by a number of key academic experts in the field
(largely from the UK, but also with participation from some members of our international advisory board).
To promote continuity, we invited participants from the first workshop to attend the second workshop.
We were keen to ensure that the voice of service users involved in knowledge mobilisation in the agencies
was also represented at the workshops and we therefore invited relevant agencies to send two participants
to the workshops: a lay person (e.g. a service user/public member of a funding panel or board) and a
member of staff.

The first and second workshops were attended by 28 and 35 participants respectively (plus the study
team). A list of participant organisations at each workshop is given in Appendix 6.

The workshops used a range of interactive methods and processes to ensure the active engagement of all
participants. Participants were actively encouraged to explore and critique the findings from their own
organisational standpoints. The first workshop (month 6) provided an early opportunity to discuss the
emerging findings and informed the subsequent data collection and analysis. The second workshop
(month 16) provided an opportunity for further discussion of the data and for refining the study’s
conclusions. The second workshop also enabled us to discuss with the stakeholders creative ways of
engaging stakeholder organisations with the findings and insights from the study, including the potential
for developing a practical tool from the study findings.

METHODS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

14



Engagement with the international advisory board

We recruited from the study team’s existing network of professional contacts an advisory board of
international experts in the field of knowledge mobilisation (n= 8) to provide additional expertise and
‘insider’ knowledge throughout all stages of the study. Given that the intent of this study was primarily
to inform developments in the health sector, all of these experts were drawn from this background.
The composition of the advisory board is given in Appendix 7. Members were involved throughout the
study. Via e-mail, telephone contact and in person, they advised on the theoretical aspects of the research;
provided information on key agencies and key reviews; provided insights into the knowledge mobilisation
strategies in their own countries; assisted with access to key agencies and individuals; commented on the
emerging findings from the study and on the developing conceptual map; commented on the draft web
survey; and participated in the two workshops.

Concluding remarks

While the various stages of data gathering and analysis have been set out sequentially, many aspects of
data collection, collation, analysis and interpretation took place in parallel, and there was much interplay
between the different strands. Subsequent chapters elaborate (where appropriate) on the detailed analytic
approaches deployed to make sense of the data. The remainder of this report unfolds as follows. The next
chapter (see Chapter 3) explains how we made sense of the conceptual material contained in the 71 reviews,
leading to the creation of a ‘conceptual map’ of the field customised to the interests and perspectives of
agency knowledge mobilisation. Chapter 4 describes the key findings from the interview data; Chapter 5 does
the same for the web-based survey data. Chapter 6 develops an argument that there are identifiable in agency
practices and accounts certain patterns that relate to different aspects of the conceptual map. We articulate
these as specific ‘archetypes’ of knowledge mobilisation (eight in total). These are derived inductively and are
presented for discussion. Finally, Chapter 7 assesses the implications of the findings for the development of
more effective knowledge mobilisation strategies.

DOI: 10.3310/hsdr03270 HEALTH SERVICES AND DELIVERY RESEARCH 2015 VOL. 3 NO. 27

© Queen’s Printer and Controller of HMSO 2015. This work was produced by Davies et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

15





Chapter 3 Mapping the conceptual literature

Introduction

An early part of the initial desk research for this project involved a ‘review of reviews’ in the area of
knowledge mobilisation. Our aim here was to identify and understand the main knowledge mobilisation
models, theories and frameworks in health care, education and social care. Further, we also wanted
to develop some accounts of the conceptual thinking that lay behind these framings. The search strategy
used to uncover and select the relevant reviews is described in Chapter 2, and led to 71 reviews being
included. These are listed in Appendix 2.

In reviewing this substantial set of reviews our aims were pragmatic and twofold. Our first was to develop
a set of understandings that could be used for analytic purposes in exploring the data gathered in other
parts of the study (websites review; depth interviews; web-based survey). This related to RQ 2a, which
explores the logic(s) underpinning agency activities:

What models, theories or frameworks have been used explicitly – or can be discerned as implicit
underpinning logics – in the development of the knowledge mobilisation strategies reviewed?

The second goal of the review work was to develop a mapping that might have utility to the agencies as
they sought to find ways into the complex and growing conceptual literature, something that might be
useful to them in developing their knowledge mobilisation strategies. This second goal will receive further
development as part of our ongoing collaboration with agencies.

Having uncovered the 71 reviews, we used an inductive, iterative, dialogical process within the research team
(and subsequently, with the advice of the advisory board) to distil the key domains (see Chapter 2). As the
domains surfaced and were fleshed out (six in total), repeated reading of the reviews was used to provide an
account of issues within each of the domains. This chapter provides an integrated account of these domains
alongside a visual map.

Understanding the academic literature that links knowledge, knowing and change is a challenging
and boundary-less task: relevant literatures sit in a wide range of disciplines (psychology, sociology,
organisation studies, political science and more) and ideas appear and reappear within and across these
disciplines in sometimes chaotic fashion. In making sense of these conceptualisations it is abundantly clear
that debates have not proceeded in a wholly linear, cumulative or convergent manner. While there are
some areas of widespread agreement, there are also areas where contestation, problematisation and
conflict are evident.

In developing this review we have been guided by a number of framing choices:

l We have concentrated on that literature which has itself attempted to review the field rather than
seeking to collate and synthesise across primary work whether theoretical or empirical (i.e. this is a
review of reviews).

l We have focused on reviews in the three key areas of application of health care, social care
and education.

l We have sought to review work that specifically addresses the creation, collation, communication,
implementation and impact of research-based knowledge (albeit that such knowledge is often seen in
the context of other forms of knowledge/knowing).
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l We have provided an account that speaks to the action-oriented concerns of the agencies at the heart
of this study (i.e. funders, major research producers and intermediaries); that is, we have kept in focus
the agencies’ needs to develop practical knowledge mobilisation strategies and portfolios of
specific activities.

l We have sought to lay out the key fault-lines of debate rather than forcing order and convergence
where the literature does not readily support this.

Reading across these reviews we first identify a wide range of models, theories and frameworks that have
been used to describe and inform knowledge mobilisation. Looking at these models and the empirical
work that has been carried out to explore and (occasionally) evaluate them, we can discern a number of
insights for the effectiveness of particular approaches. We then read across these models and the wider
conceptual literature to create a conceptual map that surfaces key issues, debates and conceptualisations.
These are discussed under the six domains that emerged inductively from the set of reviews (see account in
Chapter 2). Finally, we note the limited literature that has explored the roles that the public and service
users can play in mobilising knowledge.

Models, theories and frameworks, and associated
evaluative work

The review papers document a bewildering variety of models, theories and frameworks. Even within
individual review papers, 60 or more distinct models are sometimes considered (e.g. Ward et al.;19 Graham
et al.1), but the actual set included varied significantly between review papers. From this review of reviews,
we extracted the key models that seemed to have potential for use in knowledge mobilisation work in the
kinds of agencies that we were considering. Additional checking of this list with our advisory board and
other knowledgeable experts in the field reassured us that we were capturing the main models of interest.
The set of distinct models and frameworks are listed in Box 1 and are elaborated on further in Table 3.
These formed the basis of some of our discussions with agencies (see Chapter 4) and the development of
the web-based survey (see Chapter 5).

Major models, and the testing of these

The models listed are set out in chronological order of publication (see Box 1). They have diverse
underpinnings and assumptions, and draw on distinct disciplinary concepts from psychology, sociology,
organisation development, implementation science and political science. They vary in the extent to which
they draw narrow or more inclusive boundaries around what counts as knowledge, and some differ in
their primary areas of application (e.g. being either policy or practice focused).

Many of these models are primarily descriptive of the processes around knowledge creation/flow/
application, and they tend not to be explicit about the necessary configurations, actions or resources that
will underpin successful knowledge mobilisation. That is, they do not readily provide prescriptions for
knowledge mobilisation strategy or operations.80 In addition, with a few notable exceptions, the models
have received only limited empirical testing. We briefly discuss here five of the frameworks from Box 1
that have been tested empirically to some degree: the Promoting Action on Research Implementation in
Health Services (PARIHS) Framework;52 the Knowledge to Action (KTA) framework;1 the Ottawa Model of
Research Use (OMRU);51 the Consolidated Framework for Implementation Research (CFIR)65 and the
conceptual framework of the knowledge transfer process developed by Ward et al.19

The PARIHS Framework does draw attention to important components of research use (such as the
availability of credible evidence; or the presence of effective facilitation) but again, like other models, it is
less specific about how these concerns translate into planned actions. It has, however, been subject to
more evaluation than most of the frameworks we considered. A paper by Helfrich et al.81
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BOX 1 Models and frameworks (listed in chronological order of publication)

The Institute for Healthcare Improvement (IHI) Model for Improvement (Langley 199649).

Plan-Do-Study-Act (PDSA) cycles (Kilo 199850).

Ottawa Model of Research Use (OMRU) (Logan and Graham 199851).

The Promoting Action on Research Implementation in Health Services (PARIHS) Framework (Kitson et al. 199852).

Push, pull, linkage and exchange (Lomas 2000;10 Lavis et al. 200653).

Knowledge Dissemination and Utilisation Framework (Farkas et al. 200354).

Lavis et al.’s framework for knowledge transfer (five questions about the research, four potential audiences)

(Lavis et al. 200355).

Mindlines (Gabbay and le May 2004;56 Gabbay and le May 201157).

The Greenhalgh model for considering the diffusion of innovations in health service organisations (Greenhalgh

et al. 200431,58).

The Levin model of research knowledge mobilisation (Levin 200459).

Walter et al.’s three models of research use (Walter et al. 200460).

The Knowledge to Action (KTA) Cycle (Graham et al. 20061).

Collaborative knowledge translation model (Baumbusch et al. 200861).

The Interactive Systems Framework (ISF) for Dissemination and Implementation (Wandersman et al. 200862).

The Knowledge Integration framework (Best et al. 200863).

The three generations framework (Best et al. 2008;63 Best et al. 200964).

The Consolidated Framework for Implementation Research (CFIR) (Damschroder et al. 200965).

The Critical Realism and the Arts Research Utilization Model (CRARUM) (Kontos and Poland 200966).

Normalisation Process Theory (May et al. 200967).

Participatory Action Knowledge Translation model (McWilliam et al. 200968).

Ward et al.’s conceptual framework of the knowledge transfer process (Ward et al. 200919).

The Knowledge Exchange Framework (Contandriopoulos et al. 201021).

The National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP) KTA Framework

(Wilson et al. 201169).

Knowledge translation self-assessment tool for research institutes (SATORI) (Gholami et al. 201170).

School Improvement Model (EEF71).
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review of reviews

Model or framework Key features

The IHI Model for Improvement (Langley et al. 199649) The Model for Improvement asks three questions, which
can be addressed in any order:

l What are we trying to accomplish?
l How will we know that a change is an improvement?
l What changes can we make that will result in

improvement?

The second part of the model is the PDSA cycle (see the
next row of the table) to test changes in real work settings
and to determine if the change is an improvement.

Plan-Do-Study-Act (PDSA) cycles (Kilo 199850) PDSA cycles are a tool from the quality improvement field
that has been applied to knowledge mobilisation activities.
Originally developed by Shewhart as the Plan-Do-Check-Act
cycle, PDSA cycles have four steps:

Plan: plan the change to be tested or implemented

Do: carry out the test or change

Study: study the data before and after the change and
reflect on what was learned

Act: act on the information and plan the next change cycle

The rationale for PDSA cycles comes from systems theory and
the concept that systems are made up of interdependent
interacting elements and are, therefore, unpredictable and
non-linear: small changes can have large consequences.
Short-cycle, small-scale tests, linked to reflection, are seen as
helpful because they permit experimentation and enable
teams to learn on the basis of action and its observed effects.

The Ottawa Model of Research Use (OMRU)
(Logan and Graham 199851)

The OMRU has six key elements to be assessed, monitored
and evaluated before, during and after knowledge
translation initiatives. The first three are assessed as barriers
or facilitators: practice environment; potential research
adopters; and the evidence-based innovation. The other
three elements are research transfer strategies; evidence
adoption; and health-related and other outcomes.

The OMRU is an example of a planned change theory
(i.e. one that views innovation adoption as a deliberately
planned process).

The PARIHS Framework (Kitson et al. 199852) The PARIHS Framework was developed to address problems
with linear models and their failure to account sufficiently
for context.

It proposes that successful implementation is a function of
the relationship between evidence, context and facilitation.

It can be operationalised as a practical tool through
diagnostic questions and a grid-plotting device to assess
‘readiness’.

Push, pull, linkage and exchange (Lavis et al. 2006;10

Lomas 200053)
This framing differentiates between: ‘push’ efforts, which are
led by the producers or purveyors of research who push
research out into policy or practice settings; user ‘pull’
approaches, in which research users ‘reach in’ to the research
world to obtain information to help with a decision they face;
and linkage and exchange approaches, which involve the
development of a partnership between the producers or
purveyors of research and the (potential) research users.
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

Knowledge Dissemination and Utilization Framework
(Farkas et al. 200354)

The Knowledge Dissemination and Utilization Framework
is a typology of diffusion strategies intended to help
researchers to integrate knowledge utilisation into the
research process. It distinguishes strategies according to
goal (increased knowledge; increased knowledge and
positive attitudes; increased competence; increased
utilisation over time) and audience (researchers; providers
and administrators; consumers or families).

Lavis et al.’s framework for knowledge transfer (five
questions about the research, four potential audiences)
(Lavis et al. 200355)

Lavis et al. provide an organising framework for a
knowledge transfer strategy. The framework can be used to
evaluate a strategy as a whole over long periods of time or
to evaluate and fine tune elements of it over shorter periods
of time.

There are five questions that provide an organising framework:

l What should be transferred to decision-makers
(the message)?

l To whom should research knowledge be transferred
(the target audience)?

l By whom should research knowledge be transferred
(the messenger)?

l How should research knowledge be transferred (the
knowledge transfer process and supporting
communications infrastructure)?

l With what effect should research knowledge be
transferred (evaluation)?

Lavis et al. distinguish between four audiences:
public/service recipients; service providers (e.g. health
professionals); managerial decision-makers; and policy
decision-makers at federal, state/provincial and local levels.

Mindlines (Gabbay and le May 2004;56

Gabbay and le May 201157)
This theory proposes that health professionals combine
knowledge and information from a wide range of sources
into ‘mindlines’ (internalised, collectively reinforced tacit
guidelines), which they use to inform their practice. Diverse
forms of knowledge are continually being built into these
mindlines and result in ‘knowledge-in-practice-in-context’.
The authors propose that closer, more realistic relationships
between the worlds of research, education and practice are
needed to ensure that research findings feed into this
‘knowledge-in-practice-in-context’.

The Greenhalgh model for considering the diffusion of
innovations in health service organisations
(Greenhalgh et al. 200431)

This major systematic review of 495 sources (213 empirical
and 282 non-empirical papers) identified 13 distinct
disciplinary research traditions that may be relevant in
considering factors affecting dissemination and
implementation.

The conceptual model for considering the determinants of
diffusion, dissemination and implementation of innovations is
intended to be a memory aid for considering the different
aspects of a complex situation (‘illuminating the problem and
raising areas to consider’) and not a prescriptive formula.

The authors note that the components do not represent a
comprehensive list of the determinants of innovation: they
are simply the areas on which research has been published.
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

The Levin model of research knowledge mobilisation
(Levin 200459)

Levin’s model emphasises three kinds of contexts for the
use of research: one in which research is produced, one in
which research is used and the third that consists of all of
the mediating processes between the two. There are
multiple dynamics at play within each context and many
connections between the contexts. Some people or groups
operate in more than one context.

The model sees research use more as a function of systems
and processes than of individuals.

Walter et al.’s three models of research use
(Walter et al. 200460)

The three models of research use proposed by Walter et al.
and derived from a review of the social care field are:

l The research-based practitioner model (individual focus,
linear, requires education and training), i.e. the key link
is between research and practice

l The embedded research model (standards, policies,
procedures and tools; responsibility rests with
policy-makers and service delivery managers; linear and
instrumental use; funding, performance management
and regulatory regimes encourage the use of guidance
and tools), i.e. the key link is between research and policy

l The organisational excellence model (responsibility rests
with delivery organisations: their leadership, management
and organisation; ‘research-minded’ organisational
culture; local adaptation of research findings; ongoing
learning within organisations; partnerships with
universities and intermediary organisations), i.e. research
use is part of the process of knowledge creation, not
separate from it, and is a cyclical rather than linear process

The models are not mutually exclusive and practices often
combine the ideas of more than one model.

The review found that evidence of the effectiveness of the
three models is largely absent and that there is little
evidence about potential barriers and enablers to
their development.

The KTA Cycle (Graham et al. 20061) The KTA cycle is based on a review of 31 different KTA
frameworks. It illustrates the key requirements of linkage
and exchange between knowledge development and
implementation and makes explicit the action-reflection
process.

This framework divides the KTA process into two concepts,
knowledge creation (funnel) and action (cycle), with each
concept comprising ideal phases or categories; in reality the
boundaries between the two concepts and their ideal
phases are fluid and permeable.

The action phases derive from planned-action theories,
frameworks and models (i.e. deliberately engineering
change in groups that vary in size and setting).

Both local and external knowledge creation or research can
be integral to each action phase.
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

l In this model:

¢ The boundaries between knowledge creation and
application are fluid and the involvement of the
end-users in all stages is emphasised

¢ Knowledge creation or production is composed of
three phases: knowledge inquiry; knowledge
synthesis; and creation of knowledge tools. As the
knowledge is ‘filtered’ through each stage in the
creation process, it becomes more refined and
potentially more useful to the end-users

¢ The seven action phases can occur sequentially or
at the same time and the knowledge creation
phases can influence the action phases at any stage

Collaborative knowledge translation model
(Baumbusch et al. 200861)

The collaborative knowledge translation model is based on
a collaborative relationship between researchers and
practitioners. It consists of a knowledge translation cycle
(the process dimension) and a sequence of collecting,
analysing and synthesising knowledge (the content dimension).

The Interactive Systems Framework (ISF) for Dissemination
and Implementation (Wandersman et al. 200862)

The ISF provides a heuristic for understanding systems,
functions and relationships relevant to dissemination and
implementation. The authors argue that traditional
research-to-practice models tend to focus on separate
functions in dissemination and implementation rather than
on the infrastructures or systems that support and carry out
these functions.

The ISF uses aspects of research-to-practice models and of
community-centred models.

It suggests three systems:

1. Research synthesis and translation system (distils
information about innovations and translates it into
user-friendly formats)

2. Research support system (provides training, technical
assistance and other forms of support to research users)

3. Research delivery system (implements innovations in
practice settings)

The authors suggest that the framework can be used to
identify the key stakeholders and to consider how they
could interact.

The Knowledge Integration framework (Best et al. 200863) Best et al. define knowledge integration as ‘The effective
incorporation of knowledge into the decisions, practices and
policies of organizations and systems’ (p. 322).63

The Knowledge Integration framework builds on the
National Cancer Institute of Canada (NCIC) 1994 cancer
control framework and looks at the types of science (basic,
clinical and population) and the domains of inquiry
(individual, organisational and system/policy).
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

Best et al. comment that, although this is not explicit, the
framework recognises the field as a complex adaptive
system (i.e. options must reflect local context while guiding
overall system change). The authors argue that a
systems-oriented approach to knowledge into action is
lacking from other models. The model attempts to provide
guidance that will align knowledge to action strategies
across individual, organisational and system levels,
recognising that actors in knowledge mobilisation processes
occupy positions in systems that affect their outlook and
behaviour.

The model is operationalised as a nine-cell matrix
characterising the philosophy and some possible
implementation strategies appropriate to three domains of
inquiry (individual, organisational and system/policy) and
three types of science (basic, clinical and population).

The three generations framework (Best et al. 2008;63

Best et al. 200964)
Best et al. suggest that there have been three generations, or
types, of models: linear (dissemination, diffusion, knowledge
transfer, knowledge utilisation), relationship (knowledge
exchange) and systems (knowledge integration). The authors
define knowledge integration as ‘The effective incorporation
of knowledge into the decisions, practices and policies of
organisations and systems’.63

The Consolidated Framework for Implementation Research
(CFIR) (Damschroder et al. 200965)

The CFIR consolidates 19 different conceptual frameworks
relevant to implementation research and suggests that
implementation is influenced by implementation characteristics,
the outer setting, the inner setting, the characteristics of the
individuals involved and the process of implementation.

The starting point for this framework was the 2004 synthesis
by Greenhalgh et al. 2004;58 the CFIR builds on this work by
reviewing 17 other models that were not specifically included
in the Greenhalgh review.

The CFIR has five major domains with their own constructs:
intervention characteristics (eight constructs), outer setting
(four constructs), inner setting (12 constructs), characteristics of
the individuals involved (five constructs) and process of
implementation (eight constructs).

The framework suggests that implementation may necessitate
the use of a range of strategies that exert their effects at
multiple levels.

The Critical Realism and the Arts Research Utilization Model
(CRARUM) (Kontos and Poland 200966)

The CRARUM is an adaptation of the OMRU, borrowing
additional concepts from critical realism (generative
mechanisms, structural and agential powers) and
incorporating arts-based methodologies with the potential
to foster critical awareness and transformation. It is a more
dynamic model than OMRU, with more room for agency by
the adopters of research.

Normalisation Process Theory (May et al. 200967) Normalisation Process Theory draws on social constructivism
and implementation theory. Its key elements are the social
organisation of the work (implementation), making practices
routine elements of everyday life (embedding) and sustaining
embedded practices in their social contexts (integration). It
defines activities, mechanisms and actors’ investments that
are crucial to the outcome of an implementation process.
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

It can be operationalised as a planning or evaluation tool by
means of questions about the work required for normalisation
and the actors who accomplish it.

Participatory Action Knowledge Translation model
(McWilliam et al. 200968)

The Participatory Action Knowledge Translation model
combines a social constructivist approach with elements of
the PARIHS Framework and the KTA framework.

It takes the components of PARIHS (evidence, context,
facilitation) and the idea of a dynamic relationship between
‘science push’ and ‘demand pull’ from the KTA framework.

Ward et al.’s conceptual framework of the knowledge
transfer process (Ward et al. 200919)

This conceptual framework of the knowledge transfer process
emerged out of a review of 28 different models which seek
to explain all or part of the knowledge transfer process.

Five common components of the knowledge transfer process
were problem identification and communication;
knowledge/research development and selection; analysis of
context; knowledge transfer activities or interventions; and
knowledge/research utilisation. These five components are
connected via a complex multidirectional set of interactions
(i.e. the individual components can occur simultaneously or in
any given order and can occur more than once during the
knowledge transfer process).

The review identified three types of knowledge transfer
processes: a linear process, a cyclical process and a dynamic
multidirectional process.

The authors suggest that their framework can be used to
gather evidence from case studies of knowledge transfer
interventions; they comment that at present it is analytically
and empirically empty: it does not contain details about the
relative importance or applicability of each of the five
components or details of the practical actions which can be
associated with the components.

Note that the authors subsequently tested the framework
empirically and refined it.37 A revised diagram of the
framework was created illustrating the point that the five
components could occur separately or simultaneously and not
in any set order and illustrating some of the possible
connections between them.

The Knowledge Exchange Framework
(Contandriopoulos et al. 201021)

The Knowledge Exchange Framework focuses on collective
knowledge exchange systems (i.e. interventions in
organisational or policy-making settings rather than those
aimed at changing individual behaviour) and on active
knowledge exchange interventions (rather than passive
information flows).

The framework has three basic components of knowledge
exchange systems: the roles of individual actors in collective
systems; the nature of the knowledge exchanged and the
process of knowledge use and situates knowledge exchange
interventions in larger collective action systems with three
core dimensions: polarisation; and cost-sharing and
social structuring.
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TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

The NCCDPHP’s Knowledge to Action Framework
(Wilson et al. 201169)

This framework emerged out of the search for a common
language between scientists and practitioners at the US
Centers for Disease Control and Prevention.

The framework is informed by diffusion theory, which
distinguishes three phases of implementation: research,
translation and institutionalisation.

Each of the three phases is underpinned in the framework
by general and intervention-specific supporting structures
(e.g. organisational capacity, champions, financial resources,
technical assistance, leadership and political will). Evaluation
(depicted by a ‘bar’ running across the whole framework)
is also an important component of the framework: it is
multifaceted, present through each of the three phases and
inherent in each of the components.

The knowledge translation self-assessment tool for research
institutes (SATORI) (Gholami et al. 201170)

The SATORI was designed to assess the status of knowledge
translation in research institutes through group discussions
and consensus.

This tool consists of 50 statements about requisites, resources
and strategies for facilitating knowledge translation in
research institutes. Use of the tool enables research managers
and researchers to identify strengths and weaknesses of
knowledge translation within their institution and to
subsequently develop interventions that could improve their
organisation’s knowledge transfer infrastructure and capacity.
This tool was developed to assess knowledge translation
activities from the ‘push side’ perspective.

The four main domains and their subdomains are as follows:

1. The question of research: do we identify decision-makers’
research needs and convert them into RQs? This covers
two subdomains of resources (four statements) and
strategies (eight statements)

2. Knowledge production: do we produce useful evidence
for decision-making? (Nine statements)

3. Knowledge transfer: do we have appropriate means for
disseminating the organisation’s research results to their
target audiences? This covers two subdomains of
resources (nine statements) and strategies
(16 statements)

4. Promoting the use of evidence: do we help decision-
makers utilise research results better? (Four statements)

School Improvement Model (EEF71) The School Improvement Model is currently being evaluated
by the EEF. It consists of five steps:

Step 1: Decide what you want to achieve

Identify school priorities using internal data and
professional judgement

Step 2: Identifying possible solutions

External evidence (e.g. in the EEF’s Toolkit) can be used
to inform choices

Step 3: Giving the idea the best chance of success

Applying the ingredients of effective implementation
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reviews 24 articles on this framework (six core concept articles from the original PARIHS authors and
18 empirical articles). The authors note that no studies used the framework prospectively to design
implementation studies and suggest that this is an important omission in relation to this and other
frameworks. The papers reviewed suggested a number of improvements to the framework, for example
that the subelements could be specified more clearly. A paper published the following year82 builds on the
critical synthesis of the literature81 and suggests revisions and a set of tools that researchers can use to
apply the revised framework prospectively and comprehensively.

A later research paper83 provides a rare example of the prospective use of the framework: the framework
was prospectively applied to guide decisions about intervention design, data collection and analysis
processes in an implementation trial focused on reducing perioperative fasting times. In evaluating this use
of the framework, the authors concluded that, although individuals are implicitly included in the three
elements of evidence, context and facilitation, the role of individuals needed to be explicitly added to the
framework. They noted that the past decade has seen a shift away from a focus on individuals to a greater
focus on context and how that affects implementation, but suggest that this risks downplaying the many
individual level factors (e.g. beliefs, attitudes, values, motivations, etc.) that can have an impact on
the behaviour of individuals and groups/teams. In their study using the framework, they found that the
interaction between the three elements of evidence, context and facilitation was influenced by both
individual and team behaviour.

The KTA framework developed by Graham et al.1 is one of the few that has been evaluated as a model for
planning and evaluating knowledge mobilisation strategies. For example, published studies describe the
use of the model for the development and implementation of interprofessional protocols84 for the
development of a children’s health participatory action project85 and for the implementation, monitoring
and evaluation of a strategy for mentorship in academic medicine.86 However, although these studies
pointed to some benefits from using the KTA framework, its theoretical basis (planned action theories) has
not been separately evaluated for its adequacy as an explanation of underlying mechanisms, and so the
model as a whole – like most others – remains not yet fully substantiated.19

TABLE 3 Synthesis of the main knowledge mobilisation models and frameworks from the review
of reviews (continued )

Model or framework Key features

Step 4: Did it work?

Evaluate the impact of your decisions and identify
potential improvements for the future

Step 5: Securing and spreading change

Mobilise the knowledge and use the findings to
inform the work of the school to grow or stop
the intervention

IHI, Institute for Healthcare Improvement; KTA, Knowledge to Action; NCCDPHP, National Center for Chronic Disease
Prevention and Health Promotion; PARIHS, Promoting Action on Research Implementation in Health Services.

Derived from the following key reviews and sources: Lomas 2000;53 Lavis et al. 2003;55 Greenhalgh et al. 2004;31

Walter et al. 2004;60 Estabrooks et al. 2006;72 Graham et al. 2006;1 Lavis et al. 2006;10 Graham et al. 2007;73 Best et al.
2008;63 Damschroder et al. 2009;65 Powell et al. 2009;8 Contandriopoulos et al. 2010;21 Ward et al. 2009;19 Davies et al. 2011;74

Levin 2011;75 Straus et al. 2011;36 Grimshaw et al. 2012;76 Powell et al. 2012;77 Ward et al. 2012;37 Holmes et al. 2012;78 Levin and
Cooper 2012;79 EEF website.71
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The OMRU has featured in some empirical studies. For example, a comparative case study of technology
adoption in hospital settings87 used parts of OMRU (characteristics of innovation, characteristics of
potential adopters, characteristics of environment) to guide question and topic selection for interviews and
for data coding. The study explored discrepancies between awareness and adoption, highlighting the role
of champions, resources, ways of reaching consensus and willingness to take risks, but did not explicitly
attempt to validate OMRU. A study the following year85 initially tried to use OMRU in a children’s health
participatory action project but found it to be difficult to apply in participatory action research and in a
community setting.

Another of the frameworks that has been empirically tested is the CFIR,65 which was tested using a post
hoc, deductive analysis of 11 narrative accounts of innovation in health-care services and practice in
England.88 The authors suggest that their study may be one of the first evaluations of the framework. They
developed a matrix comprising the five domains and 39 constructs of the framework to examine the
coherence of the terminology, to compare results across contexts and to identify new theoretical
developments. They comment that some concepts (in particular leadership) seem underdeveloped in the
framework and that important elements are missing from it, including scale-up, spread and sustainability,
and the engagement of patients and members of the public.

Finally, the conceptual framework of the knowledge transfer process developed by Ward et al.19 from 28
different models of the knowledge transfer process was evaluated in use by the authors through a study
of a knowledge broker intervention in a large UK mental health service.37 The knowledge broker
intervention included three types of knowledge exchange activity: information management; linkage and
exchange; and capacity building. Data from the fieldwork were then used to revise the original framework.
Revisions to the framework included the following: tighter definitions of each of the five components;
noting that all five components occurred on multiple occasions within each team and that at times
multiple components were relevant simultaneously; placing greater emphasis on actively exploring the
influence of contextual characteristics; and noting that an exclusive focus on one type of knowledge
use (e.g. instrumental only and not instrumental and political) seemed to constrain the spread and
sustainability of knowledge. A revised diagram of the framework was created illustrating the point that the
five components could occur separately or simultaneously and not in any set order and illustrating some of
the possible connections between them.

Looking across these empirical studies, we can see that they provide useful accounts of these five models
in use. However, none of the models have been comprehensively evaluated, and the majority of the other
models in the literature have been subject to even less empirical testing. Indeed, given their descriptive
rather than prescriptive orientations, verification and validation may be more realistic prospects than
evaluative testing.

The challenges of evaluation

Models apart, what of the evaluative work around specific actions, interventions and mechanism for
knowledge mobilisation? One observation that runs deep throughout the literature is that measuring
knowledge use89 and assessing what interventions promote that knowledge use are in their infancy.13

There are only a small number of implementation studies of specific knowledge mobilisation mechanisms,
and many of these are of poor quality.18 For example, many studies fail to define what they mean by
research use or to define outcome measures clearly;13 the validity and reliability of the outcome measures
are rarely reported;90 subjective measures of research use are commonly used; and many studies are
retrospective, thus risking recall bias and incomplete data. There is, therefore, a lack of practical guidance
or robust empirical evidence on many of the likely components of knowledge mobilisation strategies.18,21,91,92
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Box 2 lists a number of areas where reviews have established that there is little in the way of an empirical
support base; Box 3 draws on the work of the Cochrane Effective Practice and Organisation of Care
(EPOC) group to list some types of intervention aimed specifically at professional behaviour change for
which there is a growing body of evidence; and Table 24 in Appendix 8 augments these by reading across
the major reviews to summarise the key observations made on evaluating knowledge mobilisation work.

BOX 2 Areas where the evidence base is currently limited

l Use of systematic reviews in policy-making.
l Evidence-response mechanisms.
l Knowledge mediation.
l Knowledge management tools.
l Deliberative dialogues.
l E-media, including social media.
l Informatics interventions that support knowledge mobilisation.
l Research knowledge infrastructure.
l Collaborative/exchange programmes.
l Knowledge co-creation.
l Application and influence of non-instrumental (conceptual) research.
l Roles, responsibilities and activities of the different actors in knowledge mobilisation.
l Sustainability of complex knowledge mobilisation interventions.

Derived from the following key reviews and sources: Greenhalgh et al. 2004;58 Walter et al. 2005;93 Mitton et al.

2007;18 Levin 2008;91 Tetroe et al. 2008;11 Contandriopoulos et al. 2010;21 Chambers et al. 2011;94 Perrier et al.

2011;95 Boyko et al. 2012;96 Murphy and Fafard 2012;97 Oborn 2012;92 and Pitchforth et al. 2013.98

BOX 3 Interventions aimed at professional behaviour change which EPOC systematic reviews suggest have
some effect

Printed educational materials.

Educational meetings.

Educational outreach.

Local opinion leaders.

Audit and feedback.

Computerised reminders.

Tailored interventions.

Derived from Grimshaw et al. 2012.76
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Despite such evidence gaps, many knowledge mobilisation interventions are promoted even when they
have not yet been properly evaluated.10,99 Indeed, the literature often promotes singular techniques relating
to linear processes despite the emerging agreement about the limitations of such models in knowledge
mobilisation.21 Even where systematic reviews are available that point to discrete interventions aimed at
professional behaviour change that do appear to have some effect (see Box 3), the key role played by the
interaction between the intervention provider and the context means that it may be difficult to use
interventions with confidence in other contexts:100

Externally valid evidence pertaining to the efficacy of specific knowledge exchange strategies is unlikely
to be forthcoming . . . the best available . . . advice for someone designing a knowledge exchange
intervention will probably be found in empirically sound conceptual frameworks that can be used as
field guides to decode the context.

Contandriopoulos et al., p. 46821

Thus, a sound conceptual understanding of the various issues at play – and their dynamic interaction with
context – becomes central to the design of effective knowledge mobilisation strategies. In the end, this
may be more important than evaluative efforts in the knowledge mobilisation field that seek to isolate the
impact of discrete interventions in an attempt to create a menu of ‘proven’ approaches. What may be as
important is equipping agencies with the resources that enable them to conduct robust evaluations-in-
context of knowledge mobilisation activities that are designed according to the ‘best available’ evidence.
Our review of the literature identified some of the key papers and reports that can help agencies to
consider how to measure research use and evaluate the impact of their knowledge mobilisation activities,
and these are listed and summarised in Table 4.

In sum, then, despite the lack of focused and cumulative evaluation work (and the difficulties associated
with so doing), a collective reading of what the reviews say about the models and about the wider
conceptual literature does allow some insights to be gathered which can inform the development of
knowledge mobilisation approaches by agencies. These form the basis of the conceptual mapping, to
which we now turn.

Six domains of interest

Discussion within the team of the key issues emerging from the reviews, and iterative attempts to group
these, led to the emergence of six broad domains (or conceptual groupings). These were:

1. purpose(s) and goals (implicit or explicit)
2. knowledge (of all kinds)
3. connections and configurations (between people; between organisations)
4. people, roles and positions
5. actions and resources available and
6. context of operation (different in kind from the other five domains, but influential and interactive with

each of them).
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TABLE 4 Selected key papers and reports on measuring research use and evaluating impact

Paper/report Summary

Davies and Nutley. Learning More about How
Research-Based Knowledge gets Used – Guidance in the
Development of New Empirical Research (undated)101

This discussion paper provides guidance on types of
research use, conceptual frameworks on research use,
approaches to assessing research influence and
methodological issues and challenges.

Popay and Collins. The Public Involvement Impact
Assessment Framework Guidance (2014)102

This guidance is primarily aimed at researchers who wish to
assess the impact of public involvement in their research. It
provides a framework for developing an impact assessment
plan and can be used when research ideas are first being
developed or in the context of ongoing research projects.

Centre for Research on Families and Relationships and
SMCI Associates. Knowledge into Action for NHS Scotland:
Methods, Strategic National Projects and an Evaluation
Framework – Report to NHS Education for Scotland and
Healthcare Improvement Scotland (2013)103

This report includes a literature review of evaluation
approaches and outlines an evaluation framework based on
contribution analysis. The evaluation framework includes a
process map for evaluation, templates for the development
of a project-level outcomes chain and a monitoring and
review plan, a guide to indicators and a worked example.

DFID. Research Uptake: A Guide for DFID-Funded Research
Programmes (2013)104

Intended as a beginners’ guide, the guide provides
information on DFID’s approach to research uptake and
some practical advice for designing a research uptake
strategy and monitoring research uptake.

Guthrie et al. Measuring Research: A Guide to Research
Evaluation Frameworks and Tools (2013)105

The guide provides a comprehensive list of evaluation tools
and techniques. It discusses when each might be useful,
examines the advantages and disadvantages of different
approaches and looks at the context in which each of the
14 frameworks has been used before.

The guide provides a decision tree for funders, policy-makers
and researchers who want to evaluate research and need
practical guidance on how to choose the appropriate
approach.

Kok and Schuit. Contribution Mapping: A Method for
Mapping the Contribution of Research to Enhance its
Impact (2012)106

This paper describes a new approach to research monitoring
and evaluation that aims to assess contributions instead
of impacts.

Banzi et al. Conceptual Frameworks and Empirical
Approaches used to Assess the Impact of Health Research:
An Overview of Reviews (2011)89

The paper provides an overview of the most widespread
frameworks for the evaluation of research impact, the
dimensions of impact that they evaluate and the main
indicators that they use.

Bhattacharyya et al. Methodologies to Evaluate the
Effectiveness of Knowledge Translation Interventions: A
Primer for Researchers and Health Care Managers (2011)107

The paper describes methodologies for evaluating the
effectiveness of KT interventions and suggests how to
choose between them and how to combine them with
qualitative studies to assess mechanisms of effect.

InSource Resource Group. The CAPTURE Project: Reviewing
KTE Indicators and Data Collection Tools (2010)108

This report gives the findings from a literature search of
tools designed to measure KTE conducted in connection
with the Canadian Partnerships Against Cancer CLASPs
initiative.

The authors found that there are very few examples of
concrete tools for measuring KTE outcomes or successes.

They proposed a three-part evaluation strategy for KTE for
the CLASPs:

(a) process measures against standardised areas of activity
(b) assessment of reach and uptake of the knowledge

products produced by each CLASP
(c) detailed but focused follow-up with selected members

of the target audience for CLASP knowledge products
using a Levels of Use framework

continued
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A simple schematic representation of these domains is shown in Figure 1.

Each of these six domains is now discussed to mark out the contours of debate covered in the reviews
within the purview of that domain. We present these domains as practical ways into a complex and
sprawling literature rather than as definitive accounts of the complexities covered. As part of our ongoing
work with knowledge mobilisation agencies, we will be considering what tools they would find useful to
enable them to explore these domains and to build on these insights in developing their knowledge
mobilisation strategies.

TABLE 4 Selected key papers and reports on measuring research use and evaluating impact (continued )

Paper/report Summary

Straus et al. Monitoring Use of Knowledge and Evaluating
Outcomes (2010)109

This paper considers conceptual, instrumental and
persuasive knowledge uses and outcomes (patient; provider;
system/society) and gives examples of measures and
strategies for data collection.

The authors suggest that the MRC framework for the
evaluation of complex interventions may be useful as it
provides researchers with an iterative step-wise approach
to evaluation.

Panel on Return on Investment in Health Research. Making
an Impact: A Preferred Framework and Indicators to
Measure Returns on Investment in Health Research
(2009)110

This report was sponsored by 23 different organisations
including the Canadian Health Services Research
Foundation. The aim was to investigate if there was a ‘best
way’ (best method) to evaluate the impacts of health
research in Canada and to consider whether there are ‘best
metrics’ that could be used to assess those impacts or to
improve them. Based on this assessment, the report
proposes a new impacts framework and a preferred menu
of indicators and metrics that can be used for evaluating the
returns on investment in health research.

Kuruvilla et al. Describing the Impact of Health Research:
A Research Impact Framework (2006)111

This paper describes the Research Impact Framework. It has
four categories of impacts (based on a literature review and
empirical analysis of selected research projects): research-
related impacts; policy impacts; service impacts – health and
intersectoral; and societal impacts. The authors list and
describe in detail key descriptive categories within each
category of impacts.

They suggest that the framework could have a range of
uses including:

l helping researchers to identify and describe the impact
of their work or to consider strategies to enhance the
use of research-informed interventions

l enabling comparison of impact across projects (e.g. for
research funding or management purposes)

Hanney et al. The Utilisation of Health Research in Policy-
Making: Concepts, Examples and Methods of Assessment
(2003)112

This paper provides a comprehensive review of the literature
on health policy-making and the potential for research to
inform the policy-making process and considers methods for
assessing research utilisation in health policy-making.

CLASP, Coalitions Linking Action and Science for Prevention; DFID, Department for International Development;
KT, knowledge translation; KTE, knowledge transfer and exchange; MRC, Medical Research Council.

MAPPING THE CONCEPTUAL LITERATURE

NIHR Journals Library www.journalslibrary.nihr.ac.uk

32



Purpose(s) and goals
In developing knowledge mobilisation strategies, a central concern is to what end is the knowledge being
mobilised? Agencies of different kinds will have different views on what they are trying to achieve
(and how), and such concerns are central in the literature. While clearly closely related to the second
domain (knowledge types and sources) and the fifth domain (actions and resources), a consideration of the
purpose and goals of a knowledge mobilising agency can be informed by a wide array of literature.

There are multiple definitions of knowledge use in the literature, with no one definition dominating.21

Underneath some of these disputes is a concern to tease out the extent to which research-based information
is dominant in the aims of knowledge mobilisation efforts. That is, do we wish to see evidence-based actions,
evidence-informed actions or just activities that are evidence-congruent or evidence-aware? The centrality or
otherwise of research is a key consideration for agencies, then, and this is an issue picked up further when
we consider types of knowledge.

Given a central and somewhat privileged position for research-based knowledge, one common and
recurring typology55,90,113 suggests that there are three main types of research use: instrumental, conceptual
and symbolic.

l Instrumental/direct use: applying research findings in specific and direct ways to influence
decision choices.

l Conceptual/indirect use: using research results for changing understanding or attitudes, including
introducing new conceptual categories, terminology or theories (sometimes called ‘enlightenment’
uses).114

l Symbolic/political/persuasive use: using research findings to legitimise and maintain predetermined
positions, including the ‘tactical use’ of research, for example justifying inaction while awaiting
further study.

These different types of use may be affected by many different factors. For example, direct use is
associated with well-defined decision-taking; conceptual use may be longer term and more percolative in
style; and symbolic use may be closely associated with political argument and the use of mass media. It is
likely, however, that all three will be seen simultaneously in some settings (e.g. in government agencies).
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FIGURE 1 The conceptual map.
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Categorisations such as that above can be further refined by additional analysis within each category.
For example, instrumental use may be concerned with decisions that impact on professional processes,
individual patient outcomes or aggregate economic outcomes,115 and each of these can become targets or
goals of agency activities. An alternative view55 might look for impacts on knowledge-use processes (such
as knowledge being seen, discussed and cited), intermediate outcomes (such as key actors’ awareness and
attitudes) and decision outcomes (evidence-supported change). Combinations and hybrids of these
typologies of use and impact are, of course, possible, and a consideration of these may help to sharpen
agencies’ strategic goals.

The categorisations above are related to, and have some overlap with, the influential typology produced
earlier by Weiss.114 Although based on seven ‘meanings’ of research use, these models could also be
interpreted as types of use in themselves. While Weiss’ typology emerged from empirical work on
policy-makers, it has also influenced thinking on research use in practice contexts.15

Weiss argued that there were seven different categories in the way that research-based knowledge was
used (adapted and extended from the original):

l Knowledge driven: where research produces knowledge that might be relevant to public policy
decisions. This is closely aligned with the direct and instrumental use noted above (and is central to
strategies of research ‘push’) but can also encompass more conceptual uses of research where the
knowledge shared is more theoretical or conceptual in nature.

l Problem-solving: where research is sought out that can provide empirical evidence to help solve
contemporary policy problems. This again is most often associated with an instrumental approach
(and with notions of research ‘pull’), but can also encompass some conceptual rethinking.

l Interactive: those engaged in policy or practice seek information from a variety of sources to help
make sense of their problems and develop solutions; associated with ‘linkage and exchange’
approaches to knowledge mobilisation; may encompass both direct and indirect uses of research.

l Political/symbolic: policy-makers and others search for knowledge to help justify their positions,
and so research-based information becomes ammunition for whichever side finds it most useful.
Intermediary agencies with well-defined value sets may seek to exploit such opportunities.

l Tactical: where those who could be (and perhaps should be) research users fund or require new
research to avoid taking action. Funders and research producers may each see opportunities here for
longer-term gains in research-based knowledge.

l Enlightenment: where research has gradual influence over time in shaping conceptualisations of the
issues and framings of the policy agenda. Recognition of these slower percolative processes may lead
agencies into planning for the longer term by focusing on social processes.

l Societal: where policy interest, public concern and professional interests are meshed and stimulated by
new research findings. Such a broader view enlarges the scope of agencies to encompass much
broader sets of stakeholders.

Other commentators have sought to expose and critique the limited areas of application for research-based
knowledge. Drawing on Habermas’ framework of ‘knowledge-constitutive interests’, Murphy and Fafard97

define three types of knowledge use:

1. instrumental, that is, problem-solving (using research to make decisions)
2. hermeneutic, that is, explanatory (facilitating greater understanding of the social world)
3. emancipatory, that is, equity-seeking (critically analysing institutional forces as a means of advancing

social justice).

While having overlaps with other categorisations of use, the authors here suggest that most conventional
knowledge mobilisation approaches focus on instrumental, problem-solving use. They suggest that social
research has, or should have, other goals that are aimed at hermeneutic and emancipatory objectives.
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Such a reading brings to the fore political considerations whether an agency seeks to work with the grain
of existing policy and practice presumptions, or to challenge these from a values-based position.15,29,116

Moving into more practice-based models of research use, Walter et al.60 propose three models. These are
described as inductively derived archetypes, and actual practices often combine more than one model:

l The research-based practitioner model of research use: in this model it is largely the responsibility
of the individual practitioner to keep abreast of research and ensure that it is used to inform
their practice.

l The embedded research model of research use: in this model research use is largely achieved by
embedding research in the systems and processes of practice (e.g. via standards, policies, procedures
and tools).

l The organisational excellence model of research use: in this model, the key to successful research
use largely rests with the leadership, management and organisational arrangements of service delivery
organisations and with their promotion of a ‘research minded’ organisational culture.

The models are not seen as prescriptions for action but may be useful at different times and in different
service settings.117 Understanding of these archetypes of use may help agencies direct activities supporting
the uptake of research in practice.

So, for agencies developing knowledge mobilisation work, it may be important to consider the types of
‘use’ they are aiming to influence and to what end. Such considerations do not stand alone, but are
interconnected with the other domains mapped in Figure 1, most especially that concerned with
understanding the nature of knowledge and the role played by research within that.

Knowledge
Although at first sight it might seem obvious what knowledge mobilising agencies are seeking to mobilise –

that is, research-based knowledge – in fact the reviews we explored reveal considerable complexity and
nuance to the nature of that knowledge. Both descriptive and prescriptive models see unpacking what
is meant by knowledge as a central concern. For example, one well-known framework55 sets out five
questions for research organisations to consider in relation to knowledge mobilisation. The first question
in this framework concerns what should be translated, transferred or exchanged: the knowledge of
knowledge mobilisation.

There is no clear dominant definition of knowledge in the literature.21 The different philosophical paradigms
on which the knowledge mobilisation models draw (explicitly or implicitly) make different assumptions
about the nature of knowledge. For example, positivism assumes that knowledge can be uncovered and
expressed in generalisable laws, constructivism holds that knowledge is socially constructed and that there
are multiple truths, and critical theory analyses the relationship between knowledge and power.

A range of types of knowledge are identified in the literature, and these can be grouped in various ways.
For example, types of knowledge can be grouped according to the source: does the knowledge arise from
structured data gathering (empirical knowledge), from practical experience (experiential knowledge) or
from abstract discourse and debate (theoretical knowledge)? Another grouping in the knowledge
mobilisation literature contrasts explicit knowledge (such as can be set down in guidelines) and the tacit
knowledge held by individuals and groups.118 Tacit knowledge may be used to inform decisions in the
practice setting but may not be susceptible to defining and describing explicitly. Amalgamations of explicit
and tacit knowledge in clinical contexts have been referred to as ‘mindlines’.57

One theory of knowledge creation119 holds that there is a close relationship between tacit and explicit
knowledge. It suggests that new knowledge is created most rapidly when conversion between different
forms of knowledge occurs continually (e.g. from tacit to explicit and from explicit to tacit). Given this,
Oborn et al.30 suggest that the negotiation and exchange of tacit knowledge in practice settings has been
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largely overlooked by knowledge mobilisation researchers so far. A related categorisation, drawing on work
by Aristotle, distinguishes between episteme (scientific knowledge), techne (craft knowledge) and phronesis
(situation-specific practical wisdom and the ability to apply generic knowledge to the current case).24

In another framing, institutional knowledge is differentiated from individual knowledge, and local knowledge
from external knowledge. Such distinctions are made based on whether the knowledge arises from individual
or shared experience, and whether the knowledge is created in situ or is imported from elsewhere. A further
stream distinguishes between knowledge as data and knowledge as ideas, asserting that data, information
and knowledge lie on a continuum and differ in the extent to which human processing and judgement are
needed.120 Such literature also considers the extent to which knowledge has been processed, synthesised,
‘recycled’, reinterpreted or adapted; and if the knowledge is specific to a particular issue and context, or
whether or not it is more general. Similar notions underpin the ‘knowledge to action’ framework.1 Here,
knowledge creation is composed of three phases, each involving a greater degree of processing: knowledge
enquiry (first-generation knowledge), knowledge synthesis (second-generation knowledge) and the creation of
knowledge tools such as practice guidelines and algorithms (third-generation knowledge).

Methodological categorisations of research-based knowledge also abound.121 This is not just a distinction
between quantitative and qualitative findings, but there exist a variety of more-or-less hierarchical
distinctions, often with implicit or explicit endorsements as to their validity.122,123 More prosaically, there is
debate about whether or not single studies should be disseminated at all, rather than synthesised
accumulations across portfolios of work.55,124

Knowledge, or knowing?
But should we even be talking of knowledge as a separate isolatable ‘thing’? If knowledge is seen as
socially embedded then separating ‘it’ from its context begins to look problematic. Perhaps, instead, we
need to think more of knowledge-in-context – or ‘knowledge-in-practice-in-context’, as Gabbay and
le May describe ‘mindlines’.57 Such considerations lead to a series of challenging questions: who is
(or should be) involved in setting the research agenda and in deciding what issues warrant the production
or collation of research-based knowledge? Who is involved in producing that knowledge and what are
the power dynamics around what is defined as knowledge?92,125 Who defines who are the relevant
stakeholders and by what processes are they involved? Is such knowledge produced by research ‘experts’?
Or is knowledge co-produced by potential users and researchers, and what are the benefits and
disadvantages of this? Many of these issues link to those explored in the domains of ‘people and roles’
and ‘context’.

Several authors21,30,56,57 argue strongly from empirical study that research-based knowledge does not occupy
a privileged position. Instead, it sits alongside and competes with other forms of existing, structured and
contextualised knowledge (e.g. professional knowledge and professional judgement). It follows, then,
that there is not a direct correlation between attributes of the knowledge (e.g. the internal validity of the
research-based knowledge) and the likelihood of subsequent use.21 For example, professional consensus-based
guidelines may be valued more than research-based guidelines, despite having a weaker evidence base. There
is, thus, an ecology of knowledge, where research-based knowledge must compete with other ways of
knowing for influence.

Taken together then, these observations have a number of implications for knowledge mobilising agencies.
First, they suggest that agencies may need to develop mixed portfolios of activities that are heavily shaped
by the types of knowledge under consideration. Second, actionable messages for decision-makers may
more properly be seen to come from syntheses and systematic reviews rather than from single studies.55,124

This would suggest that research organisations should focus their research mobilisation efforts on bodies
of research-based knowledge. Third, agencies may need to consider the difference between information or
data and knowledge;126 these may require different kinds of interaction between researchers and users and
hence different kinds of knowledge translation training and support. More challengingly, knowledge
mobilisation agencies may need to consider how they can support the interaction and integration of
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different types of knowledge, including perhaps deliberative processes that seek to surface hidden
assumptions and tacit knowledge.

Finally, although there may be no absolute correlation between the attributes of research-based knowledge
and its subsequent use (as it competes with other forms of knowing in the local context), it is still important
to consider the attributes of research that help to make it more conducive to uptake: for example, if the
research-based knowledge is perceived by the potential users to be credible, accessible, relevant, based
on strong evidence, legitimate and endorsed by respected opinion leaders.93 Tailoring the format and
presentation method of knowledge products to the intended users can also make the knowledge that they
contain more accessible to potential users.80,127

Connections and configurations
Mobilising knowledge is about making connections. Our agency-based view of activities brings to the fore
the need for agencies to connect and communicate in sometimes new and innovative ways. This may mean
capitalising on existing networks or building anew. The reviews we uncovered offer insights into what and
how such strategies might be developed.

Much of the literature we uncovered discusses the complex institutional, professional and social environment
within which knowledge is created, flows (or gets stuck) and is applied. While some of these discussions
lay heavy emphasis on ‘context’ as a mediator (which we discuss later in this chapter), there is also more
specific consideration of the role of specific networks of interests or the practical configurations of agencies,
organisations and relationships. As such connections and configurations are amenable to planned intervention
or influence by agencies, it seemed important to tease out literature preoccupations here.

A framework that is increasingly well known (and resonant with other framings) is the ‘three generations’
framework.20 This proposes that there have been three stages or generations of thinking about knowledge
to action processes: linear approaches, relationship approaches and systems approaches. The authors set
out the characteristics of each of these approaches and suggest conditions under which such approaches
might be more or less appropriate. While these approaches are often linked to historical developments,
with ideas of progression of thinking from ‘simple’ linear models to ‘complex’ systems thinking, it may be
more helpful to think of these as parallel models of the knowledge mobilisation system with contingent
application and different strengths and weaknesses.

Linear models of research flow
Linear models of connectivity have dominated the literature, and such thinking can be seen underpinning
many of the models and frameworks in use. The research-based practitioner model60 and the embedded
research model60 (discussed in the ‘purpose and goals’ domain) are examples of linear models; many other
models with ‘rational, linear’ assumptions can be found in the literature.128 Sitting within the linear
conception (and, to a lesser extent, within the relational view) is the ‘two communities’ perspective:
the idea that there are two separate social worlds of knowledge production and knowledge application,
and that there is limited interconnectivity between these. However, more expansive views of knowledge
(as discussed earlier; see Knowledge) contribute to a weakening and in some cases a demolition of such
neat categorisations.

Despite being very widely used in health care and elsewhere,20,128 linear models have received significant
critique: they tend to see ‘knowledge’ as a transferable product; they place much emphasis on individuals
and their rational cognitions; and they fail to address notions that knowledge is translated into practice
in a social, collective and situated manner.15,30,32 An additional concern is that the evaluative research
around knowledge mobilisation has tended to evaluate linear approaches rather than more complex forms,30

providing both symbolic and practical encouragement to organisations to continue to use these approaches.
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Relationship models
A shift from linear approaches to more relational approaches has been observed in the health sector and
generic management literatures after 2000.16 One of the underlying premises of relationship models is that
learning is a social and situated process. Relational models then tend to see knowledge mobilisation as
having a political dynamic in which there is negotiation around competing meanings of ‘knowledge’ and
‘evidence’, and around issue framing and problem definitions.

In relationship models, the emphasis is on ‘linkage and exchange’,53 suggesting a greater degree of
engagement with potential users than is implied with ‘push’ or ‘pull’ approaches.11 The degree of engagement
ranges from dialogue between researchers and practitioners through to collaborative engagement in
producing research evidence (co-production) and in working together to implement evidence (e.g. in action
research approaches or quality collaboratives).129 A recent study,130 which may be the first to map the work of
knowledge brokering organisations, found that the organisations carried out a wide range of brokering
functions, including building partnerships, raising awareness, capacity building, implementation support and
policy influence. Relational approaches emphasise ongoing, interactive processes of collaboration between
research producers and research users around formulation of RQs, production of research evidence and
sharing of research findings.18,80 Relationship approaches draw on a range of theories, including principal–agent
theory; communities of practice; social capital; organisational learning; sociocultural learning; and
resource-dependence.131 Key features of relationship approaches to knowledge mobilisation are an emphasis
on accountability, reciprocity and respect for the other party’s knowledge.

A common critique of relationship approaches32 is that many models and approaches fail to fully acknowledge
the implications of conflict over what constitutes knowledge, and give insufficient attention to meaning/power
negotiations. Ferlie et al.16 suggest that postmodern accounts that emphasise power are a further stage on
from relational models. A further concern is that the relationships that are possible will depend on the skill
sets and personalities of those involved; many researchers may feel most confident in talking about research
findings to their academic peers. Such relationships are also affected by organisational turbulence: if there is
high turnover in policy or practice (or academic) settings then it will be more difficult to develop ongoing
relationships.132 Some of these issues reappear when we discuss the domain of ‘people, roles and positions’.

Systems thinking
There is no consistent use of the term ‘systems thinking’, encapsulated by Best et al.64 as an approach that
‘recognises that relationships are shaped, embedded and organised through structures that mediate the
types of interactions that occur among multiple agents with unique rhythms and dynamics, worldviews,
priorities and processes, language, time scales, means of communication and expectations’ (p. 628). There
is, however, increasing support for the idea that health systems need to be seen as complex assemblages
of interlocking networks that cannot be understood in terms of linear and ‘rational’ relationships but are
instead conditional, contextual and relational.133 Reviews suggest that, although the knowledge
mobilisation literature is now beginning to embrace systems thinking, practical tools and strategies have
yet to emerge.64,133 In addition, reviewers suggest that there are many key aspects of a systems approach
to knowledge that have not yet had sufficient attention, including the nature of evidence and knowledge,
the role of leadership and the role of networks.20 Exploring this further, Contandriopoulos et al.21 suggest
that there are three core aspects of systems that influence knowledge use within that system: polarisation
(the extent to which the potential users share similar opinions and preferences); cost-sharing (the
distribution between research producers, intermediaries and users of the resource costs associated with
knowledge use); and social structures (e.g. formal and informal communication networks).

The evolution of thinking around connections and configurations has highlighted the limitations of ‘two
communities’ thinking, suggesting that standard push approaches are unlikely to result in practice or policy
change. Agencies that take a relational view, and that work within and through existing networks, or that
seek to build new networks, can draw on a wide array of concepts and theories to help shape their
actions. In doing so, they will need a nuanced understanding of the role of power, and insights from
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political science may be of some help here. Although there is increasing support for a systems approach in
principle, a lack of practical tools and detailed guidance means that it has been difficult to operationalise
these ideas into innovative knowledge mobilisation strategies.

As agencies devise new knowledge mobilisation strategies that capitalise on these insights, we can expect
to see them work more within and through networks of interested parties. Sometimes these approaches
will capitalise on, and aim to shape, existing networks (e.g. naturally occurring communities of practice);
at other times agencies will seek to create and support new networks to further their goals. Fully exploiting
the potential of a systems-based view of the world is currently hampered by a lack of operational models
and convincing case examples.20,27,134

People, roles and positions
Agencies interested in mobilising knowledge will act through co-ordinating the actions of their own people
and through co-opting the skills and resources of others. In part, this is about the configurations and
networks created or utilised as previously discussed, but within these we can discern distinct roles that are
performed, by agencies and by individuals.

In this project, we have conceived of a threefold role-based typology of knowledge mobilising agencies:
funders; research producers; and research intermediaries (of course, some actual agencies take on multiple
roles and many exist in hybrid forms). To this we can add various types of ‘audiences’ for research:58 other
researchers; members of the public and service users; practitioners; managers; and policy-makers. Several
authors (e.g. Contandriopoulos et al.21) point out that none of these are discrete categories and that
individuals may belong to more than one group; this fact of multiple identities may constrain or facilitate
an individual’s actions around knowledge mobilisation. A further categorisation of ‘insiders’ and ‘outsiders’
(e.g. researchers within government departments or external researchers from universities working with
government departments) highlights the potential for individuals’ actions to be determined in part by their
status in the social context. For example, studies have shown that internal researchers within government
departments have greater access to ministers than do external researchers.135

Moving on from this broad categorisation of audiences or stakeholder groups, Lavis et al.58 suggest two
key questions in defining a narrower group of stakeholders in a given situation: who can act on the basis
of the research knowledge and who can influence those who can act? These questions helpfully give
prominence to the issue of power, which many authors16,32 suggest has been neglected in relation to
understanding of knowledge mobilisation.

There has been little empirical work on the actual or potential roles and responsibilities of different
knowledge mobilisation actors.11 There is, however, a strong focus in the literature on ‘knowledge brokers’
and other ‘mediator’ roles, and a growing number of empirical studies136–140 have investigated these roles.
A range of functions has been suggested, including problem definition; research synthesis; facilitating
access to research knowledge; developing outputs that are more accessible to users; and developing and
brokering networks and other connections.135,141 Linking and mediator roles have been promoted in many
organisational settings and are perceived by health organisations to be an important component of
the organisational infrastructure to encourage evidence use.142 However, one review21 suggests that the
structural position of brokers within organisations may mean that they have most scope to intervene in
contexts where there is low polarisation of views (i.e. where actors already share similar views on key
issues) and significant user investment in knowledge exchange, and that they may have limited ability to
have an impact on the many existing networks that exist outside formal communication channels.

Conceptual uncertainty remains around who should perform knowledge broking and what activities
should be encompassed by the role.81,135 For example, it is unclear whether or not and in what ways
knowledge broker roles are different from other roles such as opinion leaders, facilitators, champions,
change agents or linking agents.143 There are, nonetheless, some different theoretical assumptions behind
the use of such terms: opinion leaders are typically seen as long-term ‘insiders’, whereas change agents are
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typically seen as ‘outsiders’ who have a short-term role in facilitating action around implementation.
Knowledge brokers may come from diverse backgrounds, which then suggests roles that link or span
different communities.

Many research funding agencies now make stipulations about what their funded researchers have to do in
terms of knowledge mobilisation but these requirements are often limited to more traditional activities
(e.g. engagement with potential research users, formal reporting and perhaps some ‘translation’ and
dissemination). There is rarely any evaluation as to the effectiveness or impact of these requirements.11

Indeed, some caution that researchers may not be the most appropriate people to undertake knowledge
mobilising roles133 and that it is unrealistic to expect researchers to develop the broad range of skills
required for effective knowledge sharing.126

Leadership (including endorsement of the evidence from expert and peer opinion leaders) is regarded in the
literature as important in knowledge mobilisation,93 but the requirements of roles here remain
underspecified. Although leadership has been addressed in other literatures, the precise nature of leadership
and its defining qualities have not been fully addressed in the knowledge mobilisation literature.20

While roles matter, some authors argue that there has been disproportionate emphasis on individuals and
their roles in relation to knowledge mobilisation. They argue that this focus ignores three key issues: that it
is unrealistic to expect researchers to develop the broad range of skills required;126 that sustainable
knowledge mobilisation requires multilevel systemic changes80 alongside appropriate technological and
organisational infrastructures;78 and that greater attention needs to be paid to the organisational systems
in which individuals work and which strongly affect what they are able to do.77 Such critiques draw
attention to other domains of our conceptual map.

One group that has largely been absent from the knowledge mobilisation literature is the public or service
users. While patient and public involvement (PPI) has been strongly encouraged in research, the literature
has been largely silent on the potential knowledge mobilisation role of these groups. One exception here
is more recent work that has considered the evidence base on patient-direct and patient-mediated
knowledge mobilisation interventions.78,144 The gaps, challenges and opportunities of greater involvement
of the public, patients, other service users, clients and parents is discussed in a subsequent section, but
suffice to say that their role is not widely considered in the knowledge mobilisation literature.

In sum, agencies may find it useful to map their audiences or groups of stakeholders using the broad
categories outlined above, differentiating between those who can take action directly (act on the evidence)
and those who can influence those who can act, or those who can shape the context within which that
action occurs. Moreover, intermediary roles need further elaboration and analysis that takes account of the
other domains of the conceptual map (e.g. knowledge types; purpose and goals; existing networks and
configurations; and local context). Currently, there is insufficient empirical evidence on the impact of
knowledge brokers and other mediating roles, but early findings suggest that they are most likely to have
impact when they are working to bring together previously isolated groups and are credible, skilled and
well supported.

Actions and resources
To further their goals, agencies need not only to find partners and identify audiences, but also to develop
action plans and deploy resources. The actions taken will depend on the underlying model of knowledge
mobilisation being used (explicitly or implicitly), and the resource requirements differ for different models
of knowledge mobilisation. The wide variety of models uncovered in this review have largely not yet been
tested as prescriptions for practice, so it is not clear how suitable they are for planning and evaluating
knowledge mobilisation strategies.19 Many models provide a quite general overview of knowledge
mobilisation rather than analysing the key features and intended effects of specific knowledge mobilisation
interventions.96 They thus leave unaddressed the specific actions required and the resources needed.
Indeed, many models seem more descriptive of how change occurs rather than directly addressing the
planning of change initiatives.75
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Some sets of activities have been identified in the literature that might form the first step in the
operationalising of a knowledge mobilisation strategy. For example, Walter et al.145 highlight the key
underlying mechanisms that can be used to build research impact: dissemination; interaction;
social influence; facilitation; and incentives and reinforcements. In practice, many strategies will involve a
judicious mix of these, and selecting the appropriate mix and emphases remains to be addressed.

Taking a holistic view of encouraging research use, one review in social care60 sets out a collection of
imperatives, each of which might suggest collections of (resourced) activities that need to be planned.
These include ensuring a relevant research base; ensuring access to research; making research
comprehensible; drawing out the practice implications of research; developing best practice models
(e.g. pilot or demo projects); requiring research-informed practice (e.g. through regulatory influence);
and developing a culture that supports research use (multifaceted). Again, these broad categorisations
leave much detail that needs to be fleshed out by agencies in their local context and given their
resource constraints.

Agencies wishing specifically to advance the field of knowledge mobilisation may draw on the five functional
areas outlined by Holmes et al.126 These include advancing the science of knowledge mobilisation; building
capacity; managing specific projects; funding knowledge mobilisation activities; and advocating for greater
knowledge use. Again, such categorisations may provide a starting point for agency strategy development.

Holmes et al.126 drew on work by Kitson and Bisby to set out nine actions that funding agencies could take
to support knowledge mobilisation:

1. require the involvement of research users throughout the research cycle
2. support activities to increase the ability of researchers to communicate with users
3. provide forums for knowledge users and researchers
4. require a knowledge mobilisation action plan for all funded projects
5. provide training and support to granting panels for the assessment of knowledge mobilisation plans
6. include knowledge mobilisation costs as eligible expenditures
7. fund activities that facilitate easier access to research data by knowledge users
8. require open-access publishing
9. fund rapid response programmes to address urgent policy and practice issues.

Agencies could use this list of imperatives to help set priorities for action.126

The narrative synthesis of conceptual frameworks by Wilson et al.146 reviewed 33 knowledge translation
frameworks, of which 20 were designed to be used by researchers to guide their dissemination approaches.
Twenty-eight of the frameworks reviewed were underpinned (at least in part) by one or more of three
theoretical approaches: persuasive communication; diffusion of innovations theory; and social marketing.
The authors noted that, although 10 UK funders of health services or public health research made reference to
dissemination in their research funding application guides, only one [the Economic and Social Research Council
(ESRC)] specifically provided a dissemination framework for use by funding applicants and grant holders.
The authors suggested that, as a first step, funding agencies could specifically encourage the adoption of a
theoretically informed approach to dissemination activities for their grant holders (e.g. by requiring the use of
one of the theoretically informed frameworks). Another narrative review147 reviews 61 dissemination and
implementation models and discusses key considerations around model selection and adaptation.

Other reviewers have noted79 that many organisations are increasingly developing practices (such as portals,
websites and online interactive spaces) despite the limited evidence in support of such initiatives. Thus,
many of the practical actions taken by agencies may have more to do with their face validity, stakeholder
acceptability and the availability of local expertise than coherent strategy or supportive literature.11
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All of the above suggest that there are actions required by agencies across a number of spheres. This
draws attention to the potential for balanced and multifaceted activities. While some reviews suggest
that multifaceted approaches are more effective than single interventions,148 some authors suggest that
multifaceted approaches may not always be appropriate: there is a risk of a ‘scattergun’ approach, and
the effectiveness of multicomponent approaches will depend on the interaction of the different mechanisms
within particular contexts.117 One review of strategies used in public health149 found that simple or single
strategies were in some cases as effective as complex multicomponent interventions, and suggested that this
was because key messages might be diluted or harder to comprehend in complex multiple interventions.
Multifaceted approaches are also likely to be more costly than single interventions and consideration needs
to be given to how the different components might interact.76

Disaggregating some of the above broad categories, a major review in 2012150 collated 68 specific
implementation actions, grouped according to six key implementation processes: planning, educating,
financing, restructuring, managing quality and attending to the policy context. The authors differentiated
between discrete, multifaceted and blended implementation actions (blended was defined as the use of a
number of discrete approaches, addressing multiple levels and barriers, interwoven and packaged as an
implementation intervention with a brand or protocol). The review challenged the notion that there are
only a limited number of strategic actions available, but as it was a narrative review no attempt was made
to assess the methodological quality of sources or the empirical evidence for the actions listed. The
resourcing of these strategies was also left unaddressed by this review.

An empirical study of research funding agencies in a range of countries, including Canada and the UK,11

found that many had minimal resources for knowledge mobilisation. Similarly, studies in academic
institutions suggest that the majority lack the infrastructure resources to support knowledge use in policy
and practice.135 Yet, one of the key lessons from cross-sector review is that knowledge mobilisation requires
financial, technical, organisational and emotional resources.93 A widely shared assumption in the literature
is that producers, intermediaries and users will invest and cost-share in knowledge mobilisation to the
extent that they perceive such investment to be advantageous.21 Yet, how such shared plans can be
negotiated, or the basis on which they are founded, are rarely properly explored. One review of
knowledge mobilisation approaches found that where there was no viable cost-sharing mechanism or
where most of the burden fell on producers or intermediaries, significant research use (with the exception
of political uses) was unlikely.21

This account of the actions and resources needed for effective knowledge mobilisation has many implications
for agencies. It draws attention to the wide array of actions needed, the breadth and diversity of actions
available, the complex and vexed issue of resourcing these, and the need for coherent, interlocking and
mutually reinforcing actions within and across agencies. It also draws attention to the significant gap
between the articulation of a process of knowledge mobilisation (seen in many of the models, theories and
frameworks) and the translation of those accounts into workable, practicable, properly resourced strategies.
That is, much of the conceptual background reviewed in this chapter does not readily lend itself to the
creation of action plans for agencies. At the heart of these difficulties lies an uncertainty about whose role it
is to facilitate knowledge mobilisation. In some senses, effective knowledge mobilisation is a system property,
and yet individual actors and agencies have to operate independently and are uncertain in co-ordination.
Creating the conditions for shared goals, co-investment and co-ordinated actions remains a major challenge.

Context
Knowledge mobilising agencies are usually alert to the potentially facilitating or (more usually) inhibiting
effects of the local environment on their efforts. While some see context as a ‘given’ that simply needs to
be taken into account (‘context dictates the realm of the possible’),21 for others it is an active ‘ingredient’ in
any successful knowledge mobilisation strategy. As Greenhalgh et al. assert: ‘the multiple (and often
unpredictable) interactions that arise in particular contexts and settings are precisely what determine the
success or failure of a dissemination initiative’.31
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The ‘context is important’ strand in the knowledge mobilisation literature has a long history in organisational
research.151 The processual-contextual perspective (e.g. the content, context and process framework)152,153 has
informed a number of studies in the change literature in recent decades.154 It is reflected in Pawson and
Tilley’s well-known ‘CMO’ (context–mechanism–outcome) configuration in realist evaluation155 and in the
PARIHS Framework,52 which was developed in part to address the lack of attention to context in earlier
models.72 The importance of context in quality improvement in health care and the key empirical findings
from the literature have recently been explored in a publication for the Health Foundation.151

In relation to influencing policy, a recent review156 also emphasises the importance of an analysis of context
and refers to two frameworks: the ‘three Is’ of political science (institutions, interests and ideas) and to the
framework proposed by Contandriopoulos et al.,21 which considers issues in terms of their polarisation,
salience and familiarity. Similar frameworks are available when looking at the uptake of policy
interventions. For example, the Reach, Effectiveness, Adoption, Implementation, Maintenance (RE-AIM)
framework20 emphasises that it is the broader contextual factors that influence adoption, implementation
and maintenance and so decision-makers need to balance evidence on effectiveness against these factors.

Analytic approaches to context typically divide it into inner/internal and outer/external, although many
authors emphasise that the interaction between these adds to the challenges of assessing and addressing
context. Among the aspects of internal context that authors have suggested are relevant to knowledge
mobilisation are organisational structures and processes (e.g. the impact of modes of governance on
research use, conditions that affect the facilitation and prioritisation of research activity, including incentives
and levers, the degree to which service user preferences are accurately known and prioritised);
organisational cultures (e.g. the distribution of power between different groups, perspectives on whose
responsibility it is to encourage evidence use, current norms and practices, the climate for innovation); and
organisational facilities and resources (e.g. time, equipment). In relation to external context, the knowledge
mobilisation literature emphasises three key related aspects: the social and political climate/culture; the
degree of environmental stability; and the extent of interorganisational communication and norm-setting.
In relation to social and political culture, authors have highlighted a range of issues, including the general
climate for research production and use (e.g. how those who fund research, universities, researchers and
research users support and value knowledge mobilisation efforts) and the influence of policy directives
(e.g. the increasing requirement that schools attend to evidence about effective practice as part of
continuing professional development leading to an increase in the number of school leaders taking on
knowledge broker roles).127

There is broad agreement, therefore,33,75,157 that context is an important (if poorly understood) mediator. It is a
feature of many models of barriers to knowledge uptake,100 and analysis of context is one of the five common
components shared by the majority of models of the knowledge mobilisation process.19 Indeed, a large
proportion of the knowledge mobilisation literature is made up of analyses of ‘barriers and facilitators’.18 For
example, there is strong evidence for a wide range of generic barriers to effective research impact, including,
for researchers, a lack of resources, a lack of skills and an absence of professional reward for research impact
activities and, for research users, competing organisational pressures, an organisational culture that does
not value research, a preference for other sources of evidence and a suspicion that research may displace
professional skills and experience.145 In a similar vein, the Cochrane EPOC group classifies barriers to change
into nine categories (information management, clinical uncertainty, sense of competence, perceptions of
liability, patient expectations, standards of practice, financial disincentives, administrative constraints and a
miscellaneous category).76

Although identifying and addressing key barriers is recommended in many knowledge mobilisation models
as an important consideration when choosing a strategy, many important barriers affecting knowledge use
(e.g. difficulties arising from working in multiprofessional teams) are long-standing and complex, and are
not actually easily addressed.76 Moreover, this marked emphasis in the literature on understanding barriers
and facilitators has been critiqued for leading to a narrow ‘technicist’ understanding of knowledge
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mobilisation rather than one that is attentive to knowledge mobilisation as an interactive and deeply
situated process.37

In contrast, the contextual approach taken by Ward et al.37 proposes that a detailed understanding of local
interpersonal interactions, shared experiences and networks may be particularly useful in considering how
opportunities for knowledge mobilisation emerge or are constrained within an organisational setting. Thus,
they see context as playing a dynamic and interactive role with local actions, not simply existing as a passive
and inhibiting backdrop. This perspective emphasises the importance of assessing the existing ‘naturalistic’
knowledge exchange processes that are already occurring (e.g. in relation to other innovations or change
programmes), and of building on these when planning formal knowledge mobilisation interventions.

It has also been noted that contexts are multiple rather than singular. Levin’s model of knowledge
mobilisation75 refers to three types of contexts for the use of research: the context in which it is produced;
the context in which it is used; and all of the mediating processes between these two contexts. Emphasis is
thus placed on the multiple dynamics at play within each context. Other authors (e.g. Nicolini et al.158)
emphasise the extent to which any one sector (e.g. health care) will have different subsectors within it
(e.g. clinical research, health services research, health policy) that may require different approaches to
knowledge mobilisation. In that sense, contexts are not just multiple, parallel and perhaps overlapping, but
are also nested. Indeed, the ‘complex adaptive systems’ perspective20,27,78 emphasises how the different
levels of the system affect each other: interventions at one level are affected by, and affect, factors at
other system levels.35

There are differing views about the extent to which and how contextual factors can be managed or even
influenced. Many authors (e.g. Greenhalgh et al.31) emphasise that while context is important, it is also
unpredictable and not easily controlled. Knowledge mobilisation activities are embedded within a system
and changes will be sustained only if attention is paid to the factors that influence that system.64 This rules
out simple prescriptions for approaches which will apply in a range of contexts and points to the need to
design, tailor, refine and evaluate any knowledge mobilisation approach with reference to the particular
setting and alongside those who will be responsible for implementing the changes.31,64 Advocates for an
integrated knowledge mobilisation research approach (i.e. collaboration between researchers and
knowledge users) emphasise that research knowledge has to be integrated with contextual knowledge
(e.g. population data, local expertise, knowledge of the characteristics of the local setting) and that this
integration is more likely to happen if the potential users are involved in the research process from
the outset.159

For agencies seeking to develop knowledge mobilisation strategies, then, a thoroughgoing and realistic
evaluation of context remains central. However, while ‘context’ is a key heading in many models and
frameworks of the knowledge mobilisation process, it is variably conceptualised and differentially
understood. Moreover, there is divergence of view whether context is a passive (usually inhibitory)
backdrop or a potentially modifiable and co-optable ‘resource’ for the knowledge mobilisation effort.
What is clear is that it is inadequate to treat context as merely a catch-all term for all that is not modelled:
such an approach will disguise vital issues such as goal misalignment, power disparities and political
practices. As yet, however, tools to assess and disentangle the role of context in knowledge mobilisation
are insufficiently developed.

In developing our conceptual map from the review of reviews we were struck by how little attention was
given in the knowledge mobilisation literature to the ultimate recipients of public services: service users,
their carers and families. It is to this element that we now turn.
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Involving the public and service users in knowledge mobilisation

Although there has been increasing emphasis over the last two decades on the involvement of patients
and members of the public in carrying out research rather than their being involved as only research
subjects,102,160 the evidence base on the impact of such involvement is currently limited.102,161 Specific
consideration of these groups as one of the potential audiences for knowledge mobilisation interventions
is not a strong feature of much of the research literature on knowledge mobilisation. This may be
unsurprising given that it has been argued that PPI in health research in the UK at least has been relatively
‘invisible’ despite the clear policy driver.162

Public deliberation methods (e.g. citizens’ juries) are increasingly being used in health policy and in health
priority setting in the UK, the USA and Canada, but more research is needed to understand and measure
their use and impact.163 Some authors (e.g. Oxman et al.164) have made suggestions for interventions to
engage the public in evidence-informed policy-making through the mass media, through civil society
groups (e.g. patient and carer organisations and statutory organisations) and as consumers, and for
measures to enable them to have greater influence in these settings.165 They note, however, that there is
little evidence to date about the effects of public engagement in health policy.

In thinking about patients and members of the public as an audience for knowledge mobilisation
interventions in the practice field, a recent review144 grouped these interventions into two categories.
The first category is patient-direct knowledge translation interventions, which aim to influence patient
outcomes directly (by improving patients’ knowledge and potentially thereby improving their health
behaviours, their use of health services, etc.). This includes interventions such as mass media campaigns,
patient decision aids or self-help groups. The second category is patient-mediated interventions in which
the aim is to change the behaviour of health professionals and thereby affect patient outcomes indirectly;
interventions in this category include coaching to enable patients to communicate more effectively with
health professionals and question cards to prompt patients to ask specific questions during consultations
with health professionals. The Cochrane EPOC group defines patient-mediated interventions as those
involving the collection by patients of new clinical data (e.g. blood pressure readings) which are given to
health professionals. Stacey and Hill144 have expanded this definition in the knowledge mobilisation context
to include interventions targeted at patients that aim to improve knowledge use by health professionals;
these are mainly interventions directed at improving patient–health professional communication.

Current evidence suggests that patient-direct interventions to improve patients’ health literacy have the
most consistent positive effects on patients’ knowledge and to a lesser extent on their experience and use
of health services. For example, question prompts and coaching have been shown to increase patients’
knowledge of their condition and their participation in clinical decision-making, while the use of patient
decision aids can increase patients’ participation in decision-making, their awareness of the available
treatment options and their perception that the subsequent decision about treatment was in accord with
their values.144 There is insufficient evidence as yet to show whether or not patient-mediated knowledge
mobilisation interventions have an impact on health professionals’ behaviour. The substantive
knowledge base used for any of these interventions (e.g. the evidence underpinning a decision aid or
question prompts) is clearly critical to their being a mechanism for increasing knowledge use.

A systematic review of PPI in health and social care research166 found that, although the evidence base is
limited, it is possible to identify a number of impacts that PPI has had on research and the research
process, including on aspects that may contribute to subsequent knowledge use (e.g. the identification
and prioritisation of research topics, improving the feasibility of research designs, better recruitment to
studies and increased dissemination of results). The authors comment that there has been relatively little
theoretical development or conceptualisation in this field and suggest that one of the priorities is to
develop a comprehensive theoretical model and instruments that could be used to measure the impact of
PPI. They note that there have been positive and negative impacts from PPI and suggest that PPI should be
regarded as a complex intervention that requires due account to be taken of ‘what works, for whom, in
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what circumstances and why’.155 Two HSDR programme-funded studies using a realist evaluation approach
to assess the nature, processes and impacts of public involvement in research are currently in progress in
the UK (www.nets.nihr.ac.uk/programmes/hsdr; study reference numbers 10/2001/36 and 10/2001/41).

Further progress has been made since that review was carried out. A recent large multiphase study on the
impacts of user involvement in health and social care research has reviewed the evidence and conducted
new empirical work on the values and impacts associated with public involvement.161 The study has
resulted in a framework to assist researchers in developing public involvement plans and assessing the
impact of public involvement: the Public Involvement Impact Assessment Framework (PiiAF).102

Our conclusion from the knowledge mobilisation literature is that the potential for involvement of the
public and service users is currently underdeveloped in the field. Where attention has been given, this has
largely been addressed at engaging the public and service users with the research production process –
not with the communication, reinterpretation and actioning of any knowledge so created.

Concluding remarks

Taken together, the six domains of our conceptual map, the elaborations of arguments within each,
and – most importantly – the interactions between them provide a dynamic account of knowledge
creation, communication and action. Our subsequent empirical work (see Chapters 4 and 5) shows that
different agencies are differently focused on the various domains, with varying assumptions and framings.
Our suggestion is that more systematic investigation by agencies of all of the domains (and their
interactions) may help them to surface assumptions, highlight tensions and create greater coherence.
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Chapter 4 Findings from the interview data

Introduction

This chapter reports the findings from the 52 interviews with agencies in health care, social care and
education. We firstly set out how agencies described their role in relation to knowledge mobilisation: how
central knowledge mobilisation was to their activities and mission and whether their knowledge
mobilisation approach emphasised research products, knowledge brokering or implementation. Secondly,
we explore how they had arrived at this approach to knowledge mobilisation: what had driven the
development of this approach and what factors had contributed to it. Lastly, we examine how agencies
were evaluating their knowledge mobilisation approaches and what they had learnt from formal
evaluations and from practical experience.

Throughout this chapter we use the term knowledge mobilisation. We explained to interviewees that we had
chosen to use the term knowledge mobilisation in the study as a broad term to cover activities aimed at
sharing research-based knowledge and encouraging its use in policy and practice. We asked interviewees
whether or not that term was used in their organisation and what other terms were in common use (this issue
is also addressed by the wider survey reported in Chapter 5). We found that, although some agencies were
using the term knowledge mobilisation (including one agency that had specifically chosen the term because to
them it was the one that suggested the least linearity), a range of other terms were more commonly used.
These included getting evidence into practice, knowledge exchange, knowledge translation and variants of
evidence-based and evidence-informed policy and practice. Some interviewees made specific comments on the
term knowledge mobilisation: some felt that it was too narrow in its emphasis on ‘knowledge’ or that the term
gave the wrong emphasis: ‘we don’t think of ourselves as a knowledge mobilisation organisation because it
isn’t knowledge we’re trying to mobilise, it’s practice and policy’ (17).

Although many different terms were in use, there was considerable agreement that the language used
around knowledge sharing or evidence use could cause communication difficulties and that it was very
important in external communication to use language that organisation’s stakeholders could relate to:

What we’re trying to do is communicate in ways that will engage people and bring them in and allow
them to see that the things we’re talking about are absolutely germane to their everyday activity . . .
and we don’t want to get confused in layers of terminology.

13

One agency stated that they used the term knowledge mobilisation only when talking to academics,
and that otherwise they tended to talk about research impacting on practice. In summary, many of the
organisations in our study were well aware of the debates in the literature around terminology in this field
but were more concerned about ensuring that in communicating with their target audience(s) they used
terms that were relevant and accessible to these groups. The terms used by interviewees in talking to the
research team may not, therefore, reflect those that they used in their own knowledge mobilisation activities.
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How agencies defined their role in knowledge mobilisation

In this section we firstly consider how central knowledge mobilisation was to the organisations we
interviewed. Secondly, we look at how they defined their role in knowledge mobilisation and consider
these roles in relation to three broad categories: research products, brokering and implementation. Lastly,
we discuss how agencies described their target audiences and, in particular, to what extent they saw
service users, patients or other lay groups as part of their target audience.

The centrality of knowledge mobilisation
We were interested in the extent to which interviewees saw knowledge mobilisation as a key component
of the organisation’s work. Although we had selected agencies for interview on the basis that they were
major players in knowledge mobilisation (in terms of either scale or the degree of innovation), there were
significant variations between agencies. Some funding agencies had at their core the need to encourage
the implementation of the research that they funded: ‘the idea that research should be useful is very, very
core to everything that we do’ (19).

One interviewee described how their organisation’s mission was to excel in the creation of new knowledge
and its translation in order to bring about a stronger and more effective health-care system and improved
health for the population. They emphasised that providing the tools to enable researchers and others to
move knowledge into practice was a core part of their work: it was not enough merely to create the new
knowledge. This affected every stage of the processes they followed in funding research:

So the philosophy being if you’re really going to do this you need to bring end-users and the whole
gamut of stakeholders into the discussion even before the application for something goes in. And so
we have a number of kinds of integrated knowledge translation programmes.

8

Another agency had a different explicit goal in mind for which encouraging the use of evidence was one
of the key mechanisms:

So, if you like, we’re trying to narrow one gap, the attainment gap between rich and poor, by
narrowing another, which is the gap between research and practice.

18

Some producer agencies saw knowledge mobilisation activities as an integral – and funded – part of every
research project that they conducted, while for other producer agencies, knowledge mobilisation activities
were part of some but not all research projects carried out.

Unsurprisingly, given that the agencies had been selected for interview on the basis that they were
regarded as being particularly innovative in knowledge mobilisation or as involved in knowledge
mobilisation on a large scale and that this had been flagged up as one of the topics that the interviews
would cover, most interviewees were able to describe the organisation’s overall approach to knowledge
mobilisation. However, some interviewees struggled to define the activities that stemmed from this role:

. . . we are very clear that our purpose in commissioning the research we do and making awards to
support research is to try to influence what happens in practice. However, I think we haven’t really
found a way to crack that yet.

41
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We asked interviewees to describe how they saw their organisation’s role in relation to knowledge
mobilisation. These descriptions could be clustered into three broad categories: roles that emphasised
products (describing ‘push’ activities and in some cases activities aimed at encouraging ‘pull’);10,53 roles that
emphasised brokering; and roles that emphasised fostering implementation. It is important to emphasise
that these role categories did overlap within individual organisations: in many cases organisations were
doing a combination of activities.

Emphasising products
Some agencies had a specific role in relation to the collation and synthesis of research evidence and its
subsequent dissemination. Others described how they saw producing products to convey messages from
the research that they funded or conducted as just one of their roles. Several interviewees emphasised
the importance of moving beyond pure academic outputs and presenting material in different forms
depending on the target audiences. Even agencies that conceived of themselves as brokering agencies
sometimes felt that they defaulted to pushing products: ‘we all talk about we should be concerned about
pull rather than push, but . . . when we looked at what we did most of the time it was still a pretty high
push component’ (7).

In developing products, agencies often worked in partnership with others. Several agencies worked with
managers and practitioners to co-produce products that drew on the research literature and on practical
experience and that used accessible language. In addition to using a range of products to convey research
findings, many organisations used a range of formats (e.g. casebooks, toolkits, online material) to share
success stories around implementing evidence-based practice.

Some organisations were using more traditional methods (e.g. producing guidelines and reports) while
others had begun to use different approaches (e.g. TV for practitioners, videos, animations) to convey
messages in more creative and accessible ways. Two agencies described how they had set up ‘artist in
residence’ posts to encourage the use of a wider range of approaches to presenting ideas and information
from research. One agency had used young people as actors to present the words and experiences of
participants in a research project involving young people. Many agencies provided online resources and
some had taken steps to make these resources more interactive and responsive to the specific questions
brought by the user. One organisation used route maps (similar to public transport maps) as a way to set
out research findings and to encourage practitioners to undertake ‘journeys’ tailored to their particular
questions and starting point:

In one case, they kind of taped the route map out on the hall floor and everyone went and stood on a
station they were interested in, just to get to grips with everything that’s there and being offered to
them, and to think about how they set up enquiries . . . Some of the tube lines have got more
complex. A station might have three levels on it, you know, a very complex theoretical piece . . . a kind
of bigger picture with the underpinning rationale for a continuing professional development leader,
and a getting started place for a class teacher or whoever.

17

For some agencies the emphasis of their work was to provide decision-makers with objective research
analysis and synthesis and the main activity was to conduct such analysis and to present it in a form which
was useful to the target audience, recognising the constraints of that particular context:

I think that what we do very well is we review the existing academic literature, interpret that in a
policy context, and . . . do that in a way where we’re very transparent about what the gaps are in
the literature.

3
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The nature of the synthesis is driven by their views and that’s a very important issue for us. We don’t
believe that any synthesis is necessarily useful for everyone.

7

We know that these folks are dealing with institutional constraints, interest group pressure and so on,
and all we’re trying to do is try to make it easier to have research evidence be one input into their
decision-making, but not the first and foremost one necessarily.

36

Agencies achieved this tailoring by various approaches on a spectrum from detailed discussions to refine
the research question with the organisation commissioning the analysis to holding more general receptions
to share the agency’s work with senior policy-makers. A strong theme that emerged from many agencies
was that of enabling potential users (e.g. policy-makers, managers or commissioners) to understand more
fully the nature of the questions they were asking for which research evidence might be relevant and the
nature of the available research evidence and its limitations:

I think, the advantage of our model is that people in my role develop a much closer relationship to the
commissioners within the local authority . . . usually they sit down and say, ‘We don’t know where to
start really, what do you think?’ And then we can talk it through . . . helping them understand both
the potential but also the limitations of the knowledge base.

12

You’re helping people by holding up a mirror and helping them really to answer their own questions,
to an extent . . . sometimes what they want is synthesis or particular bits of research but, in our
experience, mostly what they’re wanting is not what they initially thought.

7

This, in some cases, meant that the ‘product’ became less important than that earlier process of discussion:

I know from conversations with people in the [government department] that oftentimes they actually
find an output . . . no longer that relevant. What they found really helpful is it helped them think
through stuff.

3

We see the conceptual uses as being particularly powerful at that front-end about what are we
actually talking about. Is this a supply problem, is it a distribution problem, is it a physician payment
problem, is it something else? Because once you have that agreed, a much narrower set of options
then appear relevant and a much narrower set of things need to be searched for in terms of evidence
. . . In the area of health systems it’s not that often that the answer is so definitive that it lends itself to
an instrumental use.

36

Some agencies did most of their work in response to external commissions for research and analysis;
others had an underlying ‘mission’ around research impact that dictated the activities that the
organisation undertook:

The other question, the one that really impressed me most when I came to the [name of organisation]
is that the primary consideration is what kind of difference will this project make? And that’s terrific
to be able to think about, that’s the right thing to think about, and that is definitely the primary
question that’s asked.

9
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One interviewee commented on how this was very different from their experience of working in an
academic setting:

When we start out on any projects or have ideas, we’re constantly thinking about the impact this is
going to have and for who . . . Doing something just because we find it interesting isn’t . . . a sufficient
reason for doing it. There always has to be a, you know, who’s this going to impact on, who’s the
audience for this.

39

Several agencies that conducted research emphasised the importance of their being seen to be non-
partisan [‘we try to be straight-shooters on an issue where there are not a lot of straight-shooters’ (32)],
while other interviewees spoke of some organisations as having a particular perspective and ‘voice’:

Everybody knows what the [name of organisation] thinks, or the [name of organisation], what take
they’re going to have on something, and I think this comes back to our ambition. We want to be
objective, and so you kind of weigh it a bit. Yes, we could comment, but at what point does it
become partisan almost or political?

3

Some agencies that focused mainly on research products had expanded their role over time and were
starting to consider how they could get more involved with developing the capacity of those in the field to
use evidence. Others saw their role purely in relation to the production of robust evidence or saw their role
as being a custodian of a set of public data that only they held and enabling people to use that data to
inform policy and practice.

So, while most agencies were involved in producing research-based products in one form or another (and
few agencies solely focused on such products), there was a sense that creating and sharing products had
an attraction and a momentum that was irresistible. Innovation in the field was present (with new types of
products being produced) but balancing this production of artefacts with more interactive dialogical
activities was a tension.

Emphasising brokering
We included in our sample agencies that were seen primarily as intermediaries. For these agencies, but
also for others, a main focus in knowledge mobilisation was enacting a knowledge brokering function and
supporting interactive exchanges around research. The term ‘knowledge broker’ was not always used
explicitly within organisations: ‘that is not a term that’s generally used in this organisation, but I think that
is a large part of our function’ (35).

While for some organisations the agency itself was the broker, other organisations had employed
individuals in knowledge broker and boundary-spanning roles:

We’ve worked at three levels in terms of our partnerships . . . one has been at the commissioning level,
one has been at the managerial level, be that executive level or middle managers, and the other has
been working with frontline staff . . . What, for me, has been one of the significant things is how
we’ve developed people within [name of organisation] who have clear boundary spanning roles that
they operationalise very effectively at those different levels, and how those people also act as
knowledge brokers.

23
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Several agencies put on a range of events to foster dialogue (e.g. seminars, round tables, ‘Cafe
Scientifique’ public discussions or lunchtime meetings in government buildings):

We hold mini-dialogues where we might bring together . . . 25 to 50 people who were really
interested in this particular issue. These are key interests who actually have the ability to do something
differently in provincial or territorial governments or regional health authorities or medical associations
or life insurance companies or whatever, depending on the issue . . . [The researcher] would present
the findings of their research and then we would start asking some questions about how people could
actually use this information in their work.

30

Facilitating and supporting networks of practitioners, managers and researchers was a key way that many
agencies performed this brokering role:

That network was conceived and built as a network that would put together the basic scientist with
clinical scientists, with health services kind of people, with population health kind of people or social
scientists. So it put people together, starting 14 years ago. The first couple of years was like babble
[laughs] . . . today I would say that particular network . . . has a huge legacy of having created, within
that particular pool of people, an understanding that wouldn’t exist in all areas.

8

Several interviewees emphasised the organisation’s role in providing the opportunity (whether face to face
or in online networks) for people who would not normally meet to discuss different perspectives and to
consider pluralistic methods and the integration of research evidence alongside practitioner and service
user expertise:

This intermediary brokerage around supporting and initiating interactions, basically building
relationships between practitioners and researchers, and also between practitioners and other
practitioners about their use of research.

2

We see ourselves as trying to inform, to help policy-makers access research findings, and [to help them
to] commission . . . research that’s useful to their needs, and we see ourselves helping researchers by
knowing what policy agencies are interested in and by forming partnerships and research questions
that are of interest to policy-makers.

44

We see our role as the sort of water carriers, sitting between policy-makers and scientists, walking
between one and the other, carrying information, changing the way one group thinks in order to be
able to speak to the other group.

11

Other approaches that agencies were using to try to break down barriers between ‘researchers’ and ‘users’
included providing teaching for pre-registration education programmes for practitioners; having research
users on grant funding panels and giving equal weight to assessments of potential impact and assessments
of scientific merit; quarterly research meetings that provided an opportunity for local practitioners to meet
and discuss with researchers how the research conducted locally fitted with the problems that local
practitioners were facing; and fellowships and secondments to enable practitioners and policy-makers to
work with the research organisation. One organisation had created a ‘media centre’ to connect researchers
and journalists and a parallel centre to connect researchers and practitioners. Another interviewee
described the establishment of a ‘rapid response’ research advisory service. The service was publicised by a
video on the organisation’s website and by postcards and other promotional materials to explain what the
service offered and how to access it. The service was managed by a researcher who had the skills and

FINDINGS FROM THE INTERVIEW DATA

NIHR Journals Library www.journalslibrary.nihr.ac.uk

52



experience to be able to interpret the initial enquiry and either respond to it or broker it to other
individuals or organisations as appropriate.

Some agencies saw their role as being to provide a space to enable people to ‘take a step back’ and think
creatively about what sharing evidence might look like, both in relation to their own context and more
broadly. Many organisations emphasised the need for humility and openness about the lack of obvious
‘answers’ in many situations:

So much of this is people skills, you know, sitting down, being prepared to say I don’t know . . . we
are not there to tell people what to do, we are there to bring people together and provide them with
the structures to think and talk and arrive at their own conclusions about what they want to do.

11

We don’t try to offer people the answers, but we just try to create the framework within which people
can think strategically and imaginatively. That’s really hard . . . we deliberately, I think, wanted to be an
organisation that spent a lot of time listening and making sense of things with people, and then
feeding back some tools. Say, OK, here’s one way of looking at your situation, how does that help
you make sense of it?

26

The importance of discussions leading to practical action was emphasised by several organisations. They
were keen to bridge gaps in the existing infrastructure and to enable groups to talk to each other as the
precursor to collaborative practical projects:

Right from the word go we said we didn’t just want to be a talking shop, we didn’t want to be a
discussion group . . . we used what came out of those discussions as a foundation for real
collaborative projects where we try and identify gaps in the infrastructure . . . and then pursue those
and try to get them off the ground.

2

Advocacy for research-based evidence and its value in decision-making in policy and practice was another
component of the brokerage role for some agencies:

We certainly don’t see evidence as the only way decisions are made, and in fact it’s rather a small part
in lots of decisions, but we had to make the case of why it’s valued and not just take it for granted.
It’s a fairly obvious thing to do, but particularly from the point of view of our target audiences, i.e.
decision-makers, who have so many other pressures. So I think we have to continue to make the case
and engage with the real world of politics and suboptimal decision-making.

16

One agency described how part of their strategy was to put a narrative or ‘human face’ around the
numbers to enable policy-makers to understand and remember the data more easily, and encouraging
researchers to engage more fully with the worlds of policy and practice and supporting them to do so was
a key role for other agencies:

We do think that we have a role in promoting the importance and the benefit to the wider academic
community of being involved with wider society, and that we will help them and provide them with
tools, knowledge, resources, people, to be able to understand how they can best transmit the
knowledge that they’ve created, but also benefit from wider knowledge in society.

43
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I think also to get [researchers] not to think of it as some extra thing that is really kind of challenging
but to think of it as sort of integrated within their project. And I think if you asked a straw poll of
academics and said ‘Do you know what knowledge exchange is?’ people might get a bit panicked,
but then if you said to them, ‘Do you want to influence practice with the research?’, everyone would
probably say yes, and then maybe give you lots of ideas [laughs] about what they’re doing. So I think
it’s trying to kind of demystify it in some way.

25

The interviews, then, demonstrated the enthusiasm and commitment of many agencies towards bridging
and linking across multiple worlds. Moreover, they brought to light a range of innovative strategies for
accomplishing this, and recognition of the need to link talk and tools to action.

Emphasising implementation
Some organisations saw their role as supporting evidence-based improvement in frontline service. For
example, some health-care agencies had comprehensive implementation programmes working with all of
the key stakeholders: bringing together clinical experts in those specialties they had chosen to focus on
with experts in knowledge mobilisation and information analysts; determining with health commissioners
and providers those areas of care most likely to benefit from changes in practice; amassing the most
up-to-date evidence and working with providers to implement agreed changes on a trial basis initially and
then rolling them out more widely, dependent on ongoing evaluation showing that the improvements
were being achieved and sustained:

. . . hands-on implementation in the real world, very messy work, where we have partnered with our
NHS organisations to work with them on their priorities and, in so doing, to bring in a rigorous
approach to implementation and knowledge mobilisation that often NHS organisations have not used
so much in the past.

23

Key to such work was often a philosophy of co-production:

That was some initial work which we deliberately set out to do to capture some of the innovation that
was happening in our NHS partners at the time . . . because it was a very useful way of actually
acknowledging to the NHS partners that they had a lot of expertise to share and contribute . . .
It wasn’t just [the agency] coming in as the so-called expert.

23

If the research is co-produced, if it is co-owned and co-defined and there is involvement and uptake,
as the work proceeds, then you do away with those artificial distinctions [between the producers and
the users]. You are just people round a table who bring different skills to the mix. One is not better,
one doesn’t produce a product that you then have to try and implement, you’ve actually worked
jointly on a problem that is evolving as you go along.

24

Typically, such agencies used a range of approaches from improvement science or quality improvement
[e.g. Plan-Do-Study-Act (PDSA) cycles, implementation bundles] and provided ‘capacity building’ training to
foster research appreciation and research skills through training events, fellowship programmes and
secondments for health and social care professionals:

We then have stuff around skills and confidence for the workforce . . . So that’s really working with
people to demystify some of this, to show them that it is actually core to their everyday business.

13
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We’re really talking about . . . turning research evidence into usable formats at the point of care . . .
but also [about] teaching health professionals how to go about using that information at the point of
care in their everyday decision-making.

31

Among the implementation supports provided by one large agency were tools and examples from a range
of facilities (so that organisations could find an organisation that was similar to them); combining pieces
of evidence in a way that made implementation and spread easier (e.g. implementation ‘bundles’ of the
‘necessary and sufficient’ components); providing practical tools and steps including tailored information
for different audiences and generic tools (e.g. budget plan, quality improvement measures) to avoid
individual organisations having to devise their own; using well-respected champions (e.g. from professional
bodies). This agency also sought as their underlying philosophy to be an ‘ally’ to organisations
implementing change:

. . . so that the facilities feel that we’re on their side, and this is about helping you to help your patients
and to make your life easier . . . it is a friendly ‘let’s do this together because we want to’; kind of the
intrinsic motivation as opposed to extrinsic motivation.

30

Another agency employed ‘implementation fellows’ embedded in bridge-building roles in hospitals, with
initial funding, education and training provided by the agency and subsequent funding provided by the
hospitals themselves. They were now investigating the possibility of these individuals acting as regional
hubs and providing more of an outreach role beyond their primary organisations.

One agency described how they saw their role as enabling organisations to take the next step towards
implementation: providing them with practical suggestions applicable at their level:

I think often we see that people are too theoretical . . . or they’re too dogmatic about a particular
approach, and people go, ‘well that’s not going to work here’, and then quickly just push it off to
the side.

30

. . . we get into the [basics] of how could you actually start doing this . . . if you wanted to get started
on this tomorrow you could just take this one document and start working through it.

30

Several interviewees emphasised their organisation’s role in helping to bring implementation science to life:
providing consultancy services and tools to help service providers re-examine their services and providing
them with the tools for data collection and analysis. The aim was to use implementation science and turn
it into practical tools for research and analysis. They recognised that, although theories of change were
important, what services often needed was practical models to help them to think about their
own circumstances:

It’s often review of existing services, trying to re-engage what they’re doing with the evidence . . .
Services that have been up and running for a long time have often drifted quite a long way from initial
conception and, they have a particular kind of implementation reality which they have to respond to.
So we’ve been trying to develop . . . services which help them review that and then take the
information from that kind of review back into their practice.

21
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There were several ways in which agencies sought to embed implementation more fully and to ensure that
their activities around implementation had a stronger and more sustainable foundation beyond the
individual projects. One way was by adding to the wider knowledge base:

I’m very committed to being part of a scientific community and making sure that the work we do is
contributing to theory building and the collective gradual accretion of empirical evidence about what
works in implementation and what doesn’t . . . there’s a very active kind of feedback loop between
what we’re doing out there in the field, working alongside practitioners with our sleeves rolled up,
and policy-makers too, and then feeding that back into how we’re thinking about the theory.

21

This required engaging with research funders to try to persuade them of the value of more robust and
insightful implementation research:

. . . gradually persuading funders to start thinking of things as an implementation as well as an impact
evaluation. And then increasingly we’ve started to see funders commissioning just implementation work.

21

A second way to embed implementation more fully was to extend the geographical spread of promising
practices. Several organisations used a ‘train the trainer’ model so that research capacity building
programmes spread more widely. Other agencies had an explicit regional or national remit:

One of the things that we aim to do as a national organisation is to spread the outcomes of work
that’s making a difference across the country, share it with others . . . once you’ve evaluated, [and
found that] this project has really made a difference, then we do webinars [and workshops] on it to
share that across the country.

30

I think what we’ve learned, particularly in social care, is that essentially an organisation like ours is
primarily about influence . . . we might influence using certain levers but we’re basically about
influence. So our strategies have been about . . . increasing our reach into the sector, looking at ways
in which we can become better known, and then actually have people use our products.

14

In sum, some agencies that funded research had always had a mandate for implementation; for others a
focus on implementation was a more recent development. Agencies used a range of methods to
encourage researchers to consider the potential for implementation either at the initial funding bid stage
or with additional funding or recognition for knowledge mobilisation activities at the end of the project.
Conversely, some agencies that funded service innovation projects sought to ensure that these were
underpinned by research by requiring those bidding for implementation funds to demonstrate as part of
the bidding process the evidence base for their proposals. A concern with sustainability and spread was
evidenced in many of the interviews.

Target audiences
Inevitably, the target audiences of the agencies we interviewed were closely linked to their overall role in
relation to knowledge mobilisation and to the structures of their sector. Most commonly for agencies the
main target audiences were policy-makers and/or those working to deliver services (e.g. professionals,
managers or commissioners). Many agencies had a broad range of groups as their target audience:

Our main stakeholder groups for all of our network activities include policy-makers and government
and other places, system planners, researchers, clinicians and service providers, people with lived
experience, and family members.

28
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For others it was broader still, ‘from bench to bedside and back’, including groups such as basic scientists
and even those in other sectors (e.g. agriculture).

Some interviewees commented on how important it was to keep the target audience in mind:

It is very easy, in my experience, for producers of knowledge products to become very caught up in
the methods of production and to forget about, or not pay sufficient attention to, who it’s actually for.
So we have tried to get much, much better at understanding our audience.

14

For each initiative I think we try to get clear on who we’re really serving.
30

Target audiences were not fixed but could evolve over time; some agencies found that the work they
initially did with one group was increasingly used by other groups. Conversely, one social care agency
found that the voluntary sector organisations with which the agency initially worked struggled to identify
their knowledge gaps. The agency therefore switched to working additionally with local authorities as
partners and found that these organisations had a much clearer sense of their own knowledge gaps and
could work more effectively with the agency to improve practice within the sector.

It was not uncommon for agencies to start with a defined audience (e.g. researchers and government) and
then to broaden this out to other groups:

Now we’re talking to professionals, we’re talking to people who are actually doing the implementation
and also other financers, I mean like insurance companies, that want good-quality care.

27

Another agency described how national legislation resulting in major changes to the structure of the
health-care system had opened up a range of new local policy-makers and commissioners and of
community bodies as part of their audience. Other changes in the UK health and social care sectors that
were aimed at bringing health and social care more closely together had impacted on the work of some
agencies, who found that they now had larger and more diverse audiences with which they were
less familiar:

The integration of health and social care is going to broaden our audience significantly, which is quite
a challenge, because then it’s about building new networks and connections, which is where a lot of
the energy goes in terms of both promoting our organisation and its work and sharing knowledge
and information.

35

Interviewees commented on the need to tailor approaches and products for the different audiences
(e.g. service commissioners or frontline practitioners). However, at times, there was some tension between
allocating resources and attention to the various target audiences:

We’re trying to do this work with schools and we think that that’s wonderful, but you know,
policy-makers have money and some leverage [laughs] and we would like to influence them very much.

7
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There were also constraints arising from lack of resources that prevented agencies from differentiating
between different sectors of their target audience (e.g. between different health professional groups):

We have thought a long time about segmenting them, there’s a lovely long set of documents about
how we describe them to define the audiences [laughs] but that’s largely for market research, because
when it comes to producing the guidance we don’t have the resources to tailor the products for those
different professional groups.

40

The extent to which research producers worked alongside potential users varied; some agencies did a lot
of partnership work in carrying out the research:

The other thing that’s really core to the way we work is we do a lot of partnership work, so we do a
lot of close work with external organisations. So all of our research projects would have non-academic
partners of some sort on them, either as partners and researchers, or in an advisory capacity . . . we’re
trying to embed relevance in the project from the start, and we’re trying to open up communication
channels with potential users from the start.

19

Another agency described how involving potential users from the outset made sense not only in terms of
increasing the relevance of the research but also in terms of increasing the likelihood that it would be
disseminated and used: ‘You’re building a kind of sea of champions’ (33).

Identifying and understanding audiences was a core component of many agencies’ work. However, tensions
were discernible as agencies expanded the view of who were relevant audiences and as they tried to cater for
the diverse needs of these audiences. Knowing to whom you were trying to transmit messages, or whom you
were attempting to broker between, often brought in train a clearer understanding of the challenges rather
than simplifying the actions required.

Involving service users and members of the public
We asked interviewees whether the organisation involved service users (e.g. patients, carers, parents,
pupils or clients) or members of the public in their knowledge mobilisation activities. Some organisations
had a clearly articulated approach to involving service users and/or the public in their wider activities, but
only rarely did this involve specific roles for these groups in knowledge mobilisation. For example, some
health research funding agencies had a requirement that the patient perspective be included in all research
proposals and they had both patient panels and patient representatives on the commissioning bodies that
made decisions about research funding. Another funder described how they held around 200 ‘Cafe
Scientifique’ public discussion events every year. Other interviewees stated explicitly that their target
audiences were groups other than the public or service users (e.g. policy-makers or practitioners):

I’m not sure we have the resources to access that community [the general public] and I’m not sure
that’s the best way of achieving impact either somehow.

3

One interviewee commented that the thinking about including service users and members of the public
within knowledge mobilisation activities was at an early stage in the sector:

In terms of knowledge mobilisation I don’t think people are necessarily thinking about it from that
perspective, about patients or the public being an agent for that, but I think they probably could be.

35
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One interviewee from a health research organisation commented that, although their partner organisations
were increasingly familiar with involving patients and members of the public in research projects, it was
less common to involve them in service improvement projects and so this had been a challenge, not least
in identifying groups from which to draw participants. The interviewee also felt that it was important
to add to the currently limited evidence base on involving patients and members of the public in
implementation work and so they had conducted a literature review and written up some case studies to
help other NHS organisations to learn from their work.

Another interviewee from a health research organisation described how she believed strongly that it was
important to involve patients in knowledge mobilisation:

. . . there’s a quote in [Crossing the Quality Chasm] about ‘the transfer of knowledge is care’, and I feel
there’s something really profound and important about that, that when a practitioner service is caring
for a patient it’s not just the tasks and activities and processes of care, it’s how that knowledge that
they both have is actually translated into making things better for the person. So I’ve always wanted
very much to make stronger links between the resources of knowledge that are designed for patients
and the public, and processes of knowledge that are designed for practitioners and professionals.

38

For some the inclusion of service users was less a matter of the ethos of the service and was more driven
by pragmatic concerns:

I think the voice that actually helps bring all of the other voices together is the patient. If a basic
scientist can say it clearly to a patient then they can say it clearly to a policy-maker and vice versa, and
without, I think, having that voice at times, we tend to be too stuck in our own disciplines.

8

One agency commented that, although the inclusion of service users in determining the organisation’s
activities was not new, what was new was that service users were now being asked to consider broader
service and system issues:

So it really stretches people, and it can be positive or negative because they’re being asked for advice
where they have to interpret their lived experience to provide a response, rather than just explain what
their experience was.

28

For one health research organisation, their approach to providing patients with information had changed
over time: initially they funnelled published information for patients through health professionals, but more
recently they had begun to involve patients and their families directly in all aspects of their work, from
protocol development to drafting evidence summaries. Another agency described how this side of their
work had recently expanded because of the skills of a particular colleague and that it was increasingly
becoming a core component:

. . . for us it’s become essential, because I see that the inputs coming out of that are profoundly
complementary to what we’re getting out of the stakeholder dialogue . . . it’s almost one of those
cases of I can’t believe we thought we could get away without doing this.

36

Another interviewee also commented on how valuable it was to have infrastructure to support activities
with service users and members of the public; this agency had a member of staff who had experience
working with this client group and who was able to help to equip staff with the necessary skills and to
support the user group.
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The need to avoid tokenistic involvement was a strong theme of many comments on this issue. One
interviewee commented that engaging the public was a stated objective of the organisation but that in
practice this was perceived to take second place to other work:

I think, bearing in mind how some of my colleagues have spoken about it, that they think it’s a poor
relation to engagement with particularly the business sector.

43

The balance between producing knowledge products for the public and for professionals was raised by an
interviewee from another organisation with a dual focus:

If you talk to different groups there is a differing set of opinions about what’s the balance of our focus
on a public citizen audience versus a professional audience. We do in fact have a number of key areas
of work where we produce pieces that are for both audiences.

42

Interviewees commented that one of the main benefits of having service users or patients so closely
involved in the research was that it gave the research greater credibility and impact. Equally, they felt that
it was important that both the researchers and service users benefited from their involvement.

In summary, involving service users or members of the public in knowledge mobilisation activities was not
a primary focus for the majority of the organisations we interviewed. Although for some organisations
(particularly in social care and in mental health services) this was routine, other organisations, while
sympathetic to the principle, struggled to develop such activities in the face of competing priorities and in
the absence of clear guidance in the literature or individuals with specific skills and experience in this area.
Many interviewees were concerned that any such involvement should be meaningful rather than tokenistic
and that it should provide benefit to the service users as well as to the research.

Drawing conclusions on agency roles
We commented at the opening of this section that these three role categories (emphasising products,
brokering and implementation) were broad and not exclusive: in many cases, agencies were doing a
combination of activities that did not fit neatly into one of these categories. There were also evident
tensions in the agencies as they sought to balance their activities. In particular, the pull back towards the
creation and promulgation of concrete products was palpable, and contrasted with the open-ended
uncertainty of pursuing interactional activities and implementation support. What began to emerge as the
data analysis proceeded was that agencies exhibited patterns or ‘bundles’ of practice around knowledge
mobilisation, and we develop this analysis further in Chapter 6.

Looking across the agencies, we can see that there was differential engagement with different domains of
the conceptual map (see Chapter 3). For some agencies their main emphasis was on knowledge products,
suggesting a preoccupation with collating and synthesising particular forms of knowledge, while also
being alert to the potential users of that knowledge. Other agencies emphasised brokering, suggesting a
greater degree of engagement with the issues raised under the ‘connections and configurations’ domain
of the conceptual map: what networks, roles or processes were most conducive to bringing diverse
groups together around sharing research knowledge? For other agencies, their main emphasis was on
implementation, suggesting engagement with particular areas of the ‘purpose and use’ domain and also
close attention to the domains around ‘actions and resources’ and ‘people, roles and positions’. Context
was an important consideration for all of the agencies, no matter whether their emphasis was on
products, brokering or implementation.

Having discovered the rich range of knowledge mobilisation practices in agencies, we now turn to trying
to understand how these portfolios of practices have come about.
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Developing knowledge mobilisation in agencies

The interviews explored how agencies had developed their knowledge mobilisation activities and examined
the relative influence of different factors. We also talked to interviewees about their views on innovation in
knowledge mobilisation and asked them to what extent the academic literature had influenced the
development of activities in their organisation.

In this section, we first explore what interviewees said about innovation in knowledge mobilisation. Next,
we review the extent to which models, theories and frameworks from the knowledge mobilisation
literature had influenced the organisation’s choice of knowledge mobilisation approaches. After this, we
explore in turn what emerged as the other main drivers behind the knowledge mobilisation approaches:
taking a strategic approach; the influence of funders and other powerful stakeholders; the role played by
changing conditions in the sector; and the role played by earlier experience or evaluations. This final point
acts as a bridge to the concluding part of this chapter, which examines in depth how agencies are using
evaluation to shape their practices.

Innovation in knowledge mobilisation
We asked interviewees to highlight what they saw as the innovative knowledge mobilisation activities in
their organisation. This question prompted reflections from some interviewees as to the very nature of
innovation in knowledge mobilisation. One interviewee commented that the question raised issues about
the state of the field: as there was a lack of established practice in knowledge mobilisation, almost any
activity could be deemed to be innovative. Another interviewee commented that ‘innovation’ had become
‘something of a bandwagon’, and that given the broad spread of activity in the knowledge mobilisation
field (with some agencies taking a more proactive stance than others) there was a tendency for some
organisations to claim as innovative practices which would be regarded by another organisation in the field
as established and mainstream: ‘I’m always a bit wary of claiming to be innovative or at the cutting edge,
although we do seek to be’ (13).

Someone gave this whole talk about innovation and then talked about putting on an exhibition in the
city centre and I was like, hmm, haven’t we been doing that for quite a long time? Is that innovative?

19

Some commented that they perceived that what they were doing was not particularly innovative for the
sector or for the knowledge mobilisation field but that it was new for their organisation. One agency
commented that they saw as innovative the fact that they were now seeing research as a whole process
and wanting to involve different parties in it. Among the measures funding agencies were taking to make
research more useful was working with researchers who submitted unsuccessful funding bids to refine
their RQs and designs rather than just rejecting the application. They were also broadening the range of
research designs that they funded and were encouraging the publication of a wider range of studies,
including more observational studies and so-called ‘failed’ studies:

You’re not going to be able to publish, you know, nice observational studies in top journals. And
that’s something that we can influence also, as a financer. Also things like paying for publication of
research which has failed [to find things] because people can learn a lot from that.

27

This agency was also focusing on de-implementation as part of the process of implementation: ‘OK, if this
is new and cost-effective, what do we need to stop?’ (27).
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Sometimes interviewees perceived that although the approach itself was not new, they had been able
to go further with it than other organisations. For example, one agency commented that they saw their
online network as innovative because it was working well, whereas their earlier experience of online
networks was that they often struggled to gain initial momentum and to sustain involvement in the
medium term. They considered that one of the success factors in their case was that the online network
built on an existing ‘people-driven’ network.

Many interviewees commented that they did not think that their organisation was particularly innovative.
They recognised that they were still using traditional approaches and needed to encourage more
engagement with research knowledge:

So at the minute we kind of just put stuff on our website and, and hope people see it and use it.
I think we’re looking to kind of draw attention to that a bit more.

6

The way we work is pretty much still research outputs modified to suit users, and essentially presented
to users with a chance of some interaction, but I wouldn’t describe it as more complicated than that.

48

In discussing innovation and knowledge mobilisation, the use of social media was raised fairly frequently
by interviewees. Some interviewees were enthusiastic about its potential to facilitate significantly greater
spread of research messages (e.g. by alerting potential audiences to research findings):

Of course it’s limiting in terms of getting sophisticated messages across, but you can refer to the
full-blown journal articles in your tweet and just have this incredible scale of potential audience, and
very quickly. So yeah, I think it’s not going to be the answer in isolation at all, of course not, but it’s
definitely a significant part of the mix.

16

Another interviewee described how they were using social media not only to promote research products
but also to encourage interaction and feedback on those products:

So instead of just saying, here’s this great document, you know, send it out and use it, it would be,
you know, here’s this fantastic document, come speak about it on our collaborative spaces and let us
know how you’re using it so we can try to use it as evaluation as well.

33

Others commented that there were challenges in using social media because it was a relatively new
mechanism and one about which some researchers and some organisations had concerns.

Overall, although we had purposefully selected agencies on the basis that they might be innovative, we
did not find that many agencies were comfortable with this term and we found much ambivalence about
whether or not innovation was in fact being achieved. Many respondents played down their organisation’s
achievements in knowledge mobilisation and were reluctant to claim the label ‘innovative’.

The influence of models, theories and frameworks
Interviewees were asked about what lay behind their organisation’s approach to knowledge mobilisation,
and specifically whether or not and how any specific models, theories or frameworks from the literature
informed the approach. The extent to which the knowledge mobilisation literature had influenced
organisations in developing their knowledge mobilisation activities was very variable. Responses lay on a
spectrum from organisations whose approach was not underpinned by any obvious literature, through to
those who were drawing in explicit and detailed ways on published models (Box 4 lists the main
sources cited).

FINDINGS FROM THE INTERVIEW DATA

NIHR Journals Library www.journalslibrary.nihr.ac.uk

62



BOX 4 The main models, theories and frameworks used in agencies

Models, theories and frameworks

l The PARIHS Framework (Kitson et al. 199852).
l The KTA Cycle (Graham et al. 20061).
l Push, pull, linkage and exchange (Lavis et al. 2006;10 Lomas 200053)
l The three generations framework (Best et al. 200863)
l The IHI Model for Improvement (Langley et al. 199649).
l PDSA cycles (Kilo 199850).
l The Greenhalgh model for considering the diffusion of innovations in health service organisations

(Greenhalgh et al. 200431).
l Walter et al.’s three models of research use (Walter et al. 200460).
l The Consolidated Framework for Implementation Research (Damschroder et al. 200965).
l Fixsen’s Stages of Implementation Model (Fixsen et al. 200533).
l The Levin model of research knowledge mobilisation (Levin 200459).
l School Improvement Model (EEF71).
l TRiP-LaB’s Develop, IMplement, Evaluate (DIME) approach.167

l After Action Review (Bray et al. 2013168).
l Ovretveit’s three approaches to widespread change (Ovretveit et al. 2011169).
l Dimensions of school leadership (Robinson 2011170).
l Joanna Briggs Institute model of evidence-based health care (Pearson et al. 2005171).
l Buxton and Hanney’s payback framework (Buxton and Hanney 1996172).
l QUERI Six Step process.173

l RE-AIM framework (Best and Holmes 201020).

Other bodies of work that agencies drew on

l Statistical process control.
l Stakeholder mapping.
l Contribution analysis.
l Process mapping.
l Implementation science.
l Systems theory.
l Knowledge ecosystems.
l Ecological systems theory.
l Network theory.
l Cognitive–behavioural theories.
l Organisational change theories.

IHI, Institute for Healthcare Improvement; QUERI, Quality Enhancement Research Initiative; TRiP-LaB, Translating

Research into Practice in Leeds and Bradford.

Note

Many organisations had developed their own models and used these instead of or in addition to those listed

above. Others adapted multiple models.
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Of those organisations which were drawing on the literature, the degree to which they were using it
varied from the explicit use of one or more models from the literature to a more general drawing on
theories or approaches set out in the literature (e.g. basing the organisation’s approaches on the concept
of ‘linkage and exchange’, or on relational approaches to knowledge mobilisation, or loosely drawing on
systems theory). Where interviewees named particular authors (rather than models) as having influenced
their thinking, the same few names were mentioned (e.g. Weiss, Lavis, Lomas, Best, Davies and Nutley).

Some organisations positioned themselves very explicitly in relation to the literature and had a clear
rationale for this choice:

We’ve looked at what seems to make sense to us, but also importantly what makes sense to our NHS
partners . . . this was something that they could understand and identify with. So that’s been a key
issue in terms of the different frameworks that we’ve selected.

23

One agency had commissioned its own expert review to inform the development of their knowledge
mobilisation strategy; the interviewee described how this theoretical underpinning had been helpful in
strengthening the agency’s conviction about the approaches that they were developing and had increased
the organisational support for that.

Another agency had, in consultation with experts in knowledge exchange and with policy and practice
audiences, developed their own model to guide their work:

We needed to have a model that spoke to a broader range of knowledge and who is engaged in
driving the process, not solely from the perspective of developing a research project . . .

42

Another organisation described how they had been strongly influenced by the work of Lomas and by
Best’s three generations framework.63 They wanted to challenge the dominant model of knowledge
exchange in their sector (public health) and to bring a more relational approach to sharing knowledge:

The theoretical model that dominated everything was that medical model, that linear view of
knowledge implementation, you know, knowledge, you produce it, you publish it, the message speaks
for itself, people take it up, and if they don’t they’re stupid or lazy or wilful. That kind of very clear
message. And, so there were a number of us . . . (who had) those early discussions about how can we
run counter to this tide?

24

They emphasised that they were not following the models slavishly and suggested that a cooking
metaphor was a good depiction of their approach:

We’ve got in our head how to cook translational cake or how to bake in this style, and we pull it in
but not necessarily as a recipe, it is just an underpinning kind of set of skills and orientation.

24

Several organisations described an eclectic approach, drawing on more than one model, or on a range of
ideas and approaches: ‘we were quite explicit that we would draw on several models because we didn’t
feel that any one model was adequate.’ (1)

We’re very open-minded. But I’m sure some clever philosopher of science could say, well you’re
actually very narrow [laughter], but there isn’t one particular approach I think that we’d say would
be dominating.

16
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Some agencies did not rely on the knowledge mobilisation literature but drew on related literatures
instead or in addition. The quality improvement or implementation science fields were used by some
agencies as sources of methods and tools for their implementation work (e.g. small cycle learning,
statistical process control). Some interviewees had a disciplinary background other than knowledge
mobilisation (e.g. organisational theory, cognitive–behavioural science, political science) that informed their
work and whose literature they tended to draw on instead:

I guess maybe because my PhD was in political science and I’ve had so much exposure to that . . . it
just kind of pervades all of my thinking. You know, I’m constantly thinking about policy legacies or
path dependency and I’m thinking about different types of institutional constraints.

36

Other agencies developed initiatives first and then drew on the literature at a later stage. One interviewee
described how the organisation’s work had initially developed organically over time and how he had only
later drawn on concepts around communities of practice to inform further development.

Some organisations did not look to the knowledge mobilisation literature for inspiration about the work of
the agency but instead they tended to find ways to learn from those who were already working
successfully in knowledge mobilisation in a range of fields:

It’s more in the people who have been working really productively and in particularly sort of focused
spaces, where the real richness is.

26

Another agency described how they drew less on the literature and more on an ‘experience-based
knowledge base’: they brought together people with experience in particular areas (e.g. collaboration,
scaling up) to learn from their experience and then produced guides to help share this learning
with others:

We ask them, OK, what did you do and what would you do again if you had to do it all over again,
and what would you advise someone else who has to start doing that kind of thing now?

27

This interview question prompted many comments on the existing literature and on the adequacy of the
current models; several interviewees expressed regret that the existing models and frameworks were overly
complex, hard to operationalise or limited in scope:

Some of it is quite difficult, the language that’s used, sometimes it’s quite hard to put all of these
disparate groups’ thinking together in a cohesive way, and say well what does that actually mean
in practice?

35

I think theory is incredibly important and making conceptual distinctions is very important, but I rather
felt that a lot of the complicated models with arrows going in every direction haven’t been particularly
helpful. So we’ve tried to kind of always go back to basics and say what are the really crude basic
building blocks here and what are we looking at.

7
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One interviewee suggested that a further problem with models was that basing knowledge mobilisation
activities on any one model was likely to prove restrictive, given the likely changes in contextual
circumstances, policies and ideas in the sector. Another interviewee went further and expressed a personal
preference for ‘getting things done’:

I have a bias here, I just want to get things done and I have very limited patience for elaborate
theoretical frameworks. That’s just my own particular bias and it reflects my background in policy and
in administration as opposed to academia perhaps.

15

Others commented that the evidence base was largely around facilitating change at a local level and that
there was very little in the literature that could help national agencies to determine their approach. There
were also comments that the challenges of knowledge mobilisation in the health, social care and
education sectors made it hard to apply simple approaches from other fields:

Now that’s not to say that we can’t learn from how people do their marketing strategy and get people
to buy stuff, but it’s just that it’s slightly more complicated than that, I think.

6

Those interviewees who said that their organisations were not using the literature explicitly typically said
that knowledge mobilisation theories and frameworks were not in the forefront of individuals’ minds on a
day-to-day basis, although specific theories of change might be considered in relation to specific projects.
We observed some gaps between ‘espoused theory’ and ‘theory in use’.174 For example, in some cases
models and tools that were fairly prominent on an agency’s website were not referred to by the
interviewee, suggesting that these were not at the forefront of the work of that individual or organisation.
Conversely, some organisations were implicitly using theories but were not doing so explicitly. For example,
one interviewee commented: ‘I think we’re shamelessly atheoretical [laughter]. It’s a very pragmatic
environment’ (46); yet another interviewee from the same organisation described how their knowledge
mobilisation approaches were designed to use peer pressure between organisations to encourage evidence
use: an approach that implicitly drew on existing theories of organisational change.

In summary, some organisations were drawing on models, theories and frameworks from the knowledge
mobilisation and/or other literatures (in some cases following an extensive literature review and consultation
with experts in the field). Others had developed their own models and tools either from scratch or as
adaptations of published work. Use of several models in order to combine the most appropriate features of
each was common. No one model or set of models appeared to dominate. We observed a fair degree of
frustration with the limitations of the existing models, theories and frameworks, which many interviewees
perceived as overly complex and hard to operationalise. It was, therefore, not surprising to find that some
organisations had developed their knowledge mobilisation approaches somewhat independently of the
published literature, taking a more pragmatic approach.

Strategic and pragmatic considerations
More strategic and pragmatic considerations (rather than theoretical thinking) underpinned much of the
knowledge mobilisation activities discussed in the interviews.

We come together and we say, all right, let’s look at the data, what is it going to take, what do we
know, and then let’s talk about what we’re hearing in the field, what are people struggling with, and
then design a strategy to meet that.

30
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Early development was often described as fairly pragmatic, with greater clarity and the development of a
more focused strategy emerging over time:

As the projects have developed it’s become easier because we know we’re trying to achieve
something that’s . . . become . . . clearly defined as we’ve gone along.

2

Realistic assessment of the potential for change was also a driver. For one agency, being strategic meant
choosing to do research only on policy areas that could feasibly be implemented in a reasonable time
frame, and not focusing on those that were too far outside the prevailing discourse and policy direction.

However, organisations also commented that a focused and strategic approach did not rule out the need
for adaptability:

That’s been the whole narrative of our evolution as a group, that we keep thinking that, oh well once
we add this programme, we’ll be sorted out, you know, once we have [name of programme], surely
that will help solve the problem, or once we have briefs and dialogues going alongside [name of
programme], well that will be enough. And then over time we just realise that there’s so many pieces
that need to be in . . . I sometimes call it a healthy eco-system for using evidence in decision-making.

36

Although some organisations described strategic approaches to developing knowledge mobilisation
activities, the development of knowledge mobilisation often appeared as a combination of strategy and
serendipity (emergent approaches, and ‘muddling through’):

The approaches we take – none of them are as we envisaged, they’ve all morphed in relation to need
and contextual changes, and have evolved over time.

24

Thus, for many organisations, the development of their knowledge mobilisation activities arose from a
combination of pragmatism and other factors rather than from strategic vision alone.

The influence of funders and other powerful stakeholders
A key driver for many agencies that affected the content or clinical focus of programmes undertaken or
the nature of the research that would be shared included political pressure from government or national
bodies, changes in external reporting requirements for stakeholders (e.g. around readmissions or
medication use) or research evidence ‘horizon scanning’ by leaders within the organisation. The remit that
their funder or governing body gave them was also a major driver for many agencies, particularly in the
case of agencies funded by governments. They recognised that their work was often driven by high profile
policy initiatives and that this gave them less control over their overall direction than some other
organisations (e.g. universities):

There is also a very clear agenda from government . . . research funders have got to get into the space
of knowledge mobilisation.

43

I would say that there has been a pressure or a push towards prioritising projects that typically go into
decisions for money, or to important policy decisions.

45
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Key individuals too had often played a strong role in shaping an organisation’s approach to knowledge
mobilisation. For example, one interviewee described the influence of the organisation’s founding director:

He had a vision and he was able to communicate that vision to the funders, but also to other people
working in the centre, about why these things were important, and that we shouldn’t just be
ploughing on, we should be thinking about how we want our research to have an impact.

25

Another agency had been heavily influenced by the prior experience that key individuals had gained
working in other national and local organisations involved in practice change.

In sum, funders (e.g. governments) or other powerful stakeholders outside the organisation or senior
figures within it played a key part in influencing the content and nature of knowledge mobilisation
activities for many of the agencies we interviewed.

Changing conditions in the sector
Recognition of changing conditions in their sector was another key driver for many organisations. For
example, one agency described how they had considered that the types of ‘wicked’ problems that the
public sector was facing in a difficult economic context meant that a social innovation approach was more
likely to succeed than more traditional approaches:

We need to put our limited resources into things that might work, and test and learn and experiment
. . . There’s a hunger to do things differently, to learn from the past or from the present, but learning
quickly, so if you fail, fail fast and fail low cost . . . You need to just keep having new stabs at it.

16

One agency had been conceived at a time when funding was relatively generous and it was possible to have a
vision of ambitious programmes with a substantial evaluation component built in. By the time the agency
came to fruition it had become necessary to focus on what could be done internally and more cheaply.
Several interviewees referred to responding to the economic downturn as a factor affecting the development
of their knowledge mobilisation activities. One agency noted that, although this was not a prime driver for
them, they were aware that economic conditions in the sector meant that there were fewer networking
opportunities for practitioners. This meant that the agency’s role in encouraging communication through its
own network was becoming increasingly important. Another agency responded to emerging pressures on
media organisations: they recognised that the media was an important source of information on health policy
and that many media organisations were cutting back because of economic constraints and no longer had
the expertise to cover health policy stories adequately. The agency, therefore, set up a news service to ensure
broad coverage of health policy issues and their implications.

Changes in the national political environment had also prompted changes in knowledge mobilisation
activities: as a result of devolution, organisations in Scotland and Wales had gained new policy audiences
for research evidence. Changes in the structure of the sector (e.g. new organisations in the field) led to
changes in some organisations’ approaches over time. For example, for some health-care organisations in
the UK there was a need to consider the role of the new Academic Health Science Networks and how
best to work with them in knowledge mobilisation. Organisations in the social care sector in the UK
were increasingly considering how best to link their knowledge mobilisation activities up with health
organisations (and vice versa) in response to sector-wide developments aimed at aligning health and social
care provision more closely.
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Agencies had also been affected by changes in the university environment and in university ‘drivers’.
Several interviewees, from a range of countries, commented that ‘impact’ had become a stronger focus for
the organisation in the past couple of years:

I think the university’s thinking has changed around what matters. When I first started, I went to a
seminar where some esteemed academic said ‘Well if you’re going to get money these days you’ve
got to say you’re going to disseminate your research’ [laughter] in a very kind of cynical way which
you just would not hear now. So the world has changed so much over that 10 years.

19

One agency noted that engagement outside academia was increasingly being accepted as the norm and
that academics were increasingly aware that they needed to do that. This had led to growing interest in
what the agency could provide to support academics in fulfilling that expectation.

Thus, changing conditions in their sector (e.g. new challenges arising from economic constraints or political
developments; a growing discourse about impact) had prompted many of the organisations we interviewed
to alter their knowledge mobilisation approaches in several ways: changing the focus or content of their
activities, providing new services or programmes to address emerging deficits, or widening their target
audiences to embrace new stakeholders.

Doing things differently because of earlier experience or evaluations
Some organisations made changes in their knowledge mobilisation approaches in the light of experience
or evaluations. Several agencies described how in the early days of the organisation they had tried one
knowledge mobilisation approach, but they were now doing something different, learning in part from
experience. One example of such a shift was given by an agency that described how they were now
considering implementation issues right from the start of the research process:

It was like: OK, at the end of research we think about implementation. And now we’re thinking about
implementation from the beginning, like what are the knowledge needs of these target groups, what
kind of questions do they have, what kind of research can you do to answer these questions then?

27

Interviewees gave examples of how early experience had led to new initiatives or to changes in approach.
One organisation described how earlier ‘ad hoc’ initiatives around knowledge translation (e.g. involving the
user from the outset) led to the development of a long-term user network to ‘avoid having to start from
scratch’ each time. Another agency described how they were using knowledge broker roles differently:
they had initially used volunteers as knowledge brokers, before realising that the role would be stronger
and more sustainable if they had paid employees in that role. Another agency described how they now
had people in these roles as part of a wider team rather than as individuals, and that these individuals had
a knowledge brokering function alongside a wider project management role. Others spoke of learning the
importance of securing both clinical and managerial support to enable brokering teams to work effectively:

You have to show that this is an organisational priority and that the team going through has the
support of their leadership at the highest level to get this work done.

5

Change or growth in the agency itself was another driver for change in the knowledge mobilisation
approach. One agency that had initially seen its role as one of an independent body assessing research or
practice shifted to a more collaborative approach of looking to support practice; in addition, the agency
expanded its remit to include related areas (education, health) affecting its target audience. Another,
which had originally envisaged being a ‘light touch’ hub with around 500 contacts, found that the interest
attracted was considerably greater and that the number of contacts was three times that envisaged.
This meant that there were new challenges in ensuring effective co-ordination and avoiding duplication
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between parts of the network. Another agency had a sense that the earlier activities that they had carried
out around effective co-production and knowledge exchange were now becoming more mainstream and,
therefore, they were moving to consider evidence use in practice more closely.

Feedback from stakeholders was also a driver for change in knowledge mobilisation approaches in some
organisations. One agency received feedback that health professionals saw the organisation as an ‘ivory
tower’ and realised that they needed to be clearer both about the organisation’s role and about how
research evidence sat alongside other forms of knowledge including practitioner knowledge and patient
preferences. Another organisation was alerted to new implementation challenges facing their health
professional audience:

We were beginning to get feedback saying how are we supposed to manage this, what should we do
with the other? So it was much more in response to feedback from users and the organisations we
were sending the guidance to, rather than government or national bodies.

40

Some agencies drew on formal evaluations to guide the development of their approaches. One agency
had had their work reviewed by an international panel; this had resulted in recommendations and
additional resources aimed at increasing the agency’s knowledge mobilisation work.

Another interviewee described how the focus of the agency’s work had changed from an emphasis on
trying to influence national legislative change to an emphasis on working through local policy-makers and
practitioners. The driving force for this had been an evaluation of the effect of a successful publication:

Everybody liked it, it was all wonderful. And then when we did the evaluation of the dissemination we
found that actually it didn’t really change anybody’s behaviour . . . It was successful because it was
speaking to what people were doing before . . . So I wanted to achieve change and we thought that if
we could do that, it would be local.

11

Feasibility research was used by one agency to explore demand and to enable broad scoping of the
initiative’s parameters before developing a major programme:

We tested how journalists and the press were currently using evidence to inform their work in
educational reporting. We found out that it was quite haphazard and it wasn’t particularly systematic
in any way. So there was a place for a brokerage type of service that could help connect research and
researchers to the press and the media.

2

We observed that, in general, organisations were more likely to draw on their own experience or
evaluations rather than on those of other organisations. When asked if there were other organisations that
the agency looked to in developing knowledge mobilisation approaches, several agencies commented
that they did not look to other organisations as much as they believed they ought to:

I think we’re probably a bit too insular with probably not a very wide knowledge of what other
organisations are doing.

41
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However, other agencies did describe learning from the cross-organisational work they did with a local
research centre or copying some approaches (e.g. the use of social media) because they had become an
organisational norm:

Somebody suggested we use Facebook and Twitter. That’s not based on the research on theories
either, it’s what all agencies with self-respect do.

45

Several agencies described being influenced by the work of Canadian organisations (e.g. the Canadian
Health Services Research Foundation), which were perceived to have been in the vanguard of
knowledge mobilisation:

That’s why we have quite a strong emphasis in our work on knowledge brokering, because that was
something that they had quite a bit of debate around at that time.

44

Learning from earlier experience then, or in some cases from more formal evaluations, was one of the
factors that helped to shape agencies’ knowledge mobilisation activities. In general, this meant learning
from their own work and experiences (of which more shortly): few organisations we interviewed looked
for learning in any systematic way to other organisations.

Drawing conclusions on how knowledge mobilisation develops
Looking across the organisations we interviewed, we found that a range of factors had contributed to
shaping the knowledge mobilisation approaches in use. Agencies were building on local experience and
tacit knowledge; internal evaluations; personal inclinations and capabilities; and the interests of key
individuals in the organisation. Methodological developments in the field also played a part in some
agencies, although often in an indirect or diffuse kind of way. The influence of funders or other powerful
stakeholders and the changing conditions in the sector were also significant drivers. We were interested
to note that while many organisations drew on earlier experience or on more formal evaluations in
designing and carrying out their knowledge mobilisation activities, few had systematic mechanisms for
learning from other organisations. The next section explores in more detail what agencies had learnt
through their evaluations and from their practical experience.

Learning from evaluations and formative experience

In this final main section we first consider how organisations talked about evaluating knowledge mobilisation
activities and what they said about the challenges of evaluating their strategies and operations. We then
describe the substantive evaluations that had been carried out by organisations in our study and consider both
the approaches taken and the key findings. The section concludes with an account of the formative learning
that interviewees described.

How agencies talked about evaluation
Interviewee organisations fell into two broad categories: those that described a range of evaluation
activities and those organisations that were somewhat apologetic in describing what they saw as only
limited activity in this area. Common to both groups were an expressed belief in the importance of
evaluating knowledge mobilisation activities, a perception that robust evaluation posed considerable
challenges and an aspiration to do more evaluation in future.
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Many agencies emphasised that they saw evaluation as an important part of their knowledge mobilisation
activities and some had sought additional funding to be able to evaluate the knowledge mobilisation side
of their work. Some reflected on the importance of evaluation both to inform future work and also to be
seen to ‘practise what we preach’:

We do it for ourselves, so (a) everything we ever do we debrief, and then (b) we debrief lines
of activity.

17

We’ve set up an evaluative framework that measures the [programme] itself as a vehicle for taking
evidence and getting it into action and creating change, and the extent to which the [programme]
was or wasn’t in and of itself an enabler or a barrier to getting things done . . . we’ll reflect on that
before we do another one.

5

Despite strong recognition of the need for evaluation, not all agencies felt able to rise to the challenge.
Some acknowledged that evaluating their own activities was not something that they had yet been able to
do, perhaps because of resource constraints, the relative recency of activities in this area or the rapidity of
change. Some organisations evaluated only their knowledge products; others were evaluating broader
activities but wanted to make their evaluations more detailed or nuanced.

Many agencies relied on informal measures of how well the approach was being received by the service
users and other stakeholders or on broad measures like the renewal of contracts by clients. When asked
how they knew how well they were doing, one agency responded: ‘Well – [pause] – we don’t really know,
is the proper answer to that. We only know in the sense that most of our work is commissioned and we
know whether the funder is happy with what we’ve achieved’ (7).

A degree of hesitancy and apology was, therefore, often expressed around the issue of evaluation in
knowledge mobilisation:

I think most of my colleagues would agree that this is an under-appreciated and under-studied area
[by us], despite the fact that we have a specific programme whose mission is these very issues . . .
There’s relatively little formal, proper, rigorous, independent and objective evaluation of the sort that
should be conducted.

37

Of course, some of the agencies interviewed were more thoroughly active in evaluation work, for example
having a combination of internal and external evaluation built into each project or programme: ‘you must
be constantly thinking, always changing’ (4). Often these evaluations used a mixture of formal approaches
(e.g. specific evaluations of individual programmes) and more informal approaches (e.g. collecting impact
stories, taking informal soundings from knowledge brokers). These evaluations fed into their future
strategy and, they reported, often resulted in significant changes to programmes.

Some organisations sought to track whether or not the information they put out was being used by
policy-makers, for example in government hearings on a policy issue or in the research and policy papers
published by government agencies. One agency described how they evaluated their work through a range
of informal and formal, continuous and one-off mechanisms including regular reporting to the government
department about impact on policy, and evaluation with users involved in their knowledge broker services:

We kind of do a structured process about every 2 or 3 years, but every review or other kind of broker
experience we interview the person 6 months after the review’s all finished, to explore whether it met
their needs and what use they’ve made of the product.

44
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Through these evaluations they had learnt of the mismatch in perspectives between researchers and
policy-makers about the role that research played in driving policy:

We talked mainly to researchers, and essentially researchers felt that they played a big role in agenda
setting, and policy-makers really don’t feel that; they feel that agendas are set by the community and
by politicians.

44

For some agencies, although evaluation (e.g. providing impact case studies) was mandated by their funder
or was applied when programmes had a large amount of resources invested in them, it was also seen as
an important mechanism for learning and for planning changes in direction:

Some of it is mandated by [those] that give us our money, but much more concretely we are doing it
to really use our own data to drive programme change.

8

So everything that we set up, we think of as both trying to contribute to better decision-making, but
also as a laboratory to try different stuff out. For everything, we try and subject it to some kind of an
empirical evaluation.

13

Many agencies collected only basic metrics (e.g. website activity, seminar attendance) but interviewees
recognised the limitations of such measures:

It’s very easy for us to produce annual reports saying 80% of people who came to our events said they
were good or very good, but that’s not going to be really telling you much more than most people
would expect really, given the quality of the speakers and such.

12

We already know how many people access our web pages to look at a particular piece of research, for
example. What we surely ought to know, which is the killer question, is what do they then do as a
result of doing that and is it actually doing anything to their practice?

6

Other organisations had more sophisticated approaches. For example, one agency was using a
contribution analysis approach to tease out what their particular contribution was:

What we’re really interested in is that longer-term impact and the contribution which we may make
alongside the morass of other activity that’s going on at any one time.

13

Another we interviewed had an evaluation framework that was developed as part of the externally
commissioned review that led to their knowledge mobilisation strategy. This aimed to assess different
levels of impact: outputs; level of reach; changes in knowledge, skills, attitudes and behaviours;
measurable change in practice or decisions; and measurable change in health and social
services outcomes.

Some interviewees recognised that there might be advantages in making their informal internal learning
more widely available; however, there were concerns around the resources needed to collate and write up
this material, about the ethics of publishing material which had been collected from individuals for other
purposes and about the risk of ‘overselling’ learning from a small organisation. Several organisations
described aspirations to do more evaluation of their knowledge mobilisation activities in future.
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The challenges of evaluation
A common theme expressed both by interviewees from organisations that did seek to evaluate their
knowledge mobilisation activities and those who struggled to do so was the challenges of evaluation.
A central concern and a reason given by many interviewees for the limited amount of evaluation
of knowledge mobilisation activities conducted by their organisation was the methodological difficulties
of conducting robust evaluations: the challenges of assessing impact; the difficulties in teasing out
the contribution of different strands of activity or mechanisms in a busy sector; and the desire to minimise
the reporting burden that they placed on busy stakeholders:

Obviously we want to promote evaluation, but it’s just got to be proportionate and we’re just too
small to do anything that meaningful.

16

It’s really hard to measure impact . . . Have we had an impact on [specific outcome]? Well I would
suspect we could say, very confidently, no, in a kind of linear way. Have we had an impact on the
learning culture of our partner agencies? I would say very much so. But how would you evaluate that
and measure that?

12

Others commented on the need for flexibility around the measures used to assess progress in knowledge
mobilisation activities:

Sometimes the measures change as well, you know, sometimes we think we want to be looking at
numbers signed up, or we’ve realised it’s more important if they’re engaged, and it doesn’t matter
how many sign up.

30

It was also seen to be important to consider carefully what programmes were aiming to do and to assess
the results against those objectives: ‘. . .we were ending up in the position where we would do an
evaluation of a programme and you realise you can’t really evaluate it because you don’t know what it
was meant to do’ (34).

The challenges of assessing and discerning impact meant that several interviewees described how, despite
their personal beliefs or the beliefs espoused by the organisation about the need for broader or more
robust measures, it was often simplest to focus on process measures or on simple metrics (e.g. website
use, downloads of publications or attendee satisfaction at events):

We’ve always struggled, from the policy side, to understand the impact that we want to have or
measuring whether we do have it or not. So I think, by default, we tend to defer to those more sort of
process type things.

39

Overall, agencies usually recognised the importance of evaluation but were really struggling to turn
that recognition into practical action. With a few key exceptions, the challenges of delivering wide-ranging
and convincing evaluations meant that agencies often focused on short-term process measures and
subjective – often anecdotal – reports.

Substantive evaluations
Throughout the desk research and throughout the interviews we specifically sought to identify any
substantive formal evaluations of knowledge mobilisation activities (either by the agencies themselves or by
external bodies). We looked especially for evaluations that had led to written reports that were publicly
available or could be made available to the research team. The combination of website review and specific
questioning of interviewees, combined with additional e-mail and telephone contact resulted in the
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collation of 18 published evaluation studies produced by or on behalf of seven of the agencies in our study.
Table 5 sets out the details of these studies: the evaluation methods; the criteria and measures of success;
the logic model or theory of change; the knowledge mobilisation mechanisms tested; any contextual
evaluation; and the main findings. The studies are set out alphabetically by name of organisation as follows:

l Canadian Institutes of Health Research (CIHR)
l Centre for Effective Services (CES)
l Centre for Research on Families and Relationships (CRFR) (four evaluations)
l Economic and Social Research Council (three evaluations)
l Michael Smith Foundation for Health Research (MSFHR) (three evaluations)
l Social Care Institute for Excellence (three evaluations)
l ZonMw (The Netherlands Organisation for Health Research and Development) (three evaluations).

TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study

Item Details

Canadian Institutes of Health Research

Topic/scope of evaluation Evaluation of CIHR’s KT Funding Programme (2013)175

Evaluation methods l International environmental scan (26 major funding agencies)
l Document, literature and Economic Information System data reviews
l Key informant interviews (researchers, knowledge users and CIHR officials)
l Surveys of funded researchers
l Case studies of highly successful KT-funded projects (via site visits, interviews and

document review)

Although this was an external evaluation it adopted a participatory, utilisation-
focused approach (involving CIHR officials). To reduce participatory bias, an expert
review panel was appointed to provide an arm’s-length assessment of the evaluation
and its findings

Criteria and measures
of success

Published study protocol (McLean et al. 2012176) provides a detailed evaluation matrix
with indicators specified for each of the evaluation questions

Logic model/theory of change A funding programme logic model is included in the study protocol and final report.
The final report comments that this can be summarised as Involve-Influence-Act

Mechanisms of knowledge
mobilisation tested

Eight evaluation questions:

1. To what extent are (the five) KT funding opportunities achieving their
expected outcomes?

2. How effective is the KT Funding Programme mix in achieving CIHR’s
expected outcomes?

3. To what extent have KT funding opportunities reached a broad and diverse range
of knowledge users?

4. What factors facilitate or inhibit the achievement of KT funding
opportunity outcomes?

5. To what extent are KT funding opportunities being delivered as expected? Can
programme delivery be improved?

6. What role is there for CIHR in enabling/promoting KT and KT science?
7. What would be the effect if the KT Funding Programme no longer existed?
8. What are the unanticipated outcomes resulting from the KT Funding Programme?

Contextual evaluation The environmental scan provided context and evidence surrounding the role of a
funding agency in KT processes, the known successes and limitations of various KT
funding programmes, as well as KT evaluation. This is said to provide the contextual
base for the remainder of the data collection phases
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Main findings l The KT Funding Programme is largely successful in achieving expected outcomes
l The existence of a meaningful partnership between researchers and knowledge

users is a catalyst for increasing both the relevance of research and the use
of research

l CIHR’s integrated KT (iKT) funding opportunities (where partnership is a
requirement) supported ‘meaningful partnerships’. iKT grants are more likely to
influence the behaviour of knowledge user partners than open grant awards,
and these grants lead to the creation of real-world applications

l Researchers from all four pillars of health research have used end of grant KT
funding opportunities

l Performing iKT research and conducting KT of research findings is not well
aligned with the performance measures used by universities to judge the success
of individual researchers

l CIHR is considered to be a global leader in KT theory and KT funding models

Key elements for success within KT funding opportunities:

l engaging knowledge users in and throughout the research process
l assuring commitment and buy-in from partners (not necessarily financial)
l working with the right expertise (within both the researcher and the knowledge

user contexts)
l tailoring and timing the dissemination of results to the audience(s)
l engaging both researchers and knowledge users in the review of funding

applications for iKT research

Challenges to achieving success in KT:

l the substantial effort required to do iKT research
l timing research with knowledge user needs
l submitting a knowledge user’s non-academic curriculum vitae to CIHR
l describing the parameters of a research partnership in a grant application

Centre for Effective Services

Topic/scope of evaluation Independent review of CES outcomes and impact 2008–11 (published in 2012)177

Evaluation methods l Consultation with internal and external stakeholders (35 interviews,
61 questionnaire responses; focus group with CES team)

l Review of CES activities and deliverables against work programme
l Review of outcomes against logic model

Criteria and measures
of success

Review defined indicators for each of the three early outcomes in the logic model:

l Increased understanding of the importance of evidence-informed design in
implementation of services, and of high-quality evaluation

l Certain service providers receive appropriate technical, professional or
scientific support

l Increased understanding and collaborative and joined up working between
service providers

More general review against three medium-term outcomes

Logic model/theory of change Revised logic model included in 2012 review report

Mechanisms of knowledge
mobilisation tested

This was not an evaluation of specific mechanisms but an overall evaluation of what
CES had achieved in relation to its aims

Brief comments are made about the effectiveness of the following activities:

l dissemination
l networking activities
l partnership/collaborative working
l support resources and services
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Contextual evaluation Review includes a high-level analysis of the external environment and its implications
for CES. This includes comments on:

l whether or not an evidence-informed approach is already well-embedded in
the environment

l nature and changes in public administration structures, policies and government
department portfolios

l public spending levels

Main findings l CES has received buy-in and engagement across a range of stakeholders
l CES has helped to increase understanding of the importance of

evidence-informed services
l Some service providers apply evidence-informed practices with the help and

support of CES

Review emphasises the difficulties of managing varied stakeholder expectations and
finding a balance between CES independence and directly supporting service
providers and policy-makers. There is a call for ‘more effective partnerships’ between
research, policy and practice, which increase responsiveness to user needs but do not
detract from the strategic intent of CES

Centre for Research on Families and Relationships (CRFR): evaluation 1

Topic/scope of evaluation Reflections on 10 years of KE at CRFR178

Evaluation methods Personal reflections of a co-director of CRFR

Criteria and measures
of success

Not discussed

Logic model/theory of change Not explicitly discussed but see comments in findings column

Mechanisms of knowledge
mobilisation tested

General reflections on:

l partnership and collaboration
l research translation and communication methods
l valuing brokerage roles

Contextual evaluation General reflections on the implications of the recession for KE work

Main findings CRFR’s distilled approach to KE:

l interactive
l keeping connected
l open (resources and events)
l innovative
l reaching out (including different voices)
l supported

Briefing also notes that need to develop methods for planning and evaluating KE

CRFR: evaluation 2

Topic/scope of evaluation Growing up in Scotland (GUS) longitudinal study: impact report179

Evaluation methods l Policy document analysis
l Online survey
l Feedback forms from ‘users’ at GUS events
l Analysis of e-mail enquiries
l Analysis of media coverage

Criteria and measures
of success

Specification of a ‘results chain’ with corresponding monitoring criteria:

l engagement activity
l change in awareness of issues
l use in policy and practice development
l impact on policy and practice
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Logic model/theory of change Contribution analysis framework, which incorporates a results chain (see entry above)

Mechanisms of knowledge
mobilisation tested

Dissemination and engagement activities

Contextual evaluation Not discussed in report

Main findings No specific comments on the relative effectiveness of different dissemination and
engagement activities

GUS data found to be used in four main ways:

l provision of contextual data for policy and practice development
l provision of benchmarking data for local agencies
l evaluation and effectiveness of policies and services over time
l motivation to effect change, particularly in relation to inequalities

CRFR: evaluation 3

Topic/scope of evaluation About Families Project Report (2013)180 and About Families: What We have Learned
about Evidence to Action (2013)181

This was a partnership project to facilitate using evidence in practice. It produced
demand-led briefings, action planning resources and supported organisations to
use evidence

Evaluation methods Mention of an independent evaluation with stakeholders but, apart from discussing
the action planning case studies, neither report outlines the evaluation methods

Case studies based on reflections from stakeholders

Criteria and measures
of success

Self-reported use of About Families resources and support

Logic model/theory of change An evidence-to-action model is presented in the report

Mechanisms of knowledge
mobilisation tested

Working in partnership to:

l identify evidence needs, create and implement action plans
l increase service organisation’s capacity to use evidence effectively

Also piloting of an Evidence Bank

Contextual evaluation Not discussed or evaluated in any detail

Main findings What worked well:

l Relevant and reliable evidence gathered in one place (Evidence Bank)
l Neutral stance on evidence
l Partnership working facilitated engaging practitioners with evidence and

encouraged links within and between organisations
l Combining different types of knowledge in action planning
l Supporting services raised awareness and capacity to use evidence, and was

central to using evidence in service planning
l Clear process for supporting service providers
l Involving service users in service planning, which was new for many partners

NB: some organisations used About Families evidence briefings in developing services
without any support from the project
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

CRFR: evaluation 4

Topic/scope of evaluation Case study of participatory research (Briefing 66 – evaluation led by CRFR, but
participatory research project conducted by DeMontfort University)182

Evaluation methods Document review

Stakeholder interviews

Criteria and measures
of success

Indicators identified for each element of the impact journey (uptake, use and impact)

Logic model/theory of change Research contribution framework – impact process comprises research uptake, use
and impact

Mechanisms of knowledge
mobilisation tested

Participatory research methods which included:

l training courses
l study visits
l round-table discussions
l seminars with ministers and policy-makers

Contextual evaluation Some general comments about context. Not clear how evaluated but does say that
context had a significant impact on the extent of impact

Main findings Project changed:

l Awareness about care needs of children and young people
l Capacity, knowledge and understanding
l A number of new processes and services were formed to drive change
l Legislation and quality of care (but the number of children in care did

not change)

Economic and Social Research Council (ESRC)

General comments The ESRC (through the Evaluation Committee) evaluates the quality and impact of all
of its investments. The methods vary according to the size and nature of the
investment. Both academic and non-academic impact is assessed. The focus in this
table is on the latter. To date, the Evaluation Committee has produced three reports
that summarise the ESRC’s work to evaluate the non-academic impact: Taking Stock
(2009), Branching Out (2011) and Cultivating Connections (2013). The entry below
summarises the main points from all three reports in relation to the effectiveness of
different knowledge mobilisation strategies and mechanisms. The evaluation work is
oriented to assessing the nature and extent of impact rather than the mechanisms of
impact, but the evaluations make some comments on how and why impact is
generated (or not)

Topic/scope of evaluation Taking Stock (2009);183 Branching Out (2011);184 and Cultivating Connections (2013)185

Evaluation methods Experimenting with different mixed method approaches to impact assessment.
Evaluations to date have used:

l forward and backward tracking methods
l surveys (researchers and research users)
l stakeholder interviews and focus groups
l document analysis
l case studies of successful impacts

Most evaluations are undertaken by external evaluators

Criteria and measures
of success

Identifies three main types of impact:

l instrumental
l conceptual
l capacity building
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Logic model/theory of change ESRC’s overarching impact model published in the Taking Stock report

They have also experimented with the Payback model; Content, Process and Context
models; and logic chains models

Mechanisms of knowledge
mobilisation tested

No specific knowledge mobilisation mechanisms are evaluated

Contextual evaluation The reports note the importance of the fit between research content and context, the
role of serendipity and the problem of disentangling multiple contributions to an impact

Main findings The following key determinants of impact are highlighted:

l Established relationships and networks with user communities
l Involving users at all stages of the research, including co-production of

knowledge and evidence where appropriate
l Well-planned user engagement and knowledge exchange strategies, using

targeted and accessible formats
l Understanding of policy/practice contexts and time scales
l Portfolios of research activity that build reputations with research users
l Good management and infrastructural support
l The involvement of intermediaries and knowledge brokers as translators,

amplifiers, network providers

Michael Smith Foundation for Health Research (MSFHR): evaluation 1

Topic/scope of evaluation Defining MSFHR’s KT role126

Evaluation methods MSFHR determined its KT role through:

l an environment scan
l circulation of an iterative discussion paper
l discussions with an expert working group

Criteria and measures
of success

Developed 12 KT planning assumptions that were used to guide the work (see table 2
in the 2012 paper)

Logic model/theory of change Developed a model of five key function areas for agencies involved in KT:

l build KT capacity
l advocate for KT
l fund KT
l manage KT projects
l advance KT science

These functional areas are supported by three additional activities:

l assess KT needs
l KT communication
l evaluate KT

Mechanisms of knowledge
mobilisation tested

This was not a test of a particular KT strategy or intervention, but the paper includes
brief evaluative comments on two KT programmes:

l Health Services and Policy Research Support Network (HSPRSN)
l Health of Population Networks (HOPN)

Contextual evaluation Narrative comments on the health sector context, particularly the knowledge-to-action gap

Comments on what other agencies in the sector are doing to support KT

Main findings Concludes that MSFHR should focus on four broad areas:

l knowledge to action demonstration projects
l capacity building
l partnerships
l enhancing KT in new MSFHR programmes and developing a tracking system for

existing programmes
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

MSFHR: evaluation 2

Topic/scope of evaluation A KTE framework for Health of Population Networks (HOPN)186

Evaluation methods Strategy developed by:

l fact finding in relation to existing HOPN KTE activities
l consultation with KTE working group and network personnel
l investigation of other health networks and British Columbia context

Criteria and measures
of success

Five-point research-to-action paradigm used to categorise existing HOPN activities:

l building capacity for research
l identifying key RQs
l assisting in the conduct and quality of research
l disseminating research findings
l influencing change

Logic model/theory of change See entry in previous column

Mechanisms of knowledge
mobilisation tested

This was not a study to assess specific knowledge mobilisation mechanisms but it
does include some evaluative comments on the existing KTE activities

Contextual evaluation Investigation of the British Columbia context as part of developing the strategy

Main findings The report concludes that:

l HOPNs radiate the essence of high-quality KTE
l But KTE was insufficiently demonstrated and accounted for in existing MSFHR

evaluation reports on HOPN
l The research-to-action paradigm provides an effective system for demonstrating

the meaningfulness of HOPNs’ KTE outputs
l There are opportunities for better tailoring of KTE activities within each network
l In many ways the HOPNs can be viewed as a KTE arm of the Foundation

MSFHR: evaluation 3

Topic/scope of evaluation MSFHR uses the CAHS framework for assessing impacts and returns on research
investment110

Evaluation methods CAHS framework developed by:

l interviewing and synthesising the needs of the assessment sponsors
l discussion with a panel of experts
l six commissioned papers on specific topics, written by international experts

Criteria and measures
of success

A menu of metrics and indicators developed for each of the main categories
of impact:

l advancing knowledge
l research capacity building
l informing decision making
l health impact
l broad economic and social impacts

Logic model/theory of change The CAHS impact framework demonstrates how the five main categories of impact
(see previous column) are linked

Mechanisms of knowledge
mobilisation tested

The framework is primarily an impact assessment framework but the report suggests
that it has the potential to be used in the assessment of specific knowledge
mobilisation mechanisms

Contextual evaluation There is recognition that more needs to be done to separate the contribution of
health research from other causal factors

Main findings The main finding is that it is possible to elaborate an impact assessment framework
that is good enough to be used by all health research funders in Canada
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Social Care Institute for Excellence (SCIE): evaluation 1

Topic/scope of evaluation Overview of SCIE’s profile and impact187

Evaluation methods l Recognition survey (survey of social care providers)
l Communications audit (interviews, focus groups and questionnaire)
l Impact evaluation (see entry below)
l E-readiness review (literature review, survey of care providers, focus groups and

two feasibility studies in care homes)

Criteria and measures
of success

Website activity

Recognition of SCIE in sector as a whole

Extent of and attitudes to ICT use within the sector

+ see entry below for impact evaluation criteria

Logic model/theory of change Not evident

Mechanisms of knowledge
mobilisation tested

See entry below

Contextual evaluation Evaluation of e-readiness

Evaluation of SCIE’s marketplace position

Some comments about organisational receptiveness but impact evaluation not cited
as a source of this assessment (see next entry)

Main findings l SCIE’s recognition steadily improving
l Need to improve development, design and targeting of resources and develop

key messages
l Need to work with other key organisations to influence environment in the

sector (to improve preparedness to use SCIE’s resources)
l Social care sector more e-ready than normally assessed
l Format of resources needs to reflect preferences and access needs of different

audiences

+ see impact findings (next entry)

SCIE: evaluation 2

Topic/scope of evaluation Independent impact evaluation of SCIE conducted in 2006 and reported in Goldman
2007188

Evaluation methods Survey of 13 stakeholder groups

Three case studies in the areas of fostering practice and social work education (using
telephone interviews, focus groups and questionnaire)

Evaluation based on user groups’ self-reported uses of SCIE’s resources and support

Criteria and measures
of success

Long-term plan to assess whether or not SCIE makes a difference to experience of
adults and children who use care services, but evaluation focuses on
intermediate outcomes:

l reported use of resources by stakeholders
l perceptions of quality and accessibility
l changes in knowledge, practice or policy
l perceptions of how SCIE works in partnership with others
l process by which SCIE may be influencing practice and social work education
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Logic model/theory of change Implicit theory of change:

l access SCIE’s resources
l understand resources
l persuaded by resources
l use resources to make changes to individual and organisational practices
l positive impacts on those who use services

SCIE not only provides resources but also facilitates movement through these stages

Mechanisms of knowledge
mobilisation tested

l Online research and practice tools
l Dissemination events
l Action learning/multisite collaborative projects

Contextual evaluation General comments about difficulty of disentangling impact of SCIE from other factors
affecting practice and organisational change but no evidence of an evaluation
of context

Main findings Survey findings:

l 90% of respondents had visited website
l 50% had read or used SCIE’s resources in previous year
l 19% said resources had supported change in organisation’s practice, policy or

services

Case study findings:

l People valued networking events
l Action learning methodology to support practice change in three organisations

resulted in very different experiences, suggesting that methodology is not yet
replicable. Need greater clarity around aims, methods, work processes and the
role of the on-site co-ordinator. Site with most positive impacts already had an
‘evidence-informed culture’

Overall conclusion: more effort is required to increase visibility and use of SCIE’s
resources before achieving impact

SCIE: evaluation 3

Topic/scope of evaluation Independent evaluation of SCIE’s user and carer engagement and operation of
Partners’ Council (conducted in 2010–11 and reported in 2012)189

Evaluation methods l Interviews with staff, trustees and Partners’ Council members
l Workshops at Partners’ Council meetings
l Interviews with people from five comparable national organisations to identify

learning on user and carer engagement

Criteria and measures
of success

General views of interviewees

Logic model/theory of change Nothing explicit but evaluation recommendations indicate an emerging theory of
change for improving user/carer engagement, which involves moving towards a
model of co-production

Mechanisms of knowledge
mobilisation tested

User and carer engagement

Contextual evaluation General comments about enormous challenges in the changing context/new climate
within which SCIE works, but there was no discussion or evaluation of this in the
2012 report
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Main findings General view that SCIE has a user-engagement ethos and practises what it preaches

Need for engagement to have a greater influence on corporate priorities

Need strengthened internal support for engagement and an organisational culture
that supports participation

Merit in rethinking engagement as co-production (that starts from users/carers being
considered as equal partners and co-creators of practices and programmes

Online forums bring some benefits but online dialogue not easy to support and is
often underutilised

ZonMw (The Netherlands Organisation for Health Research and Development): evaluation 1

Topic/scope of evaluation Commentary on a report (in Dutch) that included (1) a review of funded studies,
(2) a review of published research on implementation interventions and (3) a study of
implementation infrastructure in the Netherlands190

Evaluation methods The review of ZonMw-funded studies analysed documentation on project plans and
results for 79 studies (spread across health-care sectors and types of research)

The review of published research analysed 141 systematic reviews of implementation
interventions

The study of implementation infrastructure was a qualitative study based on
28 interviews, two expert meetings and a document analysis

Criteria and measures
of success

No explicit criteria for measuring success are discussed in the commentary paper

Logic model/theory of change No theory of change or logic model is discussed

Mechanisms of knowledge
mobilisation tested

The report sought to identify the factors associated with the success of
implementation programmes

Contextual evaluation Emphasises the importance of context and argues that the following contextual factors
need to be considered in planning, describing and evaluating implementation interventions:

l organisational culture
l teamwork
l leadership
l structural organisational characteristics
l external incentives and regulations
l availability of management tools

Main findings The review of completed studies found:

l Use of multiple strategies appears to be more effective than the use of
single strategies

l Projects that also focused on contextual factors seemed to be most effective
(but consideration of these contextual factors in the planning phase of projects
was limited)

l Knowledge changes when implemented
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

The review of published research found that implementation strategies had an overall
beneficial effect on professional practice but the effects on patient outcomes were
less apparent

The study of implementation infrastructure found that each subsector appeared to
have its own infrastructure

Concern was expressed that:

l ‘Implementation’ has become a separate area of expertise that is more or less
independent of research, policy or practice

l A project-based approach to implementation is dominant, and this has
implications for sustainability

ZonMw: evaluation 2

Topic/scope of evaluation ZonMw’s co-ordination of 10 large-scale improvement programmes that used
research into effective treatments and care interventions to decide which
improvements to make191

Evaluation methods Case study of overall co-ordination through studying 10 programmes

Data collected via:

l Interviews (n= 30) with ZonMw programme co-ordinators, programme managers
and programme evaluators

l Survey questionnaire
l Document review and statistical data for each programme
l Meta-review of the individual evaluations for the 10 programmes

Criteria and measures
of success

Defined four different approaches for linking research to practice in implementing
large-scale improvement programmes:

l government-led
l government-funded network
l private-led network
l profession-led

Thematic analysis of process data

Criteria for judging the success of the improvement programmes were not clear
on paper

Logic model/theory of change No systematic theoretical framework was used to guide data collection

Mechanisms of knowledge
mobilisation tested

ZonMw oversight and governance of the delivery of the improvement programmes
by programme organisations, who worked with services to help them improve

ZonMw programme co-ordinator role

Contextual evaluation Narrative discussion of analysis of context for each programme, which found that:

l All but one of the programmes linked to different elements of the Netherlands
reform strategy, which shaped how they operated

l Public concern was an important stimulus for the initiation of the programmes
l All programmes had a prehistory which influenced how they worked
l The corporatist nature of governance in the Netherlands is an important

contextual factor
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TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Main findings See previous row for findings in relation to context

The improvement programmes signalled a shift towards a greater implementation
role for ZonMw. Its overall approach to linking research to practice in the
improvement programmes is described as network governance. The weight of
evidence suggests that the network structure and process worked: it enabled
research to be incorporated into the implementation process

The 10 summary lessons for organising successful large-scale improvement
programmes included:

l Clear expectations need to be agreed about the role of different parties and
what they can/cannot commit to

l Reviewing expectations and plans every 6 months and renegotiating them helps
to align the programmes and their evaluation to the wider policy context

l Direct payments to care providers to take part helps but is not necessary
l If improvement is to be maintained/continued, early plans are needed for

sustaining and building on the structures and capacities which the programme
will create

l Value in having an independent organisation to co-ordinate and liaise between
different parties

l Staff performing the co-ordination and liaison role need political and negotiation
skills, as well as technical project management skills, and some understanding of
organisational and evaluation research methods

ZonMw: evaluation 3

Topic/scope of evaluation Study of six of the 10 improvement programmes referred to in the previous entry to
test hypotheses about the factors that may predict successful implementation192

Evaluation methods A literature review to identify the 17 hypotheses for testing. These were discussed
and revised with the independent evaluators of the six programmes

Hypotheses tested through a ‘quantitative summarisation of evidence for systematic
comparison’

The co-ordinator, programme manager and evaluation team for each of the six
programmes independently decided on a score for implementation success and also
used a scoring system to express their understanding of the evidence in relation to
each of the hypotheses. These ratings were subsequently discussed and refined

Criteria and measures
of success

A guide was developed for assessing the evidence in relation to each hypothesis. It
was expected that evidence would be drawn from the independent evaluations of
the six programmes and other programme data

Logic model/theory of change A theory-based approach to evaluation, based around the hypotheses developed
from the literature review and discussions

Mechanisms of knowledge
mobilisation tested

17 hypotheses tested were grouped into three categories:

l people and processes
l context
l content features of the innovation

Contextual evaluation Looked at context factors via the hypotheses falling under this heading
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Discussion of the main findings from the substantive evaluations
The main findings to emerge from our analysis of these evaluations are summarised in this section. We
consider first the focus of evaluation activity and the evaluation frameworks and methods before moving to a
review of the main findings to emerge from the evaluations. We were aware of two further substantial bodies
of evaluative work relating to knowledge mobilisation activities in organisations included in our study: (1) the
NIHR-funded external evaluations of the CLAHRC programme,193 which complement the wide range of internal
evaluations conducted by individual CLAHRCs; and (2) the evaluations published in Implementation Science in
2008–9194 of the US Department of Veterans Affairs Quality Enhancement Research Initiative (QUERI). As these
are both substantial bodies of work in their own right, we do not seek to reproduce them here.

In examining agency evaluation reports we see that the focus of much of the evaluation activity is on
assessing either the impact of the agency as a whole or the impact of one or more of its main
programmes of activity. These impact evaluations seek to describe, evidence and, to some extent, measure
impact. Generally, less attention has been paid to evaluating how these impacts have been achieved,
although there are usually some observations about the factors associated with positive impacts.

There are some evaluation studies of particular knowledge mobilisation approaches and activities. These
include evaluations of partnership working, of linking and knowledge brokering roles, and of programmes
that fund and support service improvement.

The evaluations of impact were not always guided by an explicit evaluation framework but in the majority
of cases they were underpinned by a theory of change or logic model. The logic models identify a chain of
interlinked activities and potential results. As such, they distinguish between engagement activities (and
user perceptions of these), intermediate outcomes (e.g. changed awareness and understanding), broader
outcomes (e.g. changed policy or practice) and final impacts (e.g. improved health and well-being).
In many of the models, indicators of success were identified for each stage in the chain.

TABLE 5 Published evaluations of knowledge mobilisation activities of agencies in the study (continued )

Item Details

Main findings Factors that most influenced programme implementation:

l Factors inside and outside the implementing organisations at provider and
national levels

l The implementation was successfully initiated and progressed by personnel at the
clinical and operational levels

l A ‘clinical champion’ (professional practitioner, e.g. nurse or doctor) who
consistently spent a significant amount of time working in different ways to put
the innovation into practice

l Regular reviews and replanning of the implementation which responded to the
changing situation

l Continuity of senior management and their support at most stages to progress
the improvement

l The implementing organisation had access to expertise to help with the changes

Most programme teams had difficulty in collecting data to assess the project’s
progress against objectives

Research designs that provided less certain answers to a number of questions were
perceived to be of more use to decision-makers than those which provided one
answer to the does it work question

CAHS, Canadian Academy of Health Sciences; ICT, information and communications technology; KE, knowledge exchange;
KT, knowledge translation; KTE, knowledge translation and exchange.
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Most studies recognised the importance of context, and the difficulty of disentangling multiple
contributions to an impact. However, relatively few of the evaluation studies included an evaluation of
context. Those that did tended to provide a high-level, narrative analysis of the agency’s external
environment rather than treating it as in dynamic interaction with the agency activities.

In general, the evaluations used case study methodologies. Within these case studies, data collection and
analysis methods frequently included analysis of agency activities and user feedback on these activities;
document review (including policy documents and media coverage); and stakeholder surveys, interviews
and focus groups. Many of the evaluations focused mainly on the last of these categories, and they usually
relied on stakeholders’ self-reported use of an agency’s research resources and services.

The evaluation studies generally confirmed the observations and insights developed from the literature in
Chapter 3. These include the need to tailor research-based resources to the preferences and access needs
of different audiences, and that interactive knowledge mobilisation approaches and practices are generally
more effective than passive dissemination (although there were examples of service organisations using
an agency’s evidence briefings without any interaction with that agency). The use of multiple knowledge
mobilisation activities is also confirmed as generally being more effective than the use of single activities.
Several of the studies found that agencies, programmes and projects benefit from creating and supporting
ongoing networking activities between researchers, policy-makers and practitioners.

Knowledge mobilisation activities that adopted a partnership approach, involving researchers and
practitioners working together to facilitate evidence use, were also generally found to be successful where
there are ‘meaningful partnerships’ and clear partnership working processes. There is, however, a
downside to partnership working and this includes its resource-intensive nature. Some agencies have also
found it difficult to find a good balance between maintaining agency independence and directly
supporting service providers.

The methods used in research–practice partnerships vary, and the evaluation studies reported successful
applications of an action-planning methodology and the use of service improvement methods. Some
of the evaluation studies emphasised the need to appreciate that research-based knowledge is not simply
adopted by service providers; instead, knowledge changes during the process of being used in practice
(again, consistent with the literature reviewed in Chapter 3). Indeed, one of the evaluation studies found that
successful partnership working involved combining different types of knowledge in an action-planning process.

Some of the evaluation studies provide general support for a co-production approach that involves
research users in all stages of the research and research use process. However, one of the evaluation
studies notes that many of the more active strategies to facilitate research use tend to be project based
and this has implications for the sustainability of these activities once project funding comes to an end.

Several of the evaluation studies comment on the need for agencies to work with other organisations in
their sector in order to influence the environment in that sector. This is seen as being an important route
to increasing user demand for research-based knowledge. Liaison with other organisations in the sector
(research funders, research producers and research intermediaries) is also deemed necessary to avoid
unnecessary duplication of knowledge mobilisation activities (resonating here with the emphasis on
‘connections and configurations’ explored in the conceptual map; see Chapter 3).

Overall, then, evaluation activity around knowledge mobilisation work carried out by our agencies is rather
uneven, but what there is does provide some coherent messages of practical value to agencies. The
messages from this empirical work in the grey literature are largely congruent with the conceptual
literature reviewed in Chapter 3, and begin to provide a platform for local innovation and experimentation.
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Formative learning/practical experience
We asked interviewees what they had learned about knowledge mobilisation from practical experience in
addition to, or alongside, more formal evaluations. Some of the insights offered related to domains
identified from the literature and represented in the conceptual map (see Chapter 3), most often the
domains relating to context, roles and connections.

The strongest theme from the interview data on learning from practical experience was observations on
context. These included generic observations: the importance of attending to the research users’ context
and challenges, and tailoring the knowledge mobilisation approach accordingly; the need to use local
contextual knowledge and to take advice on what ‘levers’ to pull; and the importance of ‘riding’ policy
waves and capitalising on other political developments:

What we have done therefore is work on some of the NICE quality standards. Some of it’s been
linked to CQUINs [Commissioning for Quality and Innovation payments], but some of it has been
additional to CQUINs, and with hindsight has enabled our organisations to get ahead of the game.
So it’s about understanding what the national drivers are, what the pressures are on an organisation,
as an example, and capitalising on those.

23

Interviewees also made specific observations about the health-care, education and social care sectors in
which they worked. One interviewee commented on how they had learnt much about how to do
implementation in the very turbulent context of the current NHS and how this required persistence
and adaptability:

The Trust wanted us to use a particular facilitative model of quality improvement teams who would be
ward-based and who would lead on the implementation of national quality standards, to get the
evidence into practice. And this had been agreed at various levels of the organisation and written into
our proposal, and almost at the point we were ready to start, the person in the Trust who was
responsible for facilitating the QIPP [Quality, Innovation, Productivity and Prevention] teams was out of
a job, and the pressures on the wards were such that they couldn’t take forward this initiative. So we
very quickly changed to a best practice champion model and drew upon the research on that.

23

The challenges of working in the NHS context also included the onerous approval process in some
organisations, delays in granting honorary contracts to enable secondments and pressures of workload in
the NHS which made it harder to release staff to work with other organisations on research or knowledge
mobilisation. Taking account of such challenges was seen as essential in developing effective
knowledge mobilisation strategies.

One of the most pervasive challenges across sectors was the stamina needed to make the case for research
application and implementation:

I think one’s got to just be brave about that, you know . . . keep working at it, keep struggling with it,
keep playing with the language and the different ways of describing what we do, and keep working
at persuading people why it’s important. You have to have a bit of a passion for it, I think. The best
folks in this field are like that . . . they have a real commitment to passing that on to other people
because they feel it is worthwhile and valuable and useful.

21

Part of that process of persuasion meant in the early days ‘going the extra mile’ to build up a reputation
and to persuade people of the value of the work. It also required sustained humility on the part of
agencies: not claiming to know all of the answers but instead working in an atmosphere of support and
co-operation.
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Another common challenge was seen as arising from the constant ‘redisorganisation’195 of all three sectors,
with increasing fragmentation, shifting relationships between central and local government and the
introduction of legislative and policy changes that could have negative or (sometimes) positive impacts on
encouraging research use. For example, one interviewee described a recent growth in interest in the use
of evidence in the education sector in the UK: ‘There’s been a huge shift I think. Things like when the
Cabinet Office got interested, that created more high-level political interest . . . particularly in the last
18 months [there have been] a lot more of these networks and groups and coalitions coming together’
(2). Waiting for, and responding to, propitious circumstances was seen as crucial.

However, in the public health sector in England, many developments were perceived to have been
disadvantageous. Significant changes had been made in the public health infrastructures, with public
health moving from the NHS to local authorities and with subsequent changes to the role of Directors of
Public Health. One interviewee commented on how it was challenging to advocate for evidence-informed
policy in this new environment where elected local council members had considerably greater power than
senior public health employees:

There have been lots of conversations about how, in the light of that, do you package, present, shape
research, to influence those who actually now take the decisions. And the culture of the NHS is
basically sort of built on expertise and understands it. It doesn’t always follow it but it understands
evidence-based or evidence-informed practice. [Now it’s] ‘Oh where was that done? That would never
work here. Not with my constituents. I’ve lived here for years, and I know what would work.’

24

There were also issues for public health initiatives around matched funding for knowledge translation
initiatives: it was now local authorities rather than health authorities who would need to provide matched
funding for these projects, and some were unable to do that.

It was not just the service context that made knowledge mobilisation challenging but also the university
context. One interviewee described how the different histories and missions of ‘old’ and ‘new’ universities
made it difficult to form knowledge mobilisation collaborations across different institutions:

Some of the universities are about excellence in research and research outputs and grant and income
generation, and others are more about being in and of their community and responsive to their
community needs. So they have very different missions and visions.

24

The university infrastructures and reward systems also formed a barrier to translational research: ‘. . . what
researchers and academics are rewarded for is not the kind of work you might engage in if you wanted to
do knowledge exchange, translational research’ (24).

In contrast, a more optimistic vision was given by another organisation:

I think people are really deeply sort of values-driven and very committed. Some of them I think are
beyond redemption in terms of just absolutely wanting to squirrel themselves away and just research
for the sake of research and just talk to their peers, and they don’t give a monkey’s about anything
else. But I think there’s a much greater sort of proportion, probably working with younger researchers
who are just so creative and enthusiastic about how they can be an academic but be really connected
to the world as well.

26

In addition to talking about their own sectors and about universities, interviewees made comments about
the state of knowledge mobilisation as a field. Some commented on positive developments, observing that
there was increasing recognition from policy-makers and from research funders that producing good
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evidence and facilitating its implementation required time and adequate resources. Others felt that there
was still much progress to be made and some suggested that the knowledge mobilisation field itself
had stalled:

There’s still a sort of disseminate and hope attitude. It’s surprising how many funders are really
unimaginative about this. They’ve picked up that you need an executive summary and you’ll probably
want to put it on a website and you might want to give a seminar or two. But thinking more creatively
about [it] . . .

21

Some sensed that there was perhaps creeping disillusionment among some policy-makers and practitioners
that researchers and universities did not provide ready answers. One interviewee suggested that it was
important to learn from other contexts like international development or community development that
faced similar challenges. It often seemed that respondents were concerned to keep learning and changing
as a way of keeping up momentum for their knowledge mobilisation ‘mission’.

Another strong theme from practical learning concerned issues around people and relationships. Several
interviewees emphasised the importance of using the ‘right people in the right role’ for knowledge
mobilisation activities. Some went further in suggesting that it was most productive not to ‘waste time’
with researchers or practitioners who had no appetite or aptitude for such work. Rather than forcing
people into knowledge mobilisation activities or assuming that practitioners with ‘likely’ job titles would be
the most engaged, it was felt to be more realistic and fruitful to assess who had the skills, personality,
experience and enthusiasm for this challenging work:

You must have the right people in place: people who can cope with ambiguity. People who can work
across professional boundaries . . . If the person requires a set protocol of how to get things done,
they aren’t the right person for this work.

4

I think that this kind of work is really tricky, I think it’s the kind of work that needs to be done by
people who are already pretty experienced, pretty knowledgeable, pretty confident, about their own
professional skills, because you’re always working right on the edge of your comfort zone . . . and you
just can’t expect very young and inexperienced people to be able to engage confidently with the kind
of challenges practitioners or senior policy-makers have.

21

Respondents had also learned that it was important to value different kinds of roles and expertise that
people could bring to engagement work, and to recognise that some of these people might not label
themselves as knowledge mobilisers:

That’s my incredibly simplistic conclusion that people who are interested in how other people make
meaning and how you negotiate meaning and who have real emotional intelligence, but also have
a really strategic brain, they do amazing work, and they’ve never thought of themselves as
knowledge mobilisers.

26

It was also seen as important for long-term sustainability of initiatives to have people in paid posts and not
to rely solely on goodwill:

You can only get so much for free really, I mean you can only get so much from pro bono and voluntary
inputs and the movement, the real momentum, has come when we’ve got some money to be able to
employ people to get more money to get these projects off the ground.

2
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Interviewees emphasised the importance of engaging potential research users. This required being led by
the agenda of those users and recognising that the research evidence that you wanted to share was only
ever one part of the knowledge landscape for those users:

You’re always the broker, you’re never the leader. So if you’re a knowledge mobiliser you’re always
enabling rather than shoving stuff to people.

48

One interviewee from an organisation that produced evidence-based guidelines endorsed this position:
it was necessary to start from the end point of what managers and practitioners were trying to accomplish,
and then using guidelines and associated social networks to help them to achieve that. Making the
guidelines an end in themselves would not work.

Congruent with both the formal evaluations done by agencies and much of the literature, several
interviewees commented on the benefits of co-producing research with policy-makers, practitioners or
service users. For example, in one agency, meeting service users and parents regularly on the research
consultation panels had proved a valuable way to learn about other issues that they were facing that
might not otherwise have come to the researchers’ attention: this process helped researchers to identify
possible new areas for future research. However, interviewees also emphasised the considerable challenges
that co-production posed. These approaches required commitment, persistence and sufficient resources:

If there’s one thing I’ve learnt over the last couple of years, it’s the vital importance of doing this
alongside the people who are using the information, and that is expensive and it’s hard work and it’s
time-consuming to do properly rather than tokenistically . . . so there’s some messages in there for
funders about the real costs, and that you can’t do this half-heartedly. It’s pointless unless you’re really
prepared to do it properly.

21

Interviewees emphasised that it was not sufficient to bring a researcher and policy-maker together and
expect that to produce changes in how health research evidence was used; considerable hands-on support
was needed to make these connections fruitful and to address the challenges: ‘. . . there is way more at
stake, there’s personal relationships, there’s how do you work as a team, there’s the reality of each other’s
world and so on’ (34).

Nurturing networks thus also emerged as an important consideration given attention by many agencies.
In particular, they saw the importance of having sufficient funds to allow development and evaluation over
a realistic time period:

You need to build it and have activity before you open the door, you can’t launch something that’s
got tumbleweed drifting [laughs]. And it’s like a restaurant, you’re more likely to go in if there are
already diners.

28

A further piece of advice that interviewees gave was the importance, where possible, of building up
long-term relationships with policy-makers and practitioners. Although this was difficult to achieve in
political and service contexts with rapid staff turnover, it did bring considerable advantages in enabling
trust to develop and making broader, more meaningful and frank discussions possible:

I’m still an outsider of course, but because I’ve known them for such a long time now . . . there’s
much, much more honesty going on, so there’s a trust situation being established, and so we learn
now much more about the background to a particular policy question than they probably would have
shared about 6 years ago. And it’s actually quite useful to know that . . . because then it informs how
you shape your work essentially.

3
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I think building those relationships around, you know, multiyear research projects is probably important,
but not because of how research from those partnerships instrumentally informs decision-making, but
how, over time, relationships are built up that allow policy-makers and stakeholders to efficiently access
researchers who can then open up a whole lot of research to them on other issues.

36

Finally, so much of knowledge mobilisation work involves working with and through others that getting
buy-in was seen as essential. This needed to be real commitment, often evidenced by cash investment:

We truly believe that the organisations need to have some skin in the game, so to speak: that they
should be contributing. Our philosophy is that everybody has to contribute financially. These are
collaborations, both in kind but also in real dollar terms.

5

Taken together, these observations suggest that agencies have clearly benefited from extensive experiential
learning and now have much tacit knowledge that can, given prompting, be made explicit. Given this, it
seems unfortunate that there is so little capitalising on the potential for interagency learning as agencies
develop their options.

Drawing conclusions on agency learning
Agencies demonstrate a keen awareness of the need for learning from diverse sources, focusing on their
own experiential learning and (nascently) from more formal evaluation work:

Find the point on the horizon, the North Star or whatever, depending on how much you want to
crane your neck, and where do you wanna go . . . And then think about how that translates to
building the road to get there and what the bricks need to be, and also what the course might look
like, because it’s not gonna be a straight line.

9

While formal evaluation work has often proved difficult to mount and sustain, some clear messages are
emerging that chime with the messages from the more conceptual literature. In addition, there is now rich
formative experience that agencies have developed through experience that has the capacity to shape new
initiatives and to enable the avoidance of pitfalls in the development of new strategies.

Concluding remarks

The interview data provide a rich account of the dynamics of knowledge mobilisation strategies in the
agencies that we consulted. As these agencies were explicitly chosen because they were thought to
contain work of unusual scale or innovation, we can suppose that other smaller agencies, perhaps less
advanced or less ambitious, will have at least as many challenges, tensions and uncertainties as those
reported here. What emerges is a complex picture of muddling through. Some key messages from the
literature (such as the importance of situating knowledge; the need for interactivity; and the requirement
to facilitate uptake) do appear to have left the academy and to be having wider impact. Other work,
such as the creation of new models, theories and frameworks, and the detailed rationales underpinning
these, has made less of an impact, in part because many of the models and frameworks lack detail and are
not easy to operationalise. Agencies have a strong streak of pragmatism in how they create strategies
around knowledge mobilisation.
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This work also seemed to highlight some significant missed opportunities. While many informants
highlighted the importance of evaluation, most also noted the extreme difficulties and lack of any real
accumulations of robust evidence to support knowledge mobilisation interventions. Learning from informal
experience was more often seen as a better guide, but converting tacit knowledge into explicit knowledge
was a challenge, as were building and sharing cumulative expertise. The very limited sharing of expertise
across the sector – that is, learning from others – was also perhaps surprising given the field, although we
note the recent development of the cross-sectoral UK Knowledge Mobilisation Forum, which held its first
meeting in London in February 2014. Finally, capitalising on the skills, energy and commitment of the
public and service users remains on the fringes of agency thinking.
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Chapter 5 Findings from the web survey

Introduction

The aim of the web survey was to provide a broader assessment from a fuller range of agencies that built
on the emerging findings from the literature and the interviews. Further details of the survey development
and administration are reported in Chapter 2. The final version of the survey instrument is available from
the authors on request. The survey was sent to 186 organisations and, after two rounds of follow-up, we
received 106 responses, a response rate of 57%.

This chapter sets out the findings using the same structuring as used in describing the survey tool in
Chapter 2. That is, we open with some brief descriptive data on the location and nature of the agencies
responding, and this is then followed by data on six aspects of knowledge mobilisation:

1. terminology used around knowledge mobilisation
2. knowledge mobilisation activities used by the agencies
3. models and frameworks used by the agencies in developing their work
4. propositions for effective knowledge mobilisation
5. key factors underpinning agencies’ knowledge mobilisation plans
6. evaluating knowledge mobilisation activities and impact.

Data are mostly presented as percentages selecting from a pre-set list, Likert-type scale (five-point: from
‘strongly agree’ to ‘strongly disagree’) or other indicator of importance (e.g. ‘often’/’sometimes’/’never’; or
‘very important’/’fairly important’/’not that important’). Data in tables are ordered so that rows nearer the
top reflect the higher frequency with which those items were selected. This ordering process is usually
based on summing the percentage reports for the first two options (e.g. summing ‘often’/’sometimes’;
or ‘strongly agree’/’agree’). Percentages in the tables may not sum to 100 because of rounding.

Location and nature of the agencies

Around two-thirds of respondents were based in the UK (68%). Almost all the remainder of the
respondents (around one-third) also came from English-speaking countries, including the USA (11%),
Canada (11%), Australia (7%) and Ireland (2%); 1% of respondents came from continental Europe.

Just over half of respondents were active in the health sector (55%), with around one-fifth being in
education (18%) and 5% in social care. Fifteen per cent of respondents identified themselves as
cross-sector organisations.

The survey asked respondents to choose one term out of three that most closely fitted their organisation:
research producer, research funder or research intermediary. Approximately two-fifths of respondents
identified their organisation primarily as a research producer (42%), with a similar proportion identifying
their organisation most closely as a research intermediary (39%). The remaining one-fifth self-identified as
a research funder (19%). Not all respondents were comfortable selecting just one of these labels, and
around one-fifth of respondents used the free-text comment box to elaborate further. Several respondents
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commented that their organisation spanned two or more of these categories, for example ‘we produce
research, we act as an intermediary and we disseminate research’, or offered fuller descriptions of activities
that could (in our terms) be classed in the ‘research intermediary’ category:

We work with local authorities to support them to use evidence informed practice, so supporting them
to make best use of evidence.

[We are] more of a program/tool kit developer and catalyst for change (based on sound research and
different forms of knowledge and evidence).

Terminology around knowledge mobilisation

The survey section on terminology explained that the survey was ‘using the term knowledge mobilisation
to cover activities aimed at sharing research-based knowledge’ and asked respondents to indicate all other
related terms commonly used in that organisation. The list of terms was drawn from the key reviews.

With the exception of the term ‘knowledge interaction’ (just 2%), the majority of the terms listed were
selected as ‘commonly used’ in their organisation by at least one-quarter of respondents (Table 6). Most
commonly used were the terms ‘evidence-based policy/practice’ (79% of respondents) or ‘getting evidence
into practice’ (75%). Other commonly used terms included ‘knowledge exchange’ (61%) and ‘knowledge
transfer’ (61%). Around one-fifth of respondents (22%) suggested other terms (other than those that
were listed) that were in common use in their organisation. These included a range of terms using the
word ‘research’ (e.g. research translation, research into practice, research implementation, research
utilisation or research uptake) or the word ‘knowledge’ (e.g. knowledge management or knowledge
integration). Respondents also referred to implementation science and quality improvement and some gave
lists of the multiple terms used in their organisation:

Sharing, learning, networking, co-production, action research . . . and also reference to ‘ideas’ and
‘solutions’ and ‘expertise’ rather than only knowledge or evidence.

TABLE 6 Terms used in agencies (multiple selections were allowed; n= 103)

Term Respondents, %

Evidence-based policy/practice 79

Getting evidence into practice 75

Evidence-informed policy/practice 65

Knowledge exchange 61

Knowledge transfer 61

Knowledge translation 45

Research use 37

Knowledge sharing 34

Knowledge into action 28

Knowledge mobilisation 28

Knowledge utilisation 19

Knowledge interaction 2

Other (please state) 22
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As will be seen later (see Table 14), the diversity of terms in use is not universally seen to be a problem,
and, in many cases, the debate engendered may be healthy: ‘we tend to talk about evidence rather than
knowledge, although we have lots of debates internally about that’. An academic preoccupation with
terminology1,3 is sometimes seen as unhelpful: ‘I’m coming to the view that it’s all a bit jargony . . .’

Knowledge mobilisation activities

A major section of the survey asked respondents about the knowledge mobilisation activities carried out in
their organisation and with what frequency these were used. The list of activities was compiled from the
literature and from the interviews, and was spread over three questions to improve the visual presentation
of the survey questions on each screen and to reduce respondent fatigue (a total of 37 items). In this
summary of results, we are combining the findings from those three questions and we are grouping the
knowledge mobilisation activities into six broad categories based on the long-standing ‘push, pull, linkage
and exchange’ framework:10,53

1. push activities: creating and disseminating research products (nine items)
2. pull activities: encouraging local demand for research evidence; building local capacity for research use;

facilitating local research implementation (seven items)
3. linkage and exchange activities: knowledge brokerage; linking across different environments

(eight items)
4. other activities involving practitioners or policy-makers (four items)
5. activities involving patients, service users or members of the public (five items)
6. advocatingand advancing knowledge mobilisation (four items).

‘Push’ activities
Of the nine different types of ‘push’ activities shown in Table 7, agencies in the survey were most likely
to produce publications, other written materials and tools, digested research summaries or guidelines, or to
provide ‘rapid response’ research synthesis services (at least 80% responded ‘often’ or ‘sometimes’ to these
items). Fewer than one-third of respondents often used social media to create debate, although over
one-third sometimes did. One-quarter of respondents often used social marketing approaches to communicate
research findings, change ideas or promote evidence-based change. Around half of respondents provided
research-based commentary in response to issues in the news, although only about 10% did so often. Around
two-thirds of respondents provided webinars for practitioners and policy-makers or planned to do so in future.
Using the arts (e.g. drama, music, narrative or visual arts) to communicate research findings was rare, although
around one-third of respondents sometimes produced videos or animations.

‘Pull’ activities
Facilitating the implementation of research findings in practice or policy settings was the most common
‘pull’ activity identified by agencies in the survey (93% sometimes or often did this), along with developing
local collaborations for innovation and improvement (78% sometimes or often) (Table 8). Providing
training to build research awareness or critical appraisal skills among practitioners or policy-makers was
more common than providing input into pre- or post-registration training for practitioners (77% vs. 44%).
Over half of the respondent agencies (58%) used participatory research methods (e.g. action research),
although fewer than one-quarter did so often (22%). It was more common to provide local consultancy
services on policy or practice issues (64%), although one-third of agencies never did so.
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TABLE 7 ‘Push’ activities

Response item Often Sometimes
Planned for
the future

Never/does
not apply

Producing publications, other written materials or tools aimed at
practitioners or policy-makers (n= 99)

78% 19% 1% 2%

Creating digested research summaries and/or guidelines
(e.g. mythbusters, fact sheets) (n= 99)

59% 28% 4% 9%

Providing ‘rapid response’ research synthesis services to policy
makers or practitioners (n= 98)

38% 42% 9% 11%

Creating debate using social media (n= 100) 29% 38% 15% 18%

Using social marketing approaches to communicate research
findings, change ideas or promote evidence-based
change (n= 95)

25% 35% 11% 29%

Providing research-based commentary on issues in the
news (n= 97)

12% 42% 12% 33%

Producing videos or animations to communicate research
findings (n= 97)

15% 36% 22% 27%

Providing live and archived webinars for practitioners and
policy-makers (n= 97)

20% 26% 23% 32%

Using the arts (e.g. drama, music, narrative, visual arts) to
communicate research findings (n= 96)

5% 24% 7% 64%

TABLE 8 ‘Pull’ activities

Response item Often Sometimes
Planned for
the future

Never/does
not apply

Facilitating the implementation of research findings in practice or
policy settings (n= 101)

55% 38% 2% 5%

Developing local collaborations for innovation and
improvement (n= 97)

39% 39% 3% 19%

Providing training for practitioners or policy-makers to build
research awareness or critical appraisal skills (n= 98)

28% 49% 7% 16%

Publicising impact stories on successful knowledge mobilisation
initiatives (n= 97)

29% 42% 14% 14%

Providing local consultancy services (e.g. rapid review, research,
data analysis, change management) on policy or practice
issues (n= 98)

31% 34% 3% 33%

Using participatory research methods, including action research
or facilitated implementation (n= 98)

22% 36% 13% 29%

Providing input into pre- and post-registration training for
practitioners (n= 96)

13% 31% 8% 48%
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Linkage and exchange
Of the eight activities we have categorised in this analysis as ‘linkage and exchange’, the activities that
were performed most often were organising events that bring researchers together with policy-makers and
practitioners (97% often or sometimes); facilitating mixed networks of researchers, practitioners and
policy-makers (89%); and brokering relationships between these groups (92%) (Table 9). It was less
common to broker relationships between researchers and journalists: one-third of organisations never did
this and only 15% did so often. It was also less common to arrange secondments from or into the
organisation, with 51% and 35% of respondents, respectively, saying that this never happened. Around
two-thirds of organisations employed staff in dedicated intermediary roles (e.g. as knowledge brokers)
either often (41%) or sometimes (26%). Fostering formal partnerships between university departments
and non-university organisations was part of knowledge mobilisation activity for around four-fifths of
organisations, with around one-third of organisations often using this approach.

Other activities involving practitioners or policy-makers
It was most common for agencies to involve practitioners and policy-makers at each stage of the research
process: almost half of agencies reported that they did so often (49%) and almost as many again reported
doing so sometimes (46%). Similarly, high proportions of respondents reported involving practitioners and
policy-makers in collaborative research and/or communicating research findings (Table 10). It was less
common for agencies to facilitate or fund peer networks or communities of practice among practitioners and
policy-makers, and around one-quarter of respondents indicated that their organisation never did this (24%).

TABLE 9 ‘Linkage and exchange’ activities

Response item Often Sometimes
Planned for
the future

Never/does
not apply

Organising events that bring researchers together with
policy-makers and practitioners (n= 101)

59% 38% 0% 3%

Brokering relationships between practitioners, policy-makers
and researchers (n= 97)

55% 37% 2% 6%

Facilitating mixed networks of researchers, practitioners and
policy-makers (n= 96)

57% 32% 4% 6%

Fostering formal partnerships between university
departments and non-university organisations (n= 96)

36% 45% 6% 13%

Employing staff in dedicated intermediary roles
(e.g. knowledge brokers) (n= 98)

41% 26% 6% 28%

Brokering connections between researchers and
journalists (n= 98)

15% 45% 7% 33%

Arranging secondments of staff from other organisations
into your organisation (n= 100)

9% 44% 12% 35%

Arranging secondments of staff from your organisation into
other organisations (n= 99)

6% 35% 8% 51%
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Activities involving patients, service users or members of the public
Knowledge mobilisation activities involving patients, service users or members of the public were
reportedly much less common than activities involving practitioners or policy-makers (Table 11). Only one
of the five types of activities in this category was done ‘often’ by more than one-third of respondents:
producing publications, other written materials or tools aimed at lay audiences. The more usual pattern
was for agencies to report that they only sometimes did activities with these groups. Indeed, responses to
a later question in the survey (see Activities and focus for effective knowledge mobilisation) showed that
over 80% of respondents believed that the role of service users/patients in knowledge mobilisation was
currently underdeveloped, suggesting that many respondents believed that the current situation could be
improved. Hosting ‘Cafe Scientifique’ or similar public debates was particularly rare: nearly two-thirds of
respondents stated that their organisation never did so.

Advocating and advancing knowledge mobilisation
Almost all respondent agencies stated that they often (52%) or sometimes (42%) actively made the case
for the value of research-based knowledge in policy and practice (Table 12). Over half sometimes or often
funded or conducted projects to advance the science of the knowledge mobilisation field (64%). However,
the majority of organisations did not provide post-project funding for knowledge mobilisation activities
(56%) and only around 10% of agencies often did so; this may in part reflect the relatively small
proportion of respondent agencies that identified themselves as research funders (around one-fifth).

TABLE 10 Other activities involving practitioners or policy-makers

Response item Often Sometimes
Planned for
the future

Never/does
not apply

Involving practitioners or policy-makers in problem-definition
and in prioritising research areas (n= 99)

49% 46% 1% 3%

Involving practitioners or policy-makers in interpreting and
communicating research findings (n= 99)

52% 39% 5% 4%

Involving practitioners or policy-makers in collaborative
research or co-production (n= 99)

45% 39% 5% 10%

Facilitating or funding peer networks or communities of
practice among practitioners and policy-makers (n= 96)

27% 41% 8% 24%

TABLE 11 Activities involving patients, service users or members of the public

Response item Often Sometimes
Planned for
the future

Never/does
not apply

Producing publications, other written materials or tools
aimed at lay audiences (e.g. online resources, articles in
consumer magazines or newspapers, etc.) (n= 100)

37% 47% 6% 10%

Involving patients or service users in problem-definition and
in prioritising research areas (n= 98)

24% 55% 4% 16%

Involving patients or service users in interpreting and
communicating research findings (n= 98)

22% 43% 7% 28%

Involving patients or service users in collaborative research or
co-production (n= 96)

20% 45% 8% 27%

Hosting ‘Cafe Scientifique’ or similar public debates (n= 97) 9% 20% 7% 64%
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The survey findings across all these categories show a wide range of activities are already in place across
these agencies, with sometimes an additional large proportion of agencies identifying specific activities as
targets for future action (e.g. webinars were under consideration for the future by nearly one-quarter of
agencies). Other innovative areas were of less universal interest; for example, using the arts, providing local
consultancy, providing post-project funding for knowledge mobilisation, arranging secondments or
working with journalists were all ruled out by one-third or more of the agencies. The involvement of
patients, service users and lay people in knowledge mobilisation activities was varied, with a greater
proportion of agencies reporting their engagement ‘upstream’ (e.g. in prioritising research) rather than
‘downstream’ (e.g. interpreting and communicating findings).

Models and frameworks used in knowledge mobilisation

From our knowledge of the literature, we had listed around 25 models and frameworks that have been
published and (to some extent) applied. Respondents were asked to indicate which of these models and
frameworks their organisation had drawn on in developing knowledge mobilisation activities and were
able to tick as many as applied (Table 13). It is interesting to note that around one-third of respondents
(31%) did not answer this question. All but three of the models and frameworks listed were identified
by at least 5% of respondents as having been used by their organisation in developing knowledge
mobilisation activities, but few were cited by more than 20% of respondents. This latter group consisted of
PDSA cycles (44% of respondents); the KTA cycle1 (38%); the Greenhalgh model for considering the
diffusion of innovations in health service organisations31 (36%); push, pull, linkage and exchange (33%);10,53

the Institute for Healthcare Improvement (IHI) Model for Improvement49 (32%); Lavis et al.’s framework for
knowledge transfer55 (27%); and, the PARIHS Framework52 (25%).

Around one-third of the 73 respondents to this question also suggested additional models and frameworks
and/or made other comments. Several respondents made references to models and frameworks developed
in-house or referred to work by particular authors that had informed their organisation’s knowledge
mobilisation activities (e.g. Weiss, Sebba, Nutley, van de Ven, Lomas, Kingdon, Sabatier). Some
respondents referred to specific fields (e.g. implementation science) or concepts (e.g. communities of
practice) that had informed their organisation’s work. Others commented that their organisation had not
applied any specific models, or conversely that they took an eclectic approach and drew on many of them
without formal attribution.

The range and diversity of the models and frameworks ‘name-checked’ by these agencies, and the free-text
comments added, suggest that there is considerable scope for consolidation of conceptual matters in the
field, and scope for further refinement (particularly around operationalisation) to ensure that models meet
the needs of agencies.

TABLE 12 Advocating and advancing knowledge mobilisation

Response item Often Sometimes
Planned for
the future

Never/does
not apply

Advocating for knowledge mobilisation by actively making
the case for the value of research-based knowledge in policy
and practice (n= 95)

52% 42% 2% 4%

Including non-academic members on research project
advisory boards (n= 96)

44% 33% 3% 20%

Funding or conducting projects to advance the science of
knowledge mobilisation (n= 96)

25% 39% 9% 27%

Providing post-project funding for knowledge mobilisation
activities (n= 97)

11% 30% 3% 56%
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TABLE 13 Models and frameworks identified as being used in agencies (multiple selections were allowed; n= 73)

Model or framework Respondents, %

PDSA cycles 44

The Knowledge to Action (KTA) Cycle (Graham et al. 20061) 38

The Greenhalgh model for considering the diffusion of innovations in health service organisations
(Greenhalgh et al. 200631)

36

Push, pull, linkage and exchange (Lomas 2000;53 Lavis et al. 200610) 33

The Institute for Healthcare Improvement (IHI) Model for Improvement (Langley 199649) 32

Lavis et al.’s framework for knowledge transfer (five questions about the research, four potential
audiences) (Lavis et al. 200355)

27

The PARIHS Framework (Kitson et al. 199852) 25

The Levin model of research knowledge mobilisation (Levin 200459) 19

Normalization Process Theory (May et al. 200967) 18

Mindlines (Gabbay and le May 200456) 16

School Improvement Model (Education Endowment Foundation71) 14

The Knowledge Integration model (Best et al. 200863) 12

OMRU (Logan and Graham 199851) 12

The Knowledge Exchange Framework (Contandriopoulos et al. 201021) 11

The Consolidated Framework for Implementation Research (CFIR) (Damschroder et al. 200965) 10

The three generations framework (Best et al. 200863) 10

Walter et al.’s three models of research use (Walter et al. 200460) 10

Ward et al.’s conceptual framework of the knowledge transfer process (Ward et al. 200919) 10

Collaborative knowledge translation model (Baumbusch et al. 200861) 7

The Interactive Systems Framework for Dissemination and Implementation (Wandersman et al. 200862) 7

Participatory Action Knowledge Translation model (McWilliam et al. 200968) 7

Knowledge Dissemination and Utilisation Framework (Farkas et al. 200354) 5

Ward et al.’s revised knowledge exchange framework (Ward et al. 201237) 5

The Critical Realism and the Art Research Utilization Model (CRARUM) (Kontos and Poland 200966) 4

The knowledge translation self-assessment tool for research institute (SATORI) (Gholami et al. 201170) 3

The National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP) Knowledge to
Action Framework (Wilson et al. 201169)

3

Other (please state) 23

Propositions for effective knowledge mobilisation

From our interview data and from the literature, we had identified a number of propositions about the
nature of the knowledge mobilisation field and about what is needed to advance knowledge mobilisation
practice. Respondents were invited to indicate their level of agreement with each, using a five-point Likert
scale. In presenting the findings from this section of the survey we have grouped the propositions into four
pragmatic categories based on their underlying themes:

1. terminology in use (four items)
2. theories and frameworks and their utility (three items)
3. activities and focus for effective knowledge mobilisation (five items)
4. the relationship between literature and practice in knowledge mobilisation (three items).
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Terminology in use
There was general agreement across respondents (70%) that it is important to secure broad agreement on
key terms before starting knowledge mobilisation activities (Table 14). Somewhat paradoxically, however,
there was also broad agreement from nearly 60% of respondents that a plethora of terms around
knowledge mobilisation is unavoidable, although around one-quarter of respondents neither agreed nor
disagreed with this proposition. There was less consensus around the proposition that ‘knowledge
mobilisation activities are distinct from quality improvement work’: while around half of respondents
agreed with this statement, just over a quarter disagreed and one-fifth did not feel strongly either way.
Similarly, although around half of respondents agreed that ‘knowledge mobilisation is distinct from
implementation science’, around one-quarter disagreed and a further quarter did not feel strongly
either way.

Theories and frameworks and their utility
There was strong consensus that ‘organisations need to use a range of knowledge mobilisation frameworks
rather than just one’, with over 80% of respondents either agreeing or strongly agreeing with this
proposition (Table 15). However, there was no consensus on whether or not existing frameworks are hard
to operationalise: while almost half of respondents (47%) agreed that they were, a larger proportion (52%)
either disagreed with this proposition (4%) or had no strong view either way (48%). Opinions were mixed
on whether or not the lack of commonly accepted knowledge mobilisation frameworks hindered the
development of knowledge mobilisation strategies: the proportion of respondents who agreed with this
proposition (37%) was the same size as the proportion who had no strong view on it, while around
one-quarter actively disagreed and thought that the lack of commonly accepted frameworks was not a
hindrance to the development of knowledge mobilisation strategies.

TABLE 14 Terminology in use

Response item
Strongly
agree Agree

Neither agree
nor disagree Disagree

Strongly
disagree

Securing broad agreement on key terms is an important
starting point in knowledge mobilisation activities (n= 92)

16% 54% 21% 8% 1%

A plethora of terms around knowledge mobilisation is
unavoidable (n= 92)

8% 51% 26% 14% 1%

Knowledge mobilisation activities are distinct from quality
improvement work (n= 90)

22% 31% 20% 26% 1%

Knowledge mobilisation is distinct from implementation
science (n= 92)

18% 33% 25% 20% 4%

TABLE 15 Theories and frameworks and their utility

Response item
Strongly
agree Agree

Neither agree
nor disagree Disagree

Strongly
disagree

Organisations need to use a range of knowledge
mobilisation models and frameworks rather than just
one (n= 91)

33% 49% 14% 2% 1%

Many of the existing knowledge mobilisation frameworks
are hard to operationalise (n= 89)

8% 39% 48% 3% 1%

The lack of commonly accepted knowledge mobilisation
frameworks hinders the development of knowledge
mobilisation strategies (n= 90)

6% 31% 37% 21% 6%
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Activities and focus for effective knowledge mobilisation
There was strong consensus that effective knowledge mobilisation would be enhanced by developing the
role of service-users/patients (87%), a stronger focus on more supportive organisational environments (85%)
and a stronger emphasis on the active promotion of knowledge products rather than on their production
alone (85%) (Table 16). The proposition that ‘Knowledge mobilisation activities need to be carefully targeted
at particular bodies of knowledge’ received a mixed response, with over half of respondents in agreement
but around one-third indicating that they neither agreed nor disagreed and almost 10% actively disagreeing.
There were also mixed views about whether more emphasis should be placed on knowledge mobilisation at
the organisation or multiorganisation level rather than at the practitioner level: although half of respondents
agreed with this proposition, over 10% disagreed and around one-third did not feel strongly.

The relationship between literature and practice in knowledge mobilisation
There was broad agreement from around two-thirds of respondents that ‘the theory on knowledge
mobilisation as set out in the literature is more advanced than the practice in organisations’ (69%),
although around 10% of respondents actively disagreed with this statement (Table 17). One respondent
added a comment to expand on their answer:

‘The theory is more advanced than the practice’ is a hard one to answer. I much agree that what we
need is more practice, not more theory, which would suggest a response of Agree. But I don’t really
agree that the theory is ‘advanced’. Far to the contrary, I find much of it to be hot air. What we need
is better theory grounded in more and better practice.

TABLE 16 Activities and focus for effective knowledge mobilisation

Response item
Strongly
agree Agree

Neither agree
nor disagree Disagree

Strongly
disagree

The role of service users/patients in knowledge
mobilisation is currently underdeveloped (n= 92)

36% 51% 9% 4% 0%

For effective and sustainable knowledge mobilisation we
need to focus more on creating supportive organisational
environments (n= 91)

32% 53% 12% 3% 0%

Effective knowledge mobilisation needs a stronger
emphasis on the active promotion of knowledge
products rather than on their production alone (n= 90)

37% 48% 10% 6% 0%

Knowledge mobilisation activities need to be carefully
targeted at particular bodies of knowledge (n= 91)

23% 36% 32% 9% 0%

There is currently too much emphasis on knowledge
mobilisation at the practitioner level and not enough at
the organisation or multiorganisation level (n= 92)

10% 40% 36% 12% 2%

TABLE 17 The relationship between literature and practice in knowledge mobilisation

Response item
Strongly
agree Agree

Neither agree
nor disagree Disagree

Strongly
disagree

The theory on knowledge mobilisation as set out in the
literature is more advanced than the practice in
organisations (n= 91)

23% 46% 21% 7% 3%

The lack of evidence on the impact of knowledge
mobilisation approaches is hindering development (n=90)

21% 38% 31% 9% 1%

Organisations are still trying to make ‘linkage and
exchange’ work but the literature has moved on to
newer approaches (n= 90)

10% 27% 57% 6% 1%
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Opinions were split over the question of whether or not the lack of evidence on the impact of knowledge
mobilisation approaches was hindering development: over half of respondents agreed that it was (59%),
but almost one-third (31%) had no strong view and 10% disagreed (see Table 17). The proposition that
‘Organisations are still trying to make “linkage and exchange” work but the literature has moved on to
newer approaches’ was met with a largely neutral response: although just over one-third agreed that
this was the case, a majority of respondents (64%) neither agreed nor disagreed (57%) or actively
disagreed (7%).

Several respondents made comments to the effect that it was difficult to choose one option for some
propositions because ‘it depends’:

As always it is difficult to answer ‘in general’ as it depends what knowledge is being mobilised, where,
between whom and for what purpose . . . A case-by-case approach is often needed and the
willingness to be flexible and respond iteratively.

I think some people get too caught up in the jargon and theory rather than the practicalities and
the ‘doing’. KT is about communication, relationship building, change management, political
manoeuvring, etc. It is also going to be different depending on who has the knowledge (or the need)
and who they are trying to make [an] ‘exchange’ with. There are many potential interactions at
multiple levels.

Some respondents had more fundamental objections to this section of the survey and commented that it
was privileging a particular and ‘academic’ perspective on knowledge mobilisation:

As one who works in an organisation that constantly seeks to generate research evidence for policy
and practice, and with a strong focus on dissemination, debate and exchange, it is hard to focus on
this academic analysis of ‘the problem’. There is so much that researchers could do to engage with
policy and practice, drawing on experience of the many academic units and foundations who do this
every day. Beware intellectualising the issues – this of itself puts off policy makers and practitioners!

Several of the propositions in this section concerned factors that might be hindering development of the
knowledge mobilisation field (e.g. the lack of commonly accepted frameworks or the lack of evidence of
impact of knowledge mobilisation approaches). One respondent added a comment to qualify their answer,
saying that it was not ‘lack of evidence on the impact of knowledge mobilisation approaches’ that was
the problem but ‘lack of a richer, more sophisticated understanding of the mechanisms of action and
mediators/moderators of the approaches’. Other respondents added suggestions of other factors that were
hindering knowledge mobilisation:

What’s missing is marketing the impact that using research evidence can have for practitioners.

It’s hard to get people to buy into knowledge mobilization when the knowledge itself shifts, grows,
and is contradicted. As this shift is inescapable, the root challenge is to help laypersons feel
comfortable with some degree of ambiguity in the knowledge base, and to give them the tools to
make some degree of assessment of new findings and conclusions for themselves, or to provide them
with a reliable source of analysis of such new findings and conclusions.

Overall, with some exceptions, there was a good degree of consensus (fewer than 10% disagreeing) over
the propositions presented (although large numbers often opted for the neutral stance of ‘neither agree
nor disagree’). Areas where there was more marked disagreement were around the use of terminology
and the availability and operationalisability of theories and frameworks. This reinforces the point made
earlier on the need for conceptual consolidation, translation and communication (with due reference to
the need to apply reflexively the lessons learnt from this project).
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Key factors underpinning agencies’ knowledge
mobilisation plans

This section of the survey gave respondents the following instruction:

This section looks at some aspects that your organisation might want to consider in developing
knowledge mobilisation activities. For each aspect listed below, please indicate how important you
think it is. When choosing an approach, what matters?

Respondents were presented with a list of 13 factors and asked to indicate how important each factor
was. In presenting the findings from this section of the survey, we have grouped the 13 factors into three
pragmatic categories:

1. factors relating to evidence or experience (four items)
2. factors relating to customisation (four items)
3. factors relating to fit with context (five items).

Few respondents used the ‘Do not know/does not apply’ option in this section (always fewer than 5%):
this suggested that respondents had a degree of certainty about the factors that were important in
developing a knowledge mobilisation strategy and about their relative importance. However, just over
10% of respondents did not answer this question at all.

Factors relating to evidence or experience
An overwhelming majority thought that it was important to have evidence supporting the knowledge
mobilisation approach chosen (94%) and to be able to evaluate the approach in use (93%) (Table 18).
One respondent commented that it was necessary to take a pluralistic approach to the definition of
supporting ‘evidence’. Prior positive experience with a particular approach in that organisation was
important to around three-quarters of respondents. However, there was less interest in whether or not
similar organisations were using a particular approach: over one-third of respondents did not think that
that was an important factor.

Several respondents added comments about the risks of waiting for evidence to support an approach or of
waiting for other organisations to adopt an approach first:

I worry that by waiting to see if other organisations are also doing the work . . . or that everything is
tailored and well accepted . . . it will be too late! Facilities should start looking for key signals that are
appropriate for them so they move more quickly. Part of our problem with adoption of best practices
is everyone waiting around for double-blind studies to support every component – we have to move
faster. These are all nice to have, but aren’t requirements to have.

TABLE 18 Factors relating to evidence or experience

Response item
Very
important

Fairly
important

Not that
important

Do not know/
does not apply

That there is evidence to support this
approach (n= 92)

57% 37% 5% 1%

It is feasible to evaluate the approach in use (n=92) 38% 55% 5% 1%

We have used this approach previously with
good results (n= 92)

30% 44% 22% 4%

Similar organisations are using this approach (n=92) 11% 50% 37% 2%
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The tension between an evidence-backed approach and one which is well-received by end-users can
be difficult to manage, and is a major potential obstacle in effective knowledge mobilization. Some
degree of compromise is always necessary, but from the perspective of an individual business, perfect
evidence-backing must inevitably give way to practicality.

Factors relating to customisation
The four factors relating to customisation were seen as uncontroversial (Table 19), with all but a handful of
respondents rating as important that the knowledge mobilisation approach was customised for the target
audience(s), that it was tailored to the type of knowledge to be mobilised, that it took full account of the
users’ organisational context/s and that it engaged the end-users of the research.

Factors relating to fit with context
Factors relating to fit with context were also seen by an overwhelming majority of respondents to be
important (Table 20). In particular, over half of respondents (60%) thought that it was ‘very important’
that the approach was understood and accepted by key people in the organisation that was developing
the knowledge mobilisation strategy. Views were slightly more mixed on the issue of whether or not the
chosen approach tapped into formal and informal networks, with around 10% of respondents indicating
that this factor was not that important.

Most of the factors identified here were confirmed as being either ‘very’ or ‘fairly’ important by a large
majority of respondents in choosing knowledge mobilisation activities. Only two stood out as being more
controversial: prior experience with previously good results, and whether or not similar organisations were
already using the approach. This suggests that the factors identified may form a useful checklist for
agencies as they develop knowledge mobilisation innovation.

TABLE 20 Factors relating to fit with context

Response item
Very
important

Fairly
important

Not that
important

Do not know/
does not apply

The approach is understood and accepted
by key people in our organisation (n= 92)

60% 35% 3% 2%

The approach is appropriate for our
organisation’s context (n= 91)

57% 38% 3% 1%

Theapproachmakesgooduseof the
perspectivesofpatients/serviceusers (n=92)

45% 46% 5% 4%

The approach makes effective use of
communication technologies (n= 92)

36% 53% 5% 5%

The approach taps into existing formal and
informal networks (n= 92)

42% 42% 11% 4%

TABLE 19 Factors relating to customisation

Response item
Very
important

Fairly
important

Not that
important

Do not know/
does not apply

The approach is customised for the target
audience(s) (n= 91)

63% 33% 1% 3%

The approach is tailored to the type of
knowledge to be mobilised (n= 92)

47% 48% 2% 3%

The approach takes full account of the
users’ organisational context/s (n= 92)

51% 43% 3% 2%

The approach engages the end-users of the
research (n= 92)

64% 29% 2% 4%
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Evaluating knowledge mobilisation activities and impact

The final section of the online survey explored agencies’ experiences with evaluation of their knowledge
mobilisation activities. Around one-quarter of respondents stated that ‘there is currently little or no formal
evaluation of the organisation’s knowledge mobilisation activities’, while 60% of respondents stated that
there was ‘some’ evaluation, and just 15% indicated that their organisation had ‘a comprehensive
approach’ to evaluating their knowledge mobilisation activities. Some respondents used the free-text
comments box to provide additional clarification, for example commenting on the difficulty of assessing
impact, or emphasising that while their organisation did have extensive evaluation initiatives, these did not
cover all of the relevant activities. One respondent commented on the need to augment the funder’s
minimal reporting requirements:

Our UK research-agency funders currently expect only ‘process/throughput’ reporting on our KTE
activities; we try to augment that with ‘thicker’ narratives about our experiences, but there is limited
interest in reading those – so we tend to tell those stories in our presentations to varied national and
international audiences.

Respondents were also invited to consider some of the types of impact that the organisation might want
to consider in developing a formal evaluation of their knowledge mobilisation activities (Table 21). Most of
the types of impact listed were reported by respondents to be either ‘very important’ or ‘fairly important’.
‘Identifiable evidence-informed policy or service change’ was the least controversial (99% support), with
‘impact on outcomes for service users’ attracting more mixed views: 14% of respondents thought that this
was ‘not that important’ or chose the ‘do not know/does not apply’ option.

TABLE 21 Importance of various aspects of knowledge mobilisation impact

Response item
Very
important

Fairly
important

Not that
important

Do not know/
does not apply

Identifiable evidence-informed policy or
service change (n= 91)

70% 29% 1% 0%

Changes in research users’ behaviour or
normal practice (n= 91)

69% 25% 3% 2%

Changes in research users’ attitudes and
intentions (n= 92)

59% 33% 5% 3%

Process measures of research user
engagement, e.g. website visits, downloads,
attendance at events, etc. (n= 92)

45% 46% 9% 1%

Increased awareness of the research
evidence among potential research
users (n= 92)

51% 38% 9% 2%

Impact on outcomes for service users (n=92) 64% 23% 7% 7%
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Additional comments by respondents revealed a range of concerns around evaluation (‘if only we could
achieve these lofty aims!’), including the challenges of measuring impact, particularly over shorter time
periods, and of isolating the influence of particular initiatives, activities or evidence on outcomes:

Re impact on outcomes for users: this is the most important – but we know it is too far beyond our
own sphere of control to measure hence does not apply. Process measures are the easiest for us to
capture and we do this as matter of course – but recognise that they don’t tell us the full or even the
most important story. We also know from experience that measuring the impacts we feel are very
important is very hard to do – and not only because of attribution issues – but these are questions we
do seek answers to when we evaluate our programmes.

While outcomes for service users are the key element of practice development, it is often very difficult
to establish the link between evidence and improvements in outcome, Too much focus on evidence
that is easily linked to direct changes in outcomes can skew the evidence base and shut off potentially
important avenues that have a more indirect or longer term impact on outcomes.

So, again, overall there appears to be a good deal of consensus over the importance of various aspects of
impact as being (very or fairly) important. The challenge will be turning such clarity over goals into practical
and effective projects to uncover the impacts over which importance is agreed.

Concluding remarks

The data from our web-based survey provide important extensions to the interview data. They paint a
picture of diverse terminology, and fragmentation of theoretical thinking. Many of the models, theories
and frameworks in the literature were seeing only limited application by agencies, and there was
considerable doubt in the field whether convergence was possible or desirable. Notwithstanding this
theoretical diversity, there is a very wide array of activities already in play, and some emerging consensus
as to many of the propositions that had emerged from the interview work. There were also areas of
agreement on many of the factors that underpin successful knowledge mobilisation. These data, then,
provide an important foundation on which agencies can build: exploring divergence and examining the
implications of emerging consensus. They may also help to bring about better articulation between
theoretical concerns and practical application. The following chapter attempts some of this bridging work
by exploring patterns of agency practice in the light of the theoretical thinking uncovered by our
review work.
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Chapter 6 Archetypes of practice in knowledge
mobilisation

Introduction

In Chapter 3 we read across 71 reviews of knowledge mobilisation, and explored the growing set of
models and frameworks that have emerged, to create a conceptual map of the issues and challenges
facing agencies developing knowledge mobilisation strategies. Chapter 4 provided in-depth accounts from
these agencies of the strategies that they have developed, the reasons underlying these strategies, and the
learning from evaluation work. Finally, Chapter 5 took a number of observations and propositions from
the earlier phases of the work and tests these for wider consensus on a broader sample.

Building and integrating across the preceding three chapters, we now present some integrative
observations of the knowledge mobilisation work that we have seen in our agencies and the thinking that
has underpinned that work. Working inductively from our various sources of data (websites review, formal
literature, grey literature, depth interviews and web survey), we have derived a number of key archetypes
(eight in total) that can be seen to underpin the practices of the agencies with which we engaged.

This chapter presents an account of these archetypes, the reasoning behind them, and the potential uses
to which they may be put. Workshop discussion with agencies and other interested parties late in the
project suggested that these accounts may provide powerful tools to clarify and communicate agency
strategies, activities and reasoning.

The nature of archetypes

Archetypes may be thought of as idealised types or configurations of agencies (i.e. not necessarily actual or
real). They provide accounts of an idealised agency that can be used as interpretive heuristics, allowing us
to assemble and interpret observations. ‘Idealised’ here contains no normative intent: it draws attention to
the potential for creating basic building blocks from which the strategies of actual agencies may be
assembled or be seen to be composed.

The focus of this study was on understanding the nature of the innovative activities in the field of
knowledge mobilisation as carried out by three major types of agency: large research producers,
intermediary agencies and major funders. We were not concerned to map the numbers and types of these
agencies across sectors (e.g. health care or social care). Nor were we primarily interested in assessing the
extent (depth and breadth) of agency activities across that landscape. To the extent that we did either of
these two things it was as a means of exploring deeper processes. Our aim instead was to understand how
and why innovation in knowledge mobilisation was created, underpinned and sustained.

It is important to be clear, therefore, that in creating archetypes we were not attempting to develop either
a taxonomy or a classification of agencies: these are different tasks that have, in part, been addressed by
others.11,25,130 In this project, we were looking deeper to try to understand the basic architecture from
which agencies and their portfolio of knowledge mobilisation activities are assembled. It is to this end that
we began to see in our data a number of patterns of practice – bundles of assumptions, actions,
configurations and rationales – that recurred in the data. We called these repeated patterns ‘archetypes’.

The literature review work set out in Chapter 3 gave us obvious reference points for mapping agency
activities and rationales. The six domains of the conceptual map, and the articulations of key debates, choices
and tensions within these, provided anchor points for describing what we saw in agencies in the form
of archetypes.
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Eight emergent archetypes

Eight archetypes emerged inductively from our data on repeated reading of interview transcripts and an
assessment of these in the light of the structured literature reviewing we had undertaken. In discussions
across the research team, with our advisory board and in the participatory workshops we began to flesh
out and name these archetypes.

As would be expected from archetypes, there is considerable overlap between them on many of the
six domains of the conceptual map (this contrasts with, for example, a multidimensional approach to
classification which would have sought discrete and mutually exclusive accounts). Indeed, some of the
archetypes are so similar, differing on perhaps just one key aspect, that they form natural pairs (these are
identified below):

l archetype A: producing knowledge (product push)
l archetypes B and C: brokering and intermediation (own research; wider research)
l archetype D: advocating evidence (proselytisers for an evidence-informed world)
l archetypes E and F: researching practice (research into practice; research in practice)
l archetype G: fostering networks (building on existing networks; developing new ones)
l archetype H: advancing knowledge mobilisation (building knowledge about knowledge

and knowing).

Each of these archetypes is summarised in Table 22 using the six conceptual map domains; and each is
now elaborated a little further. In reading these archetype accounts it should be borne in mind that we are
not asserting that any given agency would necessarily match the archetype described: all actual agencies
are likely to be a complex and shifting mix of these archetype underpinnings.

Archetype A: producing knowledge
As Chapter 4 demonstrated, many of the agencies we engaged with emphasised the production of
research-based knowledge ‘products’. These included systematic reviews, research summaries, ‘mythbusters’,
web portals and the like. Even when agencies saw the importance of more interactive and socially situated
approaches, they frequently experienced a pull back to knowledge production, collation and synthesis
activities. Such approaches emphasise the value of explicit and codified knowledge, and naturally lead to
distinct sets of activities and investments that enable the production process (see Table 22). Thus, the idea of
archetype A (produce and share) emerged naturally from our data and could be seen to underpin – explicitly
or implicitly – many agency strategies.

Archetypes B and C: brokering and intermediation (own research;
wider research)
The rise of more interactive and relational models for research use has been mirrored by changes in the
emphasis of agencies in how they seek to share research. Many have sought to go beyond ‘produce and
share’ to create more interactive spaces where different kinds of knowledge and expertise can interact, be
exchanged, be integrated and/or be transformed. Such approaches may have some inevitable ‘push’ but
also seek to create ‘pull’, and are clearly informed by the ideas of ‘linkage and exchange’ (see Table 22).

Two different kinds of emphases were seen here in our data. First, activities that sought to broker
(primarily) new and local research to a wide variety of stakeholders (often with an emphasis on policy-makers).
Such actions were thus often focused on the flow of new research and its promulgation. Second, activities
that sought to embrace the wider bodies of research available on any given issue; work that focused on the
stocks of existing research-based data, whether locally produced or distal in time and place. These
observations gave rise to a pair of archetypes, archetypes B and C, which reflect brokering agency activities
focused on the new and the local or much more widely cast.

ARCHETYPES OF PRACTICE IN KNOWLEDGE MOBILISATION
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Archetype D: advocating evidence (proselytisers for an
evidence-informed world)
As linkage and exchange has become mainstream, and knowledge application and use is seen as heavily
contextual, problem-driven and socially situated, so systems thinking has come to permeate some of the
discourses underpinning knowledge mobilisation. Evidence advocates proselytise for a greater role for
research-based knowledge, and seek the necessary infrastructural, organisational and cultural changes that
might facilitate that role. In this way of thinking, interaction is central, use of research may be as much
conceptual (‘enlightenment’) as instrumental, and shaping the wider context becomes a central focus
(see Table 22). Archetype D, therefore, represents this aspect of agency work around creating the right
knowledge context that is properly cognisant of the social and organisational complexity of the arena
where influence is sought.

Archetypes E and F: researching practice (research into practice; research
in practice)
Many of the agencies with which we engaged emphasised the need to ‘roll up the sleeves’ and provide
hands-on support for local implementation, developing networks and building local absorptive capacities.
Such work emphasises different aspects of the conceptual map (see Table 22) and ‘resolves’ key tensions
in particular ways. Again, here we could discern two rather different emphases that make up archetypes E
and F. First, an emphasis on improving practice through the application of research knowledge produced
outside the organisation where change is being sought (archetype E). Often, such approaches emphasise
more explicit knowledge and ideas of knowledge transfer, but the adaption and adoption of that
knowledge may still include consideration of local understandings and contingencies. The second emphasis
(archetype F) highlights local learning and absorptive capacity development, as well as locally produced,
often co-produced, research knowledge. Both of these archetypes blur the distinction between the roles of
a knowledge mobilising agency and the normal functions of a service delivery organisation, such as
organisation development, service improvement and organisational learning.

Archetype G: fostering networks (existing or new)
As our review of reviews showed, understanding has grown of the socially situated way in which research
contributes to knowledge, is melded with existing tacit knowledge, is moulded by an understanding of local
preoccupations and contingencies, and is actioned in complex and ‘political’ environments. In response
to these perspectives on situated knowing, agencies have often sought to create, develop or mould
collaborations and network that shape and share expertise, and to increase the role that research-based
knowledge can play in these networks. Archetype G, therefore, highlights the assumptions and
preoccupations that go into this kind of work (see Table 22).

Archetype H: advancing knowledge mobilisation (building knowledge about
knowledge and knowing)
Addressing the irony that much of the practice in knowledge mobilisation is not yet underpinned by either
a coherent body of theorising or extensive empirical evaluation, some agency work is aimed at addressing
these deficiencies and lacunae. Archetype H, therefore, addresses those aspects of knowledge mobilisation
practice that are about refining the field, building shared understanding and committing to further empirical
study. This archetype reflects a reflexive application of ‘knowledge about knowing’ to the knowledge
mobilisation field.

Discussion

The eight archetypes identified and outlined above and in Table 22 are presented as one way of
understanding the preoccupations and emphases that we saw across different agencies in the field. We do
not intend these accounts to be seen as definitive or – worse – as classification categories into which
actual agencies can be slotted. Our aim was to show the breadth of knowledge mobilisation approaches
observed, not to map individual agencies on to particular archetypes. Thus, our archetypes are idealised
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types that (may) help to explain the diversity and dynamics of knowledge mobilisation in practice. Real
organisations rarely display all of the features of ideal types like our archetypes: instead, they are much
more likely to show different features to varying degrees.196

In producing these accounts we neither make nor imply any normative intent. We would resist attempts
to create hierarchies of these accounts, or attempts to suggest which are best or better, even if such
suggestions were made heavily contingent. The patterns of practice contained in the archetypes present
different challenges, have different strengths and are likely to be appropriate in different contexts.196 As
constructed, the archetypes are intended as descriptive and interpretive heuristics. In common with the
recent use of archetypes to illuminate knowledge translation practices in the nine first-round CLAHRCs,196

their merit lies in their capacity to aid transparency, and to reveal deeper strands of thinking that,
consciously or otherwise, underpin agency activities.197 We also hope that these archetypes will stimulate
communication and debate around agency orientations, design, strategies and priorities. It is our belief
that finding ways to make explicit what is often tacit about knowledge mobilisation will aid both theory
and practice.

A degree of respondent validation of these archetypes is both possible and desirable, but was beyond the
scope of this project. For example, there are risks that we may have been too swayed by a theoretical
literature that was, to some extent, sidelined by many of the agencies we spoke with. Nonetheless, as
currently presented, the archetypes do have the merits of being both theoretically informed and strongly
empirically driven.197

The archetypes can be used to explore the existing mix of activities in any agency, or indeed across a mix
of agencies. Such an analysis could be extended longitudinally, to examine changes over time and the
reasons for these. In addition, it would be possible to explore with agencies the degree of coherence or
incongruence across the archetypes, and the implications of these for agency activities, future strategies
and stakeholder perspectives. Participants at the second workshop suggested that none of the archetypes
were inherently in conflict with each other but that there might be resource issues and challenges in
reconciling competing priorities (e.g. if some archetypes/activities were seen as higher status).

This project had a particular and determined focus on agencies, partly because of the historical neglect of
considerations of actions in these contexts, and partly because our view is that it is (for now) the energies
and ingenuity of agency activity that will drive better sharing of research. However, this agency perspective
also has limitations in that it addresses the interests and concerns of only one set of actors in the system
(agencies of the types that we reviewed: producers; intermediaries and funders). This leaves unaddressed
an analysis of the system-wide risks and missed opportunities. An emphasis on agencies, for example,
can obscure the need for an interagency and system-wide focus. It may underplay the importance and
dynamics of service delivery organisation design, staffing, training, regulation, etc. It also leaves somewhat
sidelined any analysis of the research infrastructure and its fitness for purpose.198 In addition, broader
political concerns and the role of the media are, similarly, not fully visible in the archetypes.

Notwithstanding these concerns, it is our belief that these archetypes are underpinned by an empirical
reality as described in earlier chapters. As a result they have an inherent validity and can help us to make
sense of the complex and diverse agency accounts set out in Chapter 4. Further elaboration is desirable,
with one key area to be addressed being the nature of ‘success’ within the terms of each of the
archetypes described.

Finally, in developing the archetypes as communicative or analytic tools for agencies, some translational
work may be required to aid intelligibility and acceptability. A recurrent theme from our fieldwork was the
somewhat limited connect between a burgeoning and increasingly sophisticated literature and the growing
pragmatism and experientially led nature of agency strategies and actions. We have no wish to contribute
to this gulf but seek ways to bridge it. Careful reframing and rephrasing of the archetypes may be required
before they can become effective tools for agencies.
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Concluding remarks

The emergence of archetypes from across our data gathering provided a new and unexpected perspective
on the role and work of knowledge mobilising agencies. These help to bridge the theoretical concerns
of Chapter 3 and the empirical realities exposed in Chapters 4 and 5. The following, concluding chapter of
this report aims to further integrate the findings from the project as a whole, and to draw out some
of their implications.
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Chapter 7 Discussion

Introduction

This project set out to explore the linkages between an increasingly sophisticated literature on knowledge and
knowing, and the practices of knowledge mobilisation. Our focus throughout has been on the knowledge
mobilisation practices of three different kinds of ‘agency’: major research producers, intermediary agencies
and large research funders. Sometimes these agencies had (and have) a distinct organisational identity
(e.g. not-for-profit ‘think tanks’ or specific research funders), while at other times the ‘agency’ was either a
subunit of a larger organisation (such as part of a university or health-care organisation) or virtual (e.g. a network
of collaborators, albeit one with a distinct identity). While we focused on agencies (not individuals, and not the
system), we primarily used this agency focus to allow us to explore the activities, innovations and rationales for
knowledge mobilisation within those agencies. That is, the agencies per se were not our key interest: it was
what those agencies were doing and how they were thinking that were central.

Throughout we have used the term ‘knowledge mobilisation’ to encompass the broadest possible set of
activities that involve sharing research. This was a pragmatic choice and was not intended to short-circuit
the real, necessary and pervasive debates over terminology. For the most part, the knowledge-literate
study participants with whom we engaged acknowledged this as a reasonable pragmatic choice.

Reflections on method

The multimethod, multiphase approach adopted provided us with rich and complementary data. Thorough
review of agency websites and consultation with sector experts enabled us to select those agencies where
there was the greatest innovation and scale of activity for more detailed investigation. The review of
reviews led to a conceptual map that helped to shape and organise our thinking. In-depth interviews
across 51 agencies provided full and nuanced accounts of not just activities within those agencies but also
the important thinking that lay behind such developments. The web-based survey added further breadth
and insight. Throughout, we were guided by an international and expert advisory board, and we also,
at times, drew on our own wider networks for guidance (e.g. in ensuring that we were not missing
relevant agencies).

Despite the care taken to create a multifaceted view of knowledge mobilisation work, there are still some
limitations to what we have done. First, we have focused primarily on health-care-related agencies
(appropriately, given the NIHR funding source), and although our scope was international we have had only
limited access to non-English speaking agencies (because of our own language limitations). This health-care
focus has been augmented by investigations in social care and education (the latter with a specific focus on
school-age education), but here we specifically limited ourselves to UK agencies for reasons of practicability
and manageability. Second, in engaging with agencies, we usually spoke in-depth to only a single, albeit key,
individual, and so questions must arise as to the extent to which that individual could encompass the richness
of thinking and history that underpinned significant agency activity. Nonetheless, in general, we did not
discern any significant degree of difficulty here: almost always, participants seemed able to offer detailed and
nuanced accounts. This in turn raises the question of the ‘social desirability’ of the accounts that we were
being given. Here, we were pleasantly surprised by the willingness and candour of participants to share their
uncertainties, but of course we can make no claim that these accounts are either complete or ‘accurate’.
Nonetheless, the accounts given do provide insights into the discourse of a highly relevant and deeply
engaged group of knowledge mobilisation practitioners. In that sense then, our informants were capable of
shedding significant light on these aspects of the knowledge-sharing world. Third, the response rate to the
web survey was slightly lower (at 57%) than the response rate of over 70% that we had hoped for. We had
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based this expected response rate on the team’s previous experience of conducting surveys. However, we are
aware that a recent meta-analysis of surveys of health professionals199 suggests that survey response rates are
typically in the region of 50% and can be much lower; we are, therefore, satisfied that the response rate for
the current survey is in line with the norm. It is, therefore, unlikely that this survey suffered unduly from
non-response bias.

We set out the key research objectives and specific RQs of the project at the end of Chapter 1. In brief,
these were mapping the knowledge mobilisation landscape; understanding the theoretical and other
underpinnings of the strategies and approaches in use by agencies; and learning from the success, or
otherwise, of agency activities. While the preceding chapters have already offered a degree of discussion
of the data collected, here we return to these guiding research aims to provide some integrative
commentary on the findings.

Mapping the knowledge mobilisation landscape
We found a wide range of knowledge mobilisation practices in our agencies, ranging from the standard
and commonplace to the highly unusual and innovative. The distinctive patterns of practice within
agencies created significant dissonances, tensions and trade-offs.

Innovative practice in knowledge mobilisation
We described in detail in Chapter 4 (interview data) the knowledge mobilisation strategies developed
by the agencies in our study. Although we had purposefully selected the interview agencies on the basis of
the scale and degree of innovation of their knowledge mobilisation activities, we found considerable
variation between agencies in the extent to which knowledge mobilisation was central to their activities.
A recent study of the websites of health research funding agencies in six countries25 found considerable
variation in the prominence given to knowledge mobilisation work in the organisations’ structures. In our
study, some agencies had at their core the need to encourage the facilitation of all of the research that
they produced or funded, while for others knowledge mobilisation activities were part of only some of
their research projects. When we asked interviewees to describe how they saw their organisation’s role in
relation to knowledge mobilisation, the resulting descriptions could be clustered into three broad
categories: roles that emphasised research products, roles that emphasised brokering and roles that
emphasised fostering implementation of research findings. The role categories were not mutually exclusive
and did overlap within individual agencies.

We found that agencies were generally reluctant to claim the label ‘innovative’ and that there was some
debate about how innovation should be defined in the knowledge mobilisation field. Nevertheless, we
found that many agencies were seeking to develop new ways of working around sharing research that
they had not used before. For those roles that emphasised research-based ‘products’, a range of ‘push’
activities was described together with, in some cases, activities aimed at encouraging research user ‘pull’.
In developing these products, many agencies worked with their target audiences (e.g. managers,
practitioners or policy-makers) to ensure that the format, language and blend of research evidence with
other forms of knowledge were appropriate for the potential users. Several interviewees described how
such discussions were often an important end in themselves, in enabling policy-makers or practitioners to
reach a better understanding of their underlying concerns or questions, in fostering greater understanding
of the research process and the limitations of the research base, and in developing relationships of trust
between researchers, policy-makers and practitioners. Although some agencies were continuing to use
more traditional methods such as producing guidelines or reports, interviewees also described a range
of more interactive and creative approaches to sharing research findings, including videos, animations,
drama and ‘artist in residence’ posts.

DISCUSSION
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Our survey data augmented these accounts by showing that almost all agencies were producing publications,
other written materials or tools for research users. Webinars for policy-makers or practitioners were also
increasingly being used, whereas using the arts (e.g. drama, narrative or visual arts) to communicate research
findings was rare. Fewer than one-third of survey respondents often used social media to create debate,
although over one-third sometimes did.

For some agencies that we interviewed, brokering was the main focus of their approach to knowledge
mobilisation. In some cases it was the organisation itself that was the knowledge broker; other agencies
employed individuals in knowledge brokering and boundary spanning roles. Agencies were seeking to
facilitate and support networks of practitioners, managers and researchers, and to develop a range of
events aimed at particular audiences (e.g. government minsters, members of the public or practitioners)
to create new dialogues around research. Substantial initiatives included the creation of a media centre to
improve media reporting by bringing journalists and researchers together and the development of a
brokered ‘rapid response’ advisory service so that practitioners and managers could ask questions of the
research centre. However, the survey data suggested that this was an unusual approach: only 15%
of the survey agencies often brokered connections between researchers and journalists, and one-third of
organisations never did so. In contrast, almost all agencies in the survey organised events and facilitated
networks to bring researchers, policy-makers and practitioners together, and around four-fifths of agencies
fostered formal partnerships between universities and non-university organisations. Around two-thirds of
agencies employed staff in dedicated intermediary roles (e.g. as knowledge brokers) but fewer agencies
arranged secondments of their staff into other organisations or vice versa.

The third cluster of activities we observed was around the implementation of research evidence: agencies
worked alongside practitioners in health care, social care or education to enable them to review their
services and to use a range of tools and approaches from quality improvement and implementation
science to adopt and evaluate new practices in that setting. Such roles typically blended capacity building
(e.g. training, secondments or fellowships) with research co-production, the provision of practical tools for
research implementation and activities to develop local champions and trainers. Here, the survey data
suggest that such activities were relatively common: 55% of respondent agencies indicated that they often
carried out activities to support implementation, with a further 38% indicating that the organisation
sometimes did so. Moreover, around one-quarter of the respondent agencies stated that they often used
participatory research methods (including action research or facilitated implementation) and around 40%
of agencies indicated that developing local collaborations for innovation and improvement was a common
activity for them.

Our literature work (see Chapter 3) provided a conceptual map that helped us to identify points of
similarity and difference between agencies in their approaches to knowledge mobilisation. While there
were some areas of emergent consensus (e.g. the need for greater interactivity; awareness of audience
needs; the importance of attending to context; and the importance of evaluating knowledge mobilisation
activities), there were also evident differences between agencies (and even within agencies) in the
approaches taken. These differences were not always apparent to the agencies themselves. There was
a fair degree of ignorance about what other agencies in the same field were doing in knowledge
mobilisation, and several interviewees and workshop participants expressed regret that there were no
established mechanisms for learning from similar agencies. Moreover, at the heart of many agencies’
portfolios of knowledge mobilisation work lie unresolved tensions, trade-offs and ambiguities. As such,
while some portfolios of work within agencies appeared coherent, with complementary (and often
synergistic) activities, others contained some inherent contradictions (e.g. in whether or not ‘knowledge’
was treated as situated or portable). At times, our informants were aware of and were wrestling with
these contradictions; at other times, it seemed that such awareness was limited.
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Tensions and trade-offs in knowledge mobilisation
Despite widespread understanding about ideas of linkage and exchange, many agencies experience a
strong pull back to the creation of knowledge products, with a strong emphasis on the rigours of the
underlying research base and the credibility of the evidence sources. This rigour–relevance tension lies
largely unresolved at the heart of many debates within agencies, and many agencies seem to struggle to
break free from ‘push’ dominated activities. Moreover, even as the literature moves on from ‘relational’
models of knowledge mobilisation to embrace ideas of ‘systems’ perspectives,20,27 agencies still struggle to
make real and sustain effective ‘linkage and exchange’.25

Even within ‘push’ activities, tensions are apparent around the extent to which knowledge is treated as
situated or portable. This is reflected in how the lessons from research are couched, the degree to which
these messages are tailored in collaboration with different potential audiences and the extent to which any
bespoke follow-on translation services are offered. There are also tensions and trade-offs when agencies
facilitate the mobilisation of practitioner-based knowledge alongside research-based knowledge, for
example by providing practitioners with a platform for sharing lessons from practice. These tensions
include debates around the standards of evidence that should be employed for different types of advice.

The lessons of more engaged and facilitative work to support research use have been well taken by many
agencies, for example supporting implementation in practice or working alongside policy-makers in hybrid
roles. However, in moving into this terrain it becomes ever more difficult to see where the knowledge
mobilisation work ends and ‘normal’ organisational change or policy work begin. Partnership working,
collaboratives, secondments and joint-funded initiatives are all used to try to build a shared view and new
capacities, but tensions inevitably remain. Sustaining such work through turbulent change in partner
organisations and maintaining commitment to this resource-intensive work in the absence of hard
evidence of impact remain challenges.

We observed another tension in the field around the potential role of service users, members of the public
and other ‘lay’ people (e.g. carers or parents) in knowledge mobilisation. An overwhelming majority of
survey respondents (87%) agreed that the role of service users or patients in knowledge mobilisation is
currently underdeveloped. However, the survey data also show that knowledge mobilisation activities
actually involving service users, patients or members of the public were much less common than activities
involving practitioners or policy-makers. Moreover, involving service users or members of the public was
not a primary focus for the majority of organisations we interviewed, with some interviewees expressing
concern at the tensions within their organisation in balancing the different target audiences. This suggests
some conflict between what individuals believe is desirable and current practice in many organisations.

Archetypes of agency practice
Exploring agency activities, strategic thinking and the drivers of innovation led us to posit that a number of
‘archetypes’ underpin the diverse landscape of knowledge mobilisation (see Chapter 6). By relating these
to our structured review of the literature, these archetypes allow us to see more clearly the tensions and
trade-offs in portfolios of work. Our hope is that with further development work these archetypes may
begin to provide agencies with insight and tools to help them shape future work.

The archetypes have been derived inductively but link explicitly to key literature-based debates. Although
we cannot say from this work which of the archetypes are most promising in terms of effective knowledge
mobilisation (and in any case, they are likely to be contingently effective), we hope that they may prove a
useful tool for future agency development and evaluative work.

The archetypes may also be useful in assessing the completeness and complementarities in the broader
field of knowledge mobilisation. That is, while there is no need for any one agency to ‘cover all bases’ in
mobilising knowledge, a policy goal might be to encourage an appropriate ecosystem that balances a full
portfolio of work across the archetypes.
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Parallel debates in education and social care in the UK
In studying knowledge mobilisation approaches we also looked outside the health sector to see what
lessons could be learned from the knowledge mobilisation approaches being used in cognate sectors. We
chose to include education and social care in the UK in the study because these sectors share a similar
political context to UK health care (e.g. they also face extensive media scrutiny and are subject to multiple
and successive policy initiatives and reorganisations) and they share similar challenges of applying both
instrumental and non-instrumental kinds of research to practice and policy. They are also interesting
comparators because unlike health care their approaches to sharing research and encouraging its use have
developed somewhat outside the ‘long shadow’ of evidence-based medicine200 and the infrastructure
surrounding the implementation of clinical research knowledge. We limited our study of these sectors to
the UK context for reasons of manageability within the study time frame.

We found that some interviewees from those sectors perceived that knowledge mobilisation was at a
relatively early stage in the social care and education sectors compared with health care, though some did
not share this view. It was interesting that for the most part it was interviewees from these sectors (or from
cross-sector organisations) who expressed the view that there were lessons that could be learnt from
approaches to knowledge mobilisation in other sectors; this was generally not something that was raised
by interviewees from the health sector. Moreover, the policy initiatives in the UK to align health and social
care organisations more closely did not appear to be having a major impact on agencies’ knowledge
mobilisation approaches at the time of our study (e.g. in aligning the work of research agencies across
these sectors). Perhaps this was because implementation of these initiatives was not yet far advanced,
although interviewees did refer to the considerable organisational turbulence in these sectors and to the
new potential audiences for research that would result from these changes.

Our data suggest that the social care and education sectors share some common knowledge mobilisation
challenges with the health sector. Although we only looked at education agencies in the UK, the Evidence
Informed Policymaking in Education in Europe (EIPEE) project, which mapped activities linking research
evidence to policy in Europe, also found that although there was much national activity, there was little
evaluation and little cross-Europe collaboration.201 Our data also suggest that the social care sector
faces additional challenges because of the diverse range of organisations providing social care services
(organisations of different sizes and structures, spread across the public, private and voluntary sectors) and
the diverse workforce (with a greater proportion of staff outside professional education programmes).
One interviewee described it as a field of interacting circles and no straight lines. Thus, the potential range
of target audiences for knowledge mobilisation activities in social care is considerable. We noted that one
research agency in social care had begun to focus more on local authority organisations rather than on the
diverse voluntary sector organisations which had struggled to identify their knowledge gaps. We also
observed sensitivities in the social care sector around terms such as ‘evidence-based practice’; several
agencies had deliberately chosen to use terms such as ‘evidence-informed practice’ instead in order to give
due recognition to practitioner knowledge and experience.

In terms of the knowledge mobilisation approaches that had been developed in the social care and
education sectors in the UK, a strong feature of these sectors was that, compared with the health research
organisations in our study (many of which were large, well-funded long-standing organisations of international
renown and whose reach spanned large geographical areas), many of the social and education research
organisations were both smaller and younger and yet they were nevertheless punching well above their
weight in terms of their recognition and influence. We noted a range of interesting initiatives that had been
developed, including a media centre to connect researchers and journalists and a parallel centre to connect
researchers and practitioners; the development of panels to involve diverse service users in research (e.g. school
pupils with communication difficulties) and the spread of co-production approaches; high-profile involvement
in national policy initiatives around evidence use; creative use of a ‘route map’ approach to tailor evidence to
the needs of practitioners; the use of drama to present research findings; and a range of initiatives to bring
together diverse groups who would not otherwise have been able to exchange views on policy and practice
issues. Several interviewees expressed the view that developments in research use in these sectors had
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accelerated rapidly in recent years because of a range of policy developments and we gained some sense that
the field might be moving more rapidly than in health care, which had seen a ‘slow burn’ over several decades.

Understanding the theoretical and other underpinnings of enacted strategies
(i.e. the strategies and approaches being used by agencies)
The diversity of terminology and the richness of theoretical development in the academic literature have
not always been fully embraced by the agency actors with whom we engaged. While some were very well
versed in that literature, others saw it as somewhat disconnected from their day-to-day realities, as
‘jargonistic’ or as ‘too academic’. Data from interviews and the web survey both highlighted the diversity
of terminology in use and the hesitancy about its usefulness. In some ways, this diversity and disputation
reflects the conclusions from some of the literature: that convergence and agreement on terminology and
underlying theory are unlikely to occur.24,72,202

Even though theoretical considerations often failed to gain much explicit purchase, many agency actors
appeared to have been indirectly influenced by some of the ideas in the knowledge mobilisation literature,
such as ideas around linkage and exchange. However, in developing their knowledge mobilisation
strategies it was clear that agencies were heavily influenced by a wide range of strategic and pragmatic
considerations, such as stakeholder needs and funder requirements. In contrast, there were some notable
absences in our discussions about key influences: we did not uncover a major role for the public and
service users in shaping or delivering knowledge mobilisation; and there was only a limited role played by
learning from evaluation work. Despite the diverse influences on agencies’ knowledge mobilisation
strategies, we did discover an emerging consensus around a number of propositions about the underpinnings
of effective strategies.

Connect and disconnect with the theoretical literature
Central to this project was creating an understanding of the ways in which the burgeoning academic and
conceptual literature influenced or underpinned practices in knowledge mobilisation. Both the interview
and the web survey data show that many of the models, theories and frameworks were being used by
agencies to some extent but usually in eclectic ways. We often had to prompt interviewees to name any
theories, models or frameworks in use. In the web survey, 7 of the 26 models listed were reported as
being used by 25% or more of the respondents, and all but three were said to have been used by at least
5% of respondents. Some agencies were drawing explicitly on models and frameworks from the
knowledge mobilisation and/or other literatures in developing their activities. Others had developed their
own models and tools either from scratch or as adaptations of published work. Use of several models in
combination was common, and in the survey there was a strong consensus (over 80% of respondents)
that ‘organisations need to use a range of knowledge mobilisation frameworks rather than just one’.
There was some evidence of ‘retrofitting’ where agencies developed a mix of activities and then drew on
the literature later to provide support for these activities and enable further refinement.

In general, the influence of the models, theories and frameworks, where reported, tended to be at a
conceptual rather than at a more practical level. It was not uncommon for agency actors to report that
they drew more generally on the work of specific authors and key ideas from the literature and that this
had shaped their thinking and influenced their activities in indirect and diffuse ways. To some extent
this was because it was difficult to use the literature in more instrumental ways. In the interviews we
observed a fair degree of frustration with the limitations of the existing models, theories and frameworks,
which many interviewees perceived as overly complex and hard to operationalise. There was less consensus
in the web survey about whether or not existing frameworks are hard to operationalise: almost half of the
respondents agreed that this was the case, but a similar proportion did not have a strong view either way.
Similarly, opinions were mixed on whether or not the lack of commonly accepted knowledge mobilisation
frameworks hindered the development of knowledge mobilisation strategies. The survey data would,
therefore, suggest a degree of acceptance of the need to use multiple frameworks in an eclectic way and
would, on the whole, suggest low demand for (or low expectations of) better or more practical frameworks
in the future.
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Some interviewees made further comments on the limitations of the knowledge mobilisation literature.
They highlighted that empirical support for many models, theories and frameworks is rather thin. Together
with the participants in our two workshops, they also noted that there are ideas and evidence in other
literatures that have not yet fed through to the knowledge mobilisation literature that might be helpful.
This includes developments in cognitive psychology (e.g. ‘thinking fast and slow’) and in behavioural
economics. A recent review shows that social constructivist learning theories have not yet been applied
much in the knowledge mobilisation field.203

Other shapers of agency strategy
Given the limitations of the existing literature, it was not surprising to find that some agencies had
developed their knowledge mobilisation approaches somewhat independently of the published literature,
taking a fairly pragmatic approach. Looking across the agencies included in our interviews, the influence of
funders or other powerful stakeholders were significant drivers of agency strategy. This influence resulted
from the remit agencies were given by their funder or governing body. Agencies also reported being
influenced strongly by high-profile policy initiatives. Changing conditions in the sector(s) in which an
agency operated was also a significant shaper of its strategy (e.g. new challenges arising from economic
constraints or political developments). Such sector changes had prompted some agencies to change the
focus or content of their activities and sometimes widen their target audiences to embrace new stakeholders.

The interests, experience and enthusiasm of key individuals had also often played a strong role in shaping
an agency’s approach to knowledge mobilisation. Agencies built on local experience and tacit knowledge
exploited opportunities as they arose and responded to personal inclinations and local capabilities.
Interviewees referred to ‘ad hoc’ initiatives, and knowledge mobilisation strategies tended to be more
emergent than planned and displayed many of the features associated with ‘muddling through’.204

Notable absences
There were some notable absences in our informant data: things that might have been expected to be
influential, but were not. Three potential influences stood out: involving service users or members of the
public, learning from formal evaluations and learning from others.

As noted earlier, both the interviewees and the survey respondents acknowledged that the role of service
users and the public in knowledge mobilisation activity is currently underdeveloped. There was little
reported evidence that these concerns had shaped the knowledge mobilisation strategies of the majority of
agencies included in our study. While sympathetic to the principle of involvement, most agencies struggled
to develop such activities in the face of competing priorities, the absence of individuals with specific skills
and experience in this area, and the desire to avoid tokenism.

Interviewees reported that some agencies had made changes in their knowledge mobilisation approaches
in the light of formal evaluations of their knowledge mobilisation activity but (as we discuss in the next
section) such evaluations were relatively rare. While many organisations drew on earlier experience and
sometimes on more formal evaluations in developing their knowledge mobilisation activities, few had
systematic mechanisms for learning from other organisations. In practice, few of the agencies we
interviewed (from any sector) had any mechanisms for routinely learning from other organisations. This
was the case even for those agencies that actively sought as part of their knowledge mobilisation activities
to spread ‘promising practices’ more widely across their geographical or sectoral jurisdictions: these
agencies did not often look externally for inspiration or learning to help to inform their own knowledge
mobilisation activities. A similar pattern emerged from the survey: when asked to consider factors that
might be important in developing knowledge mobilisation approaches, over one-third of respondents did
not think it was important to consider if other organisations were using a particular approach, and only
around 10% thought that this was very important.
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Emerging consensus
From our interview data we had created a number of propositions about the underpinnings of effective
knowledge mobilisation that we sought to test out in the survey. Many of these factors (relating to the
role of evidence and experience, the importance of customisation and the need to fit activities to context)
received high or very high levels of agreements (see Tables 16–18). Taken together, these propositions
start to provide a blueprint for successful knowledge mobilisation, at least in the eyes of our survey
respondents (independent empirical verification of the impacts of these is much harder to come by).

Learning from the success or otherwise of agency activities
A key goal of the project was to see how agencies’ knowledge mobilisation work was being evaluated
(formally and informally) and to extract the learning from these evaluative efforts.

An absence of evidence
Both the knowledge mobilisation literature we reviewed and our data from this study show that there is a
paucity of evaluative data on knowledge mobilisation approaches. As we discuss in detail in Chapter 3,
there are many aspects of knowledge mobilisation of interest to agencies that currently have a limited evidence
base. One such activity, which has nevertheless been promoted in the literature, is the use of knowledge brokers
and other ‘mediator’ roles. Another is the use of portals, websites and online interactive spaces. In addition to
the considerable gaps in relation to many individual knowledge mobilisation activities, there are significant gaps
in the knowledge base around what agencies at this level (i.e. major research funders, producers and
intermediaries) should do; whole-systems and integrated approaches to knowledge mobilisation; informatics
interventions to support research use; the impact of research knowledge infrastructures; sustainability and
scale-up of interventions; and the potential role of service users, patients and members of the public in
knowledge mobilisation.

There is also an absence of explicit data about the necessary configurations, actions or resources to
underpin knowledge mobilisation; with a few exceptions, the well-known knowledge mobilisation models
have only been subject to limited empirical testing or even validation or verification. Linear approaches
have been evaluated more than more complex forms, even though the latter are increasingly being
recognised as more likely to be useful in their depiction of knowledge mobilisation processes. All of this
means that much of the knowledge mobilisation activity seen at present may owe more to face validity,
acceptability to stakeholders and the available of local expertise or other resources than to a coherent
evidence base.11

The challenges of evaluation
Our data suggest that this picture is unlikely to change in the short to medium term. Many agencies
struggle with the very real challenges around effective evaluation of their knowledge mobilisation activities:
how to discern and measure impact in a proportionate way that does not impose undue additional
burdens on stakeholders; how to disentangle the contribution of particular programmes or initiatives from
other contemporaneous influences; over what time scales should impact be assessed; and the lack of
resources for evaluation, which mean that often evaluation is ad hoc or retrospective or has to be done
‘off the side of the desk’.

A survey of 265 directors of applied health or economic/social research organisations in Canada conducted
in 2001 found that only around 1 in 10 organisations did any kind of evaluation of their knowledge
translation work.55 Over a decade later, the levels of evaluative activity shown in our study in a range of
countries would suggest some improvement in this situation, but with continuing challenges. The survey
data show that few organisations are able to carry out much evaluation of their knowledge mobilisation
activities. Although 60% of respondents said that some evaluation was carried out, around one-quarter of
organisations said that there was currently little or no evaluation of their knowledge mobilisation activities,
and only 15% of respondent organisations said that they had a comprehensive programme of evaluation.
It was interesting, however, that survey respondents were split over the question of whether or not the
lack of evidence on the impact of knowledge mobilisation approaches was hindering development:
although over half (59%) agreed that it was, 10% disagreed and almost one-third had no strong view.
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Some promising avenues
The substantial challenges faced by organisations in conducting robust evaluations were reflected in the
finding, described in detail in Chapter 4, that substantive published evaluations of knowledge mobilisation
activities in the agencies in our study were relatively few in number. Our conclusions here are, therefore,
drawn from 18 studies across seven agencies.

These evaluations suggest that the most promising approaches to knowledge mobilisation tend to tailor
research-based resources to the preferences and access needs of different audiences and that interactive
approaches are generally more effective than passive dissemination, although there remains a role for
traditional approaches (e.g. some agencies found that service organisations did use their evidence briefings
without any interaction with the agency). Ongoing networking activities between researchers, policy-makers
and practitioners also seemed promising. Partnerships between practitioners and researchers, working together
to facilitate evidence use (e.g. using action planning and service improvement methods), and co-production
approaches (involving potential users in all stages of the research process) seem fruitful, but require substantial
and sustained resources, clear processes and efforts to ensure that the partnerships are meaningful to all
parties. Other key findings from the evaluations include the need to work with other research producers,
funders and intermediaries in the sector to avoid duplication of knowledge mobilisation activities. This is likely
to be difficult to achieve given the limited interaction between agencies which interviewees described and
given the lack of clear evidence about the most effective composition and configuration of the wider
knowledge mobilisation ‘eco-system’.

The limitations of the current evidence base and the challenges faced by agencies in evaluating their
knowledge mobilisation activities have important implications. There is a pressing need for considered,
logic-informed evaluations of knowledge mobilisation activities to be built into these activities as standard
in order to build up an evidence base over time. Given the crucial role played by context–mechanism
interactions (as discussed in Chapter 3), it may be unrealistic and inappropriate for agencies to await
generic guidance about successful knowledge mobilisation approaches to emerge from the literature. It
may be more useful for agencies to conduct and simultaneously evaluate (partially) evidence-informed
knowledge mobilisation activities in their own setting and to be less reticent about spreading some of the
informal learning within their own sector and to other sectors. This will require considerable support for
those agencies which are currently carrying out only limited evaluation of their activities and will require
concerted effort on a range of fronts to encourage funders and research commissioners not only to
provide adequate resources for knowledge mobilisation activities but to embed robust evaluations
alongside the knowledge mobilisation activities that they fund. There are resources that agencies can use
in designing evaluations (see Table 2, but not all of these are well known. As part of our ongoing work
with agencies, we are planning to discuss with them ways of sharing the learning from some of the
knowledge mobilisation initiatives described to us and ways of providing support for those agencies
wanting to do more and better evaluations.

Formative and experiential learning
Although the number of robust substantive evaluations of knowledge mobilisation activities is relatively
low, there is a rich seam of formative learning from practical experience, as we have described in Chapters 4
and 5. Key themes from the formative learning that we heard about in the survey and in the interviews
included the importance of, and the challenges of, attending to context: the need for great flexibility in
working effectively in rapidly changing political environments in which the landscape of key players (both
individuals and organisations) and organisational priorities frequently shifted. Allied to this theme was
interviewees’ hard-won experience about the degree of persistence and stamina required to make a positive
and persuasive case for the value of implementing research in policy and practice, particularly in the face of
what some interviewees perceived as growing disillusionment on the part of some policy-makers and
practitioners about the lack of a definitive or stable evidence base around key service challenges.
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Interviewees commented on the wide range of skills and experience required for individuals to be successful
and to thrive in this challenging environment: extensive interpersonal skills around active listening, reflection,
interpretation and negotiation; tolerance of ambiguity and uncertainty; a willingness to experiment and to be
flexible in changing direction and trying new approaches. This was not a field for novices and it was not a field
for conscripts. Many interviewees had learnt that it was more effective to work with those researchers and
practitioners who had an aptitude and enthusiasm for activities around sharing research, rather than trying
to coerce those whose skills and attitudes were more suited to ‘backroom’ or more traditional research or
practice roles. Indeed, there had been some unforeseen consequences from the movement towards greater
engagement of academic researchers with the worlds of policy and practice. We heard examples of a
‘backlash’ against these developments, with some researchers showing hostility towards those academics
actively engaged in knowledge mobilisation and some reinforcement of the status of traditional research career
pathways, potentially jeopardising the career prospects of researchers working in research application roles. It
may be most fruitful in academia to promote a common acknowledgement of the importance and value of
sharing and applying appropriate bodies of research in policy and practice settings, but not to expect that all
researchers will have the skills or desire to actively engage in knowledge mobilisation activities. Similarly, there
may be value in expecting a basic level of engagement with research knowledge as a core component of being
a practitioner in the health, education or social care sectors but reserving more technical or active engagement
with research (e.g. in knowledge synthesis or in taking leading roles in co-production approaches) for those
practitioners with particular skills and aspirations in this area.

We also observed some sensitivities in interviews and in survey responses around the extent to which
knowledge mobilisation should be seen as an academic field as opposed to having as its starting point the
practicalities of the ‘doing’ in policy and service contexts. A theme of many comments was the need to avoid
‘over-intellectualising’ the issues: while theory was important, an analysis that appeared too academic or the
use of specialist terms and arcane jargon around knowledge mobilisation could be off-putting to policy-makers
and practitioners and could hinder fruitful working around sharing research.

In a similar vein, survey and interview responses underlined the importance of balancing the desire for
robust evidence and academic rigour with pragmatism and flexibility. Compromise was often necessary to
balance the evidence with what was acceptable to end-users, and it was often necessary to take action in
the absence of a strong evidence base in the interests of making some progress on pressing service or
policy issues in the short to medium term.

A key lesson for many of the agencies in our study had been the importance of ‘user pull’: that in the
majority of cases, the agenda had to be led by, or at least endorsed by, the potential users and not solely
by the research producers. This required a degree of humility on the part of research funders and research
producers: a willingness to accept that decisions in policy and practice settings emerged in response to
a range of contextual factors and a range of different kinds of knowledge, of which research-based
knowledge was only ever one part (and often a relatively small part). Co-produced research knowledge
was more likely to be used in policy or practice, but this was not guaranteed, and effective co-production
demanded commitment, persistence and sufficient resources.

There is a wealth of practical experience and rich learning that organisations have gained from their
knowledge mobilisation work. The challenge is that much of this learning is currently ‘locked up’ within
agencies and not widely shared for a range of reasons, including the additional resources required by busy
organisations to collate, distil and share this learning. As part of our ongoing work with agencies, we hope
to facilitate activities that will enable greater sharing of this experience.
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Implications for effective knowledge mobilisation

The data gathered in this study provide a rich mapping of current approaches to knowledge mobilisation
among three different kinds of agency: major research producers, intermediary agencies and large research
funders. Our analysis of the theoretical and other underpinnings of the strategies in use and the learning
gained from the success or otherwise of agency activities suggest some important implications for the
development of effective knowledge mobilisation.

l There is merit in looking across sectors when developing knowledge mobilisation approaches.
Agencies in different sectors share some common knowledge mobilisation challenges and there are
many parallels in the approaches that have been adopted to date. Nevertheless, there are also some
important differences in approach, and a range of interesting agency-specific initiatives have been
identified in this study from which others could learn. For reasons of practicality and manageability,
we restricted our cross-sector mapping of approaches to the health, social care and education sectors
but the potential for cross-sector learning is not restricted to these, as other sectors and policy domains
(such as international development and environmental research) are also grappling with knowledge
mobilisation challenges.

l Cross-sector, and indeed interagency, learning is at present limited and there is scope to
facilitate this. Agencies in the health sector appear on the whole to have less awareness of the
potential for cross-sector learning than those operating in the education and social care sectors. This
suggests that there is a need to facilitate cross-sector and interagency learning. There are potential
benefits to be gained from developing mechanisms to enable agencies to (a) collate and share their
formative learning and (b) engage with and learn more from each other.

l There are insights and potential benefits to be gained from reflecting conceptually on current
knowledge mobilisation activities. We have found it revealing to explore agencies’ knowledge
mobilisation activities through the lens of a number of archetypes of agency practice. There was a
great deal of interest in these archetypes when they were shared with those who participated in our
second workshop. We intend to build on this interest and develop a reflective tool for agencies based
on an extended and refined analysis of the archetypes. We are hopeful that such a tool will prove
useful as agencies reflect on the future development of their knowledge mobilisation activities.
The archetypes and an adapted version of the reflective tool are also likely to be useful in assessing the
completeness and complementarities in the broader field of knowledge mobilisation. Such reflection
might encourage an appropriate ecosystem that balances a full portfolio of knowledge mobilisation
work across the archetypes.

l There is scope for some constructive dialogue around terminology and theoretical
development in the academic literature. The diversity of terminology and the richness of theoretical
development in the academic literature have not always been fully embraced knowledge mobilisation
agency actors. This is understandable given the complexity of some of the models, theories and
frameworks, and the difficulties of operationalising many of these. Nevertheless, many of the agency
actors we have engaged with are interested in ways of thinking about knowledge mobilisation issues
and there is a need to develop a way of talking about them that enables people to share experiences
and learning. We see potential in a user-friendly version of our conceptual map of the literature
(see Chapter 3) as a resource to be used in developing an interactive dialogue around the implications
of main ideas and debates encountered within and across each of the six domains of this map.

l There is a need for sustained attention and support for the evaluation of knowledge
mobilisation activities. Agencies are struggling with evaluation of their knowledge mobilisation
activities, and without sustained attention and support this will continue to be underdeveloped to the
detriment of agency learning and the development of knowledge mobilisation activities more broadly.
To start to address these concerns, agencies that are not doing much evaluation of their knowledge
mobilisation activities at present need help with conceptualising this and applying some appropriate
evaluation approaches and tools. Sharing and learning from those agencies that have developed good
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evaluation frameworks and have experience of applying these successfully will be an important part
of this. Evaluation is not a cost-free activity and it is not something that can be done ‘off the side of
the desk’. Funders and commissioners need to be encouraged not only to fund knowledge mobilisation
activities (with appropriate resources and time scales) but also to embed and provide resources for
robust evaluations alongside the activities that they fund.

Implications for future research on knowledge mobilisation

The literature on knowledge mobilisation has grown considerably over the last two decades, but there are
still many gaps in our knowledge and areas of research that are underdeveloped. There is a need to build
on existing research and we would echo the plea of Greenhalgh et al.58 that the relatively scarce resources
for research in this area are not squandered on projects that are unlikely to add much to the existing
knowledge base. For example, how much will be added by another study of the barriers to research use?
Our study has identified a number of areas where the potential benefits of further research should
pay dividends.

l Drawing out knowledge mobilisation lessons from a wider range of emergent literatures.
Although (as noted in Chapter 3) the knowledge mobilisation literature already draws on diverse
disciplinary underpinnings and assumptions, there is a need to learn from a wider range of emergent
literatures that show potential to enrich our understanding. Interviewees, workshop participants and
members of our advisory board suggested several potential candidate literatures. These included
cognitive psychology (e.g. ‘thinking fast and slow’) and behavioural economics.

l More evaluation of knowledge mobilisation approaches. We have commented many times on
the paucity of evaluations of many knowledge mobilisation activities and approaches, particularly
evaluations that would inform what major research funders, producers and intermediaries do in
relation to knowledge mobilisation. We have highlighted the need for evaluations of the effectiveness
of knowledge brokers and other mediator roles, and of the use of portals, websites and online
interactive spaces. Careful consideration needs to be given to the design of such evaluations, and we
see a pressing need for logic-informed evaluations that pay due attention to CMO interactions.

l Research on scaling up and sustaining knowledge mobilisation activities and approaches.
Many knowledge mobilisation activities tend to be project based, relatively short term and somewhat
disconnected from other activities. There is a need for research on how best to scale up and sustain
these activities and approaches.

l Further evaluation of the existing approaches for assessing research use and impact. Driven by
the demands of research funders and the performance management regime in UK higher education,
there has been a rapid growth in the assessment of research use and impact. There is a need to
investigate the impact of the existing approaches to assessing research use and impact. What impact
(positive and negative) do they have on various stakeholders? What impact do they have on incentives
to engage in knowledge mobilisation activities? What impact do they have on the shape of
these activities?

l More research on applying systems theory to knowledge mobilisation. In Chapters 3 and 4 we
noted increasing support for the idea that knowledge mobilisation approaches and activities should be
guided by systems thinking but that practical tools and strategies have yet to emerge. There is a need
for further research in this area that is focused on developing operational models and tools, and
convincing case examples.

l Further research on knowledge mobilisation archetypes and what combinations and
configurations of archetypes work well. Alongside engaging agencies in a reflective discussion
about different archetypes of knowledge mobilisation practice, there is a need to further refine these.
There is also a need to consider what combinations and configurations of archetypes work well: what
is an effective eco-system of agencies at this level – how can they work in complementary ways?
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Concluding remarks

Having explored the linkages between the literature on knowledge and knowing, and the practices of
different kinds of agency (major research producers, intermediaries and large research funders), we have
identified connections and disconnections, and tensions and trade-offs. We have also developed an
enhanced awareness of the many factors that shape knowledge mobilisation practices. Some of our data
suggest that knowledge mobilisation theory and practice are proceeding largely in parallel, with relatively
few points of connection. This disconnection occurs partly because theory is not providing many
evidence-informed models and tools that can be readily used to develop practical activities. Practice is also
rarely being captured in formal evaluations that feed back into theory development. The relative lack of
evaluative work leads to the irony (noted by some of our interviewees and in the knowledge mobilisation
literature) that knowledge mobilisation activities aimed at improving the use of research-based knowledge
are themselves not informed by a good evidence base. There is a danger, however, that this is too bleak a
picture of current theory–practice linkages, and it also underplays opportunities for building on current
connections and learning from these. Even though theoretical models, theories and frameworks have often
failed to gain much explicit purchase, many of our agencies reported being influenced in more diffuse
ways by the ideas and debates in the knowledge mobilisation literature. In addition, despite the very
modest levels of current evaluative work, agencies have developed a wealth of formative and experiential
learning, which can be collated, distilled and shared. Although we have identified a wide range of knowledge
mobilisation practices (often quite diverse and sometimes highly innovative) in our agencies, and three broad
clusters of how agencies saw their roles, we have also noted an emerging consensus from agencies about
what is needed to advance knowledge mobilisation practice.

Our findings reveal opportunities for further developing knowledge mobilisation practice and research, and
it is our plan to continue to work with others to capitalise on these opportunities. The potential benefits of
interagency and cross-sector learning are not currently being exploited, and there is scope to facilitate this.
We see benefits in facilitating agencies to reflect conceptually on their knowledge mobilisation strategies
and practice, and we plan to develop tailored versions of both the conceptual map and the archetypes
which can be used as reflective tools and act as a focus for constructive dialogue. Agencies would also
benefit from sustained support for the evaluation of the knowledge mobilisation activities. This support
encompasses not only the sharing and developing evaluation expertise but also enhanced funding for such
evaluations. Finally, we have identified five other priority areas for further funding and research: drawing
out knowledge mobilisation lessons from a wider range of emergent literatures; research on scaling up
and sustaining knowledge mobilisation activities and approaches; further evaluation of existing approaches
for assessing research use and impact; research on applying systems theory to knowledge mobilisation;
and further study of knowledge mobilisation archetypes and what combinations and configurations of
archetypes work well. If we, and others, can make headway on at least some of these fronts, we are
hopeful that the linkages between research effort, knowledge enhancement and informed action will
begin to work to better effect.
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Appendix 1 Literature searches

Knowledge mobilisation: search of health and social care databases

PubMed
Covering clinical medicine, biomedical sciences, nursing, dentistry, preclinical sciences and health-care
systems, PubMed has over 20 million citations from scholarly journals dating back to 1950. Citations are
provided from MEDLINE, life science journals and online books, and links to full-text articles are provided
where possible.

British Nursing Index
The British Nursing Index is a database of journal articles, most of which come from 250 UK nursing and
midwifery titles with only a small number coming from non-UK specialist journals. The articles date from
1994, with abstracts included from 2004 onwards, and cover areas such as accident and emergency
nursing, breast cancer, evidence-based practice, learning disabilities, midwifery, nurse practitioners,
orthopaedic nursing, perinatal and neonatal mortality, psychiatric nursing, reflective practice, student
nurses, theatre nursing and wounds.

Cumulative Index to Nursing and Allied Health Literature
Cumulative Index to Nursing and Allied Health Literature aims to provide information for all allied health
professionals by offering complete coverage of English-language nursing journals and publications from
the National League for Nursing and the American Nurses’ Association. As well as journal articles,
some books, book chapters, dissertations and conference proceedings are offered. The database goes
back to 1982 and also offers some technology journals, as well as articles on consumer health, health
promotion and legal issues within health care.

EMBASE
Covering journal articles from around 7000 journals in about 70 countries, EMBASE is a major biomedical
and pharmaceutical database with a focus on western European sources. Over 40% of the content is
drug-related, contained within areas such as drug research, pharmacology, pharmacy, pharmacoeconomics,
pharmaceutics, toxicology, human medicine (both clinical and experimental), basic biological research,
health policy and management, public occupational and environmental health, drug dependence and
abuse, psychiatry, forensic science and biomedical engineering. The database contains resources dating
back to 1974.

Health Business™ Elite
Health Business™ Elite contains full-text content from more than 480 journals, and has content ranging
back to 1922. The journals included centre around health-care administration and other non-clinical
aspects of health-care institution management, such as hospital management, hospital administration,
marketing, human resources, computer technology, facilities management and insurance.

Health Management Information Consortium
This database combines resources from the Library and Information Services of both the Department of
Health and The King’s Fund.

The Department of Health Library and Information Services database
With a focus on the NHS and health service quality, and including data from 1983 onwards, the
Department of Health database covers areas within health service policy, management and administration.
It also holds information on the planning, design, construction and maintenance of health service
buildings, as well as occupational health, control and regulation of medicines, medical equipment and
supplies, and social care and personal social services.
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The King’s Fund Information and Library Services database
Also with a UK focus, this database covers health management and services, social care, service
development and NHS organisation and administration. Resources include journal articles, books, reports
and pamphlets, and cover the years from 1979 onwards.

ScienceDirect
ScienceDirect is a full-text scientific database offering journal articles and book chapters from more than
2500 peer-reviewed journals and more than 11,000 books. There are currently more than 11 million
articles/chapters, a content base that is growing at a rate of almost 0.5 million additions per year.

Social Care Online
Provided by the SCIE, Social Care Online makes use of journal articles, websites, research reviews,
government documents and legislation, and service user knowledge in order to provide information on all
aspects of social care. Its content dates back to 1960 and is widely used by academics, researchers,
information professionals, practitioners, service users and carers, social care managers, policy-makers
and students.

Search strategies

su: dissemination of research and su: (systematic reviews or literature reviews) or (su: (evidence based
medicine or evidence based practice or evidence based policy or evidence based management or research)
and su: implementation and su: (systematic reviews or literature reviews)) or (su: (change management) and
su: (systematic reviews or literature reviews)) 2000>

‘Knowledge Management’[MeSH, Majr] AND (literature review OR systematic review OR meta analysis)
[Freetext] Filters: Publication date from 2011/01/01 to 2013/12/31

‘Organizational Innovation’[MeSH, Majr:NoExp] AND (literature review OR systematic review OR meta
analysis) [Freetext] Filters: Publication date from 2011/01/01 to 2013/12/31

(‘Diffusion of Innovation’[Majr:noexp] OR ‘Technology Transfer’[Majr]) AND (literature review OR systematic
review OR meta analysis) [Freetext] Filters: Publication date from 2011/01/01 to 2013/12/31

(implement* OR management OR transfer OR utilisation OR utilisation OR diffusion OR dissemination OR
uptake) [title/Abstract] AND (systematic review* OR literature review* OR meta analysis) [Title/Abstract]
AND (knowledge OR innovation* OR technology OR guideline* OR research) [Title]

Knowledge Management[MeSH, Majr] OR Organizational Innovation [MeSH, Majr:NoExp] OR Diffusion of
Innovation [Majr] OR Technology Transfer [MeSH, Majr] OR Information Dissemination [MeSH, Majr] AND
(literature review OR systematic review OR meta analysis) [Freetext]

(su: (dissemination of research or dissemination of information or research implementation) and su:
(systematic reviews or literature reviews or meta analysis)) OR ((su: (evidence based medicine or evidence
based practice or evidence based policy or evidence based management or research) and su:
implementation and su: (systematic reviews or literature reviews or meta analysis)) OR (su: (change
management) and su: (systematic reviews or literature reviews or meta analysis)) 2000>

Information dissemination and ‘health care’ or ‘health care’

Topic: (research implementation or research dissemination or knowledge management) and Topic:
(systematic reviews or literature reviews or research review) 2000>
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‘knowledge mobil*’ and health or social

‘knowledge translation’ and health

Overview

The literature search on knowledge mobilisation includes:

l 131 journal articles
l 10 reports and briefings
l one textbook.

The search was carried out from 2000 (although a few older references were includes as they appeared
relevant) and a variety of key terms were used to locate the most appropriate sources (see Search strategies).

The term ‘knowledge mobilisation’ brought back limited results across all databases. The most common
terms used were ‘knowledge transfer’ and ‘knowledge diffusion.

The main themes of the search were around ‘knowledge transfer’/’diffusion of knowledge’ to improve
patient care and patient outcomes from research; however, some of the examples relate to improved
clinical effectiveness and implementation of clinical guidelines.

Poor knowledge transfer seems to lead to poor quality/safety. Some papers discussed disseminating innovation
led to better patient outcomes in areas such as chronic obstructive pulmonary disease, cancer and mental health.

There were a number of references which discussed ‘technology transfer’ but these referred mainly to IT
issues within organisations and so were omitted from the final literature search. Additionally, ‘knowledge
management’ had different meanings, but results which referred to the information architecture of an
organisation were also removed from the search results, as these did not match the initial brief.

Two key reports to highlight:

l Building and aligning energy for change: a review of published and grey literature, initial concept
testing and development (Land 2013).

l Spreading and sustaining innovations in health service delivery and organisation (NCCSDO 2004).

Knowledge mobilisation: search of education/social science
databases (February 2013)

Search strategy

Sources
The following six bibliographic databases were searched in March 2013:

1. Education Resources Information Center (ERIC) (ProQuest)
2. Australian Education Index (AEI) (ProQuest)
3. British Education Index (BEI) (ProQuest)
4. Applied Social Sciences Index and Abstracts (ASSIA) (ProQuest)
5. International Bibliography of the Social Sciences (IBSS) (ProQuest)
6. Social Sciences Citation Index (SSCI) (Web of Knowledge).

A date filter was used for each database (set at 1 January 2000 to present date).
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Search queries

Education Resources Information Center (ERIC)

((SU.EXACT(‘Research Utilisation’) OR SU.EXACT(‘Information Utilisation’) OR SU.EXACT(‘Information

Dissemination’) OR SU.EXACT(‘Knowledge Management’) OR SU.EXACT(‘Information Transfer’)) OR (TI,AB

(‘knowledge management’ OR ‘ knowledge transfer’ OR ‘knowledge sharing’ OR ‘knowledge capture’ OR

‘knowledge utili*’ OR ‘evidence utili*’ OR ‘research utili*’ OR ‘knowledge implement*’ OR ‘evidence

implement*’ OR ‘research implement*’ OR ‘knowledge mobil*’ OR ‘knowledge exchange’ OR ‘knowledge

transmission’ OR ‘knowledge translation’ OR ‘knowledge diffusion’ OR ‘knowledge broker*’ OR ‘knowledge

creation’ OR ‘knowledge dissemination’ OR ‘knowledge generation’ OR ‘knowledge uptake’)))

AND

((SU.EXACT(‘Literature Reviews’) OR SU.EXACT(‘Meta Analysis’)) OR (TI,AB(‘systematic review*’ OR meta-analy*

OR ‘meta analy*’) OR TI,AB(literature NEAR/3 review*)))

Australian Education Index (AEI)

(SU.EXACT(‘Research Utilisation’) OR SU.EXACT(‘Information Utilisation’) OR SU.EXACT(‘Information

Dissemination’) OR SU.EXACT(‘Knowledge Management’) OR SU.EXACT(‘Information Transfer’))

AND

(SU.EXACT(‘Literature Reviews’) OR SU.EXACT(‘Meta Analysis’))

British Education Index (BEI)

(SU.EXACT(‘Research Utilisation’) OR SU.EXACT(‘Information Utilisation’) OR SU.EXACT(‘Information

Dissemination’) OR SU.EXACT(‘Knowledge Management’) OR SU.EXACT(‘Information Transfer’))

AND

(SU.EXACT(‘Literature Reviews’) OR SU.EXACT(‘Meta Analysis’))

Applied Social Sciences Index and Abstracts (ASSIA)

(SU.EXACT(‘Research transfer’) OR SU.EXACT(‘Dissemination’) OR SU.EXACT(‘Information transfer’))

AND

(SU.EXACT(‘Literature reviews’) OR SU.EXACT(‘Review articles’) OR SU.EXACT(‘Systematic reviews’) OR

SU.EXACT(‘Meta-analysis’))
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International Bibliography of the Social Sciences (IBSS)

(SU.EXACT(‘Knowledge management’) OR SU.EXACT(‘Transmission of knowledge’) OR SU.EXACT(‘Information

exchange’) OR SU.EXACT(‘Knowledge transfer’) OR SU.EXACT(‘Information dissemination’))

AND

SU.EXACT(‘Review articles’)

Social Sciences Citation Index (SSCI)

Title= (‘knowledge management’ OR ‘ knowledge transfer’ OR ‘knowledge sharing’ OR ‘knowledge capture’

OR ‘knowledge utili*’ OR ‘evidence utili*’ OR ‘research utili*’ OR ‘knowledge implement*’ OR ‘evidence

implement*’ OR ‘research implement*’ OR ‘knowledge mobil*’ OR ‘knowledge exchange’ OR ‘knowledge

transmission’ OR ‘knowledge translation’ OR ‘knowledge diffusion’ OR ‘knowledge broker’ OR ‘knowledge

creation’ OR ‘knowledge dissemination’ OR ‘knowledge generation’ OR ‘knowledge uptake’) AND

Title= (‘literature review*’ OR ‘systematic review*’ OR ‘meta analy*’)

Results
The results of the individual searches were as follows:

l ERIC – 251 items
l AEI – 26 items
l BEI – six items
l ASSIA – seven items
l IBSS – 44 items
l SSCI – 35 items.

With duplicates removed, a total of 362 items were identified across all databases.
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Appendix 2 The key reviews
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2012
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Facer K, Manners P, Agusita E. Towards A Knowledge Base for University-Public Engagement: Sharing
Knowledge, Building Insight, Taking Action. Bristol: NCCPE; 2012.
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DOI: 10.3310/hsdr03270 HEALTH SERVICES AND DELIVERY RESEARCH 2015 VOL. 3 NO. 27

© Queen’s Printer and Controller of HMSO 2015. This work was produced by Davies et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

157



Ferlie E, Crilly T, Jashapara A, Peckham A. Knowledge mobilisation in healthcare: a critical review of health
sector and generic management literature. Soc Sci Med 2012;74:1297–304.

Grimshaw JM, Eccles MP, Lavis JN, Hill SJ, Squires JE. Knowledge translation of research findings.
Implement Sci 2012;7:50.

Holmes BJ, Finegood DT, Riley BL, Best A. Systems Thinking in Dissemination and Implementation
Research. In Brownson R, Colditz G, Proctor E, editors. Dissemination and Implementation Research in
Health: Translating Science To Practice. Oxford: Oxford University Press; 2012.

Holmes B, Scarrow G, Schellenberg M. Translating evidence into practice: the role of health research
funders. Implement Sci 2012;7:39.

Honig MI, Venkateswaran N. School-central office relationships in evidence use: understanding evidence
use as a systems problem. Am J Educ 2012;118:199–222.

LaRocca R, Yost J, Dobbins M, Cilisaka D, Butt M. The effectiveness of knowledge translation strategies
used in public health: a systematic review. BMC Public Health 2012;12:751.

Levin B, Cooper A. Theory, Research and Practice in Mobilizing Research Knowledge in Education.
In Fenwick T, Farrell L, editors. Knowledge Mobilization and Educational Research – Politics, Languages
and Responsibilities. London: Routledge; 2012. pp. 17–29.

Murphy K, Fafard, P. Knowledge Translation and Social Epidemiology: Taking Power, Politics and Values
Seriously. In O’Campo P, Dunn JR, editors. Rethinking Social Epidemiology: Towards A Science of Change.
Dordrecht: Springer; 2012. pp. 267–84.

Oborn E. Facilitating implementation of the translational research pipeline in neurological rehabilitation.
Curr Opin Neurol 2012;25:676–81.

Panisset U, Koehlmoos TP, Alkhatib AH, Pantoja T, Singh P, Kengey-Kayondo J, et al. Implementation
research evidence uptake and use for policy-making. Health Res Policy Sys 2012;10:20.
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Scott SD, Albrecht L, O’Leary K, Ball GD, Hartling L, Hofmeyer A, et al. Systematic review of knowledge
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Appendix 3 List of organisations included in
the study

Health care: UK

BMJ Evidence Centre.

Cancer Research UK.

Centre for Evidence-Based Medicine at the University of Oxford.

Chief Scientist Office.

Centre for the Development and Evaluation of Complex Interventions for Public Health

Improvement (DECIPHer).

Department of Health Policy Research Programme.

Fuse.

Health Foundation.

Health Services Research Network (HSRN).

Healthcare Improvement Scotland.

Improvement Science London.

The King’s Fund.

Managers in Partnership.

Medical Research Council (MRC).

National Institute for Social Care and Health Research, Wales.

NHS Confederation.

NHS Education for Scotland (NES).

NHS Health Scotland (Evidence for Action team).
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NHS Improving Quality.

NICE.

NIHR CLAHRC East Midlands.

NIHR CLAHRC East of England.

NIHR CLAHRC Greater Manchester.

NIHR CLAHRC North Thames.

NIHR CLAHRC North West Coast.

NIHR CLAHRC North West London.

NIHR CLAHRC Oxford.

NIHR CLAHRC South London.

NIHR CLAHRC South West Peninsula.

NIHR CLAHRC Wessex.

NIHR CLAHRC West.

NIHR CLAHRC West Midlands.

NIHR CLAHRC Yorkshire and Humber.

NIHR Comprehensive Clinical Research Network (CCRN).

NIHR Health Services and Delivery Research Programme.

NIHR HTA programme.

NIHR INVOLVE.

NIHR Programme Grants for Applied Research programme.

NIHR Public Health Research programme.

NIHR Research for Patient Benefit programme.

NIHR Trainees Coordinating Centre.

Nuffield Trust.

RAND Europe.

Scottish Collaboration for Public Health Research and Policy.
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Scottish Public Health Network.

Society for Academic Primary Care.

TRiP-LaB (Translating Research into Practice in Leeds and Bradford).

Warwick Evidence.

Wellcome Trust.

Wolfson Centre, Durham University.

Health care: Europe excluding the UK

Agency for Quality in Medicine, Berlin.

European Health Management Association.

European Observatory on Health Systems and Policies.

Health Research Board, Ireland.

INSERM (Institute National de la Santé et de la Recherche Medicale).

Karolinska Institute.

NIVEL – the Netherlands Institute for Health Serv Res.

Norwegian Knowledge Centre for the Health Services (NOKC).

World Health Organization (WHO) Europe Health Evidence Network.

ZonMW.

Health care: Australia and New Zealand

Australian and New Zealand Association for Health Professional Educators (ANZAHPE).

Australian Centre for Health Services Innovation.

Australian Primary Health Care Research Institute.

Centre of Excellence in Intervention and Prevention Science (CEIPS).

Drug Policy Modelling Program at the National Drug and Alcohol Research Centre.

George Institute.

Health Research Council of New Zealand.

Health Services Research Association of Australia and New Zealand.
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Joanna Briggs Institute.

National Health and Medical Research Council (NHMRC).

Primary Health Care Research and Information Service.

Productivity Commission.

Public Health Association of Australia (PHAA).

Sax Institute, Australia.

South Australian Health and Medical Research Institute (SAHMRI).

Health care: Canada

Alberta Innovates – Health Solutions.

Canadian Agency for Drugs and Technologies in Health (CADTH).

Canadian Association for Health Services and Policy Research (CAHSPR).

Canadian Cochrane Centre.

Canadian Foundation for Healthcare Improvement (CFHI).

Canadian Institute for Health Information.

Canadian Institutes of Health Research (CIHR).

Canadian Partnership against Cancer.

Canadian Patient Safety Institute.

Centre for Evidence-Based Medicine (Toronto).

Evidence Exchange Network.

Evidencenetwork.ca.

Health Information Research Unit, McMaster University.

Health Quality Council.

Health Systems Evidence at McMaster University.

InSource.

Institut national de santé publique du Quebec (INSPQ).

Institute for Work and Health (IWH).
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Knowledge Impact Strategies.

Mental Health Commission of Canada.

Michael Smith Foundation for Health Research (MSFHR).

Ministry of Health and Long-Term Care, Ontario.

National Collaborating Centre for Methods and Tools.

Public Health Agency Canada.

Quebec Population Health Research Network (QPHRN).

Research Impact Canada.

Seniors Health Knowledge Network.

University of Waterloo’s Propel Centre for Population Health Impact.

Health care: USA

Academy Health.

Agency for Healthcare Research and Quality (AHRQ).

Center for Evaluation and Innovation, Kaiser Permanente Care Management Institute.

Center on Health Care Effectiveness.

Commonwealth Fund.

Hilltop Institute.

IHI.

Institute of Medicine.

Kaiser Family Foundation.

NASHP (National Academy for State Health Policy).

National Center for the Dissemination of Disability Research (NCDDR).

National Health Policy Forum.

RAND.

Urban Institute.

Department of Veterans Affairs (VA)/Veterans Health Administration (VHA).
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Education: UK

British Educational Research Association.

Centre for Evaluation and Modelling, Durham University.

Centre for the Use of Research and Evidence in Education (CUREE).

CfBT Educational Trust.

Coalition for Evidence-Based Education (CEBE).

Department for Education.

Department of Education, University of Oxford.

Department of Education, University of York.

Education Analytical Services Division of the Scottish Government.

EEF.

Educational Evidence Portal.

EPPI-Centre.

Faculty of Education, University of Cambridge.

Graduate School of Education, University of Bristol.

Institute for Effective Education, University of York.

The Key.

Mirandanet.

National Foundation for Educational Research.

Northern Ireland Education Research Forum (NIERF).

Scottish Educational Research Association.

Sutton Trust.

Teacher Development Trust.

Universities Council for the Education of Teachers (UCET).
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Social care: UK

ADASS (Association of Directors of Adult Social Services – England).

ADCS (Association of Directors of Children’s Services – England).

Association of Directors of Social Work – Scotland.

Centre for Effective Services.

Centre for Excellence for Looked After Children in Scotland (CELCIS).

College of Occupational Therapists.

College of Social Work.

Dementia Services Development Centre, University of Stirling.

Institute for Research and Innovation in Social Services (IRISS).

Institute of Child Care Research (Queen’s University Belfast).

Making Research Count.

Personal Social Services Research Unit (PSSRU – Kent).

Personal Social Services Research Unit (PSSRU – London School of Economics).

Personal Social Services Research Unit (PSSRU – Manchester).

Research in Practice.

Research in Practice for Adults.

Scottish Consortium for Learning Disability.

Social Care Institute for Excellence (SCIE).

Social Services Research Group (SSRG).

STRADA (Scottish Training on Drugs and Alcohol).

WithScotland.
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Cross-sector (UK)

Alliance for Useful Evidence.

Arts and Humanities Research Council (AHRC).

British Academy.

Campbell Collaboration.

Centre for Research on Families and Relationships.

Centre for Reviews and Dissemination (CRD) (NIHR).

Colebrooke Centre.

Community University Partnership Programme (CUPP), University of Brighton.

Economic and Social Research Council (ESRC).

Esmee Fairbairn Foundation.

Health and Social Care R&D, Northern Ireland.

Higher Education Funding Council for England (HEFCE).

Institute for Voluntary Action Research (IVAR).

Joseph Rowntree Foundation.

National Children’s Bureau and C4EO.

National Co-ordinating Centre for Public Engagement (NCCPE).

NESTA.

Nuffield Foundation.

Scottish Funding Council (SFC).

Social Policy Research Unit, University of York.

Social Research Unit, Dartington.

Third Sector Research Centre.

Young Foundation.

Universities UK.

Organisations in bold type participated in the interviews.The three CLAHRCs selected to participate in the

interviews were a convenience sample from the nine ‘first wave’ CLAHRCs (funded 2008–13).
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Appendix 4 Participant information sheet and
consent form

 
Project title  
Mobilising knowledge to improve UK health care: learning from other countries and other 
sectors 
 
What is the study about? 
This study is funded by the NIHR Health Services and Delivery Research Programme 
(project ref 11/2004/10) and is being conducted by researchers from the School of 
Management at the University of St Andrews.  

The primary purpose of the study is to improve how the NHS uses research-based 
information for more effective services and better patient care. It will do this by collating, 
analysing and making readily available the learning from knowledge mobilisation strategies 
developed and applied at the ‘macro’ level (i.e. by major research funders, major research 
producers and key research intermediaries) in healthcare (in the UK and internationally), and 
analogous experience from the fields of social care and education (in the UK). Key 
stakeholders in NHS research (key research funders, research producers and research 
intermediaries e.g. NIHR, the CLAHRCs, the NHS Confederation, the King's Fund, the 
Health Foundation) will be involved throughout the study to ensure that the findings and the 
outputs from the study are relevant and can readily be used by these organisations. The study 
will include interviews, an online survey and workshops. Further details can be found at the 
funder’s website at:  http://www.nets.nihr.ac.uk/projects/hsdr/11200410 
or at the project webpage www.st-andrews.ac.uk/business/km-study 

Do I have to take part? 
This information sheet has been written to help you decide if you would like to take part. If 
you do decide to take part you will be free to withdraw at any time without providing a 
reason.  
   
What would I be required to do? 
You will be asked to take part in an interview with one of the research team lasting around 45 
minutes. The interview will take place either by phone or at your place of work as appropriate 
and will be taped if you agree to that. 

 
Will my participation be anonymous and confidential? 
The research aims to collate and learn from the experience of knowledge mobilisation 
approaches used by a range of organisations in health care, social care and education. It 

 

 

Participant Information Sheet: 
Interviews 

DOI: 10.3310/hsdr03270 HEALTH SERVICES AND DELIVERY RESEARCH 2015 VOL. 3 NO. 27

© Queen’s Printer and Controller of HMSO 2015. This work was produced by Davies et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

171



would be unnecessarily restrictive and at odds with the aim of sharing the learning to 
withhold names of organisations carrying out specific initiatives or programmes. Firstly, 
many of the details of these knowledge mobilisation approaches will already be in the public 
domain. Secondly, it is important to consider contextual factors when developing knowledge 
mobilisation approaches and therefore omitting contextual detail from the findings would 
make them less useful. Thus we will normally include the names of organisations but we will 
not refer to individual interviewees by name.  

We will anonymise or keep confidential data when requested to do so by the interviewee. We 
will also anonymise data (e.g. by aggregating data) where material is sensitive.  

 
Storage and destruction of data collected 
Data will be stored on password-protected computers accessible only by members of the 
research team or in locked offices. After the study has been completed, data will be stored 
until the papers and other outputs from the study have been completed and will then be 
destroyed. 
 
What will happen to the results of the research study? 
This is an 18 month study and we anticipate that the final results will be available in the 
second half of 2014. A key aim of this project is to ensure that the findings are readily usable 
by organisations and so there are likely to be a range of outputs in addition to a formal 
research report and journal papers.   
 
Questions 
You are welcome to ask questions about the project at any stage. 

Approval and consent  
This research proposal has been scrutinised and been granted ethical approval through the 
University ethical approval process. 
 
The Board of the NIHR Health Services and Delivery Research programme reviewed the 
research proposal prior to awarding funding to the project.  

You will be asked to sign a consent form before the interview. 

What should I do if I have concerns about this study? 
A full outline of the procedures governed by the University Teaching and Research Ethical 
Committee is available at http://www.st-andrews.ac.uk/utrec/Guidelines/complaints/ 
 
Contact details 
Principal Investigator: Professor Huw Davies (hd@st-and.ac.uk) 
Co-investigators:  Professor Sandra Nutley (smn@st-and.ac.uk) 
   Dr Alison Powell (aep2@st-and.ac.uk) 
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School of Management, University of St Andrews, The Gateway, North Haugh, St Andrews, 
Fife, KY16 9RJ. Scotland  

 

www.st-andrews.ac.uk/business/km-study
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Participant Consent Form: 
Interviews 

 
Project title  
Mobilising knowledge to improve UK health care: learning from other countries and other sectors 
 
Researchers 
Principal Investigator: Professor Huw Davies (hd@st-and.ac.uk) 
Co-investigators:  Professor Sandra Nutley (smn@st-and.ac.uk) 

Dr Alison Powell (aep2@st-and.ac.uk) 
 
The University of St Andrews attaches high priority to the ethical conduct of research.  We therefore ask 
you to consider the following points before signing this form. Your signature confirms that you are happy to  
participate in the study. 

 
What are identifiable/attributable data? 

‘Identifiable/attributable data’ are data where the participant’s organisation is identified, or where consent is 
given by a participant for their organisation’s name to be used in the research outputs. The raw data will be 
held confidentially by the researchers. The published research will clearly identify and attribute data 
collected to the participant’s organisation except in the following circumstances: 

a) Where the interviewee requests that data be anonymised or kept confidential 
b) Where material is particularly sensitive; such data will be anonymised (e.g. by aggregating data). 

Consent 
 

The purpose of this form is to ensure that you are willing to take part in this study and to enable you to 
understand what it entails. Signing this form does not commit you to anything you do not wish to do and 
you are free to withdraw at any stage. 

Please answer each statement concerning the collection and use of the research data. 
I have read and understood the information sheet.  Yes   No 

I have been given the opportunity to ask questions about the study.  Yes  No 

I have had my questions answered satisfactorily.  Yes  No 

I understand that I can withdraw from the study at any time without having to give an 
explanation. 

 Yes  No 

I agree to my organisation being identified in any subsequent publications or use.  Yes  No 
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I understand that my raw data will be kept securely and will be accessible only to the 
researchers. I agree to data collected being attributable to my organisation. I also 
understand that in the published research any contribution made by me will be clearly 
identified and attributed to my organisation except in the circumstances set out under a) 
and b) in the section ‘What are identifiable/attributable data?’ above. 

 

 Yes  

 

 No 

 

I understand that my data will be stored until the papers and other outputs from the study 
have been completed and will then be destroyed. 

 

 Yes  No 

I agree to take part in the study.  Yes   No 

Part of our research involves taking tape recordings. These recordings will be kept secure and stored with no 
identifying features.     

I agree to being tape recorded  Yes   No 

Participation in this research is completely voluntary and your consent is required before you can participate 
in this research. If you decide at a later date that data should be destroyed we will honour your request. 

Name in Block 
Capitals 

 

Organisation  

Signature  

   Date:  

 

www.st-andrews.ac.uk/business/km-study
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Appendix 5 Interview topic guide

TABLE 23 Interview topic guide

Theme

Introduction l Summary of the study; purpose and format of interview
l Consent form
l How long has the interviewee been in this organisation and in

their current position?

Explore how the organisation sees its role in
relation to knowledge mobilisation

l What does the organisation see as its role in relation to
knowledge mobilisation/getting research into practice/knowledge
exchange, etc.?

l What terms are commonly used?

Explore the main knowledge mobilisation activities
at this organisation

l What are the main knowledge mobilisation activities/
approaches/strategies?

Explore the thinking behind these approaches
being used in the organisation

l How did these approaches come to be used?
l What (if any) models, theories or frameworks have been used in

developing and using these approaches?
l What factors are driving the organisation’s approach to

knowledge mobilisation?
l Has the organisation always used these or similar approaches or

has there been a change in direction in the last few years?
l Does the organisation have future plans for knowledge

mobilisation that vary from current practice?

Explore the ‘target’ audience/users l Which groups or individuals are the main focus of the
organisation’s knowledge mobilisation activities?

l Are patients/service users/members of the public involved in the
organisation’s knowledge mobilisation activities? In what ways?

Explore formal or informal evaluation of the
organisation’s knowledge mobilisation activities

l Have there been any formal or informal evaluations of these
activities – either by the organisation or by others? Who was
involved? (e.g. end-users?) What was evaluated/measured? What
criteria were used to evaluate the impact of knowledge
mobilisation strategies?

l What were the main findings? What were the lessons for the
future? Have the evaluations resulted in any changes in direction
or any new activities?

l What evaluations (formal or informal) is the
organisation planning?

Explore formative learning and practical experience l What formative learning has accumulated through the practical
experience of using these approaches?

l What advice/tips would the interviewee give to a colleague in a
similar organisation?

Other issues l Cover any issues/activities flagged up on the website review
sheet that have not already been discussed

l Any additional comments?
l Is there anyone else from this organisation or from another

organisation that we should be talking to?

Closing remarks l Thank participant and advise them of the timescale for the study
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Appendix 6 Participant organisations at the
two workshops

Workshop 1: 25 June 2013

Bangor University.

Cancer Research UK.

Chelsea and Westminster Hospital.

Economic and Social Research Council.

Health and Social Care R&D Division (Northern Ireland).

Healthcare Improvement Scotland.

InSource Research Group.

Institute for Research and Innovation in Social Services.

JL and Associates.

King’s College London.

NIHR INVOLVE.

NIHR Trainees Coordinating Centre.

National Institute for Social Care and Health Research (NISCHR), Welsh Assembly Government.

NHS Education for Scotland.

NIHR Health Services and Delivery Research Programme.

Sheffield Teaching Hospitals NHS Trust.

Social Care Institute for Excellence.

Technology Development Group.

The Health Foundation.

University College London.

University of Oxford.
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Workshop 2: 30 April 2014

Amsterdam University of Applied Sciences.

Bangor University.

Durham University.

Economic and Social Research Council.

Education Endowment Foundation.

Health and Social Care R&D Division (Northern Ireland).

Imperial College London.

Improvement Science London.

InSource Research Group.

Institute for Research and Innovation in Social Services.

JL and Associates.

King’s College London.

Manchester Business School.

NIHR Evaluation, Trials and Studies Coordinating Centre.

NIHR INVOLVE.

NIHR Trainees Coordinating Centre.

National Institute for Social Care and Health Research Academic Health Science Collaboration.

National Institute for Social Care and Health Research, Welsh Assembly Government.

North West Coast Academic Health Science Network.

Nuffield Trust.

Research in Practice.

St George’s, University of London and Kingston University.

Technology Development Group.

Teesside University.

The Health Foundation.

APPENDIX 6

NIHR Journals Library www.journalslibrary.nihr.ac.uk

180



Universities UK.

University College London.

University of Aberdeen.

University of Leeds.

University of Oxford.

University of Southampton.
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Appendix 7 The international advisory board

Dr Allan Best, Managing Director, Insource; Associate Scientist, Centre for Clinical Epidemiology and
Evaluation, Vancouver Coastal Research Institute and Clinical Professor, School of Population and Public
Health, University of British Columbia, BC, Canada.

Dr Jean-Louis Denis is principal investigator of the Canadian Institutes of Health Research Team Grant in
Reconfiguration of Health Care Organizations and Systems and holder of the Canada Research Chair in
Governance and Transformation of Health Organizations and Systems (GETOSS). He is a Full Professor at
the École nationale d’administration publique (ENAP) in Montreal, QC, Canada.

Dr Jonathan Lomas (former CEO, Canadian Health Services Research Foundation).

Ms Jacqueline Tetroe (former Senior Advisor, Knowledge Translation, Canadian Institutes of
Health Research).

Dr Jacomine Ravensbergen, Dean, Amsterdam University of Applied Sciences, the Netherlands.

Professor Sally Redman, CEO, Sax Institute, NSW, Australia.

Professor Thomas Rundall, Henry J. Kaiser Chair of Organised Health Systems; Director, Centre for
Health Management Research, School of Public Health, University of California, Berkeley, CA, USA.

Dr Vicky Ward, Lecturer in Primary Care, University of Leeds, UK.
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Appendix 8 Key observations on evaluating
knowledge mobilisation approaches from the
major reviews

TABLE 24 Key observations on evaluating knowledge mobilisation approaches from the major reviews

Review Key observations on evaluating knowledge mobilisation approaches

Oliver et al. 2014205 There is still a lack of reliable empirical evidence about the actual processes and
impacts of research use in policy-making

Caswill and Lyall 2013206 Knowledge brokerage is being promoted in contemporary policy but there is limited
evidence that such roles are being widely embraced

Ellen et al. 2013142 Evaluation efforts are rarely reported in the literature and most evaluations examine
clinical outcomes rather than the impact of evidence use on managerial decision-making
or the processes of using evidence

Oborn et al. 201330 Models evaluating the success of KT programmes continue to focus on more linear
and quantitative approaches rather than on approaches which emphasise
collaboration and reciprocal exchange, despite the latter becoming increasingly
common in the literature

Pitchforth et al. 201398 There is currently little empirical evidence on the effectiveness of different
evidence-response mechanisms; evaluation is challenging but does need to be built in
from the outset

Barwick et al. 2012207 This literature search for studies that evaluated the effectiveness of KT interventions in
child and youth mental health services found that the existing studies were largely of
poor quality

Boyko et al. 201296 Much of the existing literature on deliberative dialogues is theoretical or focuses on
evaluating their procedural aspects; little is yet known about the effects of deliberative
dialogues as a strategy in KTE

Fazekas and Burns 2012125 There is little empirical evidence on the effectiveness or impact of knowledge
mediation in education

Grimshaw et al. 201276 The evidence on the likely effectiveness of different strategies to overcome specific
barriers remains incomplete. The evidence base on the effectiveness of KT strategies
focusing on policy makers and senior managers is very limited

Holmes et al. 201278 Systems thinking approaches to knowledge mobilisation will need to be evaluated
using methods like natural experiments and case studies rather than RCTs

Holmes et al. 2012126 A review of 377 publications (Fixsen et al. 2005) concluded that information
dissemination is not effective for implementation

Murphy and Fafard 201297 There is limited evidence of the comparative effectiveness of different KT strategies in
clinical and health services although there are examples where approaches have led to
increased use of evidence in large health care organisations or better use of guidelines

Scott et al. 2012115 There are few robust studies on knowledge translation with allied health professionals

Chambers et al. 201294 This review of the literature aimed to identify and describe existing products and approaches
that systematic review producers use to bring their findings to policy-makers. Few evaluations
were available. Most of these reported on perceived usefulness rather than actual use in
decision-making and none assessed cost-effectiveness

Ellen et al. 2011208 The reviewers were unable to identify any studies evaluating the effects of a full RKI
on the use of evidence by health system managers and policy makers; however, the
scoping review did uncover 25 qualitative studies and one randomised control trial
that addressed different components of the RKI framework

continued
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TABLE 24 Key observations on evaluating knowledge mobilisation approaches from the major reviews (continued)

Review Key observations on evaluating knowledge mobilisation approaches

Greenhalgh andWieringa 201124 There is very little research on how knowledge intermediation might be productively
facilitated and supported. Research is needed to address approaches to facilitating
macro-level partnerships between researchers, practitioners and commercial interests

Pentland et al. 201180 There is a shortage of empirical evidence on KT initiatives and no valid method for
measuring the effects of KT or KE has been established. The most commonly-used
approach is to develop local, individual and non-standardised measures

Contandriopoulos et al.201021 The reviewers suggest that context-independent evidence on effective knowledge
exchange strategies is unlikely to be found

Bhattacharyya et al. 2009100 The reviewers note that a Cochrane review in 2005 concluded that there is currently
insufficient evidence to assess the impact of the strategy of identifying barriers and
tailoring interventions

Although systematic reviews of various implementation strategies provide some
indication of their impact, so much depends on the interaction of provider and context
that it is hard to assess the applicability of studies conducted in one context to another
context

One approach in the field has been to develop a series of testable hypotheses and
theories to describe these interactions; however, the authors criticise this approach on
the grounds that there are already multiple overlapping frameworks and theories with
limited ability to predict the complex interactions in the implementation process. They
argue that there is currently insufficient empirical evidence on which to build those
theories and suggest that a more fruitful alternative would be to continue to build a
series of detailed cases from which theoretical frameworks could eventually evolve

Cooper et al. 2009209 Much of the knowledge mobilisation empirical literature is based on surveys and
interviews. There is a pressing need for other methods and also for research that
focuses on cultures and on organisational practices rather than just on individuals;
many of the initiatives described in this paper remain unevaluated

Ward et al. 200919 Recent reviews (Mitton et al.; Graham and Tetroe 2007) have identified 63 different
theories or models of KT across fields including health care, social care and
management; many of these models remain largely unrefined and untested so it is
unclear how suitable they are for planning and evaluating KT strategies

Graham et al.’s KTA framework has been tested and evaluated as a model for
planning and evaluating KT strategies but the model was developed from planned
action theories and its adequacy as an explanation of the KT process is largely
unknown. In addition, it has not yet been refined or developed further following its
use in practice

Levin 200891 The evidence base in this area is poor. For example, a review of 81 robust papers
in KTE research in health (Mitton et al. 2007) found only 18 empirical studies
of the effects of KTE practices; the remaining studies were analyses of barriers and
constraints. The use of audit and feedback with physicians has been studied; these do
have an impact but the effect is not large and consistent enough to make them
mandatory

The author comments that too many studies construct new frameworks instead
of building on the work of others and that few studies try to measure the impact of
knowledge mobilisation; many do so only in general ways rather than looking at
specific research or decisions

Nicolini et al. 2008158 The knowledge management literature pays little attention to the question of evidence
for the effectiveness of knowledge management tools
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TABLE 24 Key observations on evaluating knowledge mobilisation approaches from the major reviews (continued)

Review Key observations on evaluating knowledge mobilisation approaches

Tetroe et al. 200811 The evaluation of the effectiveness of KT strategies remains a methodological
challenge

There has been relatively little empirical research on the actual or potential KT roles,
responsibilities and activities of the different actors

There is a limited evidence base for KT, compounded by the problem of agreeing
outcomes for evaluation and the methodological challenges of designing rigorous
studies to test KT strategies

‘emphasis on evaluation will be needed to discover which KT strategies are effective
for both agencies and researchers . . . The agencies may also benefit from
opportunities to examine what other agencies are doing in this important area‘
(pp. 151–2)

Graham and Tetroe 200773 This review found 31 planned action theories (models/frameworks) published in the
period 1983–2006. Most (19/31) of the theories or frameworks had not yet been
tested empirically

Mitton et al. 200718 The review examined and summarised current evidence for KTE in health policy;
it found that only about 20% of the studies reported on a real-world application of a
KTE strategy and fewer had been formally evaluated

The authors concluded that more formal and rigorous research is needed to assess
and evaluate the success of KTE strategies in different contexts and suggested that it
may be more beneficial to conduct an evaluation on whether and how policy was
informed rather than simply the extent to which research was used

Sudsawad 200790 Few studies on the effectiveness of KT strategies report strategies involving knowledge
creation (as opposed to dissemination and implementation of existing knowledge).
There are some key reviews of strategies aimed at changing health professionals’
behaviour

The author comments that as knowledge use is not a single discrete event, evaluating
knowledge use requires a multidimensional and systematic approach

Estabrooks et al. 200672 The PARIHS Framework is both intuitively appealing and flexible. However, with the
exception of the facilitation component, it lacks detail and, like other models and
frameworks, it has not been comprehensively tested

Lavis et al. 200610 Many of the interventions that are intended to influence the use of research have
been promoted but have not yet been evaluated

Fixsen et al. 200533 Information dissemination alone and training by itself are both widely used as
methods of implementing policies and programmes despite best evidence showing
that these methods are ineffective. What is needed is a longer-term multilevel
approach using a range of mechanisms including practitioner selection, coaching and
skill-based training

The best evidence available shows that information dissemination alone is an ineffective
implementation methods and that training by itself is also ineffective – and yet these two
have been the most widely used ways of attempting implementation of policies and
programmes

There is little evidence on the impact of organisational and system influences on
implementation or on their mechanisms of influence. More data are needed, especially as
those involved in large-scale implementation report that these factors are very influential

There is a gap in the literature about how the different factors interact and about their
relative influences over time

continued
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TABLE 24 Key observations on evaluating knowledge mobilisation approaches from the major reviews (continued)

Review Key observations on evaluating knowledge mobilisation approaches

Walter et al. 200593 This cross-sector review of 93 empirical articles from 1990 onwards and four large-scale
multisite initiatives found that the articles rarely addressed or theorised what was meant
by research use and that a variety of forms of research use were measured using a range
of subjective and objective methods

The gaps in the evidence base include non-instrumental research use; key features of
successful initiatives; evidence from outside health care; details of the format, content
and implementation of interventions; and evaluations of the vast majority of initiatives
being used to promote research use

Greenhalgh et al. 200431 The literature on diffusion of innovations is problematic:

There is little evidence to support the widely-cited concept of ‘adopter traits’

Much of the literature concentrates on product-based innovations, from which the
lessons are not readily transferable to complex processes in service settings

Most studies ignore the issue of the sustainability of innovations

Most studies focus on formal innovations disseminated from the centre rather than
informal, emergent innovations

‘The multiple (and often unpredictable) interactions that arise in particular contexts and
settings are precisely what determine the success or failure of a dissemination initiative’
(p. 615)

GrimshawandEccles 2004210 The paper summarises findings from a systematic review by Grinshaw et al. of 235
rigorous evaluations of different guideline dissemination and implementation
strategies published up to 1998

The median effect size across all studies showed an absolute improvement of about
10% in process of care indicators. The authors comment that this is a modest
improvement but that it could be important across whole populations

They note that multifaceted interventions did not appear to be more effective than
single interventions and that few of the studies were based on a theoretical model to
guide the choice of intervention

Hemsley-Brown 2004211 There is little empirical research evidence to show which strategies are effective in
increasing research use by public sector managers or practitioners

Walter et al. 200460 The review found that there is little evidence of the effectiveness of the three models
of research use in social care (i.e. research-based practitioner, embedded research,
organisational excellence) and little evidence about potential barriers and enablers to
their development

It is not possible to endorse one model to the exclusion of the others; further work is
required to develop a whole-systems approach

There are few robust studies of what works in promoting research use in social care
and the majority of studies focus solely on the professionally qualified workforce

Lavis et al. 200355 The authors advise that the type of research use (e.g. instrumental, conceptual or
symbolic) should be considered when measuring outcomes and that performance
measures for knowledge translation should be appropriate to the target audience and
objectives. They suggest that a reasonable ambition for research organisations may be
to know whether or not the research they produce is having an impact on decision-
making; more detailed assessment of improved performance or changes in health
outcomes may be best left to standalone research projects

The authors report that their survey in 2001 of 265 directors of applied research
organisations in Canada (134 health research, 131 economic/social research) found
that only around 1 in 10 organisations did any kind of evaluative activity of their
knowledge translation activities (e.g. impact on awareness, knowledge, attitudes,
reported or actual behaviour)
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TABLE 24 Key observations on evaluating knowledge mobilisation approaches from the major reviews (continued )

Review Key observations on evaluating knowledge mobilisation approaches

Walter et al. 2003145 There is limited evidence on what makes for effective research impact, although the
literature does point to a number of practices that seem to be useful

Literature from the health-care sector predominates and there is an emphasis on
changing behaviour in practice settings rather than on more conceptual uses of
research or on evidence use in policy settings. There may be scope for cross-sectoral
learning as different sectors share common barriers to research use

KE, knowledge exchange; KTE, knowledge transfer and exchange; RCT, randomised controlled trial; RKI, research
knowledge infrastructure.
Full references are given in Appendix 2.
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